
 
 
 

 
AIREDALE NHS FOUNDATION TRUST BOARD OF DIRECTORS’ PUBLIC MEETING 

AGENDA 
 

Venue: By MS Teams 
Date:  Wednesday 6 April 2022 
Time:  09:30 – 12.20 
 
No Item Lead Paper Action Time 
Opening matters 
1. Welcome and apologies for absence: 

 
Chair  - Note 09:30 

2. Declarations of Interest 
 

Chair - Note 09:30 

3. Patient Story: Visiting restrictions during 
Covid-19 
 

Chief Nurse Verbal Discuss 09:35 

Business from the previous meeting 
4. Minutes: 

(i) Public Board Meeting held on 
2 February 2022 

(ii) Board to Council Meeting held on 
17 March 2022 

Chair Attachments Approve  

09.50 

5. Matters and actions arising not covered 
elsewhere on the agenda

Chair  Discuss 

Key Reports 
6. Chair’s Briefing 

 
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  
 

Deputy Chief Executive Attachment Discuss  10:30 

 
REFRESHMENT BREAK 10.40 – 10.50 

 
10. Maternity Improvement Update: 

Maternity Quality, Safety and 
Performance; Perinatal Surveillance  
 

Chief Nurse / Head of Nursing 
and Midwifery 

Attachment Discuss 10.50 

11. Maternity Board Champion Report Non-Executive Director  
Maternity Board Champion

Attachment 
 

Discuss 11:05 

12. Reports from Committee Chairs: 
i) Finance, Performance & Digital 

Committee, 30 March 2022; 
ii) People Committee, 29 March 

2022; and  
iii) Quality & Safety Committee, 

29 March 2022 

Committee Chairs 
 
 

Attachments 
 
 
 
 
 

Note 
 
 
 
 
 
 
 

11.10 

13. Monthly Integrated Board Report at 
28 February 2022 
 People 
 Operational Performance 
 Quality and Safety 
 Finance 

 

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

Attachment 
 

Discuss 
 

11.20 

14. Risks: Attachment Note 12.05



 
 
 

(i) High Level Risk Register 
(ii) Additional risks identified during 

the meeting 

Chief Nurse  
Chair 

Closing matters 
15. Any Other Business Chair Verbal Discuss 12.15
16. Messages to Colleagues and Key 

Stakeholders 
Chair  Verbal Discuss 12.15 

17. Review and Close of Meeting Chair Verbal Discuss 12.20
Date of next meeting: Public Board of Directors Meeting: Thursday 26 May 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. 



 1

                                                                            
 

MEETING OF THE PUBLIC BOARD OF DIRECTORS 
HELD AT 09.30 ON WEDNESDAY 2 FEBRUARY 2022 
VIA MICROSOFT TEAMS 
 

PRESENT: Andrew Gold (AG), Chair 
Rob Aitchison (RA), Acting 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 
Stuart Shaw (SS), Acting Chief Operating Officer 
Amanda Stanford (AS), Chief Nurse 
Amy Whitaker (AW), Director of Finance  
Andy Withers (AWi), Non-Executive Director 
 

IN ATTENDANCE:  
 

Mr A (item 3) 
Gemma Bell (GB), Interim Patient Experience Lead (item 3) 
Kate Bell (KB), Freedom to Speak Up Guardian (item 12) 
Kathryn Hooper (KH), Acting Deputy Director of Strategy, Planning and 
Partnerships 
Stella Jackson, (SJ) Head of Corporate Governance  
Victoria Pickles (VP), Deputy Chief Executive  
Aziz Rehman (AR), Interim Patient Experience Coordinator 
Paul Rice (PR), Chief Digital and Information Officer 
 
1 Public Governor (items 3-18) 
1 member of the public 
 

  
01/22 
 

WELCOME 
 
The Chair welcomed everyone to the meeting and in particular KH who was attending the 
meeting for the first time.    
 

02/22 APOLOGIES FOR ABSENCE 
 
There were no apologies for absence. 
 

03/22 DECLARATIONS OF INTEREST 
 
There were no declarations of interest.  
 

04/22 PATIENT STORY 
 
This month’s patient story was told by Mr A whose mum had been cared for by the Trust 
during the Covid-19 pandemic (which resulted in restrictions being placed on visiting 
arrangements at the hospital).  Following discussions with the family and patient, the Trust 
enabled the patient to return home once she became an End of Life patient.  This was 
particularly important as it met the needs of the patient and family, enabled the patient to die 
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peacefully at home and for the family to arrange an early funeral in keeping with their Muslim 
faith.   
 
DC reported Mr A had been supporting the Trust to streamline its early release and burial 
process for Muslim patients.    
 
RA asked Mr A whether the service provided by the Trust could have been improved.  Mr A 
believed interpreters would enhance the provision for patients that did not speak English. 
 
AS highlighted the importance of patients being enabled to have a dignified and good death in 
the place of their choosing and believed the story highlighted how the Trust had facilitated 
this. 
 
AWi queried how the Trust might support primary care to provide a good service to families 
who were in the same situation as Mr A’s family.  Mr A reported waiting times to both get 
through to a GP surgery and speak to a doctor could be improved when a patient was at the 
end of their life. 
 
The Board thanked Mr A for sharing his story and AR/GB for supporting him at the 
meeting. 
    

05/22 MINUTES  
 
Public Board Meeting, 3 November 2021 
 
The minutes of the Public Board meeting held on 3 November 2021 were approved as true 
and accurate record of the meeting, subject to the following amendment: 
 
Item 83/21: Maternity Update - AWi noted that the midwifery profession had some concerns 
about the `continuity of carer’ programme on the workforce and asked that the Trust 
challenge the implementation of this requirement, if possible.   
 
Minutes of the Board to Council of Governors Meeting, 2 December 2021 
 
The minutes of the Board to Council of Governors meeting held on 2 December 2021 were 
approved as true and accurate record of the meeting. 
 

06/22 MATTERS AND ACTIONS ARISING NOT COVERED ELSEWHERE ON THE AGENDA 
 
Public Board Meeting Actions 
 

 3/11/21: 78:21 - Patient Story – the Cystoscopy service follow up review had been 
postponed due to operational pressures and an update regarding the embedding of 
improvements would now be provided at June 2022 Board; and 

 3/11/21: 88:21 - Annual Report – the Trust had considered how it might utilise the 
Medical Access Programme as part of its recruitment strategy.  Consequently, this 
action could be closed. 

 
Board to Council of Governors Meeting Actions 
 

 2/12/21: 02:21 - Key Achievements 2021/22 to Date and Planning 2022/23 – 
information had been forwarded to Nick Cole, Public Governor, regarding waiting lists 
and action being taken to manage these. Friends and Family Test information was 
available via the website. 

 
There were no other matters arising not covered by the agenda. 
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07/22 CHAIR’S BRIEFING 
 
The report was taken as read and noted.   
 

08/22 CHIEF EXECUTIVE’S REPORT 
 
RA introduced his report and highlighted the following key points: 
 

 The Trust continued to experience significant levels of demand for services and those 
patients with the highest clinical need were being prioritised for care; 

 Workforce absence levels were challenging and the Trust was focussing its efforts on 
the wellbeing of its people.  JH added following engagement with colleagues 
regarding their health and wellbeing needs, a decision had been taken to award 
everyone one additional day’s leave and colleagues were very positive about this 
decision.  Colleagues had also been invited to discuss their wellbeing needs at Board 
Listening events; 

 Infection prevention arrangements within the hospital were unchanged despite the 
lifting of restrictions; 

 A significant amount of engagement was being undertaken by Executive Directors at 
West Yorkshire level; 

 The Covid Medicines Delivery Unit had been established; 
 There had been coverage within the media regarding developments at the Trust; 
 The Finance team had been awarded Level II accreditation; and 
 A significant amount of work had been undertaken on the EPR business case, the 

Securing the Future project and progressing the mandatory vaccination requirements.  
JH then informed Board colleagues the mandatory vaccination requirement had been 
halted and was being re-consulted upon.  In the meantime, the Trust would continue 
to engage with colleagues regarding the importance of the vaccination, whilst 
respecting individual choice.   

 
NM queried whether the good news regarding the new Theatre and Helipad had been shared 
with the media.  RA confirmed it had and that information regarding other good news stories 
would continue to be shared with the media as appropriate. 
 
Trust Board noted the Chief Executive’s Report. 
 

09/22 COMPANY SECRETARY’S REPORT 
 
VP introduced the report and highlighted the following: 
 

 The guidance received regarding the streamlining of Non-Executive Director (NED) 
roles had been welcomed; 

 The Trust sought to make as much Board meeting discussion as accessible as 
possible through its Public Board meetings.  Private Board meetings were held to 
consider items to be considered confidential or commercially sensitive in nature and 
the appendix to the report provided examples of the types of matters considered to be 
confidential; 

 Separate terms of reference had been produced for AGH Solutions’ Audit and Risk 
Committee and these were appended to the report for approval; 

 The results of the skills matrix would be shared with the Nominations and 
Remuneration Committee, the Appointments and Remuneration Committee and Trust 
Board. 

 
AWi queried whether the formal mapping of the NED roles to Committee responsibilities 
had been undertaken.  VP reported this would be highlighted through updated committee 
work programmes.  Action: SJ to ensure this occurs. 
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Trust Board: 
 

 Noted the Non-Executive Director (NED) Champion roles update; 
 Approved the changes to the Guidance Regarding Matters Reserved for 

Private Board Meetings; 
 Approved the AGH Solutions’ Audit and Risk Committee Terms of 

Reference; 
 Noted the Reducing the Burden update; 
 Noted the Leadership Experience succession planning update; and 
 Noted the work programme. 

 
10/22 SECURING THE FUTURE 

 
RA reported approximately 95% of the reinforced autoclaved aerated concrete (RAAC) 
panels had been inspected.  Around 25% of these had one or more defects in them and were 
being prioritised for remedial work.  £20 million had been allocated to the Trust to undertake 
repair work during 2022/23.  Whilst this would help to mitigate the risk attached to the panels, 
it would not remove the problem.  The Trust had lodged its Expression of Interest for the New 
Hospitals Programme and the latest indications were that the final eight hospitals to be 
included in this programme would be announced in September 2022.  Key stakeholders 
would continue to be lobbied regarding the issue and steps would continue to be taken to 
keep the Trust’s people and patients safe. 
 
VP added that a number of emerging issues had arisen following the inspection of the panels.  
The Trust had the right processes and governance arrangements in place to identify and 
manage the issues, thereby keeping the building and its people safe.  The issues would be 
highlighted at the forthcoming Risk Summit and in the meantime, senior leaders at the Trust 
were paying close attention to the matter. 
 
IK queried whether initial deterioration of the panels had resulted in further deterioration at 
pace.  In response, VP reported the Structural Engineer had considered this matter and rapid 
deterioration had occurred in some panels during the last six months.  However, fail safe 
steps had been taken to keep the building safe. 
 
AWh added the district valuers would undertake an assessment of the value of the building 
following remedial action taken.  VP reported the short term fail safe work could impact on the 
overall integrity of the building and this matter would need quantifying by the external 
auditors. 
 
JH reported the Trust had highlighted the issue to a number of different partners. 
 
RD queried whether there should be a strategic review of the approach.  In response, RA 
reported this review was underway.  Consideration was being given to ways in which to 
decant and move services around in order to complete the works as quickly and effectively as 
possible.  However, should service provision be impacted, then this would need to be 
highlighted with partners.  SS added the decant programme required a significant amount of 
detailed planning in order to ensure the works were completed in a strategic and proactive 
way. 
 
DC queried whether Place based partners were seeking assurance on the Trust’s behalf 
regarding the issue.  In response, VP reported the Trust had engaged with partners and 
further discussions would occur at the Risk Summit.  However, it was unclear whether 
partners were taking steps to fully understand the risk.  AG added Place based arrangements 
had only recently been established and the Trust would need to engage through that route in 
order to provide a quality inpatient service. 
 
AWi queried whether the Trust would be sharing information with other RAAC affected trusts 
regarding the specialist works undertaken and RA confirmed it was.
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MH believed information regarding the long term risks; the Trust’s response to unknown risks; 
and work underway to improve the estate should be shared with key stakeholders. 
 
PR reported other projects in train at the Trust, including the EPR business case, had 
infrastructural elements to them. 
 
Noting the importance of colleague communication, AD queried whether the Trust’s senior 
leaders were responding to concerns raised by colleagues on this matter and RA confirmed 
they were. 
 
Trust Board noted the Securing the Future update. 
 

11/22 MATERNITY BOARD 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.  The Regional Local Maternity Services (LMS) Lead 
for Continuity of Carer and a Clinical Commissioning Group (CCG) colleague had visited the 
Trust to discuss the Trust’s decision to defer Continuity of Carer activities at this time.  The 
Lead urged the Trust to continue the momentum with colleagues and develop a risk 
assessment regarding the delay.  NM also reported it had been difficult to gauge any patient 
experience feedback due to the pandemic and the engagement of patients through virtual 
channels was being explored. 
 
AWi pointed out the safer staffing issues needed to be resolved prior to the Trust continuing 
its Continuity of Carer efforts.  AS added a phased approach to the implementation of 
Continuity of Carer would be undertaken.  The key priority would be to offer the service to 
vulnerable mothers-to-be.  The Trust would also continue to focus on recruiting skilled people 
and rolling out Continuity of Carer training.   
 
IK highlighted the importance of new midwives understanding the need to be able to deliver 
Continuity of Carer requirements.  In response, AS reported the majority of midwives were 
supportive of the programme, particularly those due to or newly qualified.  Those midwives 
working in the community were, however, finding it challenging.  It was important that the 
Trust adopted a pragmatic approach to Continuity of Carer in order to be able to deliver good 
quality and safe care which did not impact on the work/life balance of midwives. 
 
MH queried whether there was a deadline date for implementation of the process.  AS 
reported an implementation plan needed to be in place by March 2023. 
 
AG queried whether the Trust could recruit internationally to fill the vacancies within the team 
just as it had done with nurse vacancies.  In response, AS reported the Trust was currently 
focussing on domestic recruitment and the recruitment of apprentices.  JH added that whilst 
discussions were occurring regarding the recruitment of international nurses, it would take a 
significant amount of time to establish a meaningful pipeline of midwivesthrough this route.   
 
The Board noted the NED Maternity Champion update. 
 

12/22 MIDWIFERY SAFE STAFFING SIX MONTHLY REPORT/NURSE STAFFING SIX 
MONTHLY SAFER STAFFING REPORT 
 
Midwifery Safe Staffing Six Monthly Report 
 
AS reported that whilst significant challenges regarding recruitment, vacancies and sickness 
absence had been experienced within Midwifery, the Trust had managed to maintain midwife 
to birth rate ratios and good one-to-one care in labour had continued to be delivered.  Covid-
19 had impacted on staffing levels and the service had reached escalation status on a 
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number of occasions.  Every midwifery unit in the country had declared a similar position 
during the previous weekend.  The service was receiving significant scrutiny and the 
leadership structure within the team was being reviewed as a matter of priority. 
 
AWh believed it would prove beneficial for future reports to forecast the workforce gaps and 
outline the workforce plan and ambition.  Action: AS to arrange for this to occur.  AS 
reported there was still work to do regarding the workforce demographics. 
 
The Board noted: 
 

 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; and 

 The deficit in the midwifery workforce in order to meet the March 2023 100% of 
eligible women to receive continuity of carer deadline. This would be addressed in a 
separate workforce strategy action plan and business case. 

 
Nurse Staffing Six Monthly Safer Staffing Report 
 
The paper was taken as read.  AWh informed Board colleagues the potential requirement to 
change the staffing mixes would have financial implications during 2022/23.   
 
Trust Board noted: 
 

 Progress to date regarding the workforce review and governance arrangements; and 
 The outputs of the establishment reviews 

 
13/22 REPORTS FROM COMMITTEE CHAIRS 

 
The following reports were received and noted: 
 

 Audit and Risk Committee, 12 January 2022; 
 Charitable Funds Committee, 11 January 2022.  RD pointed out St Anne’s School, 

Keighley had raised funds for the charity which had led to further engagement 
between the Trust and school; 

 Finance, Performance & Digital Committee, 24th November 2021 & 26 January 2022; 
 People Committee, 23 November 2021 & 25 January 2022 including People 

Committee Terms of Reference and Freedom to Speak Up Mid-Year Review.   
 
The Chair noted the request in the 23 November 2021 People Committee report that 
the Board consider which forum should consider whether an additional KPI regarding 
wellbeing should be developed.  It was agreed this discussion should occur at a Board 
Strategy Day.  Action: KH to timetable into the Board Strategy Day work 
programme. 
 
The Board approved the proposed changes to the People Committee terms of 
reference. 
 
KB then introduced the Freedom To Speak Up Guardian Mid-Year Review and 
reported the number of concerns raised within the Trust had reduced.  She outlined 
possible reasons for this, then reiterated key points from within the paper.  JH 
considered the Freedom To Speak Up Guardian role supported the Trust’s aim of 
implementing a fair and just culture.  The Trust was also reviewing its approach to 
some of the bullying and harassment cases in order to embed a fair, just and learning 
culture.  RD highlighted the importance of the AGH Solutions cases being monitored 
and KB reported a piece of work regarding the cases was being undertaken. 
 

 Quality & Safety Committee, 23 November 2021 & 25 January 2022; and 
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 Sustainability Committee 15 December 2021 
 

14/22 MONTHLY INTEGRATED BOARD REPORT AS AT 31 DECEMBER 2021 
 
SS highlighted the following key points: 
 

 There had been a significant demand within the hospital for services at a time of 
higher than usual staff absence due to Covid-19.  This had resulted in the Trust 
pausing non-urgent elective care; 

 The number of patients with Covid-19 occupying beds had increased to around 60 
during January and approximately 90-95% of beds had been occupied during the 
month; 

 There had been challenges regarding patient flow due to issues regarding the 
availability of onward care; 

 There were 485 people on the waiting list that had waited over one year and 46 that 
had waited over two years.  Appointments would be allocated by 31 March 2022 to 
200 priority patients; 

 The new operating theatres would open in February 2022; 
 There had been an improvement in performance against the national Cancer 

standards; and 
 Approximately 80% of Diagnostic patients were being seen within six weeks. 

 
RD asked what steps were being taken to increase the number of people being discharged 
from the hospital in a timely manner.  SS reported the Trust was having daily conversations 
with partners regarding onward care.  However, the key issue was partners lack of capacity. 
 
AWi queried whether the Trust could reconfigure wards so that those people not requiring 
medical or nursing care could be cared for by less skilled staff.  SS reported this possibility 
was currently being considered.  DC added regular conversations were occurring regarding 
the skill mix on wards and outlined the importance of people being cared for in the most 
appropriate environment for them. 
 
JH then reported: 

 Sickness absence equated to 7% (2% of this was due to Covid-19 related absence).  
Colleagues were also absent due to isolation requirements (taking the absence figure 
to 9%); 

 The Lean on Me programme had been launched to deploy people to support 
departments experiencing significant pressure; 

 Whilst mandatory training performance was good, some areas were below trajectory.  
It was anticipated performance would deteriorate in January due to capacity issues.  
The People Committee continued to monitor this area.  MH added the Committee had 
outlined the importance of a risk-based approach being taken to mandatory training 
and had heard that consideration was being given to proactively scheduling the 
training into working days.  AG urged Non-Executive-Directors to make sure they were 
up-to-date with their training; and 

 Fill rates in nursing were less than desired levels. 
 
IK reported the Audit and Risk Committee had expressed disappointment at Declaration of 
Interest compliance levels.  VP believed a significant number of managers would submit a nil-
return at the year-end. 
 
AS then highlighted the following key points from the Quality and Safety section of the report: 

 There continued to be good levels of serious incident reporting at the Trust.  There 
were currently two `live’ serious incidents.  One of these related to medication and the 
other to a delay in the Emergency Department.  Investigations into these were 
currently underway.  There had been one externally reviewed serious incident and a 
conclusion was being drawn;
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 The number of falls with harm were being monitored; 
 There had been a small number of Covid-19 outbreaks; 
 Significant work was required to support teams to develop good complaint response 

letters.  Complaint themes related to communication and pain management;  
 Friends and Family Test (FFT) results were positive but survey response rates were 

low.  The Patient Experience team was considering ways in which to increase these; 
and 

 Ockenden review related actions were being progressed.  Those actions that had not 
progressed were reliant upon partner input. 

 
DC then informed Board members the Hospital Standardised Mortality Ratio (HSMR) was 
above the national average but within the expected range.  Consequently, this was not an 
area of concern.  A strengthened approach was in place to learn from deaths.  The Trust had 
received some Freedom of Information requests regarding the number of patients with Covid-
19. 
 
The Board noted the Integrated Report. 

 
15/22 ANNUAL REPORTS 

 
Airedale Hospital and Community Charity Annual Report 2020/21 
 
VP introduced the report and informed Board members the document outlined the work 
undertaken by the Charity following its relaunch during the first year of the pandemic.  The 
next report would be presented soon after the 2021/22 year end.  Action: SJ to amend the 
work programme. 
 
RD pointed out the Charity had provided support both internally and externally. 
 
Trust Board noted the Airedale Hospital and Community Charity Annual Report 
2020/21. 
 
Health and Safety Annual Report 2020/21 
 
VP informed Board colleagues the report outlined the work undertaken to strengthen 
governance, processes and health and safety training.  Health and safety was a shared 
responsibility with AGH Solutions Ltd.  The next report would be forwarded to the Board soon 
after the 2021/22 year end.  Action: SJ to amend the work programme. 
 
Trust Board noted the Health and Safety Annual Report 2020/21. 

 
16/22 RISK 

 
Board Assurance Framework (BAF) 
 
VP reported the revisions to the Board Assurance Framework (BAF) were shown through 
track changes.  These had been reviewed and agreed by the relevant committee.  The cover 
paper highlighted which Board papers contained an elements of assurance against  each risk.
 
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.  She informed 
Board members the increased attendance in the Emergency Department risk would be 
reviewed. 
Trust Board noted the High Level Risk Register. 



 9

 

17/22 ANY OTHER BUSINESS 
 
There were no other items of business. 
 

18/22 MESSAGES TO COLLEAGUES AND KEY STAKEHOLDERS 
 
It was agreed that the following items should be communicated to colleagues and key 
stakeholders: 
 

 RAAC update; 
 Freedom To Speak Up mid-year review; 
 Midwifery update 
 Elective recovery; 
 Work being undertaken at system level; and 
 Chief Executive recruitment process update 

 
19/22 REVIEW AND CLOSE OF MEETING 

 
The effectiveness of the meeting would be considered during the Private Board meeting. 
 
The meeting concluded at 12.30 pm. 
 

DATE OF NEXT MEETING: 
 
The next Public Board of Directors Meeting will be held on Wednesday 6 April 2022 at 09:30. 
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PUBLIC TRUST BOARD MEETING  
As @ February 2022 

 
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. 
 
ACTION LOG   
              

DATE 
DISCUSSED  AGENDA ITEM AND ACTION LEAD CURRENT POSITION DUE 

DATE 
STATUS 

DATE 
ACTIONED 
& CLOSED 

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. 

 
AS 

 
It was reported at January Board that 
this work had been postponed due to 
operational pressures.  An update 
would now be provided at June Board.

 
Jan 2022

June 
2022 

G 

 

2/2/22 
09:22 

Company Secretary’s Report 
Head of Corporate Governance to ensure the linkage 
between the NED statutory roles/requirements and the 
committees is highlighted through the relevant committee 
work programmes. 

 
SJ 

 Feb April 
2022 

G 

 

2/2/22 
12:22 

Midwifery Safe Staffing Six Monthly Report/Nurse 
Staffing Six Monthly Safer Staffing Report 
Executive Chief Nurse to ensure future nurse safe 
staffing reports forecast the workforce gaps and outline 
the workforce plan and ambition.  

 
AS 

  
Sep 
2022 A 

 

3/11/21 
88:21 

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. 

 
JH/DC 

 
The Medical Access Programme 
increases the diversity of applicants, 
but to what is still a restricted number of 
medical school places.   
 
The Trust has supported Bradford 
University’s ambition for a medical 
school. 
 
This action was reported as complete at 
January Board.

 
Jan 2022

B 

 
2/2/22 

Red Amber Green Blue 
Overdue Going 

forward 
This 
meeting 

Complete 
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2/2/22 Various 
Head of Corporate Governance to add the following 
items to the work programme: 
 

 Airedale Hospital and Community Charity Annual 
Report 2021/22 (September 2022 ); 

Health and Safety Annual Report 2021/22 (September 
2022)

 
SJ 

 
Completed 

 
Feb 
2022 

B 

 
Feb 
2022 

2/2/22 
13:22 

Reports from Committee Chairs 
Acting Deputy Director of Strategy, Planning and 
Partnerships to timetable a discussion into the Board 
Strategy Day work programme regarding the 
development of an additional KPI regarding wellbeing.

 
KH 

 
Discussion occurred at the March 2022 
Board Strategy Day 

 
Feb 
2022 B 

 
2/3/22 
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Attendance Log 2021/22 
Attendance    

 

Members 

Dates of meeting 
Total 

attendance 7 April 21 2 June 21 24 June 21 1 Sept 21 3 Nov 21 2 Feb 22 6 April 22 

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         3/3 

Dr Andy Withers         

Attendees  

Kathryn Hooper         

Victoria Pickles          
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Stuart Shaw          

Paul Rice  Apols        

Stella Jackson          
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MEETING OF THE BOARD TO COUNCIL  
HELD AT 13:00 HOURS ON THURSDAY 17 MARCH 2022 

VIA MICROSOFT TEAMS 
 
PRESENT – COUNCIL OF GOVERNORS: 
Andrew Gold (Chair) 
Olukayode Dada (OD), Public Governor, Skipton 
Karen Ellison (KE), Public Governor, Ilkley and Wharfedale (Lead Governor)  
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  
Peter Home (PH), Public Governor, Bingley 
 
PRESENT – BOARD OF DIRECTORS: 
Rob Aitchison (RA), Acting Chief Executive 
Rhys Davies (RD), Non-Executive Director 
Andrew Dumbleton (AD), Non-Executive Director 
Melanie Hudson (MH), Non-Executive Director 
Ian Knight (IK), Non-Executive Director 
Amy Whitaker (AWh), Director of Finance 
Andy Withers (AWi), Non-Executive Director 
Stuart Shaw (SS), Acting Chief Operating Officer 
 
IN ATTENDANCE: 
Foluke Ajayi (FA), Observer 
Kathryn Hooper (KH), Interim Director of Strategy, Planning and Partnerships 
Paul Maskell (PM), Observer 
Victoria Pickles (VP), Deputy Chief Executive (minute taker) 
Jerry Stanford (JS), Observer 
 
APOLOGIES FOR ABSENCE: 
Margaret Berry, Public Governor, South Craven 
Nick Cole (NC), Public Governor, Craven 
David Crampsey, Medical Director 
Cllr Caroline Firth, Stakeholder Governor, Bradford Metropolitan District Council  
Joanne Harrison, Director of People and OD 
Mehnaz Khan, Stakeholder Governor, Voluntary Sector 
Nadira Mirza, Non-Executive Director  
Cllr Jenny Purcell, Pendle Borough Council 
Paul Rice, Chief Digital and Information Officer 
Cllr Gillian Quinn, Stakeholder Governor, North Yorkshire County Council 
Ros Seton, Public Governor, Bingley Rural 
Amanda Stanford, Chief Nurse 
 
01/22 WELCOME AND BACKGROUND 

 
The Chair welcomed everyone to the Board to Council meeting and introduced Foluke 
Ajayi as the incoming Chief Executive. 
 

02/22 MINUTES OF THE MEETING HELD ON 2 DECEMBER 2021 
 
The minutes of the meeting held on 2 December 2021 were noted as being approved at 
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both the Board of Directors and Council of Governor meetings in February. 
 

03/22 
 
 

ANNUAL PLAN 2022/23 
 
KH gave a presentation which outlined the draft Annual Plan for 2022/3 and highlighted that 
it aligned to national, regional and place priorities and was against a backdrop of two of the 
most challenging years ever experienced in the NHS.   
 
KH set out the national priorities and how the Trust priorities fit with these. She highlighted 
that the ask is challenging and that the Trust is therefore aiming to develop balanced and 
realistic plans around delivery over the next 1 to 3 years that recognise: 
- The Trust’s ageing estate (RAAC) and significant ward decant programme and remedial 

RAAC work requirements for 2022/2023 and beyond 
- Workforce availability, capacity and wellbeing  
- Challenging financial position 
- Uncertainty around demand 
- Challenges in achieving pre pandemic productivity in 2022/23 
- The potential for further disruption from Covid 19 
- A need to balance all of the above with Quality, Safety, positive patient experience and 

a progressive view of taking service delivery forward 
 
In relation to People VP commented that the staff survey results for Airedale for 2021 were 
very positive. She added that it was important that the Trust isn’t complacent and that the 
health and wellbeing of our colleagues remains the key priority. 
 
KH commented on the elective recovery challenge and that waiting for an elective 
procedure is almost like having a long-term condition. She highlighted that the guidance 
talks about 110% additional activity and 130% over three years and that the Trust would 
need to use partners including independent sector and mutual aid across West Yorkshire 
Association of Acute Trusts (WYAAT). SS added in summary that the ask for elective 
recovery is very challenging but that the Trust had opportunities to achieve this with the 
new operating theatres and the staffing coming in to support these. In addition, there is ring 
fenced capacity to support electives. As a result, the Trust was in a position to address the 
waiting list issues and to treat the longest wait patients with the intention of this being ahead 
of the deadline.  
 
Discussion took place on the planned community diagnostic centres. The one for 
Calderdale, Kirklees and Wakefield would be in place, followed by Leeds and then Bradford 
District and Craven (BD&C) in 2024/5. This would give the local place an opportunity to 
learn about what works in relation to resourcing, workforce and operational logistics. It was 
noted that there may be two sites identified across the BD&C place.  
 
Discussion also took place about health inequalities. KH explained that the ‘core 20 + 5’ 
health inequalities approach would need to run through everything we do.  
 
It was noted that the Green Plan had not been included in the national guidance but that it 
links to many of the Trust priorities and should be part of everything we do and how we 
operate. 
 
KH confirmed that the ask is challenging and the Trust needs to have a realistic and 
deliverable plan for the year. It was noted that the Plan would be the subject of further 
discussion at the Board meeting in April prior to being finalised and submitted in early April 
alongside place and regional submissions for the end of April. 
 
Andrew thanked executive and divisional colleagues for the hard work in getting the plans  
 
The Board and Council of Governors noted the update. 
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04/22 GOVERNOR FEEDBACK 
 
KE commented on the amount of detail presented. She also highlighted that public want to 
know when they will be seen but would be reassured by the level of detail that the Trust has 
developed. She added that it is an ambitious plan but there was some evidence that the 
Trust would deliver it. KE also provided some positive feedback from a patient on the 
experience of bringing her child to Airedale. SS thanked KE for the feedback and noted the 
impact on time to triage and how this will have supported the experience of the patient. 
 
JS raised the issue of digital and the lack of interoperability between the Trust systems and 
those of EMIS in primary care in East Lancashire, and that this would become increasingly 
important with the implementation of community diagnostic centres. KH confirmed that 
there is a lot of work underpinning the implementation of EPR which will include how this 
will be addressed.  
 
AF commented that she was pleased to see that workforce, and particularly the health and 
wellbeing of the workforce, remained high on the agenda.  
 
FA provided some observations on the plan. She commented on the impact of inflationary 
pressures on staff expenses, particularly for those who work in the community. AW 
confirmed that the Trust is looking at this and is planning to do something ahead of national 
guidance and that there is communication and information for colleagues on seeking 
support for financial hardship. 
 
FA asked about offering endoscopy capacity out into the wider system. SS confirmed that 
the Trust has tangible examples of providing mutual support to other Trusts across West 
Yorkshire which includes the independent sector. 
 
FA also highlighted that digital convergence is important and a priority for NHS England. 
She also welcomed the references to learning disabilities, autism and mental health.  
 
AG referenced the Green Plan and the importance of this in our plans and in everything we 
do. He also referenced the changes in the structure of the NHS and how this might impact 
our plans into the future. 
 
RD commented on the dynamic nature of the plan and its complexity. He reflected on how 
the plan has matured in a short space of time and that it would be likely to change further 
moving forward. AG added that it would also be necessary to ensure the plan aligns to the 
system and takes into account challenges and gaps across the system. 
 
AG highlighted the need to communicate plans to colleagues across the Trust. And that we 
may need to do this at regular intervals to explain any changes to the plan and why. 
 

06/22 REVIEW AND CLOSE OF MEETING 
 
AG asked that a review of the plan fits with the Board Assurance Framework and the key 
strategic risks. The Chair thanked everyone for attending the meeting. 
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BOARD TO COUNCIL OF GOVERNORS MEETING 
As @ March 2022 

 
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. 
 
ACTION LOG   
              

DATE 
DISCUSSED  AGENDA ITEM AND ACTION LEAD CURRENT POSITION DUE 

DATE 
STATUS 

DATE 
ACTIONED 
& CLOSED 

17/03/22 Governor feedback 
Review of Annual Plan against the BAF strategic risks to 
be undertaken 

 
ALL 

Directors

 
Reviews undertaken in readiness for 
consideration at April Committees

 
April 
2022

G 
 

2/12/21 
02:21 

Key Achievements 2021/22 to Date and Planning 
2022/23 
 
Director of Strategy, Planning and Partnerships to 
forward information to NC regarding waiting lists and 
action being taken to manage these. 
 
Executive Chief Nurse to ensure FFT information is 
available via the website. 

 
 
 

SS 
 
 
 

AS 

 
 
 
COMPLETE 

 
 
 

Dec 
2021 

 
 

Dec 
2021

B 

 
 
 
Jan 2022 
 
 
 
Jan 2022 

 
 

Red Amber Green Blue 
Overdue Going 

forward  
This 
meeting 

Complete 



 

 
 

  

Date of Meeting: Wednesday 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  Chair’s Briefing       

Author: Andrew Gold, Chair 

Previous Forums: None 

Purpose of the Report 

To inform the Board of the Chair’s activities since 2 February Board meeting. 

Key Points to Note  

  
Continuous commitment to Partnership working to get the best possible outcomes in health care 
provision for the Population and Patients the Trust serves. 
 
Progressive approach embracing the rapidly changing world we live in, determining the impact of that 
on the Trust and its stakeholders with a continued positive focus on the things the Trust can influence 
and achieve a real difference. 
 
Recognition of the rapidly changing demands on the service and therefore on our People, with 
unequivocal appreciation and support for the unstinting contribution of colleagues. 
 

EQIA – Equality Impact Assessment  

Well led impact on our colleagues / patients / population 

Fit with strategic objective 
Population Patients People Partnership Progressive

X X X X X 

Recommendation  

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



 

 
 

Chair’s Briefing 

Public Board meeting 6 April 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 attendance at the quarterly NHS Providers network meeting for Chairs 
and Chief Executives along with involvement in the quarterly NHS England/Improvement (NHSE/I) 
Chairs’ Advisory Board meetings. Given the rapid pace of change and challenges facing health 
and care providers, it is valuable to have such interaction and draw on the insights these national 
forums provide. Similarly, there has been attendance at the West Yorkshire Chairs and Yorkshire & 
Humber Chairs’ Network meetings to cement relationships and share knowledge across our 
region. 

There has also been attendance at the quarterly West Yorkshire Health and Care Partnership (WY 
HCP) Board meeting and input into recruitment of certain roles on the WY HCP Partnership Board. 
In addition to chairing the WY HCP Climate Change Steering Committee meeting, I was one of the 
WY HCP colleagues filmed as part of the ‘All Hands In’ Climate Change campaign due to launch in 
May. As an ally, I attended the International Women’s Day celebration organised by the WY HCP. 

There has been active participation in the Place based Chairs’ and Leaders’ Reference Group 
monthly meetings which oversee the steps being taken to implement the new legislation for 
healthcare provision in our Place, Bradford District and Craven. In addition there has been input 
into the recruitment of a Chair of the Place Partnership Board as well as Chairs of the Place Board 
Committees. All this is in support of the first Place Board meeting in shadow form on 13 April which 
I have been asked to Chair pending the independent Chair for the Partnership being in situ. 

Other Board colleagues, including the Deputy Chair and other Non-Executive Directors (NEDs), 
are also involved in Partnership development activity at WY HCP and Place level to give the Trust 
the opportunity to shape the design of the future approach of healthcare provision reflecting the 
requirements of the Airedale, Wharfedale and Craven (AWC) population the Trust serves. 

Population links are provided through interaction with the Trust’s Council of Governors (COG) and 
their communication with Trust members. As well as the monthly Governor Informal Group 
meetings, monthly briefings held provide the COG an up-to-date view on salient matters facing the 
Trust. The Trust’s Board to Council meeting held in March gave the opportunity to share 
information with the COG about the Trust’s plans for the new financial year ending 31 March 2023. 
Given the important role the COG has in the Trust’s governance arrangements, it is pleasing that 
the ongoing governor election process outcome will result in 17 out of the 20 places on the COG 
being filled by people who have a range of backgrounds that reflects the AWC community. Thanks 
go to everyone who has been involved in the election process. 

Patient related activity has focused on planned care activity, working with all relevant partners, 
notably through the West Yorkshire Association of Acute Trusts (WYAAT), to meet expectations of 



 

 
 

the population and NHSE/I to minimise the time waited for elective activity whilst mindful of 
avoiding health inequalities.  

Progressive activity includes the Board’s oversight of the formulation of their plans for the new 
financial year ending 31 March 2023 and the ongoing steps in ‘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. Ongoing 
investment in new estate, such as the new theatre block and modular build critical care unit, 
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 Board approved Green Plan.  

Given the Trust-wide continuous improvement culture, I attended the first NED listening event to 
hear the lived experience from a range of Trust colleagues. As with attendance at both EcoawAire 
(a Trust-wide climate change forum open to all colleagues) and Staff with Disabilities Network, the 
views of colleagues and hearing opportunities that could make a difference are most welcome with 
encouragement of empowerment to action in order to make a difference for all Trust stakeholders. 

I recently undertook an annual observation of Board Committees for People, Quality & Safety and 
Finance, Performance and Digital, discussing feedback with colleagues involved as part of the 
Trust’s continued aim to be well led and meet best practice in Governance. 

People activity has focused on the appointment of a substantive Chief Executive Officer (CEO). 
Alongside both other very experienced Trust NEDs who are also members of the Nominations and 
Remuneration Committee (NRC), the comprehensive recruitment process NRC led resulted in 
Foluke Ajayi joining as the Trust CEO from the beginning of April. In addition to thanking all those 
involved in that recruitment process, on behalf of all the Trust Board as a matter of public record 
we record our appreciation for all those who took on ‘Acting Up’ duties for the first quarter of 2022. 

In addition to the new CEO, the Trust has been successful in attracting a number of new 
colleagues at all levels. Andy Withers, a Trust NED with a clinical background, and I remain directly 
involved with colleagues in the recruitment of consultants and continue to be impressed at the 
number and quality of recruits drawn to the Trust in recognition of the opportunities and positive 
culture the Trust continually demonstrates. 
 
The Board’s key priority remains Trust colleagues’ health and wellbeing through this challenging, 
ever changing period facing all healthcare providers. This featured in a ‘deep dive’ discussion at 
the last Board strategy meeting as well as it underpinning all other Board and Board Committee 
deliberations. 
 
In line with the ask of other colleagues, Board members have maintained their register of interests. 
As we enter the new financial year ending 31 March 2023 and the Trust’s key objectives for that 
are set, the Appointments and Remuneration Committee (ARC) will meet ahead of this  to discuss 
the annual Performance Development Reviews (PDR) process for the Chair and NEDs. ARC, 
which comprises a majority of members from the COG, set the process to be followed in line with 
latest NHSE/I expectations. It includes reviewing progress against the previously agreed annual 
objectives and personal development plans; feeding back on performance (which is underpinned 
by 360 feedback) as well as agreeing objectives and a supporting personal development plan for 
the year ahead. The NRC meet to agree a similar process for the PDR for the Chief Executive and 
the other Executive Directors, such that all Board members have a regular PDR meeting to be 
clear on the expectations and opportunities open to them and any support they require to succeed. 



 

 
 

We end this financial year living in a fast changing world with uncertainty and tragic events facing 
certain parts of it. Looking back, the last two years have been dominated by a range of events, 
including living through the impact of the Covid pandemic and the UK departure from the EU. 

We can all look forward to the new financial year with renewed optimism. Healthcare providers are 
embracing new legislation and resultant changes in system architecture nationally, regionally and 
at Place such that they will be effective from 1 July 2022. The Board, with our new CEO now in 
situ, will continue to lead the Trust through this period with a continued focus on things the Trust 
can influence positively for the benefit of the population the Trust serves.  

Throughout this change the constant that remains evident is that everyone involved with the Trust, 
including partners and volunteers, remains totally committed to delivering the best possible 
healthcare for the population of AWC. Looking out for each other and encouraging everyone’s 
ongoing commitment and contribution remains our key focus. The achievements and opportunities 
through working together that way are palpable and are greatly appreciated by the whole Board. 

Recommendation 

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



 

 
 

Date of Meeting: Wednesday 4 April 2022 

Meeting:  Public Board of Directors  

Title of report:  Chief Executive’s Report – item 7 

Author: Rob Aitchison Acting CEO – to 31 March 2022 

Previous Forums: N/A 

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 1 February 2021. 

Key Points to Note  
 
• This is my final report as Interim Chief Executive. At the time of the meeting, Foluke Ajayi will 

have joined the Trust as Chief Executive and we will be delighted to welcome her to the 
organisation and the meeting. 

• Since the last meeting we have seen a sustained high demand for our non-Covid urgent and 
emergency care activity and an increase in patients both being admitted for treatment for Covid, 
and in those who test positive for Covid on admission. We have also seen an increase in 
colleague absence., creating significant pressure on the Trust and on our colleagues. 

• Pleasingly we have also continued to reinstate outpatient and elective work. 
• We have also received our staff survey results, which on the whole are incredibly positive for us 

as a Trust, while highlighting some key areas where need to focus our attention. 
 

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 strategic 
objective 

Population Patients People Partnership Progressive 

X X X 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. I write this report in the context of significant international, national and local events which 
impact on our colleagues, our patients and the wider public in many different ways. The war 
in Ukraine is shocking and distressing and is felt by both our colleagues and local people, 
some of whom will have friends and relatives affected and who wish to do everything they 
can to support Ukrainian people.  
 

1.2. This week millions of people will feel the impact of an unprecedented rise in energy costs, 
on top of the general significant rises we have seen in food, fuel and other essential 
expenditure. The Chancellor gave the Spring Statement last week which included measures 
aimed at tackling the rising cost of living, however we know that both colleagues and our 
community will be experiencing financial hardship as a result of these price rises. 

 
1.3. And while Covid 19 infections continue to increase in the community, most of the restrictions 

and measures that have been in place to manage the spread of the disease have now been 
lifted.  

 
1.4. These are challenging times both inside and outside of the Trust and I would ask the Board 

to consider the report in this context. 
 

1.5. Since the last meeting we have seen a sustained high demand for our non-Covid urgent and 
emergency care activity – in fact this week we had one of the highest ever levels of 
attendance in our emergency department which meant we escalated to OPEL 4 (the highest 
level). This has been coupled with an increase in patients both being admitted for treatment 
for Covid, and in those who test positive for Covid on admission, creating additional 
pressure on our bed capacity. Together with a higher level of absence, this has created 
notable pressure points in month and has impacted on areas of our planned care service 
provision, although pleasingly we have currently managed to reinstate outpatient and 
elective work. 
 

1.6. 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. 

 
1.7. The executive and divisional teams have continued to work hard to finalise the Annual Plan 

for 2022/23, in line with the national guidance. The current draft was shared with the Council 
of Governors last week and, as it remains in draft, will be discussed in the private part of this 
Board meeting, with a view to publishing a finalised version towards the end of April. 

https://www.hsj.co.uk/workforce/revealed-the-best-and-worst-acute-trusts-to-work-at-according-to-staff/7032196.article?mkt_tok=OTM2LUZSWi03MTkAAAGDeg8MGQWFGpyA_E02c69WC_HqDFcsQGXeDSfl9zkeLLme5VJfzUH51-kpMKClvqDGuxZhNM4Uy5UHVsVW_C8WEoIw4bh-f2hhBUv7tmF8UjSIO48


 

 
 

Recovering as much elective activity as possible remains a key priority both nationally and 
for our Trust.  

 
1.8. This week, the UK Health Security Agency published ‘Living safely with Covid’ setting out 

the policy changes and public health guidance following Secretary of State for Health and 
Social Care, Sajid Javid’s ministerial statement on the Government's next steps. Of 
particular relevance for the NHS is the continued symptomatic and asymptomatic testing for 
NHS frontline staff and patients. The guidance also sets out the need for the ongoing 
contribution of the public - all of us – to play our part by ensuring we’re fully vaccinated; 
ensure we take care to avoid others as much as possible if we have COVID-19 symptoms or 
confirmed COVID-19; continue to consider wearing a face covering in crowded or enclosed 
spaces while infection rates are high; remembering the basics of good hygiene like covering 
our mouth and nose when coughing and sneezing; as well as regular hand washing. All of 
these behaviours can help to reduce the risk of infection and help us live safely with COVID-
19. 

 
1.9. Airedale continues its role as a community vaccination hub offering 1st, 2nd and booster 

vaccinations to all patient cohorts from 5 years and above, and in particular supporting those 
patients who have significant vulnerabilities or allergies. Last week the vaccination centre 
administered its 50,000th dose in just over 13 months of operation.  

 
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. 
After the Third Reading in the House of Lords on Wednesday 23 March, the bill returned to 
the House of Commons on the 29 March where MPs debated and voted upon the new 
amendments, before going back to the Lords for consideration and for Royal Assent.  
 

2.2. You can read the House of Lord amendments here. These include areas of mental health 
spending, duties for climate change, carers, and hospital discharge. 
 

2.3. At a West Yorkshire and Place level, work continues to proceed, therefore maintaining 
momentum to have most of the building blocks in place well before the establishment target 
date. Appendix 1 provides a broad update on the work to establish the new arrangements at 
a West Yorkshire and Place level. The first meetings of the system quality and finance 
committees will take place in April, with non-executive director chairs and members from our 
Trust. Our Director of Workforce and OD, Joanne Harrison, is also leading jointly on work to 
develop the people function at Place. 

 
2.4. Nationally, NHS E/I is working closely with the Local Government Association and the 

Department of Health and Social Care to support system leaders as they develop their 
Integrated Care Partnerships. They have published the ICP engagement response, 
summarising the feedback received and building on this with further information and case 
studies. At a Place level we are developing citizen engagement jointly to feed into and be a 

https://bills.parliament.uk/bills/3022?__cf_chl_managed_tk__=DAum44Mt0EicXW7HlovrbCrUxIsPLfHKE1Qg2GYsKs8-1641392601-0-gaNycGzNCFE
https://publications.parliament.uk/pa/bills/cbill/58-02/0293/210293.pdf
https://publications.parliament.uk/pa/bills/cbill/58-02/0293/210293.pdf
https://www.gov.uk/government/publications/integrated-care-partnerships-engagement-findings/integrated-care-partnership-icp-engagement-summary


 

 
 

part of the governance arrangements and will use this report to inform the development of 
these arrangements. 

 
2.5. The Bradford district is currently one of four shortlisted places in the running to be the next 

UK #CityofCulture2025. To find out more about the Bradford 2025 bid visit 
www.bradford2025.co.uk or follow @Bradford2025 and #Bradford2025. 

 
3. People 

3.1. Throughout the pandemic, the health and wellbeing of our people has been a key priority. 
The additional activity pressures and other external factors described at the start of this 
report, continue 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. The 2021 Staff Survey results were published on 30 March. Airedale scored above average 
for Acute Trusts and Communities in in all nine key themes linked to the People Promise 
and was the second highest score in North East and Yorkshire for the percentage of staff 
who said they “agree” or “strongly agree” with the statement “I would recommend my 
organisation as a place to work”. The results of the survey have been shared with 
colleagues through a video –
https://biteable.com/watch/3543904/6a8805bc51eb584fa76d5e566510de3c  

 

 
 

3.3. When considering the areas where results have deteriorated these link to key risks already 
recorded on the Trust’s high level risk register including health and wellbeing, safe staffing 
levels and retention. It is important that we continue to maintain focus and attention on both 

https://biteable.com/watch/3543904/6a8805bc51eb584fa76d5e566510de3c


 

 
 

those areas where our scores were lower, as well as the overall health and wellbeing of our 
colleagues. The People Committee discussed the report in detail at their last meeting and 
will oversee the implementation of the agreed actions. 
 

3.4. Board members will be aware that the Government regulations on Vaccine as Condition of 
Deployment have been revoked. This means that colleagues do not have to be double-
vaccinated with the Covid-19 vaccine on 1 April 2022 to be able to continue working in the 
NHS or in social care. This was a particularly fraught and difficult process which I know was 
unsettling for many.  It was also a lot of work in what was already a very busy and 
challenging period, so thank you to managers, to our Trade Union partners and to the 
People and OD team for all the work they did to capture and understand our vaccination 
data. Thank you also to all of you who engaged with the process and worked with us on this 
national ask. We still strongly encourage all colleagues to have the Covid-19 vaccinations as 
the best line of defence against the virus. 

 
3.5. We have recently announced changes to our Corporate Nursing team, to strengthen the 

nursing leadership across the Trust as follows 
− Divisional Director of Nursing for Medicine – Annie McCluskey 
− Divisional Director of Nursing for Community Services – Trudy Balderson 
− Divisional Director of Nursing for Surgery and Diagnostics – Mary Hytch 
− Director of Midwifery and Head of Nursing for Women’s, Children’s and Specialist 

Services – Sarah Simpson 
 

3.6. Their roles focus on leading on the following within their respective Divisions: 
− Continuing to establish effective systems of governance and performance 

management.  
− Implementation of an assurance framework to ensure delivery of safe, effective high 

quality nursing patient care.  
− Implementing an agreed assurance framework, actively promoting modernisation, 

redesign and innovation in order to deliver the trust and divisional service aims, 
performance and organisational development frameworks. 

− Establishing an effective governance framework at divisional and directorate level to 
ensure risk, patient safety and quality is embedded across the organisation. 

− Developing and oversight of the delivery of a workforce plan which includes a 
comprehensive plan for the recruitment and retention of nurse/midwifery staffing across 
the division and is financially sustainable, working in collaboration with HR and finance 
colleagues. 

 
3.7. Ramadan begins this weekend for many Muslim colleagues who will be fasting throughout 

the month. Our Chaplaincy team held a drop-in session earlier in the week for colleagues to 
learn more about Ramadan and what we can do to support colleagues. Aziz Rehman, Imam 
at Airedale, has prepared a presentation for anyone who wishes to learn more about 
Ramadan. 
 



 

 
 

3.8. A few things that our colleagues have been doing over the last couple of months that 
deserve recognition here: 

- A heartfelt thank you to Claire Ellison, Community Midwife for the Keighley District Team, 
and Rachel Brough from Phlebotomy.  Their prompt action at Keighley Health Centre in 
performing CPR and using defibrillation equipment saved a man’s life.  While this is a 
professional response, it’s also a selfless and heroic one.  Thank you both for stepping 
up when needed and giving someone a fighting chance of survival.   

- Congratulations to Jez Gee from our community team and our Long Covid pathway.  An 
analysis paper of the Covid-19 Yorkshire Rehabilitation Scale, which Jez was a leading 
part of, has been published in this month’s Journal of Medical Virology. 

- Our Bereavement team have gone over and above to ensure that bereaved families get 
the support they need. We sometimes forget that on any given day people that we are 
supporting, both here and in our community services, may be having the worst day of 
their lives, as they lose a loved one.  The Bereavement team are there for them, helping 
them to navigate the complexities of the registration process and helping them to know 
what to do next.   

- Our Clinical Reference Group have reviewed nearly 1500 separate pieces of clinical 
guidance since the pandemic began, making pragmatic recommendations to the 
organisation about implementation.  I am hugely grateful for your perspective and 
common-sense approach – thank you all.  

- Thanks also to our Operational Director for Urgent Care and Deputy Chief Operating 
Officer Julia Nixon, who has led a series of Quality Summits.  The Summits have brought 
together people from across the Trust and our partners to do what they can to improve 
flow.   

- If you’re a MasterChef fan and enjoying the new series, you may see a familiar face next 
week.  Our very own Nazya Rasheed, Carer Liaison Officer, is one of the contestants in 
the new series currently on BBC One and iPlayer.  

- With our Medical Director and Director of People and OD, I had the pleasure of handing 
out monthly Pride of Airedale awards to our very deserving winners:  
• Carol Cooper, Recruitment & Appointments Team Leader 
• Neuro-physiotherapy Outpatient, Amputees and AIRE teams 
• Katherine Duke, Deputy Director of People and 
Organisational Development 
• Lucy Hennessy – Pharmacy 
• Ciara Walsh – Airedale Hospital and Community 

Charity 
• The RAAC Team – AGH Solutions 

 

4. Patients 
4.1. In light of the lifting of Covid restrictions, we have increased visiting to allow more visitors to 

come more frequently. This is important because we know: 
 Visits help patients to recover faster 
 Visitors can help to support with patient care – for example, patients with dementia 



 

 
 

 Being accompanied to an appointment is helpful to the patient, especially when 
receiving bad news 
 

4.2. NHS England guidelines confirm that the benefits now outweigh the Covid risk and state that 
no patient is to attend a healthcare setting on their own unless it’s by personal choice.  This 
means that the new guidelines also apply to our Emergency Department, HODU, Radiology, 
Outpatients and other clinics.  
 

4.3. Two visitors are now able to visit a Covid negative patient for one hour daily.   Visiting must 
be booked the day before. A patient’s faith leader is also allowed to visit, as well as their two 
visitors.  This may be a member of the Trust’s Chaplaincy team, or someone from outside 
the Trust. They must arrange their visit with the nurse in charge and must wear appropriate 
PPE.  Covid positive patients may only receive one named visitor to help with the 
management of fit testing. End of life patients may have more relaxed visiting arrangements, 
to allow families to spend time with them. Children may now also be visited by a second 
visitor/sibling for one hour daily. Patients in HODU, outpatients and other clinics may be 
accompanied by one person.  
 

4.4. This week, the final report from the Ockenden Review of maternity services at Shrewsbury 
and Telford Hospital NHS Trust (SaTH) was published. Building upon the findings from the 
first report, published in December 2020, this second and final report identifies a set of local 
actions for learning as well as immediate and essential actions (IEAs) intended to be shared 
across all maternity services in England. A copy of the NHS Providers Briefing on Ockenden 
is here for information.  

 
4.5. The Ockenden Review, which spanned a total of five-years with a reviewing team of over 90 

clinicians, looked at 1,592 clinical incidents involving mothers and their babies, thereby 
representing the largest clinical review of its kind in the NHS. The review found ‘significant 
or major concerns’ around the maternity care provided by SaTH in 201 deaths, 131 stillbirths 
and 70 deaths during the neonatal period. Many of the concerns that Ockenden and her 
team identified centred around failings across governance and the quality of care, including 
a nationally driven prioritisation of natural births, widespread workforce shortages, a lack of 
adequate training for staff, safety concerns routinely not being voiced, investigated, or 
learned from, and substandard organisational culture and leadership.  
 

4.6. To address these concerning findings, the report also outlines more than 60 local actions for 
learning for SaTH, as well as 15 IEAs for maternity services across England. The IEAs 
include recommendations around funding a safe maternity workforce, improving postnatal 
care, developing procedures to manage risk for complex pregnancies, ensuring adequate 
training for staff, improving trust board oversight of maternity services, as well as conducting 
robust investigations that lead to broader learning. It is important that, as a Board, we fully 
understand these and the implications for our maternity services here at Airedale. There will 
be national requirements in relation to the publication of this report and these will be 
overseen by our Quality and Safety Committee and our Non-Executive Director Maternity 

https://i.emlfiles4.com/cmpdoc/5/0/8/6/3/2/files/44612_ndb---maternity.pdf?utm_campaign=876455_Next%20day%20briefing%3A%20the%20final%20Ockenden%20report&utm_medium=email&utm_source=NHS%20Providers%20%28Policy%20and%20networks%29&Organisation=Airedale%20NHS%20Foundation%20Trust&dm_i=52PX,IS9Z,3YS3YL,26L2T,1


 

 
 

Champion, but we must all remain focused on what we need to do as a Trust to ensure we 
provide safe, compassionate maternity and neonatal services at Airedale. 

 
4.7. Last month the CQC published the results from its maternity survey 2021. The survey was 

completed by women who gave birth between 1 and 28 February 2021. The women who 
participated had experienced all stages of pregnancy (antenatal, labour and birth and 
postnatal) during a pandemic; therefore, the results should be viewed with that in mind as 
they are reflective of the experience of care for patients throughout the ongoing pandemic. 
Additionally, this was the first maternity survey that could be completed online, which may 
have contributed to the rise in the response rate from 35% in 2019 to 52% in 2021, where 
89% of the total 23,000 surveys were completed online. 
 

4.8. Despite the ongoing pandemic, women remained largely positive about their experiences of 
maternity care; in particular, during their labour and birth. Airedale performed the same or 
better in all aspects of the survey.  

 
 

 
 

4.9. Next week our ophthalmic surgery moves permanently over into the procedure suite in our 
new theatres.  This is the result of long planning and hard work from our theatres teams and 
AGH Solutions, not to mention a number of corporate teams.  It’s fantastic for our patients 
and hopefully a great environment in which to work.  Thank you to everyone who has made 
it possible.  Our orthopaedic surgical team will follow suit in a few weeks, and I know are 
looking forward to it.  



 

 
 

 
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. This remains an area of focus for the Board given the 
risks on our board assurance framework and high-level risk register.  Specialist scanning of 
the Trust site is underway to identify whether there are any further areas of risk in relation to 
the hospital structure. We have also commissioned a space utilisation survey that will 
enable us to better use our space and enable more flexible working in line with the changes 
put in place during the pandemic. 
 

5.2. The new Trust website went live this month, meaning the old website has been switched off 
an archived. The home page address is still the same www.airedale-trust.nhs.uk  so patients 
and visitors can search for it in the same way. This is a real improvement on how our 
patients and communities can access information about the Trust. The next piece of work it 
to replace our intranet – Aireshare – to a Cloud-based platform, providing a modern, better 
searchable and more robust system for storing and sharing information. 

 

5.3. Some of you may have seen a recent announcement from the Secretary of State, Sajid 
Javid, in which he said he wants 90% of NHS trusts to have an electronic patient record 
(EPR) in place by December 2023.  In his speech he said, “EPRs are the essential 
prerequisite for a modern, digital NHS; without them we cannot achieve the full potential for 
reform.”   This timely announcement came hot on the heels of an agreement at the Trust 
Board last meeting, where a commitment has been made to an update of our electronic 
patient record system.  This is an exciting move which will support patient care and help us 
to work even more closely with partners across the region.  

 
5.4. In May the West Yorkshire Health and Care 

Partnership will be launching a campaign to 
encourage staff and volunteers to join us in 
taking climate change into our own hands. The 
campaign will encourage people to become 
more aware of how our individual actions have a 
direct impact on sustainability. And that 
decreasing our carbon emissions is a good 
thing for human health. The campaign will see 
leaders and climate change leads, including our 
own Chair, Andrew Gold, and Consultant 
Anaesthetist Frank Swinton, do this by asking 
everyone to make a pledge on the campaign website, to do one thing to reduce their impact 
on the environment. The campaign will also share real life examples of how little changes to 
everyday behaviours can collectively have a big impact. 
 

 

 

http://www.airedale-trust.nhs.uk/


 

 
 

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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Thursday, March 31, 2022 

 
Edition 18: West Yorkshire Health and Care Partnership 

Health and Care Bill Proposals 
 
This information has been produced for partner organisations internal 
communications. It is an update on the one shared on the 3 March 2022. You can 
read past updates and more information on the Partnership’s website here.  
 
Integrated care systems 
 
West Yorkshire Health and Care Partnership is an ‘Integrated Care System’. We 
work in partnership with NHS organisations, councils, Healthwatch, hospices, the 
community voluntary social enterprise sector and communities to improve the health 
and wellbeing of 2.4million people. [add org] is part of the integrated care system. 
 
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. After the Third Reading in the House of Lords on Wednesday 23 
March, the bill returned to the House of Commons on the 29 March where MPs 
debated and voted upon the new amendments, before going back to the Lords for 
consideration and for Royal Assent.  
 
You can read the House of Lord amendments here. These include areas of mental 
health spending, duties for climate change, carers, and hospital discharge. 
 
We are working towards an implementation date of the 1 July, subject to 
parliament approval. 
 
West Yorkshire position  
 
Refreshed Partnership Five Year Plan 
Over the coming months we will be coproducing our refreshed five-year plan 
(published March 2020) for the Partnership. This will include our existing vision, 
ambitions, with a sharper focus on health inequalities.   
 
The strategy will be produced with local place-based colleagues and continue to 
build from a local neighbourhood perspective with strong links to the health and 
wellbeing strategies in Bradford District and Craven, Calderdale, Kirklees, Leeds, 
and Wakefield District.  
 
A key part of the strategy will be how we measure health improvement for the 2.4 
million people living across West Yorkshire.  
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The coproduction and development of this important plan will be discussed at the 
next Partnership Board in June 2022. We are expecting to complete the work by the 
end of December 2022.  
 
People Plan 
All the work we do would be impossible without our workforce, informal carers, and 
volunteers. We launched our new ‘People Plan’ to support, develop, recruit, and 
retain health and care staff across the area in March. Developed with colleagues 
from different health and care sectors, with their views at the heart of it, the plan is 
for them all.   
 
The plan focuses on ensuring we have more staff, working differently in a 
compassionate culture. It also addresses the impact of COVID-19 on staff, 
volunteers, and carers, ensuring more support is available to support the wellbeing 
of everyone.  
 
It considers how we will address the 6,500 vacancies across health and care. 
Crucially, it aims to ensure that there are good jobs for people in West Yorkshire, 
recognising the health and care sector spends a substantial majority of its £5billion 
budget on staff.   
 
The West Yorkshire Integrated Care Board 
 
Our five local based partnerships 
The five places that make up West Yorkshire are different. Each brings unique 
strengths and perspectives to our Partnership. However, they share challenges and 
have one common goal - to improve people’s health and wellbeing through delivering 
quality care and support when needed.  
 
The five place-based partnerships are called: 
 Bradford District and Craven Health and Care Partnership 
 Calderdale Cares Partnership 
 Kirklees Health and Care Partnership 
 Leeds Health and Care Partnership 
 Wakefield District Health & Care Partnership. 
 
Place-based developments (partnership work taking place in Bradford District and 
Craven; Calderdale, Kirklees, Leeds, and Wakefield) 
Our local places continue to develop their committees of the integrated care board 
and their place-based partnership arrangements.  
 
We have five designate accountable officers / place-based leads. 
 Mel Pickup, place-based lead for Bradford District and Craven Health and Care 

Partnership 
 Robin Tuddenham, Place-based lead for Calderdale Cares Partnership 
 Carol McKenna, Place-based lead for Kirklees Health and Care Partnership 
 Tim Ryley, Place-based lead for Leeds Health and Care Partnership 
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 Jo Webster, Place-based lead for Wakefield District 
 
These leaders are accountable to the West Yorkshire Integrated Care Board (ICB) 
for the delivery of ICB functions delegated to local places, place partners for the 
effective leadership of place partnerships and to local communities for their 
experience of health and care services and priority outcomes. Assurance 
mechanisms at place and system level include health and wellbeing boards, 
overview and scrutiny, quality, finance, and performance committees. 
 
Independent Chairs and Members of Place-based Committees of the West Yorkshire 
Integrated Care Board 
Our local places have, or are, recruiting for the independent roles on the new place-
based committees of the West Yorkshire Integrated Care Board (ICB) in Bradford 
District and Craven, Calderdale, Kirklees, Leeds, and Wakefield. We will keep you 
updated on the outcome of these important appointments. 
 
Working in shadow format 
As we continue to develop our integrated care board responsibilities, we will be in a 
position by April 2022 to establish our shadow Board and committees.  To support 
this, we are developing a high-level timeline, setting out key milestones in the 
development of shadow working.  
 
How we will make decisions 
 
Place-based partnerships 
Health and Wellbeing Boards  agree what is most important in each place . As 
happens now, the Health and Wellbeing Boards in each of our places - Bradford 
District and Craven, Calderdale, Kirklees, Leeds, and Wakefield - will agree a health 
and wellbeing strategy for their place. 
 
Partnership Board 
These local place-based strategies will be brought together into an integrated care 
strategy for West Yorkshire, which will be agreed by our Partnership Board.  This is 
also known as an integrated care partnership. The board is chaired by Cllr Tim Swift. 
Cllr Swift has been a councillor in Calderdale for 16 years and is the leader of the 
council.  
 
We also have local and West Yorkshire public involvement activities, which you can 
found out more about here. All people’s voices are important. 
 
Integrated care board 
Our integrated care board will agree an annual plan to deliver the integrated care 
strategy (the refreshed five-year plan, please see page one and two).  
 
Most of the decisions about spending and services will be made in local places in 
place-based partnerships.  This work will feed into the West Yorkshire Integrated 
Care Board. 
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To make sure that decisions are fair and clear, we will agree a set of rules that 
everyone will follow. These are our ‘governance standards’. These set out important 
things like: 
 Holding meetings in public and publishing the papers in advance 
 Making sure that the voices of people are heard by involving independent 

members and Healthwatch. 
 
Integrated care board committees 
Each place-based partnership will have an integrated care board committee to make 
decisions. Like the integrated care board, these committees will be made up of local 
health and care leaders, and they will also include independent people who do not 
work for health and care organisations.  
 
Provider collaboratives 
 
NHS providers in West Yorkshire work together in provider collaboratives to support 
work at both place and West Yorkshire level. The provider collaboratives have been 
working together for the past few years, they include: 
 The West Yorkshire Association of Acute Trusts brings together the six acute 

trusts from West Yorkshire and Harrogate: Airedale NHS Foundation Trust; 
Bradford Teaching Hospitals NHS Foundation Trust; Calderdale and Huddersfield 
NHS Foundation Trust; Harrogate and District NHS Foundation Trust; Leeds 
Teaching Hospitals NHS Trust and Mid Yorkshire Hospitals NHS Trust. It is about 
local hospitals working in partnership with one another to give people access to 
the very best facilities and staff.  You can see who the Chairs and CEOs are for 
the Trusts here. 

 West Yorkshire Mental Health, Learning Disability and Autism Collaborative 
brings together Bradford District Care NHS Foundation Trust; Leeds and York 
Partnership NHS Foundation Trust; South West Yorkshire Partnership NHS 
Foundation Trust and Leeds Community Healthcare Trust. The collaborative 
works to ensure everyone in West Yorkshire receives the best care and support 
possible, working with other partners such as the voluntary community social 
enterprise sector, local councils, and other NHS and Independent sector 
organisations. You can see who the Chairs and CEOs are for the Trusts here. 

 
Both collaboratives play an important role in decision-making at both a local and 
West Yorkshire level and in wider partnership development work. All work closely 
with Yorkshire Ambulance Service NHS Trust 
 
The CEO Lead for the West Yorkshire Association of Acute Trusts is Julian Hartley. 
Julian is CEO for Leeds Teaching Hospitals NHS Trust.  
 
You can see who the West Yorkshire Association of Acute Trust CEOs and 
Yorkshire Ambulance Service NHS Trust CEO and Chairs of the NHS Trusts across 
our area are here.  
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The CEO Lead for the Mental Health, Learning Disabilities and Autism Programme is 
Dr Sara Munro. Sara is CEO for Leeds and York Partnership NHS Foundation Trust. 
You can see who the Mental Health, Learning Disabilities and Autism Collaborative 
CEOs and Chairs of the NHS Trusts across our area are here 
 
Community care providers 
Alongside our NHS Trusts we work with community care providers. You can see who 
the CEOs and Chairs are on our website here. 
 
West Yorkshire Hospice Collaborative 
More information on the hospices working across West Yorkshire together can be 
found on our website here. 
 
West Yorkshire Councils 
 
The role of councils as equal partners is essential if we are to join up care to benefit 
everyone working and living across West Yorkshire.  You can see who the council 
leaders and CEOs are on our website here. 
 
West Yorkshire Joint Health Overview Scrutiny Committee  
 
West Yorkshire colleagues met with local place overview scrutiny committee chairs, 
which make up the Joint Health Overview Scrutiny Committee on Tuesday 29 March. 
There was an update on our Integrated Care System Governance. The handbook to 
accompany the West Yorkshire Care Partnership constitution, the draft Constitution 
as well as an overview of the work of the West Yorkshire Mental Health, Learning 
Disability and Autism Collaborative. You can read the papers here. 
 
HR commitment  
 
Our colleagues are a valued and integral part of the way we work together, and we 
are committed to making the transition as smooth as possible.  The next All Staff 
Briefing for future integrated care board employees will take place on the 31 March, 
with Cathy Elliott, Chair-Designate for the West Yorkshire Integrated Board and Rob 
Webster, CEO-Designate for West Yorkshire Health and Care Partnership. There will 
be an update on the formal transfer of employment of clinical commissioning group 
colleagues to the integrated care board on the 1 July 2022, subject to parliamentary 
approval. There will also be the opportunity for colleagues to meet Dr James 
Thomas (Medical Director), Beverley Geary (Director of Nursing) and Ian Holmes, 
Director of Strategy and Partnerships. 
 
We continue to work in partnership with our regional and local Trade Union 
representatives. 
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Chairs and Leaders Reference Group  
 
The Chairs and Leaders Reference Group (council leaders and chairs of Trusts) 
continue to meet to discuss arrangements. They last met on Friday 25 March 2022, 
to discuss the role of local accountable officers/ place-based leads (see page two), 
governance and finance. 
 
System development  
 
Our system and leadership development priorities are focused on enabling the parts 
of the system to share good practice and work together to achieve the best 
outcomes for West Yorkshire colleagues and communities. Our development journey 
includes: 
 System Development Plan - timeline in brief - infographic 
 Our development journey: seven elements to becoming a successful integrated 

care system - infographic  
 This infographic includes the Partnership's founding Mission, Values and 

Behaviours 
 There is also information about team development here. 
 
Over the coming months, we will be engaging wider on our mission, values, and 
behaviours. 
We continue to evolve the detail of our system development plan and 
implementation which forms one of the key pillars of the West Yorkshire People 
Plan. 
 
Public involvement and communications  
 
We are committed to involving local people in the work we do and decision-making 
process at West Yorkshire and locally across Bradford District and Craven, 
Calderdale, Kirklees, Leeds, and Wakefield District. We will ensure we meet the 
statutory duty for involvement. We are also making progress on the findings from our 
independent review recommendations into public involvement and are continually 
updating our involvement framework in line with new legislation.  
 
Keeping you informed throughout 
 
We will continue to keep everyone updated. There is a dedicated section on the 
Partnership’s website, and we will provide updates through our weekly bulletin and 
briefings.  
 
What next? 
 
 The shadow-board of the Integrated Care Board will meet in July  
 The next All Staff Briefing for Integrated Care Board colleagues takes place on 

the 31 March 2022 
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 The Partnership Board meets on Tuesday 7 June 2022. Members will receive an 
update on the development of our refreshed five-year plan and the timeline for 
coproduction 

 We will continue to engage with colleagues as our work develops around our 
founding mission, values, and behaviours  

 Coproduction on public involvement will continue. 
 

Further information on integrated care 
 
 You can find out more on the Health and Care Bill legislation here.  
 NHS England and NHS Improvement, Integrated Care   
 The King’s Fund, Integrated Care 
 NHS Confederation  
 Local Government Association 
 The Richmond Group of Charities 

 
ENDS 



 

 

Date of Meeting: Wednesday 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  Company Secretary’s Report  

Author: 
Victoria Pickles, Deputy Chief Executive and Stella Jackson, Head of 
Corporate Governance 

Previous Forums: None 

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  

  
As part of the ongoing reviews of governance in the Trust, a number of documents are reviewed each 
year including the Board Terms of Reference, the Trust Constitution and the Standing Orders. In 
addition, the Board carries out a review of its effectiveness. 
 
These documents, along with the annual declaration for Board members of being a fit and proper 
person, are attached for discussion at this 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 Partnership Progressing

    X 

Recommendation  

That Trust Board:  
 Notes the Board Effectiveness Review results and approves the next steps; 
 Approves the proposed changes to the Constitution, noting these will also require approval of 

the Council of Governors; 
 Notes the Fit and Proper Person requirements and to inform the Director of Corporate 

Affairs/Group Company Secretary of any changes in circumstances which would impact on 
compliance with requirements; 

 Notes the update regarding the Trust Seal; 
 Approves the proposed changes to the Board of Directors Terms of Reference;  
 Approves the proposed changes to the Nominations and Remuneration Committee terms of 

reference; 
 Notes that individual Board members should inform the Company Secretary on an ongoing 

basis of any changes to their individual declarations;



 

 

 

Group Company Secretary’s Report 

1. Board Effectiveness Questionnaire Results 
The results of the Board Effectiveness review are attached at Appendix 1. This highlights three 
areas of further development and the Board is asked to agree the proposals contained in the 
appendix (at paragraph 3.2). 
 

2. Review of Constitution 
A number of minor amendments are proposed to the constitution as follows: 

 Throughout, where appropriate Monitor has been amended to NHSE/I 
 Page 7 – wording changed to read 14.2 The Trust must take steps to ensure governors are 

equipped with the skills and knowledge they require in their capacity as such. 
 Page 12 – Board Appointments and Remuneration and Terms of Office Committee to be 

replaced with the new name for this Committee `Nominations and Remuneration 
Committee’; 

 Page 15 – The word `require’ to be added to the following sentence: `The Trust shall 
prepare in respect of each financial year annual accounts in such form as NHS E/I may 
require with the approval of the Secretary of State direct. 

 Page 15 - 35.1 Amended to say the Annual Report will be sent to Parliament 
 Page 23 – The blank boxes to be removed from the Public Constituency table. 

 

These proposed changes are highlighted through track changes to the constitution, attached at 
Appendix 2. 
 

3. Fit and Proper Person Requirements 
3.1. It is the responsibility of the Chair of the NHS body to discharge the requirements placed on the 

provider, to ensure that all Directors meet the FPP Test and do not meet any of the ‘unfit’ 
criteria.  
 

3.2. The FPP Test is a regulation to ensure that providers meet their obligations to only employ 
individuals who are fit for their role and to ensure that appropriate steps have been taken to 
ensure they are of good character, are physically and mentally fit, have the necessary 
qualifications, skills and experience for this role and can supply certain information (including a 
Disclosure and Barring Service (DBS) check and full employment history), if required. The 
regulations also extend to individuals who are prevented from holding office (for example, 
under a Director’s disqualification order) and significantly, people who: ‘Have been responsible 
for, been privy to, contributed to or facilitated any serious misconduct or mismanagement 
(whether unlawful or not) in the course of carrying on a regulated activity, or providing a service 
elsewhere which, if provided in England, would be a regulated activity’. 

 

 Approves the Effectiveness Reviews Standard Operating Procedure; and 
 Notes the work programme. 



 

 

3.3. The Trust undertakes a number of FPP checks as part of the recruitment process for the 
defined staff group: 
 Checks on the individuals, their skills, relevant experience, ability and character; 
 Evidence of qualifications; 
 Consideration of the person’s physical and mental health, taking account of the role 

requirements and good occupational health practice; 
 Ensuring, as far as possible, the individual has not been responsible for, been privy to, 

contributed to or facilitated any serious misconduct or mismanagement (whether lawful of 
not) in the course of carrying on a regulated service; this includes any allegations of such - 
including a search of the Register of Disqualifications (a search of this register and the 
Insolvency Register was undertaken in March 2021); and 

 A Disclosure and Barring Service (DBS) check where appropriate to the role in line with 
Trust policy.   
 

3.4. The Trust maintains a self-declaration register to record compliance with the ‘Fit and Proper 
Person Test’ requirements (a copy is attached – Appendix 3).  This is currently kept by the 
Secretariat team and will transfer to Director of People and OD to oversee. The Self-
declaration Register will be updated on an annual basis (following confirmation from Directors 
that they comply with the self-certification statement), reported to the Board and included in the 
Annual Report. The self-certification statement states: 
 
Self-Certification 
I declare that I am a Fit and Proper Person to carry out my role, I am of good character, I have 
the qualifications, competence, skills and experience which are necessary for me to carry out 
my duties, I am capable by reason of health of properly performing tasks which are intrinsic to 
the position, I am not prohibited from holding office (e.g. directors disqualification order), within 
the last 5 years I have not been convicted of a criminal offence and sentenced to imprisonment 
of 3 months or more, been un-discharged bankrupt nor have been subject to bankruptcy 
restrictions, or have made arrangement/compositions with creditors and have not discharged it, 
nor is on any ‘barred’ list. 

The legislation states, for those required to hold a registration with a relevant professional body 
to carry out their role, they must hold such registration and must have the entitlement to use 
any professional titles associated with this registration. Where the person no longer meets the 
requirement to hold the registration, and if they are a health care professional, social worker or 
other professional registered with a health care or social care regulator, they must inform the 
regulator in question. 

Should my circumstances change, and I can no longer comply with the Fit and Proper Person 
Test (as described above), I acknowledge that it is my duty to inform the Chair of Airedale NHS 
Foundation Trust”. 

3.5. Directors are asked to notify the Director of Corporate Affairs/Chair should the self-certification 
declaration no longer apply to them. 

 
4. Trust Seal 

There have been no documents requiring use of the Trust Seal in the last 12 months. 
 
 
 



 

 

5. Board of Directors Terms of Reference Review 
The terms of reference for the Board of Directors have been updated to include reference to system 
working in line with the single oversight framework and are attached at Appendix 4. 
 

6. Nominations and Remuneration Committee Terms of Reference 
The existing terms of reference for the Nominations and Remuneration Committee is silent 
regarding severance and ex-gratia payments to senior managers.  However, this requirement is 
incorporated into the Scheme of Delegation.  Consequently, the terms of reference (attached at 
Appendix 5) have been updated to incorporate details regarding this responsibility. 
 

7. Register of Interests 
As part of the year end reporting requirements, Directors are required to declare any material 
interests they may have for recording in the Register of Interests. Directors are also reminded to 
inform the Company Secretary of any changes to their interests on an ongoing basis. The updated 
Register of Interests of Directors is attached as Appendix 6. 
 

8. Board/Committee/Subsidiary Standard Operating Procedure Regarding Effectiveness 
Reviews 
A Standard Operating Procedure has been produced regarding annual effectiveness reviews by the 
Board, its committees and subsidiaries.  This is attached at Appendix 7 for approval.   

 
9. Work Programme 

The work programme for 2022 has been updated and is attached at Appendix 8.  
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Trust Board 

Effectiveness Review Findings 
6 April 2022 

 
1. Context / Background 
 
Foundation Trust boards and their committees are required to complete an annual assessment of 
their effectiveness.    The terms of reference for the Board and the Compendium of Good 
Governance Practice informed the content of the self-assessment questionnaire which was 
circulated to Board members for completion.  This was subsequently completed by 15 people 
(out of a possible 15), equating to a 100% response rate. 
 
The survey responses are attached. 
 

2. Executive Summary 

 
As outlined in the survey responses, the Board considered itself to be effective in 38 areas 
(detailed at paragraph 3.1).  The table at paragraph 3.2 outlines those areas (6 in total) where not 
all respondents scored the Committee as effective.  As can be seen from the results, it is 
proposed that three areas require further consideration and the proposed next steps regarding 
these are contained in the table at paragraph 3.2 below.     
 

3. Evaluation Findings 

 
3.1 Areas of Effectiveness 
 
All survey respondents believed the Board was effectively delivering the following requirements, 
as detailed in the terms of reference.   
 

 The Board informs and involves stakeholders in its work; 

 The Board ensures there is a clear vision and strategy for the Trust which are 
implemented within a framework of prudent and effective controls which enable risk to be 
assessed and managed; 

 The Board ensures the Trust is an excellent employer through the development and 
implementation of a People Strategy; 

 The Board ensures the Trust’s quality responsibilities for clinical effectiveness, patient 
safety and patient experience are achieved; 

 The Board has an intolerance of poor standards and fosters a culture which puts patients 
first; 

 The Board monitors and reviews management performance to ensure the Trust’s 
objectives are met; 

 The Board ensures that national policies and strategies are effectively addressed and 
implemented within the Trust; 

 Board behaviours are consistent with the Trust’s values; 

 The Board promotes a patient centred culture of openness; transparency and candour; 
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 The Board ensures compliance with relevant principles, systems and standards of good 
corporate governance and has regard to guidance on good corporate governance and 
appropriate codes of conduct, accountability, and openness applicable to Foundation 
Trusts (FTs); 

 The Board ensures that the Trust complies with its governance and assurance obligations 
in the delivery of clinically effective, personal, and safe services taking account of patient 
and carer experiences; 

 The Board ensures that all required returns and disclosures are made to the regulators; 

 The Board formulates, implements and reviews Standing Orders and Standing Financial 
Instructions as a means of regulating the conduct and transactions of FT business; 

 The Board agrees the schedule of matters reserved for decision by the Board of Directors; 

 The Board ensures that the statutory duties of the Trust are effectively discharged; 

 The Board acts as a corporate trustee for the Trust’s charitable funds; 

 The Board ensures an effective system of integrated governance, risk management and 
internal control is in place across the whole of the Trust’s clinical and corporate activities; 

 The Board ensures an effective communication channel exists between the Trust, its 
governors, members, staff, local community, and other key stakeholders; 

 The Board meets its engagement obligations in respect of the Council of Governors and 
members and ensures that governors are equipped with the skills and knowledge needed 
to undertake their role; 

 The Board ensures the proper management of resources and that financial and quality of 
service responsibilities are achieved; and 

 The Board reviews performance, identifying opportunities for improvement and ensures 
those opportunities are taken.  
 

All survey respondents also believed the following areas (asked through the Board Effectiveness 
section of the questionnaire) to be effective: 
 

 Debate at meetings – the Board concurred this is allowed to flow, and conclusions 
reached without being cut short or stifled; 

 The subjects covered – these were considered the right subjects; 

 Board papers – these are of the right quality and concise; contain the right information to 
enable the Board to make sound decisions; and are distributed in sufficient time for 
members to give them due consideration; 

 Regularity of meetings – the Board meets sufficiently regularly to effectively discharge it 
duties; 

 Agenda – the agenda priorities the right issues and sufficient time is spent discussing 
these.  Each agenda item is closed off appropriately so that the Board is clear on the 
conclusion, who should be doing what, when and how, and how it will be monitored; 

 Challenge – Board members provide real and genuine challenge – they do not just seek 
clarification and/or reassurance; 

 Meeting reflections – at the end of each meeting, the Board discusses the outcomes and 
reflects on decisions made and what worked well, not so well; 

 Balance – the Board has the right balance of skills, knowledge, and experience to deal 
with current and anticipated challenges; 

 Listening – the members listen to one another and constructively challenge; 
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 Support – Board members receive the support needed to effectively fulfil their leadership 
role as a member of the Board; 

 Differences of opinion – Board members are comfortable managing differences of opinion; 

 Decision making – this is not dominated by certain individuals on the Board;  

 Strategy – the time spent on strategy results in defined proposals being incorporated into 
the Annual Plan; and 

 Chair – Board members agreed that the Chair: has a positive impact on the performance 
of the Board; allows debate to flow freely and does not assert his own views too strongly. 

 
3.2 Areas Not Considered Effective by all Members 
 
The table below contains the results of questions asked where not all Board members scored the 
Board as effective.  Shaded areas indicate that no further action is proposed. 

Focus of question Comments made Proposed next 
steps 
 

The Board periodically reviews 
organisational culture and 
plans to maintain a positive 
culture. 

13 people agreed 
Two disagreed 
 
One person could not recall such a 
discussion occurring.  Another highlighted 
this was done via the People Committee 
but felt the Board would benefit from paying 
this further consideration. 

Director of Strategy, 
Planning and 
Partnerships to 
timetable a discussion 
regarding culture at a 
Board Strategy 
meeting. 

The Board determines the 
nature and extent of the risk it 
is willing to take in achieving 
its strategic objectives. 

14 people agreed 
1 disagreed 
 
One person pointed out this was an area of 
improvement, and that further work was 
ongoing. 
 
Two people outlined a need for the Board 
to agree its risks appetite.  

Company Secretary to 
arrange for a workshop 
to occur to consider the 
risk appetite.   

The Board holds its meetings 
in public, except where the 
public is excluded for stated 
reasons. 

14 people agreed 
1 disagreed 
 
One comment was made that further work 
should be undertaken in this area. 
 
Another person highlighted that more 
business as now conducted via public 
meetings. 

Arrangements are 
currently being made 
for members of the 
public to join the 
meeting via virtual 
means, with effect from 
April 2022. 

The Chair ensures there is 
sufficient challenge of each 
issue on the Board agenda. 

14 people agree 
1 disagreed 
 
Comments were made that this practice 
was occurring.  One person believed, 

No key areas of 
development identified. 
 
No further action 
required. 
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however, that there should have been 
greater challenge regarding the electronic 
patient record business case. 

The Board effectively seeks 
assurance regarding the work 
of its subsidiaries. 

11 people agreed 
1 person disagreed 
 
One person believed this practice should 
be strengthened.  Another person 
acknowledged that a report was provided 
from all subsidiaries but was not certain 
this led to assurance. 

Director of Strategy, 
Planning and 
Partnerships to 
timetable presentations 
from subsidiary 
companies (following 
the year-end) at a 
Board Strategy Day. 

The governance process in 
place between the Board and 
its subsidiaries is effective. 

14 people agreed 
1 disagreed 
 
Whilst it was acknowledged that this 
practice was much improved, a few 
comments were made that further work 
was required. 

Initial governance 
review undertaken, and 
the Trust is working 
with Hempsons to 
finalise key documents.  
 
Outcome report and 
revised documentation 
to be forwarded to a 
future Board meeting. 

 
 
3.3  Key Areas of Focus for 2022 
 
Board members believed the Board should focus its attention on the following key areas during 
2022. Board members are advised these will be incorporated into the work programme: 
 

 Strategy in a fast changing and very challenging environment 

 The RAAC issue and new build; 

 Sustainability; 

 Balance of quality, safety, performance, and financial risks; 

 Ockenden; 

 Risk appetite;  

 Workforce, recruitment and retention, culture, new models of working, people, and staff 
wellbeing; 

 Embracing the new Chief Executive, supporting them to become effective in role; 

 Funding and the independence of the Trust; 

 Service delivery and recovery; 

 Innovation; 

 Elective recovery; 

 The role of the Trust in ICS/place based/ICB arrangements and addressing the balance 
between place, system, and local ways of working; 

 Electronic patient record; 

 Well-led assessment; and 

 Involving our communities. 
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Q1 The Board informs and involves stakeholders in its work
Answered: 15 Skipped: 0
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0
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1.67

# COMMENTS DATE

1 There are more opportunities to do this post pandemic that we should explore particularly
focusing on the Board Strategy Days

3/4/2022 12:24 PM

2 at a strategic level this is strong, and through the Governors and staff feedback, but has
been more challenging during the pandemic

3/1/2022 4:50 PM

3 I think there is more that could be done to engage wider stakeholders such as the public
through public engagement and staff

2/24/2022 10:06 PM

4 My view would be that we should go further in how we involve BDC system partners,
WYAAT and our community stakeholders in our discussions in future.

2/15/2022 2:38 PM

5 Board meetings in public help with this. The Trust informs stakeholders in ways other than
using the Board

2/14/2022 4:33 PM
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Q2 The Board ensures there is a clear vision and strategy for the Trust
which are implemented within a framework of prudent and effective

controls which enable risk to be assessed and managed
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1 Trust embedded the 5 Ps strategy and has continuous improvement in approach to BAF 2/18/2022 9:26 AM

2 We regularly revisit our strategy and adjust where needed through work done in Board
strategy

2/15/2022 2:39 PM
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Q3 The Board periodically reviews organisational culture and plans to
maintain a positive culture

Answered: 15 Skipped: 0
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# COMMENTS DATE

1 I don't recall this at Board but know it is covered in People Committee 2/18/2022 6:14 PM

2 Yes to some extent, this work is mainly done via People Committee. Board would benefit
from discussing more regularly.

2/15/2022 2:39 PM
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Q4 The Board ensures the Trust is an excellent employer through the
development and implementation of a People Strategy
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Q5 The Board ensures the Trust’s quality responsibilities for clinical
effectiveness, patient safety and patient experience are achieved
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# COMMENTS DATE

1 Achieved via the Integrated Board report, updates from Quality Committee and via patient
stories

2/15/2022 2:40 PM
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Q6 The Board has an intolerance of poor standards and fosters a culture
which puts patients first
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# COMMENTS DATE

1 The culture of the board is to focus on clinical excellence, the wellbeing of the staff, the
patient and community experience, and to be clinically led

3/11/2022 12:19 PM
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Q7 The Board determines the nature and extent of the risk it is willing to
take in achieving its strategic objectives

Answered: 15 Skipped: 0
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1 Risk Register and BAF analysis are thorough and frequently reviewed 3/17/2022 3:04 PM

2 Although some elements of risk are outside of its direct control eg RAAK 3/11/2022 12:21 PM

3 this is an area of improvement and still some further work ongoing 3/1/2022 4:52 PM

4 We are partially there but need to complete the risk appetite work 2/24/2022 10:08 PM

5 Further work ongoing to codify risk appetite 2/18/2022 9:28 AM
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Q8 The Board monitors and reviews management performance to
ensure the Trust’s objectives are met
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Q9 The Board ensures that national policies and strategies are
effectively addressed and implemented within the Trust.
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53.33%
8

46.67%
7

0.00%
0

0.00%
0

0.00%
0

 
15

 
1.47

# COMMENTS DATE

1 As far as is possible within budgets set and so long as they are clinically led 3/11/2022 12:21 PM
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Q10 Board behaviours are consistent with the Trust’s values
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Q11 The Board promotes a patient centred culture of openness,
transparency and candour
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1 Board discussions are open and honest 3/17/2022 3:04 PM
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Q12 The Board ensures compliance with relevant principles, systems
and standards of good corporate governance and has regard to

guidance on good corporate governance (as may be issued from time to
time) and appropriate codes of conduct, accountability and openness

applicable to FTs
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Q13 The Board ensures that the Trust complies with its governance and
assurance obligations in the delivery of clinically effective, personal and

safe services taking account of patient and carer experiences
Answered: 15 Skipped: 0
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# COMMENTS DATE

1 helped by Patient stories at Board as an example 2/14/2022 4:35 PM
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Q14 The Board ensures that all required returns and disclosures are
made to the regulators
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Q15 The Board formulates, implements and reviews Standing Orders
and Standing Financial Instructions as a means of regulating the conduct

and transactions of Foundation Trust business
Answered: 15 Skipped: 0
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Q16 The Board agrees the schedule of matters reserved for decision by
the Board of Directors

Answered: 15 Skipped: 0

73.33%
11

26.67%
4

0.00%
0

0.00%
0

0.00%
0

 
15

 
1.27

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Strongly ag… Agree Disagree Strongly dis…

Unable to a…

(no label)

 STRONGLY
AGREE

AGREE DISAGREE STRONGLY
DISAGREE

UNABLE TO
ANSWER

TOTAL WEIGHTED
AVERAGE

(no
label)



Board of Directors Effectiveness Review February 2022 SurveyMonkey

17 / 45

Q17 The Board acts as a corporate trustee for the Trust’s charitable
funds
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# COMMENTS DATE

1 Delivered via the Charitable Funds Committee with oversight from Board 2/15/2022 2:41 PM

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Strongly ag… Agree Disagree Strongly dis…

Unable to a…

(no label)

 STRONGLY
AGREE

AGREE DISAGREE STRONGLY
DISAGREE

UNABLE TO
ANSWER

TOTAL WEIGHTED
AVERAGE

(no
label)



Board of Directors Effectiveness Review February 2022 SurveyMonkey

18 / 45

Q18 The Board ensures an effective system of integrated governance,
risk management and internal control is in place across the whole of the

Trust’s clinical and corporate activities
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60.00%
9

40.00%
6

0.00%
0

0.00%
0

0.00%
0

 
15

 
1.40

# COMMENTS DATE

1 Focus of Audit committee but also at main board with risk register and BAF 2/14/2022 4:36 PM
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Q19 The Board ensures an effective communication channel exists
between the Trust, its governors, members, staff, local community and

other key stakeholders
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1 Alongside our existing governance representatives from the Exec team meet with governors
regularly. An area of improvement would be improving communication with our local
community and stakeholders

2/15/2022 2:43 PM
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Q20 The Board meets it engagement obligations in respect of the
Council of Governors and members and ensures that governors are

equipped with the skills and knowledge needed to undertake their role
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# COMMENTS DATE

1 Relationships with Governors have continued to improve 2/18/2022 9:31 AM

2 I assume induction and training are available for governors as for NEDs 2/14/2022 4:37 PM
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Q21 The Board holds it meetings in public, except where the public is
excluded for stated reasons
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# COMMENTS DATE

1 Board meetings are publicly available but there is more that could be done on this 2/24/2022 10:09 PM

2 Continued trend of more being covered in public (eg RACC/BAF) such now optimal balance
between public and private

2/18/2022 9:31 AM
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Q22 The Board ensures the proper management of resources and that
financial and quality of service responsibilities are achieved
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# COMMENTS DATE

1 Financial reporting and controls are good and have been scored well by Internal Audit 2/14/2022 4:38 PM
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Q23 The Board reviews performance, identifying opportunities for
improvement and ensures those opportunities are taken
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Q24 Debate is allowed to flow, and conclusions reached without being
cut short or stifled
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# COMMENTS DATE

1 Chair ensures that all voices are heard and encourages contributions 2/14/2022 4:39 PM
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Q25 The subjects covered at the meetings are the right subjects
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1 This has significantly improved since the Committees became more functional 2/14/2022 4:56 PM
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Q26 Board papers are of the right quality and concise
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1 degree of conciseness can vary depending on subject matter and author 3/17/2022 3:08 PM

2 these have really improved over last 12 months 3/1/2022 4:55 PM

3 Continued improvement eg nursing paper- new areas like KPIs on green plan to evolve 2/18/2022 9:33 AM

4 Mainly, still feel there is more work to do around appropriate levels of detail in relation to
nursing / midwifery reports to board including key messages for Board consideration support

2/15/2022 2:45 PM

5 Board and committee papers are of high quality 2/14/2022 4:39 PM
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Q27 Board papers contain the right information to enable the Board to
make sound decisions
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Q28 Board papers are distributed in sufficient time for members to give
them due consideration

Answered: 15 Skipped: 0

46.67%
7

53.33%
8

0.00%
0

0.00%
0

0.00%
0

 
15

 
1.53

# COMMENTS DATE

1 They are generally still available 7 days before the meeting but are usually distributed in
enough time

3/11/2022 12:25 PM
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Q29 The Board meets sufficiently regularly to effectively discharge its
duties
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Q30 The agenda prioritises the right issues and sufficient time is spent
discussing these
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Q31 The Board members provide real and genuine challenge – they do
not just seek clarification and/or reassurance
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# COMMENTS DATE

1 Agree, but there is a spectrum of willingness to challenge and critically appraise. 2/14/2022 4:56 PM
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Q32 Each agenda item is `closed off’ appropriately so that the Board is
clear on the conclusion, who is doing what, when and how, and how it is

being monitored
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Q33 At the end of each meeting, the Board discusses the outcomes and
reflects on decisions made and what worked well, not so well
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# COMMENTS DATE

1 and identifies all new risks that have emerged in discussions 2/14/2022 4:39 PM
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Q34 The Board has the right balance of skills, knowledge and
experience to deal with current and anticipated challenges
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1 the board has acknowledged that over a period of time it needs to become more diverse 3/1/2022 4:56 PM
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Q35 Board members listen to one other and constructively challenge
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1 There are issues whereby presenters are having to repeat themselves due to the same
question being asked more than once so I have concerns there is the occasional lack of
attention.

2/18/2022 6:19 PM

2 Collegiate and supportive but constructively critical questions and debate 2/14/2022 4:42 PM
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Q36 I have the support I need to effectively fulfil my leadership role as a
member of the Board
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Q37 As a Board member, I am comfortable managing differences of
opinion
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# COMMENTS DATE

1 Discussions can demonstrate differences of opinion but in a collegiate and generally
supportive way

3/17/2022 3:12 PM

2 differences of opinion can help in reaching valid conclusions 2/14/2022 4:42 PM
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Q38 Decision making is dominated by certain individuals on the Board
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1 Clearly some exec positions carry authority but no individual has a dominant voice 3/17/2022 3:12 PM

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Strongly ag… Agree Disagree Strongly dis…

Unable to a…

(no label)

 STRONGLY
AGREE

AGREE DISAGREE STRONGLY
DISAGREE

UNABLE TO
ANSWER

TOTAL WEIGHTED
AVERAGE

(no
label)



Board of Directors Effectiveness Review February 2022 SurveyMonkey

39 / 45

Q39 The time spent on strategy results in defined proposals being
incorporated into the Annual Plan
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33.33%
5

66.67%
10

0.00%
0

0.00%
0

0.00%
0

 
15

 
1.67

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Strongly ag… Agree Disagree Strongly dis…

Unable to a…

(no label)

 STRONGLY
AGREE

AGREE DISAGREE STRONGLY
DISAGREE

UNABLE TO
ANSWER

TOTAL WEIGHTED
AVERAGE

(no
label)



Board of Directors Effectiveness Review February 2022 SurveyMonkey

40 / 45

Q40 The Chair ensures there is sufficient challenge in each issue on the
Board agenda
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1 Chair encourages challenge and debate to gain understanding and consensus 3/17/2022 3:12 PM

2 This is not necessary on every issue but when it is required it is done and challenge is
appropriate

3/11/2022 12:27 PM

3 Normally, although I felt the amount of time spent on the EPR business case was not
sufficient, especially with the amount of risk aligned to this.

2/18/2022 6:19 PM
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Q41 The Chair has a positive impact on the performance of the Board
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1 Yes the chair gives others the opportunity to contribute fully. 2/15/2022 2:46 PM
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Q42 The Chair allows debate to flow freely and does not assert his/her
own views too strongly
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# COMMENTS DATE

1 Mostly agree with this statement 2/15/2022 2:46 PM
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Q43 The Board effectively seeks assurance regarding the work of its
subsidiaries
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1 I think this requires further strengthening 3/4/2022 12:30 PM

2 this has been more focused this year 3/1/2022 4:56 PM

3 I think a report is provided from all subsidiaries but not sure it leads to assurance. 2/18/2022 6:20 PM
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Q44 The governance process in place between the Board and its
subsidiaries is effective

Answered: 15 Skipped: 0
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# COMMENTS DATE

1 Work in progress 3/4/2022 12:30 PM

2 Although room for development in terms of governance and risk 3/1/2022 3:55 PM

3 More work is needed in this regard 2/18/2022 6:20 PM

4 Further clarity evolving, eg quality governance over Immedicare/Pathology 2/18/2022 9:34 AM

5 Mostly agree - further work required in relation to shared understanding of governance
processes between the Trust and AGH Solutions.

2/15/2022 2:47 PM

6 Much improved, and much more visible 2/14/2022 4:57 PM
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Q45 What do you believe are the key issues the Board should focus its
attention on in 2022?

Answered: 13 Skipped: 2

# RESPONSES DATE

1 Strategy in a fast changing and very challenging environment, financially with rising costs,
organizationally with Place and ICS and staff wellbeing, and of course RAAC

3/17/2022 3:14 PM

2 Elective Recovery. Integration into the ICS. Continuing to push for the new hospital. 3/16/2022 12:15 PM

3 RAAC Recovery People (Recruitment & Retention) 3/14/2022 5:13 PM

4 Ensuring the new CEO settles well and becomes effective; the role, funding and
independence of Airedale within the ICS; the new hospital build approval; management of
the RAAK issues; the delivery its services within a changing funding and governance
environment

3/11/2022 12:32 PM

5 Provision of a new hospital/regeneration plan Workforce - sustainability / health & wellbeing
Balance of quality, safety, performance and financial risks Maternity services - Ockenden
Role at place and system

3/4/2022 12:32 PM

6 RAAC and new build People, fatigue, burnout, recruitment, retention Recovery of services
and performance Risk appetite

3/1/2022 3:56 PM

7 Health and wellbeing of colleagues Financial challenges Ongoing estates issues and quest
for a new build

2/24/2022 10:16 PM

8 Workforce - culture, new models of working, retention 2/18/2022 6:20 PM

9 Embracing new CEO & Board giving them full support RAAC issues and continue progress
to get a solution Evolving Trust role in Place based arrangements and their impact on Trust
Board (Trust agenda; papers etc) Continued focus on performance (quality and finance)
Innovation (eg oversight of EPR rollout and similar) People development & culture esp EDI;
wellbeing

2/18/2022 10:02 AM

10 Securing Our Future Transformation of services - EPR Elective Recovery Quality of
services and well-led assessment Involving our communities more in what we do.

2/15/2022 2:48 PM

11 Work force issues- recruitment, retention, pipe line development and well being Dealing with
backlog of electives Staying on top of national change-addressing the balance between
place, system and local ways of working Working with and in the ICB Changes is funding
model - ICB relationship

2/15/2022 11:12 AM

12 RAAC People and wellbeing Recruitment and retention Positioning in relation to ICS and
Place

2/14/2022 4:58 PM

13 RAAC, ICS implementation, Partnering with other trusts and community organisations in the
ICS, reverting to "normal" post-pandemic

2/14/2022 4:43 PM
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1. Name 
The name of the foundation Trust is Airedale NHS Foundation Trust (the Trust).   

2. Principal purpose 
2.1 The principal purpose of the Trust is the provision of goods and services for the 

purposes of the health service in England.  
2.2 The Trust does not fulfil its principal purpose unless, in each financial year, its total 

income from the provision of goods and services for the purposes of the health 
service in England is greater than its total income from the provision of goods and 
services for any other purposes.   

2.3 The Trust may provide goods and services for any purpose related to: 
 
2.3.1 the provision of services provided to individuals for or in connection with the 
prevention, diagnosis or treatment of illness; and  
 
2.3.2 the promotion and protection of public health. 

 
2.4 The Trust may also carry-on activities other than those mentioned in the above 

paragraph for the purpose of making additional income available in order better to 
carry on its principal purpose.   

3 Powers 
3.1 The powers of the Trust are set out in the 2006 Act.   
3.2 All the powers of the Trust shall be exercised by the Board of Directors on behalf of 

the Trust. 
3.3 Any of these powers may be delegated to a committee of directors or to an executive 

director. 

4 Membership and constituencies  
The Trust shall have members, each of whom shall be a member of one of the 
following constituencies: 
 
4.1.1 a Public Constituency; and 
4.1.2 a Staff Constituency. 

5 Application for membership 
5.1. An individual who is eligible to become a member of the Trust may do so on 

application to the Trust. 

6 Public Constituency 
6.1 An individual who lives in an area specified in Appendix 1 as an area for a public 

constituency may become or continue as a member of the Trust.   
6.2 Those individuals who live in an area specified as an area for any public constituency 

are referred to collectively as a Public Constituency. 
6.3 The minimum number of members in each area for the Public Constituency is 

specified in Appendix 1.   
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7 Staff Constituency 
7.1 An individual who is employed by the Trust under a contract of employment (which, 

for the avoidance of doubt includes full and part-time contracts of employment) with 
the Trust may become or continue as a member of the Trust provided: 
 
7.1.1 he or she is employed by the Trust under a contract of employment which has 
no fixed term or has a fixed term of at least 12 months; or 
 
7.1.2 he or she has been continuously employed by the Trust under a contract of 
employment for at least 12 months. 
 

7.2 Individuals who exercise functions for the purposes of the Trust, otherwise than 
under a contract of employment with the Trust, may become or continue as members 
of the staff constituency provided such individuals have exercised these functions 
continuously for a period of at least 12 months.   

7.3 Those individuals who are eligible for membership of the Trust by reason of the 
previous provisions in paragraphs 7.1 and 7.2 are referred to collectively as the Staff 
Constituency. 

7.4 The Staff Constituency shall be divided into four (4) descriptions of individuals who 
are eligible for membership of the Staff Constituency, each description of individuals 
being specified within Appendix 2 and being referred to as a class within the Staff 
Constituency. 

7.5 The minimum number of members in each class of the Staff Constituency is specified 
in Appendix 2.   

 

Automatic membership by default – staff 
7.6 An individual who is: 

 
7.6.1 eligible to become a member of the Staff Constituency; and 
 
7.6.2 invited by the Trust to become a member of the Staff Constituency and a 
member of the appropriate class within the Staff Constituency shall become a 
member of the Trust as a member of the Staff Constituency and appropriate class 
within the Staff Constituency without an application being made unless he or she 
informs the Trust that he or she does not wish to do so. 

8 Restriction on membership 
8.1 An individual who is a member of a constituency, or of a class within a constituency, 

may not while membership of that constituency or class continues, be a member of 
any other constituency or class. 

8.2 An individual who satisfies the criteria for membership of the Staff Constituency may 
not become or continue as a member of any constituency other than the Staff 
Constituency. 

8.3 A member of any constituency must be fourteen (14) years of age or over. 
8.4 Further provisions as to the circumstances in which an individual may not become or 

continue as a member of the Trust are set out in Appendix 7. 
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9 Annual Members Meeting 
9.1 The Trust shall hold an annual meeting of its members (“Annual Members’ Meeting”).  

The Annual Members’ Meeting shall be open to members of the public.   
9.2 Further provisions about the Annual Members’ Meeting are set out in Appendix 6 – 

Annual Members’ Meeting 

10 Council of Governors – composition  
10.1 The Trust is to have a Council of Governors, which shall comprise both elected and 

appointed governors. 
10.2 The composition of the Council of Governors is specified in Appendix 3. 
10.3 The members of the Council of Governors, other than the appointed members, shall 

be chosen by election by the members of their constituency or, where there are 
areas or classes within a constituency, by the members of the area or class within 
that constituency.  The number of governors to be elected by each constituency, or, 
where appropriate, by each area or class of each constituency, is specified in 
Appendix 3. 

11 Council of Governors – election of governors 
11.1 Elections for elected members of the Council of Governors shall be conducted in 

accordance with the Model Election Rules. 
11.2 The Model Election Rules, as published from time to time, by the Department of 

Health form part of this constitution.  The Model Election Rules current at the date of 
the Trust’s Authorisation are attached at Appendix 4. 

11.3 A subsequent variation of the Model Elections Rules by the Department of Health 
shall not constitute a variation of the terms of this constitution for the purposes of 
paragraph 42 of the constitution (amendment of the constitution).   

11.4 An election, if contested, shall be by secret ballot. 

12 Council of Governors - tenure  
12.1 An elected governor may hold office for a period of up to three (3) years.  
12.2 An elected governor shall cease to hold office if he or she ceases to be a member of 

the constituency or class by which he or she was elected. 
12.3 An elected governor shall be eligible for re-election at the end of his or her term. 
12.4 An elected governor shall be eligible for re-election at the end of his or her term, for 

up to two further periods of up to three (3) years, making a maximum total of nine (9) 
years in office. 

12.5 An elected governor shall not be eligible for re-election if they have already held 
office for more than six (6) consecutive years. 

12.6 Subject to any provision in this Constitution in respect of eligibility or disqualification 
of Governors, once an elected Governor has reached their maximum term or has 
been removed under paragraph 13, they shall only be eligible for re-election again 
after a period of three (3) years. 

12.7 The Trust shall conduct annual elections for elected governors during each year 
(being a period of 12 months commencing on an anniversary of the Authorisation 
Date) in respect of each governor whose term of office shall expire at the end of that 
year, with any governor elected pursuant to such an annual election taking office at 
the end of that year (i.e., on the next anniversary of the Authorisation Date following 
such election). 

12.8 An appointed governor may hold office for a period of up to nine (9) years. 
12.9 An appointed governor shall cease to hold office if the appointing organisation 

withdraws its sponsorship of him or her. 
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12.10 An appointed governor shall be eligible for re-appointment at the end of his term. 

13 Council of Governors – disqualification and removal  
13.1 The following may not become or continue as a member of the Council of Governors: 

 
13.1.1 a person who has been adjudged bankrupt or whose estate has been 

sequestrated and (in either case) has not been discharged; 
 
13.1.2 a person who has made a composition or arrangement with, or granted a 

Trust deed for, his or her creditors and has not been discharged in respect of 
it; 

 
13.1.3 a person who within the preceding five years has been convicted of any 

offence if a sentence of imprisonment (whether suspended or not) for a period 
of not less than three (3) months (without the option of a fine) was imposed 
on him or her; 

 
13.1.4 a person who has been convicted of any offence judged “not spent” by the 

Rehabilitation Offenders Act 1974; or 
 
13.1.5  a person who is a member of Parliament, member of the European 

Parliament, a member of a local authority in England and Wales or of an 
equivalent body in Scotland or Northern Ireland. 

 
13.2 Governors must be at least 16 years of age at the date they are nominated for 

election or appointment. 
13.3 Further provisions as to the circumstances in which an individual may not become or 

continue as a member of the Council of Governors are set out in Appendix 5. 

14 Council of Governors – duties of governors 
14.1 The general duties of the Council of Governors are – 
 

14.1.1 to hold the non-executive directors individually and collectively to account for 
the performance of the Board of Directors, and 
 
14.1.2 to represent the interests of the members of the Trust as a whole and the 
interests of the public. 
 

14.2 The Trust must take steps to secure that  ensure governors are equipped with the 
skills and knowledge they require in their capacity as such. 

15 Council of Governors – meetings of governors  
15.1 The Chair of the Trust or, in his or her absence the Deputy Chair, shall preside at 

meetings of the Council of Governors. In such case as the Chairman or Deputy 
Chairman are not present, the Governors present shall nominate a Non-Executive 
Director to act as Chair of the meeting. 

15.2 Meetings of the Council of Governors shall be open to members of the public.  
Members of the public may be excluded from a meeting (whether for the whole or 
part of such meeting) 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 arising from the nature of that business following appropriate resolution by 
the Council of Governors. 
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15.3 The Chair may exclude any member of the public from a meeting of the Council of 
Governors if he or she is interfering with or preventing the proper conduct of the 
meeting. 

16 Council of Governors – standing orders 
The standing orders for the practice and procedure of the Council of Governors, as 
may be varied from time to time, are available on request. 

17 Council of Governors - conflicts of interest of governors 
17.1 If a governor has a pecuniary, personal or family interest, whether that interest is 

actual or potential and whether that interest is direct or indirect, in any proposed 
contract or other matter which is under consideration or is to be considered by the 
Council of Governors, the governor shall disclose that interest to the members of the 
Council of Governors as soon as he or she becomes aware of it.  The Standing 
Orders for the Council of Governors shall make provision for the disclosure of 
interests and arrangements for the exclusion of a governor declaring any interest 
from any discussion or consideration of the matter in respect of which an interest has 
been disclosed.  

18 Council of Governors– travel expenses 
18.1 The Trust may pay travelling and other expenses to members of the Council of 

Governors at rates determined by the Trust. 

19 Council of Governors – further provisions  
19.1 Further provisions with respect to the Council of Governors are set out in Appendix 5. 

20 Board of Directors – composition 
20.1 The Trust is to have a Board of Directors which shall comprise both executive and 

non-executive directors. 
20.2 The Board of Directors is to comprise: 

 
20.2.1 a non-executive Chair; 
 
20.2.2 no fewer than four other non-executive directors (one of whom shall act as 
the senior independent director); and 
 
20.2.3 no fewer than four executive directors. 
 

20.3 One of the executive directors shall be the Chief Executive. 
20.4 The Chief Executive shall be the Accounting Officer. 
20.5 One of the executive directors shall be the Finance Director. 
20.6 One of the executive directors is to be a registered medical practitioner or a 

registered dentist (within the meaning of the Dentists Act 1984). 
20.7 One of the executive directors is to be a registered nurse or a registered midwife. 
20.8 The non-executive directors and Chair together shall be greater than the total 

number of executive directors. 
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21 Board of Directors – general duty 
21.1 The general duty of the Board of Directors and of each director individually, is to act 

with a view to promoting the success of the Trust so as toto maximise the benefits for 
the members of the Trust as a whole and for the public. 

22 Board of Directors – qualification for appointment as Chair or another non-
executive director 

22.1 A person may be appointed as the Chair or another non-executive director only if  
 
22.1.1 he or she is a member of the Public Constituency, or 
 
22.1.2 where any of the Trust’s hospitals includes a medical or dental school 

provided by a university, he or she exercises functions for the purposes of 
that university, and 
 

22.1.3 he or she is not disqualified by virtue of paragraph 28 below. 
 

22.2 The Chair must on appointment for each and everyeach term of office meet the 
Independence Criteria and may not have previously served as the Chief Executive of 
the Trust. 

22.3 Every other non-executive director must on appointment and throughout his or her 
term of office meet the Independence Criteria. In the event a non-executive director, 
including the Chair, has served on the Board for more than nine (9) years, then the 
Council of Governors shall appoint a further non-executive director.  

22.4 The Independence Criteria are that the Chair on appointment for each and everyeach 
term of office and every other non-executive director on appointment and throughout 
his or her term of office must; 
 
22.4.1 not have been an employee of the Trust within the last five (5) years; 

 
22.4.2 not have, orhave or have had within the last three (3) years a material interest 

in any matter within the meaning of paragraph 2.13 ‘Conflicts of Interests of 
Directors’ with the Standing Orders. 

 
22.4.3 not receive or have received additional remuneration from the Trust (apart 

from a director’s fee), participate in the Trust’s performance-related pay 
scheme (if any) or be or have been a member of the Trust’s pension scheme; 

 
22.4.4 not have any close family tie with any director, senior employee or 

professional advisor to the Trust; 
 
22.4.5 not have any significant business link with any other director of the Trust 

including through any involvement in any company or body; or 
 
22.4.6 not have served on the Trust Board of Directors for more than nine (9) years 

from the date of their first appointment. 

23 Board of Directors – appointment and removal of Chair and/or other non-
executive directors 

23.1 The Council of Governors at a general meeting of the Council of Governors shall 
appoint or remove the Chair of the Trust and/or the other non-executive directors. 
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23.2 Appointment of the Chair or of a non-executive director shall require the approval of a 
majority of the members of the Council of Governors. 

23.3 Removal of the Chair or another non-executive director shall require the approval of 
three-quarters of the members of the Council of Governors. 

24 Board of Directors - appointment and removal of the Chief Executive and other 
executive directors 

24.1 The non-executive directors shall appoint or remove the Chief Executive. 
24.2 The appointment of the Chief Executive shall require the approval of the Council of 

Governors. 
24.3 A committee consisting of the Chair, the Chief Executive and the other non-executive 

directors shall appoint or remove the other executive directors.  The Chair shall act 
as the chair of such committee. 

25 Board of Directors – disqualification  
25.1 The following may not become or continue as a member of the Board of Directors: 
 

25.1.1 a person who falls within the definition of an “unfit person” as defined by the 
Trust’s Provider Licence, the Health and Social Care Act 2012 (Regulated 
Activities) Regulations and the Trust’s Constitution.  

 
25.1.2 a person who has been adjudged bankrupt or whose estate has been 

sequestrated and (in either case) has not been discharged; 
 
25.1.3 a person who has made a composition or arrangement with, or granted a 

Trust deed for, his or her creditors and has not been discharged in respect of 
it; 

 
25.1.4 a person who within the preceding five (5) years has been convicted of any 

offence if a sentence of imprisonment (whether suspended or not) for a period 
of not less than three (3) months (without the option of a fine) was imposed 
on him or her; 

 
25.1.5 a person who is a member of the Council of Governors; 
 
25.1.6 a person who is the spouse, partner, parent or child of a member of the Board 

of Directors (including the Chair) of the Trust; 
 
25.1.7 a person who is a member of a local authority’s Overview and Scrutiny 

Committee covering health matters; 
 
25.1.8 a person who is the subject of a disqualification order made under the 

Company Directors Disqualification Act 1986; 
 
25.1.9 a person whose tenure of office as a chair or as an officer or director of a 

health service body has been terminated on the grounds that their 
appointment is not in the interests of the health service, for non-attendance at 
meetings, or for non-disclosure of a pecuniary interest; 

 
25.1.10a person who has within the preceding five (5) years been dismissed, 

otherwise than by reason of redundancy, from any paid employment with a 
health service body; 



11 
 

 
25.1.11in the case of a non-executive director, a person who has: 

 
25.1.11.1 refused without reasonable cause to fulfil any training 
requirement established by the Board of Directors; or 
 
25.1.11.2 refused to sign and deliver to the Secretary a statement in the 
form required by the Board of Directors confirming acceptance of the code of 
conduct for directors. 
 

25.1.12on the basis of disclosures obtained through an application to the Criminal 
Records Bureau, they are not considered suitable by the Chairman on the 
advice of the Trust’s director responsible for human resources; 

 
25.1.13they are a person who has had his or her name removed or been suspended 

from any practicing list by a direction under any applicable legislation or who 
has otherwise been suspended or disqualified from any healthcare 
profession, and has not subsequently had his or her name included in such a 
list or had his or her suspension liftedlifted, or qualification reinstated;  

 
25.1.14they have within the preceding five (5) years been: 

 
25.1.14.1 made subject to a Hospital Order under section 37 of 
the MHA whether or not subject to restrictions under section 41; 
 
25.1.14.2 made subject to an interim Hospital Order under    
section 38 of the MHA; 
 
25.1.14.3 made subject to a transfer direction under section 48 of 
the MHA whether or not subject to restrictions under section 49; 
and/or 
 
25.1.14.4 made subject to an order under the Criminal    
Procedure (Insanity) Act 1964 as amended; 
 
25.1.14.5 they have previously been or are currently subject to a 
sex offender order and/or required to register under the Sexual 
Offences Act 2003 or have committed a sexual offence prior to the 
requirement to register under current legislation. 

26 Board of Directors - conflicts of interest of directors 
26.1 The duties that a director of the Trust has by virtue of being a director include in 

particular – 
 

30.1.1 a duty to avoid a situation in which the director has (or can have) a direct or 
indirect interest that conflicts (or possibly may conflict) with the interests of the 
Trust, and 

 
30.1.2 a duty not to accept a benefit from a third party by reason of being a director 

or doing (or not doing) anything in that capacity. 
 
26.2 The duty referred to in sub-paragraph 30.1.1 is not infringed if – 
 



12 
 

30.2.1 the situation cannot reasonably be regarded as likely to give rise to a conflict 
of interest, or 

 
30.2.2 the matter has been authorised in accordance with the constitution. 
 

26.3 The duty referred to in sub-paragraph 30.1.2 is not infringed if acceptance of the 
benefit cannot reasonably be regarded as likely to give rise to a conflict of interest. 

26.4 In sub-paragraph 30.1.2, “third party” means a person other than –  
 

30.4.1 the Trust, or 
 
30.4.2 a person acting on its behalf. 

 
26.5 A matter shall be authorised for the purposes of paragraph 30.2.2 if: 
 

26.5.1 the Board of Directors by majority disapplies the provision of the constitution 
which would otherwise prevent a director from being counted as participating 
in the decision-making process; 

 
26.5.2 the director's interest cannot reasonably be regarded as likely to give rise to a 

conflict of interest; or 
 
26.5.3 the director's conflict of interest arises from a permitted cause (as determined 

by the Board of Directors from time to time). 
 
26.6 If a director of the Trust has in any way a direct or indirect interest in a proposed 

transaction or arrangement with the Trust, the director must declare the nature and 
extent of that interest to the other directors. 

26.7 If a declaration under this paragraph proves to be, or becomes, inaccurate, or 
incomplete, a further declaration must be made. 

26.8 Any declaration under this paragraph must be made before the Trust enters into the 
transaction or arrangement. 

26.9 This paragraph does not require a declaration of an interest of which the director is 
not aware or where the director is not aware of the transaction or arrangement in 
question. 

26.10 A director need not declare an interest – 
 

26.10.1if it cannot be reasonably be regarded as likely to give rise to a conflict of 
interest, 

 
26.10.2if, or to the extent that, the directors are already aware of it, or 
 
26.10.3if, to the extent that, it concerns terms of the director’s appointment  
 that have been or are to be considered – 
 
26.10.3.1by a meeting of the Board of Directors, or 
 
26.10.3.2by a committee of the directors appointed for the purpose under the  
 constitution. 

27 Board of Directors – remuneration and terms of office  
27.1 The Council of Governors at a general meeting of the Council of Governors shall 

decide the remuneration and allowances, and the other terms and conditions of 
office, of the Chair and the other non-executive directors. 
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27.2 The Trust shall establish a committee of non-executive directors (“Board 
Appointments and Remuneration and Terms of Office Nominations and 
Remuneration Committee”) to decide the remuneration and allowances, and the 
other terms and conditions of office, of the Chief Executive, other executive directors 
and other senior staff. 

27.3 The Trust shall establish a committee of governors and non-executive directors 
(“Appointments and Remuneration Committee”) to decide the remuneration and 
allowances, and the other terms and conditions of office, of the Chair and the other 
non-executive directors and submit them to the Council of Governors for their 
approval. 

27.4 The Trust may reimburse executive directors’ travelling and other costs and 
expenses incurred in carrying out their duties as the Board Appointments and 
Remuneration and Terms of Office Committee decides. These are to be disclosed in 
the annual report. 

27.5 The remuneration and allowances for directors are to be disclosed in bands in the 
annual report. 

28 Registers 
28.1 The Trust shall have: 

 
28.1.1 a register of members showing, in respect of each member, the constituency 

to which he or she belongs and, where there are classes or areas within it, 
the class or area to which he or she belongs; 

 
28.1.2 a register of members of the Council of Governors, the class of constituency 

of which they are a member and an address through which they may be 
contacted (which may be the Secretary); 

 
28.1.3 a register of interests of governors; 
 
28.1.4 a register of directors, their capacity on the board and an address through 

which they may be contacted (which may be their secretary); and 
 
28.1.5 a register of interests of the directors. 

29 Admission to and removal from the registers  
29.1 The Secretary shall add to the register of members the name of any individual who is 

accepted as a member of the Trust under the provisions of this constitution as soon 
as is reasonably practicable and in any event within fourteen (14) days of the 
Secretary being notified of the requirements for such amendment. 

29.2 The Secretary shall remove from the register of members the name of any member 
who ceases to be entitled to be a member under the provisions of this constitution as 
soon as is reasonably practicable and in any event within fourteen (14) days of the 
Secretary being notified of the requirement for such amendment. 

30 Registers – inspection and copies 
30.1 The Trust shall make the registers specified in paragraph 32 above available for 

inspection by members of the public, except in the circumstances set out below, or 
as otherwise prescribed by regulations. 

30.2 The Trust shall not make any part of its registers available for inspection by members 
of the public which shows details of any member of the Trust, ifTrust if the member 
so requests. 
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30.3 So far as the registers are required to be made available: 
34.3.1 they are to be available for inspection free of charge at all reasonable times; 
and 
34.3.2 a person who requests a copy of or extract from the registers is to be 
provided with a copy or extract. 

30.4 If the person requesting a copy or extract is not a member of the Trust, the Trust may 
impose a reasonable charge for doing so. 

31 Documents available for public inspection 
31.1 The Trust shall make the following documents available for inspection by members of 

the public free of charge at all reasonable times: 
 
31.1.1 a copy of the current constitution; 
 
31.1.2 a copy of the latest annual accounts and of any report of the auditor on them; 
 
31.1.3 a copy of the latest annual report; 
 
31.1.4 a copy of the latest information as to its forward planning; and 
 
31.1.5 a copy of any notice given under section 52 of the 2006 Act. 
 

31.2 Any person who requests a copy of or extract from any of the above documents is to 
be provided with a copy. 

31.3 If the person requesting a copy or extract is not a member of the Trust, the Trust may 
impose a reasonable charge for doing so. 

31.4 The Trust shall also make the following documents relating to a special 
administration of the Trust available for inspection by members of the public free of 
charge at all reasonable times: 

 
31.4.1 a copy of any order made under section 65D (appointment of Trust 

special administrator), 65J (power to extend time), 65KC (action 
following Secretary of State’s rejection of final report), 65L (Trusts 
coming out of administration) or 65LA (Trusts to be dissolved) of the 
2006 Act; 

 
31.4.2 a copy of any report under section 65D (appointment of Trust special 

administrator) of the 2006 Act; 
 
31.4.3 a copy of any information published under section 65D (appointment 

of Trust special administrator) of the 2006 Act. 
 
31.4.4 a copy of any draft report published under section 65F (administrator’s 

draft report) of the 2006 Act; 
 
31.4.5 a copy of any statement provided under section 65F (administrator’s 

draft report) of the 2006 Act; 
 
31.4.6 a copy of any notice published under section 65F (administrator’s draft 

report), 65G (consultation plan), 65H (consultations requirements), 
65J (power to extend time), 65KA (Monitor’s decision), 65KB 
(Secretary of State’s response to Monitor’s decision), 65kc (action 
following Secretary of State’s rejection of final report) or 65KD 
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(Secretary of State’s response to re-submitted final report) of the 2006 
Act; 

 
31.4.7 a copy of any statement published or provided under section 65G 

(consultation plan) of the 2006 Act; 
 
31.4.8 a copy of any final report published under section 65I (administrator’s 

final report); 
 
31.4.9 a copy of any statement published under section 65J (power to extend 

time) or 65KC (action following Secretary of State’s rejection of final 
report) of the 2006 Act; and 

 
31.4.10 a copy of any information published under section 65M 

(replacement of Trust special administrator) of the 2006 Act. 
31.5 Any person who requests a copy of or extract from any of the above documents is to 

be provided with a copy. 
31.6 If the person requesting a copy or extract is not a member of the Trust, the Trust may 

impose a reasonable charge for doing so. 

32 Auditor 
32.1 The Trust shall have an auditor. 
32.2 The Council of Governors shall appoint or remove the auditor on the 

recommendation of the Audit Committee at a general meeting of the Council of 
Governors. 

33 Audit committee 
33.1 The Trust shall establish a committee of non-executive directors which should 

include at least three (3) independent non-executive directors as an audit committee 
to perform such monitoring, reviewing and other functions as are appropriate. 

34 Accounts 
34.1 The Trust must keep proper accounts and proper records in relation to the accounts. 
34.2 MonitorNHSE/I may, with the approval of the Secretary of State, give directions to the 

Trust as to the content and form of its accounts. 
34.3 The accounts are to be audited by the Trust’s auditor. 
34.4 The Trust shall prepare in respect of each financial year annual accounts in such 

form as MonitorNHSE/I may require with the approval of the Secretary of State direct. 
34.5 The functions of the Trust with respect to the preparation of the annual accounts shall 

be delegated to the Accounting Officer. 

35 Annual report, forward plans and non-NHS work 
35.1 The Trust shall prepare an Annual Report and send it to ParliamentMonitor. 
35.2 The Trust shall give information as to its forward planning in respect of each financial 

year to MonitorNHSE/I. 
35.3 The document containing the information with respect to forward planning (referred to 

above) shall be prepared by the directors. 
35.4 In preparing the document, the directors shall have regard to the views of the Council 

of Governors. 
35.5 Each forward plan must include information about: 
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35.5.1 the activities other than the provision of goods and services for the 
purposes of the health service in England that the Trust proposes to carry on; 
and  
 
35.5.2 the income it expects to receive from doing so. 
 

35.6 Where a forward plan contains a proposal that the Trust carry on an activity of a kind 
mentioned in sub-paragraph 39.5.1, the Council of Governors must: 

 
35.6.1 determine whether it is satisfied that the carrying on of the activity will 

not to any significant extent interfere with the fulfilment by the Trust of 
its principal purpose or the performance of its other functions; and  

 
35.6.2 notify the directors of the Trust of its determination. 
 

35.7 Where the Trust proposes to increase by 5% or more the proportion of its total 
income in any financial year attributable to activities other than the provision of goods 
and services for the purposes of the health service in England it may implement the 
proposal only if more than half of the members of the Council of Governors of the 
Trust voting approve its implementation.  

36 Presentation of the annual accounts and reports to the governors and 
members 

36.1 The following documents are to be presented to the Council of Governors at a 
general meeting of the Council of Governors: 
 
36.1.1 the annual accounts; 
 
36.1.2 any report of the auditor on them; 
 
36.1.3 the annual report; and 
 
36.1.4 membership information, including a register of governors’ interests and a 

report on the progress of the membership strategy. 
 

36.2 The documents shall also be presented to the members of the Trust at the Annual 
Members’ Meeting by at least one member of the Board of Directors in attendance. 

36.3 The Trust may combine a meeting of the Council of Governors convened for the 
purposes of sub-paragraph 40.1 with the Annual Members’ Meeting 

37 Instruments 
37.1 The Trust shall have a seal.   
37.2 The seal shall not be affixed except under the authority of the Board of Directors. 

38 Amendment of the constitution 
38.1 The Trust may make amendments of its constitution only if – 

 
38.1.1 more than half of the members of the Council of Governors of the 
Trust voting approve the amendments, and 
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38.1.2 more than half of the members of the Board of Directors of the Trust 
voting approve the amendments. 
 

38.2 Amendments made under paragraph 42.1 take effect as soon as the conditions in 
that paragraph are satisfied, but the amendment has no effect in so far as the 
constitution would, as a result of the amendment, not accord with schedule 7 of the 
2006 Act. 

38.3 Where an amendment is made to the constitution in relation to the powers or duties 
of the Council of Governors (or otherwise with respect to the role that the Council of 
Governors has as part of the Trust) –  

 
38.3.1  at least one member of the Council of Governors must attend the next 

Annual Members’ Meeting and present the amendment, and 
 
38.3.2 the Trust must give the members an opportunity to vote on whether 

they approve the amendment. 
 

38.4 If more than half of the members voting approve the amendment, the amendment 
continues to have effect; otherwise, it ceases to have effect and the Trust must take 
such steps as are necessary as a result. 

38.5 Amendments by the Trust of its constitution are to be notified to MonitorNHSE/I.  For 
the avoidance of doubt, MonitorNHSE/I’s functions do not include a power or duty to 
determine whether or not the constitution, as a result of the amendments, accords 
with Schedule 7 of the 2006 Act. 

39 Mergers etc and significant transactions 
39.1 The Trust may only apply for a merger, acquisition, separation or dissolution with the 

approval of more than half of the members of the Council of Governors. 
39.2 The Trust may enter into a significant transaction only if more than half of the 

members of the Council of Governors of the Trust voting approve entering into the 
transaction. 

39.3 In considering entering into the transaction, the directors shall have regard to the 
views of the Council of Governors. 

39.4 In paragraph 39.2, the following words have the following meanings: 
39.4.1 “Significant transaction” means a transaction which meets  anymeets any one 
of the tests below: 

39.4.1.1the fixed asset test; or 
39.4.1.2the turnover test; or 
39.4.1.3the gross capital test (relating to acquisitions or divestments). 

 
39.4.2 The fixed asset test: 

39.4.2.1is met if the assets which are the subject of the transaction exceed 
25% of the fixed assets of the NHS Foundation Trust. 

 
39.4.3 The turnover test: 

39.4.3.1is met if, following the completion of the relevant transaction, the 
gross income of the NHS Foundation Trust will increase, or decrease 
by more than 25%. 

 
39.4.4 The gross capital test: 

39.4.4.1 is met if the gross capital of the company or business being 
acquired or divested represents more than 25% of the capital of the 
trust following completion (where “gross capital” is the market value of 
the relevant company or business’s shares and debt securities, plus 
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the excess of current liabilities over current assets, and the trust’s 
capital is determined by reference to its balance sheet); 
 

39.4.4.2for the purposes of calculating the tests in this paragraph 43.4, 
figures used to classify assets and profits must be the figures shown 
in the latest published audited consolidated accounts. 

 
39.4.5 A transaction: 

39.4.5.1is any agreement (including an amendment to an agreement) entered 
into by the NHS foundation trust in respect of the acquisition of a 
business or services or the disposal of a  businessa business or 
service; 
39.4.5.2excludes a transaction in the ordinary course of business 
(including the renewal, extension or entering into an agreement in 
respect of healthcare services carried out by the NHS foundation 
trust); 

 
excludes any agreement or changes to healthcare services carried out by the 
NHS foundation trust following a reconfiguration of services led by the 
commissioners of such services; and 
4.4.5.3excludes any grant of public dividend capital or the entering into of a 

working capital facility or other loan, which does not involve the 
acquisition or disposal of any fixed asset of the NHS foundation trust. 

40 Indemnity 
40.1 The Trust may provide an indemnity to any member of the Council of Governors, the 

Board of Directors or the Secretary that if any such person acts honestly and in good 
faith such person will not have to meet out of their personal resources any personal 
civil liability which is incurred in the execution or purported execution of their 
functions, save where they have acted recklessly. Any costs arising in this way will 
be met by the Trust. The Trust may purchase and maintain insurance against this 
liability for its own benefit and for the benefit of the Council of Governors and the 
Board of Directors and the Secretary. 

41 Interpretation and definitions 
41.1 Unless otherwise stated words or expressions contained in this constitution shall 

bear the same meaning as in the National Health Service Act 2006.  
41.2 Words importing the masculine gender only shall include the feminine gender; words 

importing the singular shall import the plural and vice-versa. 
 
 

The 2006 Act 

The 2012 Act 

means the National Health Service Act 2006. 

means the Health and Social Care Act 2012 

Accounting Officer means the person who from time to time discharges 
the functions specified in paragraph 25(5) of 
Schedule 7 to the 2006 Act. 

Authorisation Date means the date that the Trust’s initial authorisation 
as an NHS Foundation Trust took effect. 
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Council of Governors means the Council of Governors (referred to in the 
2006 Act as the “Board of Governors”) as 
constituted in accordance with this Constitution. 

Financial Year means (a) the period beginning with the date on 
which the Trust is authorised as a Foundation Trust 
and ending with the next 31 March; and (b) each 
successive period of twelve (12) months beginning 
with 1 April. 

Independence Criteria means those criteria set out at paragraph Error! 
Reference source not found. above. 

Local Authority Member means a governor appointed by one or more local 
authorities. 

MHA means the Mental Health Act 1983. 

Monitor means the body corporate known as Monitor, as 
provided by Section 61 of the 2012 Act. 

NHSE / I means NHS England / Improvement 

Partnership Governor means a governor appointed by a partnership 
organisation.  

Secretary means the secretary of the Trust or any other person 
appointed by the Trust pursuant to perform the 
duties of the secretary, including a joint, assistant or 
deputy secretary. 

Senior Independent Director means the director appointed by the board of 
directors in consultation with the council of 
governors. 

Voluntary Organisation means a body, other than a public or local authority, 
the activities of which are not carried on for profit. 
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APPENDIX 1: The Public Constituency 
 

Areas Comprising the 
Public Constituency 

Local Authority electoral 
areas/or local authority 
electoral areas falling within 
the following Electoral Wards 
 

Minimum 
Number of 
Members 
 

Number of 
Governors 
 

Bingley  Bingley 100 1 
Bingley Rural Bingley Rural 100 1 
Craven Craven 100 1 
Ilkley / Wharfedale Ilkley Wharfedale 100 1 
Central and East Keighley Keighley East and Keighley 

Central
100 1 

Keighley West / Worth 
Valley 

Keighley West, Worth Valley 100 1 

Skipton Skipton East 
Skipton North 
Skipton South 
Skipton West    
Embsay with Eastby 
Grassington 
Upper Wharfedale 
Barden Fell

100 1 

Settle and Mid-Craven Settle and Ribblebanks 
Gargrave and Malhamdale 
Hellifield and Long Preston    
Pen y Ghent 
Bentham 
Ingleton and Clapham

100 1 

South Craven Aire Valley with Lothersdale 
Cowling 
Glusburn 
Sutton in Craven

100 1 

West Craven Coates 
Earby 

100 1 

Pendle East and Colne Barrowford 
Boulsworth 
Foulridge 
Horsfield 
Vivary Bridge 
Waterside

100 1 

Outside catchment area Rest of England 100 1 
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APPENDIX 2: The Staff Constituency 
 
The Staff Constituency is divided into four (4) classes as follows: 
 
Class Minimum number of 

members 
Number of 
Elected 
Governors 

Doctors and dentists who are registered with 
their regulatory body to practice. 

100 1 

Nurses and midwives who are registered with 
their regulatory body to practice. 

 

100 1 

Allied health professionals and scientists who 
are registered with their regulatory body to 
practice. 

100 1 

All other staff (with a minimum of 12 months 
service) 

100 1 

 
 
Where numbers fall below one hundred (100) that staff class shall cease to be entitled to 
representation at the Council of Governors.  The members of the allied health professionals 
and scientists staff class are members of the staff constituency whose regulatory body falls 
within the remit of the Council for Healthcare Regulatory Excellence established by section 
25 of the NHS Reform and Health Care Professionals Act 2002, or its successor, except that 
they are not registered nurses or midwives. 
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APPENDIX 3: Composition of Council of Governors 
The Council of Governors shall comprise 20 governors composed as set out below and as 
illustrated in the following table: 
 

• Twelve (12) governors elected by members of the Trust from the Public 
Constituency with each area appointing the number of governors as set out in the 
table below. 

• Four (4) governors selected by the Staff Constituency, with the following number 
of governors elected from each class within the Staff Constituency by that class: 

 
Doctors and Dentists who are registered with their regulatory body to practise 1 

Nurses and midwives who are registered with their regulatory body to practise 1 

Allied health professionals and scientists who are registered with their 

regulatory body to practise 

1 

All other staff (with a minimum of 12 months services 1 

 
 

• One (1) governor appointed by each of the following two (2) local authorities or 
any successor local authority for an area which includes the whole or part of an 
area forming part of the Public Constituency set out at Appendix 1; Bradford 
Metropolitan District Council; and Pendle Borough Council; 

• One (1) governor appointed by North Yorkshire County Council; and 
• One (1) governor appointed by the Keighley Voluntary Services. 
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Table: 
 
Public Constituency Number of Public 

Governor Seats 

Bingley  1 
Bingley Rural  1 
Craven  1 
Ilkley / Wharfedale  1 
Keighley Central and Keighley East  1 
Keighley West / Worth Valley  1 
  1 
  1 
Skipton  1 
Settle and Mid-Craven  1 
South Craven  1 
West Craven  1 
Pendle East and Colne  1 
Outside catchment area  1 
 Sub Total 12 
 

Staff Constituency Number of Staff governor 
Seats 

Doctors and dentists who are registered with their 
regulatory body to practise  

 1 

Nurses and midwives who are registered with their 
regulatory body to practise 

 1 

Allied health professionals and scientists who are 
registered with their regulatory body to practise  

 1 

All other staff with a minimum of 12 months’ service  1 
 Sub Total  4 
 

Appointed Governors’ Constituency Number of Appointed 
Governor Seats 

Bradford Metropolitan District Council  1 
North Yorkshire County Council  1 
Pendle Borough Council  1 
Voluntary Sector [Keighley] Voluntary Services  1 
 Sub Total   4 
 TOTAL 20 
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APPENDIX 4: THE MODEL RULES FOR ELECTIONS  
 
 
PART 1: INTERPRETATION   
1. Interpretation 
 
PART 2: TIMETABLE FOR ELECTION 
2. Timetable 
3. Computation of time 
 
PART 3: RETURNING OFFICER 
4. Returning officer 
5. Staff 
6. Expenditure 
7. Duty of co-operation 
 
PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS 
8. Notice of election 
9. Nomination of candidates 
10. Candidate’s particulars 
11. Declaration of interests 
12. Declaration of eligibility 
13. Signature of candidate 
14. Decisions as to validity of nomination forms 
15. Publication of statement of nominated candidates 
16. Inspection of statement of nominated candidates and nomination forms 
17. Withdrawal of candidates 
18. Method of election 
 
PART 5: CONTESTED ELECTIONS 
19. Poll to be taken by ballot 
20. The ballot papers 
21.  The declaration of identity (public and patient constituencies) 
 
Action to be taken before the poll 
22. List of eligible voters 
23. Notice of poll 
24. Issue of voting information by returning officer 
25. Ballot paper envelope and covering envelope 
26. E-voting systems 
 
The poll 
27. Eligibility to vote 
28. Voting by persons who require assistance 
29. Spoilt ballot papers and spoilt text message votes 
30. Lost voting information 
31. Issue of replacement voting information 
32. ID declaration form for replacement ballot papers  
33 Procedure for remote voting by internet 
34. Procedure for remote voting by telephone 
35. Procedure for remote voting by text message 
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Procedure for receipt of envelopes, internet votes, telephone vote and text 
message votes 
36. Receipt of voting documents 
37. Validity of votes 
38. Declaration of identity but no ballot (public and patient constituency) 
39. De-duplication of votes 
40. Sealing of packets 
 
PART 6: COUNTING THE VOTES 
41. Arrangements for counting of the votes 
42. The count 
43. Rejected ballot papers and rejected text voting records 
44. Equality of votes 
 
PART 7: FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS 
45. Declaration of result for contested elections  
46. Declaration of result for uncontested elections 
 
PART 8: DISPOSAL OF DOCUMENTS 
47. Sealing up of documents relating to the poll 
48. Delivery of documents 
49. Forwarding of documents received after close of the poll 
50. Retention and public inspection of documents 
51. Application for inspection of certain documents relating to election 
 
 
PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION 
52. Countermand or abandonment of poll on death of candidate  
 
PART 10: ELECTION EXPENSES AND PUBLICITY 
Expenses 
53. Election expenses 
54. Expenses and payments by candidates 
55. Expenses incurred by other persons 
 
Publicity 
56. Publicity about election by the corporation 
57. Information about candidates for inclusion with voting information 
58. Meaning of “for the purposes of an election” 
 
PART 11: QUESTIONING ELECTIONS AND IRREGULARITIES 
59. Application to question an election 
 
PART 12: MISCELLANEOUS 
60. Secrecy 
61. Prohibition of disclosure of vote 
62. Disqualification 
63. Delay in postal service through industrial action or unforeseen event 
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PART 1: INTERPRETATION 
 
1. Interpretation 
1.1 In these rules, unless the context otherwise requires: 
 

“2006 Act” means the National Health Service Act 2006; 
 
“corporation” means the public benefit corporation subject to this constitution;  
 
“Council of governors” means the council of governors of the corporation; 
 
“declaration of identity” has the meaning set out in rule 21.1; 
 
“election” means an election by a constituency, or by a class within a 
constituency, to fill a vacancy among one or more posts on the council of 
governors; 
 
 “e-voting” means voting using either the internet, telephone or text message; 
 
“e-voting information” has the meaning set out in rule 24.2; 
 
“ID declaration form” has the meaning set out in Rule 21.1; “internet voting 
record” has the meaning set out in rule 26.4(d); 
 
“internet voting system” means such computer hardware and software, data 
other equipment and services as may be provided by the returning officer for the 
purpose of enabling voters to cast their votes using the internet; 
 
“lead governor” means the governor nominated by the corporation to fulfil the 
role described in Appendix B to The NHS Foundation Trust Code of Governance 
(Monitor, December 2013) or any later version of such code.  
 
“list of eligible voters” means the list referred to in rule 22.1, containing the 
information in rule 22.2;  
 
“method of polling” means a method of casting a vote in a poll, which may be by 
post, internet, text message or telephone;  
 
“Monitor” means the corporate body known as Monitor as provided by section 61 
of the 2012 Act; 
 
“numerical voting code” has the meaning set out in rule 57.2(b); 
 
“polling website” has the meaning set out in rule 26.1; 
 
“postal voting information” has the meaning set out in rule 24.1; 
 
“telephone short code” means a short telephone number used for the purposes of 
submitting a vote by text message; 
 
“telephone voting facility” has the meaning set out in rule 26.2; 
 
“telephone voting record” has the meaning set out in rule 26.5 (d); 
 
“text message voting facility” has the meaning set out in rule 26.3; 
 
“text voting record” has the meaning set out in rule 26.6 (d); 
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“the telephone voting system” means such telephone voting facility as may be 
provided by the returning officer for the purpose of enabling voters to cast their 
votes by telephone; 
 
“the text message voting system” means such text messaging voting facility as 
may be provided by the returning officer for the purpose of enabling voters to 
cast their votes by text message; 
 
“voter ID number” means a unique, randomly generated numeric identifier 
allocated to each voter by the Returning Officer for the purpose of e-voting, 
 
“voting information” means postal voting information and/or e-voting information 

 
1.2 Other expressions used in these rules and in Schedule 7 to the NHS Act 2006 

have the same meaning in these rules as in that Schedule. 
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PART 2: TIMETABLE FOR ELECTIONS 
 
2. Timetable 
2.1 The proceedings at an election shall be conducted in accordance with the 

following timetable: 
 
 

Proceeding Time 

Publication of notice of election Not later than the fortieth day before the 
day of the close of the poll. 

Final day for delivery of nomination
forms to returning officer 

Not later than the twenty eighth day before 
the day of the close of the poll. 

Publication of statement of  
nominated candidates 

Not later than the twenty seventh day 
before the day of the close of the poll. 

Final day for delivery of notices 
of withdrawals by candidates 
from election 

Not later than twenty fifth day before the 
day of the close of the poll. 

Notice of the poll Not later than the fifteenth day before the 
day of the close of the poll. 

Close of the poll By 5.00pm on the final day of the election. 

 
 
3. Computation of time 
3.1 In computing any period for the purposes of the timetable: 
 

(a) a Saturday or Sunday; 
 

(b) Christmas day, Good Friday, or a bank holiday, or 
 

(c) a day appointed for public thanksgiving or mourning, 
 
shall be disregarded, and any such day shall not be treated as a day for 
the purpose of any proceedings up to the completion of the poll, nor shall 
the returning officer be obliged to proceed with the counting of votes on 
such a day. 

 
3.2 In this rule, “bank holiday” means a day which is a bank holiday under the 

Banking and Financial Dealings Act 1971 in England and Wales. 
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PART 3: RETURNING OFFICER 
 
4. Returning Officer 
4.1 Subject to rule 62, the returning officer for an election is to be appointed by the 

corporation. 
4.2 Where two or more elections are to be held concurrently, the same returning 

officer may be appointed for all those elections. 
 
5. Staff 
5.1 Subject to rule 62, the returning officer may appoint and pay such staff, including 

such technical advisers, as he or she considers necessary for the purposes of the 
election. 

 
6. Expenditure 
6.1 The corporation is to pay the returning officer: 

(a) any expenses incurred by that officer in the exercise of his or her functions 
under these rules, 
 

(b) such remuneration and other expenses as the corporation may determine. 
 
7. Duty of co-operation 
7.1 The corporation is to co-operate with the returning officer in the exercise of his or 

her functions under these rules. 
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PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS 
8. Notice of election 
8.1 The returning officer is to publish a notice of the election stating: 

(a)  the constituency, or class within a constituency, for which the election is 
being held, 

(b)  the number of members of the council of governors to be elected from 
that constituency, or class within that constituency, 

(c)  the details of any nomination committee that has been established by the 
corporation, 

(d)  the address and times at which nomination forms may be obtained; 
(e)  the address for return of nomination forms (including, where the return of 

nomination forms in an electronic format will be permitted, the e-mail 
address for such return) and the date and time by which they must be 
received by the returning officer, 

(f)  the date and time by which any notice of withdrawal must be received by 
the returning officer 

(g) the contact details of the returning officer 
(h)  the date and time of the close of the poll in the event of a contest. 

 
9. Nomination of candidates 
9.1 Subject to rule 9.2, each candidate must nominate themselves on a single 

nomination form. 
9.2 The returning officer: 

9.2.1  is to supply any member of the corporation with a nomination form, and 
 
9.2.2  is to prepare a nomination form for signature at the request of any 

member of the corporation, 
 

but it is not necessary for a nomination to be on a form supplied by the returning 
officer and a nomination can, subject to rule 13, be in an electronic format. 

 
10. Candidate’s particulars 
10.1 The nomination form must state the candidate’s: 

(a)  full name, 
(b)  contact address in full (which should be a postal address although an e-

mail address may also be provided for the purposes of electronic 
communication), and 

(c)  constituency, or class within a constituency, of which the candidate is a 
member. 

 
11. Declaration of interests 
11.1 The nomination form must state: 

(a)  any financial interest that the candidate has in the corporation, and 
(b)  whether the candidate is a member of a political party, and if so, which 

party, 
 
and if the candidate has no such interests, the paper must include a statement to 
that effect. 

 
12. Declaration of eligibility 
12.1 The nomination form must include a declaration made by the candidate: 

(a)  that he or she is not prevented from being a member of the council of 
governors by paragraph 8 of Schedule 7 of the 2006 Act or by any 
provision of the constitution; and, 

(b)  for a member of the public or patient constituency, of the particulars of his 
or her qualification to vote as a member of that constituency, or class 
within that constituency, for which the election is being held. 
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13. Signature of candidate 
13.1 The nomination form must be signed and dated by the candidate, in a manner 

prescribed by the returning officer, indicating that: 
(a)  they wish to stand as a candidate, 
(b)  their declaration of interests as required under rule 11, is true and correct, 

and 
(c)  their declaration of eligibility, as required under rule 12, is true and 

correct.  
 
13.2 Where the return of nomination forms in an electronic format is permitted, the 

returning officer shall specify the signature formalities (if any) that will need to be 
complied with by the candidate. 

 
14. Decisions as to the validity of nomination 
14.1 Where a nomination form is received by the returning officer in accordance with 

these rules, the candidate is deemed to stand for election unless and until the 
returning officer: 
(a)  decides that the candidate is not eligible to stand,  
(b)  decides that the nomination form is invalid, 
(c)  receives satisfactory proof that the candidate has died, or 
(d)  receives a written request by the candidate of their withdrawal from 

candidacy. 
 
14.2 The returning officer is entitled to decide that a nomination form is invalid only on 

one of the following grounds: 
(a)  that the paper is not received on or before the final time and date for 

return of nomination forms, as specified in the notice of the election, 
(b)  that the paper does not contain the candidate’s particulars, as required by 

rule 10; 
(c)  that the paper does not contain a declaration of the interests of the 

candidate, as required by rule 11, 
(d)  that the paper does not include a declaration of eligibility as required by 

rule 12, or 
(e)  that the paper is not signed and dated by the candidate, if required by rule 

13. 
 
14.3 The returning officer is to examine each nomination form as soon as is practicable 

after he or she has received it and decide whether the candidate has been validly 
nominated. 

14.4 Where the returning officer decides that a nomination is invalid, the returning 
officer must endorse this on the nomination form, stating the reasons for their 
decision. 

14.5 The returning officer is to send notice of the decision as to whether a nomination 
is valid or invalid to the candidate at the contact address given in the candidate’s 
nomination form.  If an e-mail address has been given in the candidate’s 
nomination form (in addition to the candidate’s postal address), the returning 
officer may send notice of the decision to that address. 

 
15. Publication of statement of candidates 
15.1 The returning officer is to prepare and publish a statement showing the 

candidates who are standing for election. 
15.2 The statement must show: 

(a) the name, contact address (which shall be the candidate’s postal address), 
and constituency or class within a constituency of each candidate 
standing, and 

(b)  the declared interests of each candidate standing,  
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as given in their nomination form. 

 
15.3 The statement must list the candidates standing for election in alphabetical order 

by surname. 
15.4 The returning officer must send a copy of the statement of candidates and copies 

of the nomination forms to the corporation as soon as is practicable after 
publishing the statement. 

 
 
16. Inspection of statement of nominated candidates and nomination forms 
16.1 The corporation is to make the statement of the candidates and the nomination 

forms supplied by the returning officer under rule 15.4 available for inspection by 
members of the corporation free of charge at all reasonable times. 

16.2 If a member of the corporation requests a copy or extract of the statement of 
candidates or their nomination forms, the corporation is to provide that member 
with the copy or extract free of charge. 

 
17. Withdrawal of candidates 
17.1 A candidate may withdraw from election on or before the date and time for 

withdrawal by candidates, by providing to the returning officer a written notice of 
withdrawal which is signed by the candidate and attested by a witness. 

 
18. Method of election 
18.1 If the number of candidates remaining validly nominated for an election after any 

withdrawals under these rules is greater than the number of members to be 
elected to the council of governors, a poll is to be taken in accordance with Parts 
5 and 6 of these rules. 

18.2 If the number of candidates remaining validly nominated for an election after any 
withdrawals under these rules is equal to the number of members to be elected to 
the council of governors, those candidates are to be declared elected in 
accordance with Part 7 of these rules. 

18.3 If the number of candidates remaining validly nominated for an election after any 
withdrawals under these rules is less than the number of members to be elected 
to be council of governors, then: 
(a)  the candidates who remain validly nominated are to be declared elected in 

accordance with Part 7 of these rules, and 
(b)  the returning officer is to order a new election to fill any vacancy which 

remains unfilled, on a day appointed by him or her in consultation with the 
corporation. 
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PART 5: CONTESTED ELECTIONS 

19. Poll to be taken by ballot 
19.1 The votes at the poll must be given by secret ballot. 
19.2 The votes are to be counted and the result of the poll determined in accordance 

with Part 6 of these rules. 
19.3 The corporation may decide that voters within a constituency or class within a 

constituency, may, subject to rule 19.4, cast their votes at the poll using such 
different methods of polling in any combination as the corporation may 
determine. 

19.4 The corporation may decide that voters within a constituency or class within a 
constituency for whom an e-mail address is included in the list of eligible voters 
may only cast their votes at the poll using an e-voting method of polling. 

19.5 Before the corporation decides, in accordance with rule 19.3 that one or more e-
voting methods of polling will be made available for the purposes of the poll, the 
corporation must satisfy itself that: 
(a) if internet voting is to be a method of polling, the internet voting system 

to be used for the purpose of the election is: 
(i) configured in accordance with these rules; and  
(ii) will create an accurate internet voting record in respect of 

any voter who casts his or her vote using the internet voting 
system; 

(b) if telephone voting to be a method of polling, the telephone voting system 
to be used for the purpose of the election is: 

(i) configured in accordance with these rules; and  
(ii) will create an accurate telephone voting record in respect of 

any voter who casts his or her vote using the telephone 
voting system; 

(c) if text message voting is to be a method of polling, the text message 
voting system to be used for the purpose of the election is: 

(i)  configured in accordance with these rules; and  
(ii) will create an accurate text voting record in respect of any 

voter who casts his or her vote using the text message 
voting system. 

 
20. The ballot papers 
20.1 The ballot of each voter (other than a voter who casts his or her ballot by an e-

voting method of polling) is to consist of a ballot paper with the persons 
remaining validly nominated for an election after any withdrawals under these 
rules, and no others, inserted in the paper. 

20.2 Every ballot paper must specify: 
(a)  the name of the corporation, 
(b) the constituency, or class within a constituency, for which the election is 

being held, 
(c) the number of members of the council of governors to be elected from 

that constituency, or class within that constituency, 
(d) the names and other particulars of the candidates standing for election, 

with the details and order being the same as in the statement of 
nominated candidates, 

(e)  instructions on how to vote by all available methods of polling, including 
the relevant voter’s voter ID number if one or more e-voting methods of 
polling are available, 

(f) if the ballot paper is to be returned by post, the address for its return and 
the date and time of the close of the poll, and 

(g)  the contact details of the returning officer.  
20.3 Each ballot paper must have a unique identifier. 
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20.4 Each ballot paper must have features incorporated into it to prevent it from being 
reproduced. 

 
21. The declaration of identity (public and patient constituencies) 
21.1 The corporation shall require each voter who participates in an election for a 

public or patient constituency to make a declaration confirming: 
(a) that the voter is the person: 

(i)  to whom the ballot paper was addressed, and/or 
 
(ii) to whom the voter ID number contained within the e-voting 

information was allocated, 
(b) that he or she has not marked or returned any other voting information in 

the election, and 
(c) the particulars of his or her qualification to vote as a member of the 

constituency or class within the constituency for which the election is 
being held, 

 
(“declaration of identity”) 
 
and the corporation shall make such arrangements as it considers appropriate to 
facilitate the making and the return of a declaration of identity by each voter, 
whether by the completion of a paper form (“ID declaration form”) or the use of 
an electronic method.  

 
21.2 The voter must be required to return his or her declaration of identity with his or 

her ballot. 
21.3 The voting information shall caution the voter that if the declaration of identity is 

not duly returned or is returned without having been made correctly, any vote 
cast by the voter may be declared invalid. 

 
 
Action to be taken before the poll 
22. List of eligible voters 
22.1 The corporation is to provide the returning officer with a list of the members of 

the constituency or class within a constituency for which the election is being held 
who are eligible to vote by virtue of rule 27 as soon as is reasonably practicable 
after the final date for the delivery of notices of withdrawals by candidates from 
an election. 

22.2 The list is to include, for each member: 
(a) a postal address; and, 
(b) the member’s e-mail address, if this has been provided 

 
to which his or her voting information may, subject to rule 22.3, be sent. 

 
22.3 The corporation may decide that the e-voting information is to be sent only by e-

mail to those members in the list of eligible voters for whom an e-mail address is 
included in that list. 

 
23. Notice of poll 
23.1 The returning officer is to publish a notice of the poll stating: 

(a)  the name of the corporation, 
(b)  the constituency, or class within a constituency, for which the election is 

being held, 
(c)  the number of members of the council of governors to be elected from 

that constituency, or class with that constituency, 
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(d)  the names, contact addresses, and other particulars of the candidates 
standing for election, with the details and order being the same as in the 
statement of nominated candidates, 

(e)  that the ballot papers for the election are to be issued and returned, if 
appropriate, by post, 

(f) the methods of polling by which votes may be cast at the election by 
voters in a constituency or class within a constituency, as determined by 
the corporation in accordance with rule 19.3,  

(g)  the address for return of the ballot papers,  
(h)  the uniform resource locator (URL) where, if internet voting is a method of 

polling, the polling website is located; 
(i)  the telephone number where, if telephone voting is a method of polling, 

the telephone voting facility is located, 
(j)  the telephone number or telephone short code where, if text message 

voting is a method of polling, the text message voting facility is located, 
(k)  the date and time of the close of the poll, 
(l) the address and final dates for applications for replacement voting 

information, and 
(m)  the contact details of the returning officer. 

 
24. Issue of voting information by returning officer 
24.1 Subject to rule 24.3, as soon as is reasonably practicable on or after the 

publication of the notice of the poll, the returning officer is to send the following 
information by post to each member of the corporation named in the list of 
eligible voters: 
(a)  a ballot paper and ballot paper envelope,  
(b) the ID declaration form (if required),  
(c)  information about each candidate standing for election, pursuant to rule 

57 of these rules, and 
(d)  a covering envelope;  
 
(“postal voting information”). 

 
24.2 Subject to rules 24.3 and 24.4, as soon as is reasonably practicable on or after 

the publication of the notice of the poll, the returning officer is to send the 
following information by e-mail and/ or by post to each member of the 
corporation named in the list of eligible voters whom the corporation determines 
in accordance with rule 19.3 and/ or rule 19.4 may cast his or her vote by an e-
voting method of polling: 
(a)  instructions on how to vote and how to make a declaration of identity (if 

required), 
(b)  the voter’s voter ID number, 
(c)  information about each candidate standing for election, pursuant to rule 

57 of these rules, or details of where this information is readily available 
on the internet or available in such other formats as the Returning Officer 
thinks appropriate,  

(d)  contact details of the returning officer, 
 
(“e-voting information”). 

 
24.3 The corporation may determine that any member of the corporation shall: 

(a) only be sent postal voting information; or 
(b) only be sent e-voting information; or 
(c) be sent both postal voting information and e-voting information; 

 
for the purposes of the poll. 

 



36 
 

24.4 If the corporation determines, in accordance with rule 22.3, that the e-voting 
information is to be sent only by e-mail to those members in the list of eligible 
voters for whom an e-mail address is included in that list, then the returning 
officer shall only send that information by e-mail. 

24.5 The voting information is to be sent to the postal address and/ or e-mail address 
for each member, as specified in the list of eligible voters. 

 
25.  Ballot paper envelope and covering envelope 
25.1 The ballot paper envelope must have clear instructions to the voter printed on it, 

instructing the voter to seal the ballot paper inside the envelope once the ballot 
paper has been marked. 

 
25.2 The covering envelope is to have: 

(a)  the address for return of the ballot paper printed on it, and 
(b)  pre-paid postage for return to that address. 

 
25.3 There should be clear instructions, either printed on the covering envelope or 

elsewhere, instructing the voter to seal the following documents inside the 
covering envelope and return it to the returning officer –  
(a)  the completed ID declaration form if required, and  
(b)  the ballot paper envelope, with the ballot paper sealed inside it. 

 
26.  E-voting systems 
26.1 If internet voting is a method of polling for the relevant election, then the 

returning officer must provide a website for the purpose of voting over the 
internet (in these rules referred to as "the polling website").  

26.2 If telephone voting is a method of polling for the relevant election, then the 
returning officer must provide an automated telephone system for the purpose of 
voting using a touch-tone telephone (in these rules referred to as “the telephone 
voting facility”). 

26.3 If text message voting is a method of polling for the relevant election, then the 
returning officer must provide an automated text messaging system for the 
purpose of voting by text message (in these rules referred to as “the text 
message voting facility”). 

 
26.4 The returning officer shall ensure that the polling website and internet voting 

system provided will: 
(a)  require a voter to: 

(i) enter his or her voter ID number; and 
(ii) where the election is for a public or patient constituency, make a 

declaration of identity; 
 
to be able to cast his or her vote;  
 

(b) specify: 
(i) the name of the corporation, 
(ii) the constituency, or class within a constituency, for which the 

election is being held, 
(iii) the number of members of the council of governors to be elected 

from that constituency, or class within that constituency, 
(iv) the names and other particulars of the candidates standing for 

election, with the details and order being the same as in the 
statement of nominated candidates, 

(v) instructions on how to vote and how to make a declaration of 
identity, 

(vi) the date and time of the close of the poll, and 
(vii) the contact details of the returning officer; 
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(c) prevent a voter from voting for more candidates than he or she is entitled 
 to at the election;  
(d)  create a record ("internet voting record") that is stored in the internet 

voting system in respect of each vote cast by a voter using the internet 
that comprises of- 
(i)  the voter’s voter ID number; 
(ii) the voter’s declaration of identity (where required); 
(iii)  the candidate or candidates for whom the voter has voted; and 
(iv)  the date and time of the voter’s vote, 

(e) if the voter’s vote has been duly cast and recorded, provide the voter with 
confirmation of this; and 

(f)  prevent any voter from voting after the close of poll. 
 
26.5 The returning officer shall ensure that the telephone voting facility and telephone 

voting system provided will: 
(a)  require a voter to 

(i) enter his or her voter ID number to be able to cast his or her vote; 
and 

(ii) where the election is for a public or patient constituency, make a 
declaration of identity; 

(b)  specify: 
(i) the name of the corporation, 
(ii) the constituency, or class within a constituency, for which the 

election is being held, 
(iii) the number of members of the council of governors to be elected 

from that constituency, or class within that constituency, 
(iv) instructions on how to vote and how to make a declaration of 

identity, 
(v) the date and time of the close of the poll, and 
(vi) the contact details of the returning officer; 
 

(c)  prevent a voter from voting for more candidates than he or she is entitled 
to at the election;  

(d)  create a record ("telephone voting record") that is stored in the telephone 
voting system in respect of each vote cast by a voter using the telephone 
that comprises of:  
(i) the voter’s voter ID number; 
(ii) the voter’s declaration of identity (where required); 
(iii)  the candidate or candidates for whom the voter has voted; and 
(iv)  the date and time of the voter’s vote 

(e)  if the voter’s vote has been duly cast and recorded, provide the voter with 
confirmation of this; 

(f)  prevent any voter from voting after the close of poll. 
 
26.6 The returning officer shall ensure that the text message voting facility and text 

messaging voting system provided will: 
 

(a)  require a voter to: 
(i) provide his or her voter ID number; and 
(ii) where the election is for a public or patient constituency, make a 

declaration of identity; 
 

  to be able to cast his or her vote; 
 
(b)  prevent a voter from voting for more candidates than he or she is entitled 

to at the election;  
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(d)  create a record ("text voting record") that is stored in the text messaging 
voting system in respect of each vote cast by a voter by text message that 
comprises of: 
(i) the voter’s voter ID number; 
(ii) the voter’s declaration of identity (where required); 
(ii)  the candidate or candidates for whom the voter has voted; and 
(iii)  the date and time of the voter’s vote 
(e)  if the voter’s vote has been duly cast and recorded, provide the 
voter with confirmation of this; 

(f)  prevent any voter from voting after the close of poll. 
 
 
The poll 
27. Eligibility to vote 
27.1 An individual who becomes a member of the corporation on or before the closing 

date for the receipt of nominations by candidates for the election, is eligible to 
vote in that election. 

 
28. Voting by persons who require assistance 
28.1 The returning officer is to put in place arrangements to enable requests for 

assistance to vote to be made. 
28.2 Where the returning officer receives a request from a voter who requires 

assistance to vote, the returning officer is to make such arrangements as he or 
she considers necessary to enable that voter to vote. 

 
29. Spoilt ballot papers and spoilt text message votes 
29.1 If a voter has dealt with his or her ballot paper in such a manner that it cannot be 

accepted as a ballot paper (referred to as a “spoilt ballot paper”), that voter may 
apply to the returning officer for a replacement ballot paper. 

29.2 On receiving an application, the returning officer is to obtain the details of the 
unique identifier on the spoilt ballot paper, if he or she can obtain it. 

29.3 The returning officer may not issue a replacement ballot paper for a spoilt ballot 
paper unless he or she: 
(a) is satisfied as to the voter’s identity; and 
(b) has ensured that the completed ID declaration form, if required, has not 

been returned. 
29.4 After issuing a replacement ballot paper for a spoilt ballot paper, the returning 

officer shall enter in a list (“the list of spoilt ballot papers”): 
(a)  the name of the voter, and 
(b)  the details of the unique identifier of the spoilt ballot paper (if that officer 

was able to obtain it), and 
(c)  the details of the unique identifier of the replacement ballot paper. 

29.5 If a voter has dealt with his or her text message vote in such a manner that it 
cannot be accepted as a vote (referred to as a “spoilt text message vote”), that 
voter may apply to the returning officer for a replacement voter ID number. 

29.6 On receiving an application, the returning officer is to obtain the details of the 
voter ID number on the spoilt text message vote, if he or she can obtain it. 

29.7 The returning officer may not issue a replacement voter ID number in respect of 
a spoilt text message vote unless he or she is satisfied as to the voter’s identity. 

29.8 After issuing a replacement voter ID number in respect of a spoilt text message 
vote, the returning officer shall enter in a list (“the list of spoilt text message 
votes”): 
(a)  the name of the voter, and 
(b)  the details of the voter ID number on the spoilt text message vote (if that 

officer was able to obtain it), and 
(c)     the details of the replacement voter ID number issued to the  
 voter.  
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30. Lost voting information 
30.1 Where a voter has not received his or her voting information by the tenth day 

before the close of the poll, that voter may apply to the returning officer for 
replacement voting information. 

30.2 The returning officer may not issue replacement voting information in respect of 
lost voting information unless he or she: 
(a)  is satisfied as to the voter’s identity, 
(b)  has no reason to doubt that the voter did not receive the original voting 

information, 
(c) has ensured that no declaration of identity, if required, has been returned. 

30.3 After issuing replacement voting information in respect of lost voting information, 
the returning officer shall enter in a list (“the list of lost ballot documents”): 
(a)  the name of the voter 
(b) the details of the unique identifier of the replacement ballot paper, if 

applicable, and 
(c)  the voter ID number of the voter. 

 
31. Issue of replacement voting information 
31.1 If a person applies for replacement voting information under rule 29 or 30 and a 

declaration of identity has already been received by the returning officer in the 
name of that voter, the returning officer may not issue replacement voting 
information unless, in addition to the requirements imposed by rule 29.3 or 30.2, 
he or she is also satisfied that that person has not already voted in the election, 
notwithstanding the fact that a declaration of identity if required has already been 
received by the returning officer in the name of that voter. 

31.2 After issuing replacement voting information under this rule, the returning officer 
shall enter in a list (“the list of tendered voting information”): 

 (a) the name of the voter, 
(b) the unique identifier of any replacement ballot paper issued under this 

rule; 
 (c) the voter ID number of the voter. 
 
32. ID declaration form for replacement ballot papers (public and patient 

constituencies) 
32.1 In respect of an election for a public or patient constituency an ID declaration 

form must be issued with each replacement ballot paper requiring the voter to 
make a declaration of identity.  

 
Polling by internet, telephone or text 
33. Procedure for remote voting by internet 
33.1 To cast his or her vote using the internet, a voter will need to gain access to the 

polling website by keying in the URL of the polling website provided in the voting 
information.  

33.2 When prompted to do so, the voter will need to enter his or her voter   
 ID number. 
33.3 If the internet voting system authenticates the voter ID number, the system will 

give the voter access to the polling website for the election in which the voter is 
eligible to vote. 

33.4 To cast his or her vote, the voter will need to key in a mark on the screen 
opposite the particulars of the candidate or candidates for whom he or she wishes 
to cast his or her vote. 

33.5 The voter will not be able to access the internet voting system for an election 
once his or her vote at that election has been cast. 
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34. Voting procedure for remote voting by telephone  
34.1 To cast his or her vote by telephone, the voter will need to gain access to the 

telephone voting facility by calling the designated telephone number provided in 
the voter information using a telephone with a touch-tone keypad. 

34.2 When prompted to do so, the voter will need to enter his or her voter ID number 
using the keypad. 

34.3 If the telephone voting facility authenticates the voter ID number, the voter will 
be prompted to vote in the election. 

34.4 When prompted to do so the voter may then cast his or her vote by keying in the 
numerical voting code of the candidate or candidates, for whom he or she wishes 
to vote. 

34.5 The voter will not be able to access the telephone voting facility for an election 
once his or her vote at that election has been cast. 

 
35. Voting procedure for remote voting by text message  
35.1 To cast his or her vote by text message the voter will need to gain access to the 

text message voting facility by sending a text message to the designated 
telephone number or telephone short code provided in the voter information. 

35.2 The text message sent by the voter must contain his or her voter ID number and 
the numerical voting code for the candidate or candidates, for whom he or she 
wishes to vote. 

35.3 The text message sent by the voter will need to be structured in accordance with 
the instructions on how to vote contained in the voter information, otherwise the 
vote will not be cast. 

 
 
Procedure for receipt of envelopes, internet votes, telephone votes and text 
message votes 
36. Receipt of voting documents 
36.1 Where the returning officer receives: 

(a)  a covering envelope, or 
(b)  any other envelope containing an ID declaration form if required, a ballot 

paper envelope, or a ballot paper, 
 
before the close of the poll, that officer is to open it as soon as is practicable; and 
rules 37 and 38 are to apply. 

 
36.2 The returning officer may open any covering envelope or any ballot paper 

envelope for the purposes of rules 37 and 38, but must make arrangements to 
ensure that no person obtains or communicates information as to: 
(a)  the candidate for whom a voter has voted, or 
(b)  the unique identifier on a ballot paper. 

 
36.3 The returning officer must make arrangements to ensure the safety and security 

of the ballot papers and other documents. 
 
37. Validity of votes 
37.1 A ballot paper shall not be taken to be duly returned unless the returning officer 

is satisfied that it has been received by the returning officer before the close of 
the poll, with an ID declaration form if required that has been correctly 
completed, signed and dated. 

37.2 Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or she 
is to: 
(a) put the ID declaration form if required in a separate packet, and 
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(b) put the ballot paper aside for counting after the close of the poll. 
37.3 Where the returning officer is not satisfied that rule 37.1 has been fulfilled, he or 

she is to: 
 

(a)  mark the ballot paper “disqualified”, 
(b) if there is an ID declaration form accompanying the ballot paper, mark it 

“disqualified” and attach it to the ballot paper, 
(c)  record the unique identifier on the ballot paper in a list of disqualified 

documents (the “list of disqualified documents”); and 
(d)  place the document or documents in a separate packet. 

 
37.4 An internet, telephone or text message vote shall not be taken to be duly 

returned unless the returning officer is satisfied that the internet voting record, 
telephone voting record or text voting record (as applicable) has been received by 
the returning officer before the close of the poll, with a declaration of identity if 
required that has been correctly made. 

37.5 Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or she 
is to put the internet voting record, telephone voting record or text voting record 
(as applicable) aside for counting after the close of the poll. 

37.6 Where the returning officer is not satisfied that rule 37.4 has been fulfilled, he or 
she is to: 
(a)  mark the internet voting record, telephone voting record or text voting 

record (as applicable) “disqualified”, 
(b)  record the voter ID number on the internet voting record, telephone 

voting record or text voting record (as applicable) in the list of disqualified 
documents; and 

(c)  place the document or documents in a separate packet. 
 
38. Declaration of identity but no ballot paper (public and patient 

constituency)  
38.1 Where the returning officer receives an ID declaration form if required but no 

ballot paper, the returning officer is to: 
 (a)  mark the ID declaration form “disqualified”, 

(b) record the name of the voter in the list of disqualified documents, 
indicating that a declaration of identity was received from the voter 
without a ballot paper, and 

(c) place the ID declaration form in a separate packet. 
 
39. De-duplication of votes 
39.1 Where different methods of polling are being used in an election, the returning 

officer shall examine all votes cast to ascertain if a voter ID number has been 
used more than once to cast a vote in the election. 

39.2 If the returning officer ascertains that a voter ID number has been used more 
than once to cast a vote in the election he or she shall: 
(a)  only accept as duly returned the first vote received that was cast using the 

relevant voter ID number; and 
(b)  mark as “disqualified” all other votes that were cast using the relevant 

voter ID number 
39.3 Where a ballot paper is disqualified under this rule the returning officer  
 shall: 

(a)  mark the ballot paper “disqualified”, 
(b) if there is an ID declaration form accompanying the ballot paper, mark it 

“disqualified” and attach it to the ballot paper, 
(c)  record the unique identifier and the voter ID number on the ballot paper in 

the list of disqualified documents;  
(d)  place the document or documents in a separate packet; and 
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(e) disregard the ballot paper when counting the votes in accordance with 
these rules. 

39.4 Where an internet voting record, telephone voting record or text voting record is 
disqualified under this rule the returning officer shall: 

 
(a)  mark the internet voting record, telephone voting record or text voting 

record (as applicable) “disqualified”, 
(b) record the voter ID number on the internet voting record, telephone 

voting record or text voting record (as applicable) in the list of disqualified 
documents; 

(c) place the internet voting record, telephone voting record or text voting 
record (as applicable) in a separate packet, and 

(d) disregard the internet voting record, telephone voting record or text voting 
record (as applicable) when counting the votes in accordance with these 
rules. 

 
40.  Sealing of packets 
40.1 As soon as is possible after the close of the poll and after the completion of the 

procedure under rules 37 and 38, the returning officer is to seal the packets 
containing: 
(a)  the disqualified documents, together with the list of disqualified documents 

inside it, 
(b)  the ID declaration forms, if required, 
(c) the list of spoilt ballot papers and the list of spoilt text message votes, 
(d)  the list of lost ballot documents,  
(e)  the list of eligible voters, and 
(f) the list of tendered voting information 

 
and ensure that complete electronic copies of the internet voting records, 
telephone voting records and text voting records created in accordance with rule 
26 are held in a device suitable for the purpose of storage. 
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PART 6: COUNTING THE VOTES 
 
41. Arrangements for counting of the votes 
41.1 The returning officer is to make arrangements for counting the votes as soon as 

is practicable after the close of the poll. 
41.2 The returning officer may make arrangements for any votes to be counted using 

vote counting software where: 
(a) the board of directors and the council of governors of the corporation have 

approved: 
(i) the use of such software for the purpose of counting votes in the 
relevant election, and 
(ii) a policy governing the use of such software, and 

(b) the corporation and the returning officer are satisfied that the use of such 
software will produce an accurate result. 

 
42. The count 
42.1 The returning officer is to: 

(a)  count and record the number of: 
(iii) ballot papers that have been returned; and  
(iv) the number of internet voting records, telephone voting records 
and/or text voting records that have been created, and 

(b)  count the votes according to the provisions in this Part of the rules and/or 
the provisions of any policy approved pursuant to rule 41.2(ii) where vote 
counting software is being used. 

42.2 The returning officer, while counting and recording the number of ballot papers, 
internet voting records, telephone voting records and/or text voting records and 
counting the votes, must make arrangements to ensure that no person obtains or 
communicates information as to the unique identifier on a ballot paper or the 
voter ID number on an internet voting record, telephone voting record or text 
voting record. 

 
42.3 The returning officer is to proceed continuously with counting the votes as far as 

is practicable. 
 
43. Rejected ballot papers and rejected text voting records 
43.1 Any ballot paper: 

(a)  which does not bear the features that have been incorporated into the 
other ballot papers to prevent them from being reproduced, 

(b)  on which votes are given for more candidates than the voter is entitled to 
vote, 

(c) on which anything is written or marked by which the voter can be 
identified except the unique identifier, or 

(d)  which is unmarked or rejected because of uncertainty, 
 

shall, subject to rules 43.2 and 43.3, be rejected and not counted. 
 
43.2 Where the voter is entitled to vote for more than one candidate, a ballot paper is 

not to be rejected because of uncertainty in respect of any vote where no 
uncertainty arises, and that vote is to be counted. 

43.3 A ballot paper on which a vote is marked: 
(a)  elsewhere than in the proper place, 
(b)  otherwise, than by means of a clear mark,  
(c)  by more than one mark, 

 
is not to be rejected for such reason (either wholly or in respect of that vote) if an 
intention that the vote shall be for one or other of the candidates clearly appears, 
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and the way the paper is marked does not itself identify the voter and it is not 
shown that he or she can be identified by it. 

 
43.4 The returning officer is to: 

(a)  endorse the word “rejected” on any ballot paper which under this rule is 
not to be counted, and 

(b) in the case of a ballot paper on which any vote is counted under rules 43.2 
and 43.3, endorse the words “rejected in part” on the ballot paper and 
indicate which vote or votes have been counted. 

43.5 The returning officer is to draw up a statement showing the number of rejected 
ballot papers under the following headings: 
(a)  does not bear proper features that have been incorporated into the ballot 

paper, 
(b)  voting for more candidates than the voter is entitled to,  
(c)  writing or mark by which voter could be identified, and  
(d)  unmarked or rejected because of uncertainty, 

 
and, where applicable, each heading must record the number of ballot papers rejected in 
part. 
43.6 Any text voting record: 

(a)  on which votes are given for more candidates than the voter is entitled to 
vote, 

(b) on which anything is written or marked by which the voter can be 
identified except the voter ID number, or 

(c)  which is unmarked or rejected because of uncertainty, 
 
shall, subject to rules 43.7 and 43.8, be rejected and not counted. 
 
43.7 Where the voter is entitled to vote for more than one candidate, a text voting 

record is not to be rejected because of uncertainty in respect of any vote where 
no uncertainty arises, and that vote is to be counted. 

 
43.8 A text voting record on which a vote is marked: 

(a)  otherwise than by means of a clear mark,  
(b)  by more than one mark, 

 
is not to be rejected for such reason (either wholly or in respect of that vote) if an 
intention that the vote shall be for one or other of the candidates clearly appears, 
and the way the text voting record is marked does not itself identify the voter and 
it is not shown that he or she can be identified by it. 

 
43.9 The returning officer is to: 

(a)  endorse the word “rejected” on any text voting record which under this 
rule is not to be counted, and 

(b) in the case of a text voting record on which any vote is counted under 
rules 43.7 and 43.8, endorse the words “rejected in part” on the text 
voting record and indicate which vote or votes have been counted. 

43.10 The returning officer is to draw up a statement showing the number of rejected 
text voting records under the following headings: 
(a)  voting for more candidates than the voter is entitled to,  
(b)  writing or mark by which voter could be identified, and  
(c)  unmarked or rejected because of uncertainty, 

 
and, where applicable, each heading must record the number of text voting 
records rejected in part. 
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44. Equality of votes  
44.1 Where, after the counting of votes is completed, an equality of votes is found to 

exist between any candidates and the addition of a vote would entitle any of 
those candidates to be declared elected, the returning officer is to decide between 
those candidates by a lot and proceed as if the candidate on whom the lot falls 
had received an additional vote. 
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PART 7: FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS 
 
45. Declaration of result for contested elections 
45.1 In a contested election, when the result of the poll has been ascertained, the 

returning officer is to: 
(a)  declare the candidate or candidates whom more votes have been given 

than for the other candidates, up to the number of vacancies to be filled 
on the council of governors from the constituency, or class within a 
constituency, for which the election is being held to be elected, 

(b)  give notice of the name of each candidate who he or she has declared 
elected: 
(i) where the election is held under a proposed constitution pursuant 

to powers conferred on the Airedale NHS Foundation Trust by 
section 33(4) of the 2006 Act, to the chairman of the NHS 
Foundation Trust, or 

(ii)  in any other case, to the chairman of the corporation; and 
(c)  give public notice of the name of each candidate whom he or she has 

declared elected. 
45.2 The returning officer is to make: 

(a)  the total number of votes given for each candidate (whether elected or 
not), and 

(b)  the number of rejected ballot papers under each of the headings in rule 
43.5, 

(c) the number of rejected text voting records under each of the headings in 
rule 43.10, 

 
available on request. 

 
 
46. Declaration of result for uncontested elections 
46.1 In an uncontested election, the returning officer is to as soon as is practicable 

after final day for the delivery of notices of withdrawals by candidates from the 
election: 
(a)  declare the candidate or candidates remaining validly nominated to be 

elected, 
(b)  give notice of the name of each candidate who he or she has declared 

elected to the chairman of the corporation, and 
(c)  give public notice of the name of each candidate who he or she has 

declared elected. 
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PART 8: DISPOSAL OF DOCUMENTS 
 
47. Sealing up of documents relating to the poll  
47.1 On completion of the counting at a contested election, the returning officer is to 

seal up the following documents in separate packets: 
(a)  the counted ballot papers, internet voting records, telephone voting 

records and text voting records, 
(b)  the ballot papers and text voting records endorsed with “rejected in part”,  
(c)  the rejected ballot papers and text voting records, and 
(d)  the statement of rejected ballot papers and the statement of rejected text 

voting records, 
 

and ensure that complete electronic copies of the internet voting records, 
telephone voting records and text voting records created in accordance with rule 
26 are held in a device suitable for the purpose of storage.  

 
47.2 The returning officer must not open the sealed packets of: 

(a)  the disqualified documents, with the list of disqualified documents inside 
it, 

(b)  the list of spoilt ballot papers and the list of spoilt text message votes,  
(c)  the list of lost ballot documents, and 
(d)  the list of eligible voters,  

 
or access the complete electronic copies of the internet voting records, telephone 
voting records and text voting records created in accordance with rule 26 and 
held in a device suitable for the purpose of storage. 

 
47.3  The returning officer must endorse on each packet a description of: 

(a)  its contents, 
(b)  the date of the publication of notice of the election, 
(c)  the name of the corporation to which the election relates, and 
(d)  the constituency, or class within a constituency, to which the election 

relates. 
 
48. Delivery of documents 
48.1 Once the documents relating to the poll have been sealed up and endorsed 

pursuant to rule 49, the returning officer is to forward them to the chair of the 
corporation. 

49. Forwarding of documents received after close of the poll 
49.1 Where: 

(a)  any voting documents are received by the returning officer after the close 
of the poll, or 

(b)  any envelopes addressed to eligible voters are returned as undelivered too 
late to be resent, or 

(c)  any applications for replacement voting information are made too late to 
enable new voting information to be issued, 

 
the returning officer is to put them in a separate packet, seal it up, and endorse 
and forward it to the chairman of the corporation. 

 
50. Retention and public inspection of documents  
50.1 The corporation is to retain the documents relating to an election that are 

forwarded to the chair by the returning officer under these rules for one year, and 
then, unless otherwise directed by the board of directors of the corporation, 
cause them to be destroyed. 
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50.2 With the exception of the documents listed in rule 51.1, the documents relating to 
an election that are held by the corporation shall be available for inspection by 
members of the public at all reasonable times. 

50.3 A person may request a copy or extract from the documents relating to an 
election that are held by the corporation, and the corporation is to provide it, and 
may impose a reasonable charge for doing so. 

 
 
51. Application for inspection of certain documents relating to an election 
51.1 The corporation may not allow: 

(a) the inspection of, or the opening of any sealed packet containing – 
(i) any rejected ballot papers, including ballot papers rejected in part,  
(ii) any rejected text voting records, including text voting records 

rejected in part, 
(iii) any disqualified documents, or the list of disqualified documents, 
(iv) any counted ballot papers, internet voting records, telephone 

voting records or text voting records, or 
(v) the list of eligible voters, or  

(b) access to or the inspection of the complete electronic copies of the internet 
voting records, telephone voting records and text voting records created in 
accordance with rule 26 and held in a device suitable for the purpose of 
storage, 

 
by any person without the consent of the board of directors of the corporation. 

 
51.2 A person may apply to the board of directors of the corporation to inspect any of 

the documents listed in rule 51.1, and the board of directors of the corporation 
may only consent to such inspection if it is satisfied that it is necessary for the 
purpose of questioning an election pursuant to Part 11. 

51.3 The board of directors of the corporation’s consent may be on any terms or 
conditions that it thinks necessary, including conditions as to – 
(a) persons, 
(b) time, 
(c) place and mode of inspection, 
(d) production or opening, 
 
and the corporation must only make the documents available for inspection in 
accordance with those terms and conditions. 

 
51.4 On an application to inspect any of the documents listed in rule 51.1 the board of 

directors of the corporation must: 
(a)  in giving its consent, and 
(b)  in making the documents available for inspection  

 
ensure that the way in which the vote of any member has been given shall not be 
disclosed, until it has been established – 

(i)  that his or her vote was given, and 
(ii)  that Monitor has declared that the vote was invalid. 
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION 
 
52. Countermand or abandonment of poll on death of candidate  
52.1 If at a contested election, proof is given to the returning officer’s satisfaction 

before the result of the election is declared that one of the persons named or to 
be named as a candidate has died, then the returning officer is to: 
(a)  countermand notice of the poll, or, if voting information has been issued, 

direct that the poll be abandoned within that constituency or class, and 
(b) order a new election, on a date to be appointed by him or her in 

consultation with the corporation, within the period of 40 days, computed 
in accordance with rule 3 of these rules, beginning with the day that the 
poll was countermanded or abandoned. 

52.2 Where a new election is ordered under rule 45.1, no fresh nomination is 
necessary for any candidate who was validly nominated for the election where the 
poll was countermanded or abandoned but further candidates shall be invited for 
that constituency or class. 

52.3 Where a poll is abandoned under rule 45.1(a), rules 45.4 to 45.7 are to apply. 
52.4 The returning officer shall not take any step or further step to open envelopes or 

deal with their contents in accordance with rules 38 and 39 and is to make up 
separate sealed packets in accordance with rule 40. 

52.5 The returning officer is to: 
(a)  count and record the number of ballot papers, internet voting records, 

telephone voting records and text voting records that have been received,  
(b)  seal up the ballot papers, internet voting records, telephone voting records 

and text voting records into packets, along with the records of the number 
of ballot papers, internet voting records, telephone voting records and text 
voting records and 

 
ensure that complete electronic copies of the internet voting records telephone voting 
records and text voting records created in accordance with rule 26 are held in a device 
suitable for the purpose of storage.  
 
52.6 The returning officer is to endorse on each packet a description of: 

(a)  its contents, 
(b) the date of the publication of notice of the election, 
(c)  the name of the corporation to which the election relates, and 
(d)  the constituency, or class within a constituency, to which the election 

relates. 
52.7 Once the documents relating to the poll have been sealed up and endorsed 

pursuant to rules 45.4 to 45.6, the returning officer is to deliver them to the 
chairman of the corporation, and rules 50 and 51 are to apply.  
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PART 10: ELECTION EXPENSES AND PUBLICITY 
 
Election expenses 
53. Election expenses 
53.1 Any expenses incurred, or payments made, for the purposes of an election which 

contravene this Part are an electoral irregularity, which may only be questioned in 
an application made to Monitor under Part 11 of these rules. 

 
54. Expenses and payments by candidates 
54.1 A candidate may not incur any expenses or make a payment (of whatever nature) 

for the purposes of an election, other than expenses or payments that relate to: 
(a)  personal expenses, 
(b) travelling expenses, and expenses incurred while living away from home, 
and 
(c)  expenses for stationery, postage, telephone, internet (or any similar 

means of communication) and other petty expenses, to a limit of £100. 
 
55. Election expenses incurred by other persons 
55.1 No person may: 

(a)  incur any expenses or make a payment (of whatever nature) for the 
purposes of a candidate’s election, whether on that candidate’s behalf or 
otherwise, or 

(b)  give a candidate or his or her family any money or property (whether as a 
gift, donation, loan, or otherwise) to meet or contribute to expenses 
incurred by or on behalf of the candidate for the purposes of an election. 

55.2 Nothing in this rule is to prevent the corporation from incurring such expenses, 
and making such payments, as it considers necessary pursuant to rules 56 and 
57. 

 
Publicity 
56.  Publicity about election by the corporation 
56.1 The corporation may: 

(a)  compile and distribute such information about the candidates, and 
(b)  organise and hold such meetings to enable the candidates to speak and 

respond to questions, 
 

as it considers necessary. 
 
56.2 Any information provided by the corporation about the candidates, including 

information compiled by the corporation under rule 57, must be: 
(a)  objective, balanced and fair, 
(b)  equivalent in size and content for all candidates, 
(c)  compiled and distributed in consultation with all the candidates standing 

for election, and 
(d)  must not seek to promote or procure the election of a specific candidate or 

candidates, at the expense of the electoral prospects of one or more other 
candidates. 

56.3 Where the corporation proposes to hold a meeting to enable the candidates to 
speak, the corporation must ensure that all the candidates are invited to attend, 
and in organising and holding such a meeting, the corporation must not seek to 
promote or procure the election of a specific candidate or candidates at the 
expense of the electoral prospects of one or more other candidates. 

 
57. Information about candidates for inclusion with voting information 
57.1 The corporation must compile information about the candidates standing for 

election, to be distributed by the returning officer pursuant to rule 24 of these 
rules. 
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57.2 The information must consist of: 
(a) a statement submitted by the candidate of no more than 250 words,  
(b) if voting by telephone or text message is a method of polling for the 

election, the numerical voting code allocated by the returning officer to 
each candidate, for the purpose of recording votes using the telephone 
voting facility or the text message voting facility (“numerical voting 
code”), and 

(c)  a photograph of the candidate. 
 
58. Meaning of “for the purposes of an election” 
58.1 In this Part, the phrase “for the purposes of an election” means with a view to, or 

otherwise in connection with, promoting or procuring a candidate’s election, 
including the prejudicing of another candidate’s electoral prospects; and the 
phrase “for the purposes of a candidate’s election” is to be construed accordingly. 

58.2 The provision by any individual of his or her own services voluntarily, on his or 
her own time, and free of charge is not to be considered an expense for the 
purposes of this Part. 
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PART 11: QUESTIONING ELECTIONS AND THE CONSEQUENCE OF 
IRREGULARITIES 
 
59. Application to question an election  
59.1 An application alleging a breach of these rules, including an electoral irregularity 

under Part 10, may be made to Monitor for the purpose of seeking a referral to 
the independent election arbitration panel (IEAP). 

59.2 An application may only be made once the outcome of the election has been 
declared by the returning officer. 

59.3 An application may only be made to Monitor by: 
(a)  a person who voted at the election or who claimed to have had the right to 

vote, or 
(b)  a candidate, or a person claiming to have had a right to be elected at the 

election. 
59.4 The application must: 

(a)  describe the alleged breach of the rules or electoral irregularity, and 
(b)  be in such a form as the independent panel may require. 

59.5 The application must be presented in writing within 21 days of the declaration of 
the result of the election. Monitor will refer the application to the independent 
election arbitration panel appointed by Monitor. 

59.6 If the independent election arbitration panel requests further information from 
the applicant, then that person must provide it as soon as is reasonably 
practicable. 

59.7 Monitor shall delegate the determination of an application to a person or panel of 
persons to be nominated for the purpose. 

59.8 The determination by the IEAP shall be binding on and shall be given effect by the 
corporation, the applicant and the members of the constituency (or class within a 
constituency) including all the candidates for the election to which the application 
relates. 

59.9 The IEAP may prescribe rules of procedure for the determination of an application 
including costs. 
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PART 12: MISCELLANEOUS 
60. Secrecy 
60.1 The following persons: 

(a)  the returning officer, 
(b)  the returning officer’s staff, 

 
must maintain and aid in maintaining the secrecy of the voting and the counting 
of the votes, and must not, except for some purpose authorised by law, 
communicate to any person any information as to: 

 
(i)  the name of any member of the corporation who has or has not been 

given voting information or who has or has not voted, 
(ii)  the unique identifier on any ballot paper, 
(iii)  the voter ID number allocated to any voter, 
(iv)  the candidate(s) for whom any member has voted. 

 
60.2 No person may obtain or attempt to obtain information as to the candidate(s) for 

whom a voter is about to vote or has voted or communicate such information to 
any person at any time, including the unique identifier on a ballot paper given to 
a voter or the voter ID number allocated to a voter. 

60.3 The returning officer is to make such arrangements as he or she thinks fit to 
ensure that the individuals who are affected by this provision are aware of the 
duties it imposes. 

 
61. Prohibition of disclosure of vote 
61.1 No person who has voted at an election shall, in any legal or other proceedings to 

question the election, be required to state for whom he or she has voted. 
 
62. Disqualification 
62.1 A person may not be appointed as a returning officer, or as staff of the returning 
officer pursuant to these rules, if that person is: 

(a)  a member of the corporation, 
(b)  an employee of the corporation,  
(c)  a director of the corporation, or 
(d)  employed by or on behalf of a person who has been nominated for 

election. 
 
63. Delay in postal service through industrial action or unforeseen  event 
63.1 If industrial action, or some other unforeseen event, results in a delay   
 in: 

(a)  the delivery of the documents in rule 24, or 
(b)  the return of the ballot papers, 
 
the returning officer may extend the time between the publication of the notice of 
the poll and the close of the poll by such period as he or she considers 
appropriate. 
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APPENDIX 5: Additional Provisions - Council of Governors 
1. Roles and responsibilities of the Council of Governors 
1.1 The roles and responsibilities of the Council of Governors, which are to be carried 

out in accordance with this constitution: 
1.1.1 To appoint, and if appropriate, to remove the Chair; 
1.1.2 To appoint, and if appropriate, remove the other non-executive directors; 
1.1.3 To decide the remuneration and allowances and other terms and conditions of 

office of the Chair and other non-executive directors; 
1.1.4 To approve the appointment of the Chief Executive; 
1.1.5 To appoint, and if appropriate, remove the auditor;  
1.1.6 Receive the Trust’s annual accounts, and any report of the auditor on them, and 

the annual report; 
1.1.7 In preparing the Trust’s forward plan, the Board of Directors must have regard to 

the views of the Council of Governors; 
1.1.8 To decide whether the Trust’s private patient work would significantly interfere 

with the Trust’s principal purpose, which is to provide goods and services for the 
health service in England, or performing the Trust’s other functions; 

1.1.9 To approve any proposed increase in non-NHS income of 5% of the Trust’s total 
income or more in any financial year; 

1.1.10 to hold the non-executive directors, individually and collectively to account for the 
performance of the Board of Directors;  

1.1.11 To represent the interests of members of the Trust as a whole and the interests 
of the public; 

1.1.12 To act in the best interests of the Trust and adhere to its values and code of 
conduct; 

1.1.13 To regularly feedback information about the Trust, its vision and its performance 
to the constituencies and stakeholder organisations that either elected or 
appointed them; 

1.1.14 To prepare and review on an annual basis the Trust’s membership strategy and 
its policy for the composition of the Council of Governors and of the non-
executive directors; and 

1.1.15 When appropriate, to make recommendations for the revision of this constitution. 
 
2.  Appointed Governors 

 
Local Authority Governors 
2.1 The Chairman, having consulted with Bradford Metropolitan District Council, North 

Yorkshire County Council, and Pendle Borough Council or any successor local 
authority for an area which includes the whole or part of an area forming part of 
the Public Constituency, is to adopt a process for agreeing the appointment of 
one (1) Local Authority Governor from each of those local authorities. 

 
Partnership Governors 
2.2 The Partnership Governors are to be appointed by the partnership organisations, 

in accordance with a process agreed with the Chairman. 
 
General Provisions 
2.3 Appointed Governors: 
2.3.1 Appointed Governors shall normally hold office for a period of three (3) years 

commencing on the date such election is to have effect; 
2.3.2 Appointed Governors are eligible for re-appointment at the end of that period; 
2.3.3 Appointed Governors may not where re-appointed hold office for longer than nine 

(9) consecutive years and shall not be eligible for re-appointment if they have 
already held office for more than six (6) consecutive years. 
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2.4 Additional Roles and Responsibilities of Appointed Governors: 
Subject always to the overriding principle that the Governors’ first responsibility is 
to the Council of Governors and the Trust: 

2.4.1 The roles and responsibilities of the Appointed Governors which are to be carried 
 out in accordance with this constitution include: 

2.4.1.1 To further the relationship between the organisation that the 
Appointed Governors represent and the Trust; 

2.4.1.2 to bring to the Council of Governors a greater understanding of the 
organisation that the Appointed Governors represents; 

2.4.1.3  to speak with authority for the organisation they represent and be 
able to explain its policies; and 

2.4.1.4 to represent the Trust to the organisation they represent. 
 
3. Eligibility to be a Governor 
3.1 A person may not become a governor of the Trust, and if already holding such 

office will immediately cease to do so, if: 
3.1.1 they are a director of the Trust, or a governor or director of a NHS body as 

defined in section 28(6) of the 2006 Act (unless they are an appointed governor 
appointed by the NHS body for which they are a governor or director); 

3.1.2 they are the spouse, partner, parent or child of a member of the Board of 
Directors (including the Chair) of the Trust; 

3.1.3 being a member of the Public Constituency they refuse to sign a declaration in 
the form specified by the Secretary, of particulars of their qualification to vote as 
a member of the Trust, and that they are not prevented from being a member of 
the Council of Governors; 

3.1.4 they are a vexatious complainant as detailed within the Trust’s Complaints 
Handling Policy 

3.1.5 on the basis of disclosures obtained through an application to the Criminal 
Records Bureau, they are not considered suitable by the Chairman on the basis of 
advice from the Trust’s director responsible for human resources; 

3.1.6 they have within the preceding two (2) years been dismissed, otherwise than by 
reason of redundancy or ill health, from any paid employment with a NHS Body; 

3.1.7 they are a person whose tenure of office as the chair or as a member or director 
of a NHS Body has been terminated on the grounds that their appointment is not 
in the interests of the health service, for non-attendance at meetings, or for non-
disclosure of a pecuniary interest; 

3.1.8 they are a person who has had his or her name removed or been suspended from 
any list (including any performers list maintained by a primary care Trust) 
prepared under the 2006 Act or under any related subordinate legislation or who 
has otherwise been suspended or disqualified from any healthcare profession, and 
has not subsequently had his or her name included in such a list or had his or her 
suspension lifted, or qualification reinstated; 

3.1.9 they are incapable by reason of mental disorder, illness or injury of carrying out 
their functions as a Governor and it is anticipated that such incapacity will 
continue for a period of 6 months or the remainder of the Governor’s tenure of 
office; 
3.1.10  they have within the preceding five (5) years been: 
3.1.10.1 made subject to a Hospital Order under section 37 of the MHA 

whether or not subject to restrictions under section 41; 
3.1.10.2 made subject to an Interim Hospital Order under section 38 of the 

MHA; 
3.1.10.3 made subject to a transfer direction under section 48 of the MHA 

whether or not subject to restrictions under section 49; and/or 
3.1.10.4 made subject to an order under the Criminal Procedure (Insanity) 

Act 1964 as amended; and/or 
3.1.11 they have previously been or are currently subject to a sex 

offender order and/or required to register under the Sexual 
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Offences Act 2003 or have committed a sexual offence prior to the 
requirement to register under current legislation.  

 
4. Termination of office and removal of Governors 
4.1 A person holding office as a governor shall immediately cease to do so if: 

4.1.1 they resign by notice in writing to the Secretary; 
4.1.2 they fail to attend two (2) consecutive meetings, unless the Chief 

Executive and Chairman are satisfied that: 
4.1.2.1 the absences were due to reasonable causes; and 
4.1.2.2 they will be able to start attending meetings of the Council 

of Governors again within such a period as the other 
governors consider reasonable. 

4.1.3 in the case of an elected governor, they cease to be a member of the 
constituency or class or area of the constituency by which they were 
elected, which for the avoidance of doubt, includes in respect of a Public 
Governor a Governor moving their principal residence from one area 
within the Public Constituency to another; 

4.1.4 in the case of an Appointed Governor, the appointing organisation 
terminates the appointment; 

4.1.5 they have refused without reasonable cause to undertake any training 
which the Council of Governors requires all governors to undertake; 

4.1.6 they have failed to sign and deliver to the Secretary a statement in the 
form required by the Secretary confirming acceptance of the code of 
conduct for governors; or 

4.1.7 they have failed to sign and deliver a letter of acceptance in the form 
required by the Secretary and/or it becomes apparent that any 
information provided by the person in respect of their eligibility to be a 
Governor in such letter of acceptance is or becomes inaccurate; or  

4.1.8 they are removed from the Council of Governors under the following 
provision: 

4.1.8.1a governor may be removed from the Council of Governors by a resolution 
approved by not less than three-quarters of the remaining governors 
present and voting on the grounds that he or she has committed a serious 
breach of the code of conduct for governors, or he or she has acted in a 
manner detrimental to the interests of the Trust, and the Council of 
Governors consider that it is not in the best interests of the Trust for him 
or her to continue as a governor.  The governor concerned may make 
representations on his or her own behalf to the Council of Governors. 

4.1.9 a declaration is made pursuant to paragraph 4.4.5 below. 
4.2 Each Governor shall be responsible for ensuring that they are eligible to become 

or continue as a governor of the Trust. 
4.3 If a Governor has been disqualified pursuant to paragraphs 4.1.2, 4.1.5 or 4.1.6 

they shall only be eligible for re-election after a period of three (3) years. 
4.4 Without prejudice to paragraph 4.2 of this Appendix 5: 

4.4.1 where the Trust is on notice that a governor may be disqualified from 
membership in accordance with this constitution, the Secretary shall carry out all 
reasonable enquiries to determine whether or not the member in question is so 
eligible; 
4.4.2 the Secretary, following their enquiries pursuant to paragraph 4.4.1 
above, if satisfied that the person may be so disqualified, shall give notice in 
writing to that person that the Trust proposes to declare the person disqualified; 
4.4.3 in the notice sent by the Secretary pursuant to paragraph 4.4.2 above, the 
Secretary shall specify the grounds on which it appears to them that the person is 
disqualified and give that person a period of at least 14 but no more than 28 days 
in which to make representations, orally or in writing, on the proposed 
disqualification. 
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4.4.4 Any representations pursuant to paragraph 4.4.3 above shall be made to, 
and considered by, a committee of the Directors which in this case shall 
determine the proposal; 
4.4.5 if no representations pursuant to paragraph 4.4.4 above are received 
within the specified time or the committee of Directors upholds the proposal to 
disqualify the governor having heard representations, the Secretary shall 
immediately declare that the person in question is disqualified and notify him or 
her in writing to that effect.  On such declaration the person’s tenure of office 
shall be terminated and he or she shall cease to act as a governor.   

 
5. Vacancies amongst Governors 
5.1 Where a vacancy arises on the Council of Governors for any reason other than 

expiry of term of office, the following provisions will apply: 
5.1.1 where the vacancy arises amongst the Appointed Governors, the Secretary 

shall request that the appointing organisation appoints a replacement to 
hold office for the remainder of the term of office of the governor who is 
being replaced; 

5.1.2 where the vacancy arises amongst the Elected Governor, the Council of 
Governors shall be at liberty either: 
5.1.2.1to call an election to fill the seat at the next annual election for the 

remainder of the term of office of the governor who is being 
replaced; or 

5.1.2.2 to invite the next highest polling candidate for that seat at the 
most recent election, who is willing to take office, to fill the seat 
until the next annual election, at which time the seat will fall vacant 
and be subject to election. 

 
6. Expenses and Remuneration of Governors 
6.1 The Trust may reimburse governors for travelling and other costs and expenses 

incurred in carrying out their duties as the Board of Directors decides.     
6.2 The Trust may at their discretion decide to reimburse the cost and expense of a 

governor’s carer arrangements necessarily and reasonably incurred in such 
governor carrying out their duties as the Board of Directors decides. 

6.3 In respect of a Staff Governor who is an employee of the Trust, the Board of 
Directors shall seek to facilitate such employee’s reasonable participation as a 
Staff Governor during normal working hours to the extent reasonably necessary 
for the performance of their duties as a Staff Governor (including reasonable time 
off from his or her contracted duties) and shall not make any corresponding 
deduction from salary. 

6.4 Governors are not to receive remuneration from the Trust otherwise than as set 
out in paragraphs 6.1 and/or 6.2 and/or 6.3 above of this Appendix 5. 

 
7. Governors’ Code of Conduct 

The Trust may from time to time publish a governors’ code of conduct and each 
governor shall be required to follow and observe such code of conduct’s 
provisions. 
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APPENDIX 6: Annual Members Meetings 
1. MEMBERS’ MEETINGS 
1.1 The trust shall hold a members’ meeting for all members (called the “Annual 

Members’ Meeting”) within six months of the end of each financial year of the 
trust. 

1.2 Any members’ meeting other than the Annual Members’ Meeting shall be called a 
“Special Members’ Meeting”. 

1.3 Both Annual Members’ Meetings and any Special Members’ Meetings shall be open 
to all members of the trust, members of the Council of Governors and members 
of the Board of Directors, together with representatives of the trust’s auditors, 
and to members of the public.  The trust may invite representatives of the media 
and any experts or advisors whose attendance they consider to be in the best 
interests of the trust to attend any such meeting. 

1.4 The Board of Directors may convene an Annual Members’ Meeting or a Special 
Members’ Meeting when it thinks fit.  The Council of Governors may request the 
Board of Directors to convene a members’ meeting. 

1.5 The Board of Directors (or at least one (1) member of the Board of Directors) 
shall present to the members at the Annual Members’ Meeting: 
1.5.1 the annual accounts; 
1.5.2 any report of the auditor on them; 
1.5.3 the annual report; 
1.5.4 a report on steps taken to secure that (taken as a whole) the actual 

membership or the trust is representative of those eligible for such 
membership; 

1.5.5 the progress of the membership plan; 
1.5.6 the results of any election and appointments to the Council Governors, 

and any other reports or documentation it considers necessary or 
otherwise required by Monitor or the 2006 Act. 

1.6 The trust shall give notice of all members’ meetings: 
1.6.1 by notice in writing to all members; 
1.6.2 by notice prominently displayed at the trust’s headquarters; 
1.6.3 by notice on the trust’s website; and 
1.6.4 to the Council of Governors, the Board of Directors, and to the trust’s 

auditors, 
 
stating whether the meeting is an Annual Members’ Meeting or a Special 
Members’ Meeting including the time, date, place of the meeting, and the 
business to be dealt with at the meeting at least 14 working days before the date 
of the relevant members’ meeting (or, in the case of an Annual Members’ 
Meeting, at least 21 working days before the date of the relevant meeting). 

 
1.7 An accidental omission to give notice of a members’ meeting or to send, supply or 

make available any document or information relating to the meeting, or the non-
receipt of any such notice, document or information by a person entitled to 
receive any such notice, document or information shall not invalidate the 
proceedings at that meeting. 

1.8 The Chair or in his absence the Deputy Chair shall preside at all members’ 
meetings of the trust.  If neither the Chair nor the Deputy Chair is present, the 
governors present shall elect one of the non-executive directors to act as Chair.  
If no non-executive director is present, the governors present shall elect one of 
their number to act as the meeting Chair.  If no governor is willing to act as Chair 
or if no governor is present within fifteen minutes after the time appointed for 
holding the meeting, the members present and entitled to vote shall choose one 
of their number to act as Chair. 

1.9 The quorum for a members’ meeting shall be eight (8) members present and 
entitled to vote.  If a quorum is not present within thirty (30) minutes from the 
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time appointed for the meeting, the meeting shall stand adjourned for a minimum 
of seven (7) days until such time as the Board of Directors determine. 

1.10 The Chair may, with the consent of a members’ meeting at which a quorum is 
present (and shall, if so directed by the meeting), adjourn a members’ meeting 
from time to time and from place to place or for an indefinite period.  

1.11 A resolution put to the vote of a members’ meeting shall be decided on a show of 
hands, including without limitation a vote on an amendment to the Constitution in 
relation to the powers or duties of the Council of Governors (or otherwise with 
respect to the role that the Council of Governors has as part of the Trust)). 

1.12 No business shall be transacted at an adjourned meeting other than business 
which might properly have been transacted at the meeting had the adjournment 
not taken place. 

1.13 If the Board of Directors, in its absolute discretion, considers that it is impractical 
or unreasonable for any reason to hold a members’ meeting at the time, date or 
place specified in the notice calling that meeting, it may move and/or postpone 
the general meeting to another time, date and/or place. 

1.14 In the case of a members’ meeting is adjourned or postponed for fourteen (14) 
days or more, at least seven (7) working days’ notice shall be given specifying 
the time and place of the adjourned members’ meeting and the general nature of 
the business to be transacted.  Otherwise, it shall not be necessary to give any 
such notice. 

1.15 The Board of Directors may make any arrangement and impose any restriction it 
considers appropriate to ensure the security of a members’ meeting.  

1.16 Any approval to speak at a members’ meeting must be given by the Chair.  
Speeches must be directed to the matter, motion or question under discussion or 
to a point of order.  No proposal, speech or any reply may exceed three (3) 
minutes unless the Chair directs otherwise.  In the interests of time, the Chair 
may, in his or her absolute discretion, limit the number of replies, questions or 
speeches which are heard at any one members’ meeting. 

1.17 A person who has already spoken on a matter at a members’ meeting may not 
speak again at that meeting in respect of the same matter except (i) in exercise 
of a right of reply, or (ii) on a point of order, or (iii) at the Chairman’s discretion. 

1.18 The Board of Directors shall cause minutes to be made and kept, in writing, of all 
proceedings at members’ meetings. 
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APPENDIX 7: Further Provisions 
1. Restriction on Membership 
1.1 An individual who: 

1.1.1 has threatened, harassed, harmed or abused staff, patients and/or visitors 
of the Trust or the Predecessor Trust; or 

1.1.2 has been a vexatious complainant (for the purposes of this paragraph a 
vexatious complainant is an individual who is found by the Trust (applying 
the relevant Trust policy) to have abused or used inappropriately the 
Trust’s or the Predecessor Trust’s complaints procedure); 

 
shall be refused membership of the Trust or where an existing member shall have 
his or her membership of the Trust withdrawn.   
 

1.2 Each Member shall be responsible for ensuring that they are eligible to become or 
continue as a member of the Trust, although where the Trust is on notice that a 
member may be disqualified from membership in accordance with this 
constitution, the Secretary shall carry out all reasonable enquiries to determine 
whether or not the member in question is so eligible. 

 
2. Termination of Membership 
2.1 A member shall cease to be a member if: 

2.1.1 they resign by notice to the Secretary; 
2.1.2 they die; 
2.1.3 they are expelled from membership under this constitution; 
2.1.4 they cease to be entitled under this constitution to be a member of the 

Public Constituency (if a member of the Public Constituency) or of any of 
the classes of the Staff Constituency (if a member of the Staff 
Constituency); and/or 

2.1.5 it appears to the Secretary that they no longer wish to be a member of the 
Trust, and after enquiries made in accordance with a process approved by 
the Council of Governors they fail to demonstrate that they wish to 
continue to be a member of the Trust. 

2.2 A member may be expelled by a resolution approved by not less than two thirds 
of the Governors present and voting at a meeting of the Council of Governors. 
The following procedure is to be adopted: 
2.2.1 Any member may complain to the Secretary that another member has 

acted in a way detrimental to the interests of the Trust. 
2.2.2 If a complaint is made, the Council of Members may itself consider the 

complaint having taken such steps as it considers appropriate to ensure 
that each member’s point of view is heard and may either: 
2.2.2.1 subject to the disputes procedure set out at paragraph 3 

dismiss the complaint and take no further action;  
2.2.2.2 for a period not exceeding twelve (12) months suspend the 

rights of the member complained of to attend members 
meetings and vote under this constitution; or 

2.2.2.3 arrange for a resolution to expel the member complained of 
to be considered at the next meeting of the Council of 
Governors. 

2.2.3 If a resolution to expel a member is to be considered at a meeting of the 
Council of Governors, details of the complaint must be sent to the member 
complained of not less than one (1) month before the meeting with an 
invitation to answer the complaint and attend the meeting. 

2.2.4 At the meeting of the Council of Governors, the Council of Governors will 
consider evidence in support of the complaint and such evidence as the 
member complained of may wish to place before them. 

2.2.5 If the member complained or fails to attend the meeting of the Council of 
Governors without due cause the meeting may proceed in their absence. 
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2.2.6 A person expelled from membership will cease to be a member upon the 
declaration by the Chair of the meeting of the Council of Governors that 
the resolution to expel them is carried. 

2.2.7 No person who has been expelled from membership is to be re-admitted 
except by a resolution carried by the votes of two-thirds of the Council of 
Governors present and voting at a meeting of the Council of Governors. 

 
3. Dispute Resolution Procedures 
3.1 Every unresolved dispute which arises out of this constitution between the Trust 

and: 
3.1.1 a member; 
3.1.2 any aggrieved person who has ceased to be a member within the six (6) 

months prior to the date of the dispute;  
3.1.3 any person bringing a claim under this constitution; or 
3.1.4 an officeholder of the Trust; 

shall first be discussed informally between the Chair of the Trust and the 
person listed at 3.1.1 to 3.1.4, (the “Aggrieved Person”). 

3.2 Where such a dispute cannot be resolved between the Chair and the Aggrieved 
Person within two (2) weeks of referral of any such dispute to them it may be 
referred by the Aggrieved Person or the Trust to the Centre for Effective Dispute 
Resolution which shall appoint a mediator between the Trust and the Aggrieved 
Person.  The costs of such mediation shall be met equally by the Trust and the 
Aggrieved Person, and the Trust may apply any deposit required pursuant to 
paragraph 3.4 of this Appendix 7 to meet the Aggrieved Person’s share of such 
cost.  If the Aggrieved Person and the Trust are unable to resolve such dispute 
within four (4) weeks of any such referral to mediation, then paragraph 3.3 below 
shall apply. 

3.3 If the Aggrieved Person and the Trust fail to resolve the dispute by way of 
mediation under the provisions of paragraph 3.2 above then the Aggrieved Person 
and the Trust agree that any such unresolved dispute shall be referred to a single 
arbitrator agreed by the parties or in the absence of agreement to be nominated 
by the President for the time being of the Law Society of England and Wales.  The 
arbitrator shall arbitrate any such dispute in accordance with the Arbitration Act 
1996. The arbitrator’s decision will be final and binding on all parties, including as 
to who shall meet the cost of such arbitration. 

3.4 Any person bringing a dispute must, if required to do so by the Trust, deposit 
with the Trust a reasonable sum (not exceeding £250) to be determined by the 
Council of Governors and approved by the Secretary prior to proceeding to 
mediation pursuant to paragraph 3.2 above. The arbitrator will decide how the 
costs of the arbitration will be paid and what should be done with the deposit (if 
not expended on any mediation as permitted by paragraph 3.2 above). 

 
 



Fit and Proper Person Self Declaration Register  
March 2022 

 
 

DATE OF 
DECLARATION 

SURNAME 
FIRST 
NAME 

JOB 
TITLE / ROLE 

PROFESSIONAL 
REGISTRATION 

DATE OF 
DBS 

CHECK / 
RECHECK

DATE OF LAST 
APPRAISAL 

NAME OF 
APPRAISER 

DATE 
COMMENCED 
IN AIREDALE 

16 March 2021 AITCHISON Rob Acting Chief Executive - April 2019 13 July 2021 Brendan Brown 1 April 2019 
16 March 2021 CRAMPSEY David Executive Medical Director GMC 4704793 July 2020 30 June 2021 Brendan Brown 1 February 2018 

16 March 2021 WHITAKER Amy Executive Director of Finance CPFA 
November 

2020 
13 July 2021 Brendan Brown  1 July 2013 

16 March 2021 HARRISON Joanne Director of People and OD 
Chartered fellow 

of CIPD 
July 2019 14 July 2021 Brendan Brown  1 September 2019 

16 March 2021 PICKLES Victoria 
Acting Deputy Chief Executive/ 

Director of Corporate Affairs
Affiliate ICSA 
Member CIPR

May 2019 8 June 2021 Brendan Brown 15 February 2019 

17 March 2021 STANFORD Amanda Chief Nurse 
Registered 

General Nurse 
PIN 85I0019E

November 
2020 

1 July 2021 Brendan Brown 3 June 2019 

24 March 2021 SHAW Stuart Acting Chief Operating Officer - 
November 
2018 - TBC

29 June 2021 Brendan Brown 7 April 2008 

30 March 2021 RICE Paul 
Chief Digital and Information 

Officer 
FBCS 

September 
2020 

10 August 2021 
Mel Pickup 

Brendan Brown 
4 January 2021 

   

16 March 2021 GOLD Andrew Chair 
ACA; AMCT; 
MBA; MIoD 

June 2016 8 April 2021 Nadira Mirza 1 June 2016 

16 March 2021 DAVIES 
Simon 
Rhys 

Non-Executive Director - June 2019 12 April 2021 Andrew Gold 1 June 2019 

16 March 2021 DUMBLETON Andrew  Non-Executive Director FCA June 2019 13 April 2021 Andrew Gold 1 June 2019 
18 March 2021 HUDSON Melanie Non-Executive Director CIPD April 2019 13 April 2021 Andrew Gold 7 May 2019 

22 March 2021 WITHERS Andy Non-Executive Director GMC 
3/2/2021 

(enhanced)
9 April 2021 Andrew Gold 1 April 2020 

23 March 2021 MIRZA Nadira 
Non-Executive Director 
(Deputy Chair & SID)

- June 2019 8 April 2021 Andrew Gold 7 May 2019 

18 November 2021 KNIGHT Ian Non-Executive Director - July 2021 N/A N/A 1 August 2021 

 



 

 

 
BOARD OF DIRECTORS TERMS OF REFERENCE 

 
The Trust has Standing Orders for the practice and procedures of the Board of Directors (Appendix 7 of the 
Constitution). For the avoidance of doubt, those Standing Orders take precedence over these Terms of 
Reference, which do not form part of the Trust’s Constitution. 
 
1. CONSTITUTION 

These terms of reference describe the role and work of the Board. They are intended to provide 
guidance to the Board and serve as the basis of the terms of reference for the Board's own committees. 
The practice and procedure of the meetings of the Board of Directors – and of its committees – are not 
set out here but are described in the Board's Standing Orders. 

 
2. PURPOSE 
 The principle purpose of the Trust is to ‘provide goods and services for the purpose of the health 

service in England related to the provision of services provided to individuals for, or in connection with, 
the prevention, diagnosis or treatment of illness, and the promotion and protection of public health.’ 

 
 Every NHS foundation trust should be headed by an effective board of directors.  The Board is 

collectively responsible for the performance of the trust. The Board of Directors exercises all the powers 
of the Trust on its behalf and may delegate any of those powers to a committee of directors or to an 
executive director. In addition, certain decisions are made by the Council of Governors and some 
decisions of the Board of Directors require the approval of the Council of Governors. The Board 
consists of executive directors, one of whom is the Chief Executive, and non-executive directors, one of 
whom is the Chair.  

 
 The Board leads the Trust by undertaking three key roles: 

 Formulating strategy  
 Ensuring accountability by holding the organisation to account for the delivery of the strategy 

and through seeking assurance that systems of control are robust and reliable. 
 Shaping a positive culture for the Board and the organisation. 

 
3. DUTIES 

The general duty of the Board of Directors, and of each director individually, is to act with a view to 
promoting the success of the Trust so as to maximise the benefits for the members of the corporation 
as a whole and for the public. 

 
The Board of Directors collectively and individually has a duty of candour, meaning they must be open 
and transparent with patients, and their carers, about their care and treatment, including when it goes 
wrong.  

 
Each director also has a duty to avoid conflicts of interest and not to accept benefits from third parties 
(as well as to declare interests in proposed transactions or arrangements with the Trust).  
 
As part of their role as members of a unitary board, non-executive directors should constructively 
challenge and help develop proposals on strategy.  Non-executive directors should also promote the 
functioning of the board as a unitary board. 
 

4. RESPONSIBILITIES 
In fulfilling its responsibilities, the Board of Directors will work in a way that makes the best use of 
the skills of non-executive and executive directors. 

 
4.1. General Responsibilities 

The general responsibilities of the Board are: 



 

 

 To work in partnership with patients, service users, carers, members, local health 
organisations, local government authorities and others to provide safe, accessible, effective 
and well governed services for patients and carers; 

 To ensure that the Trust meets its obligations to the population served, its stakeholders 
and its staff in a way that is wholly consistent with public sector values and probity; and 

 To exercise collective responsibility for adding value to the Trust by promoting its 
success through direction and supervision of its affairs in a cost-effective manner. 

 
4.2. Leadership 

The Board provides active leadership to the organisation by: 
 Ensuring there is a clear vision and strategy for the Trust that people know about and 

that is being implemented, within a framework of prudent and effective controls which 
enable risk to be assessed and managed; and 

 Ensuring the Trust is an excellent employer by the development of a workforce 
strategy and its appropriate implementation and operation. 

 
4.3. Quality 

The Board: 
 Ensures that the Trust’s quality of service responsibilities for clinical effectiveness, 

patient safety and patient experience, are achieved; 
 Has an intolerance of poor standards, and fosters a culture which puts patients first; and 
 Ensures that it engages with all its stakeholders including patients and staff on quality 

issues and that issues are escalated and dealt with appropriately. 
 

4.4. Strategy 
  The Board: 

 Sets and maintains the Trust’s strategic vision, aims and objectives ensuring the 
necessary financial, physical and human resources are in place for it to meet its 
objectives; 

 Determines the nature and extent of the risk it is willing to take in achieving its strategic 
objectives; 

 Monitors and reviews management performance to ensure the Trust’s objectives are 
met; 

 Oversees both the delivery of planned services and the achievement of objectives, 
monitoring performance to ensure corrective action is taken when required; 

 Develops and maintains an annual business plan and ensures its delivery as a means 
of taking forward the strategy of the Trust to meet the expectations and requirements of 
stakeholders; and 

 Ensures that national policies and strategies are effectively addressed and implemented 
within the Trust. 

 
4.5. Culture 

 The Board: 
 Is responsible for setting values, ensuring they are widely communicated and that the 

behaviour of the Board is entirely consistent with those values; 
 Promotes a patient centred culture of openness, transparency and candour; 
 Ensures that high standards of corporate governance and personal integrity are 

maintained in the conduct of Foundation Trust business; 
 Ensures the application of appropriate ethical standards in sensitive areas such as 

research and development; and 
 Ensures that directors and staff adhere to any codes of conduct adopted or introduced 

from time to time. 
 

4.6. Governance / Compliance 
The Board: 
 Ensures compliance with relevant principles, systems and standards of good corporate 

governance and has regard to guidance on good corporate governance (as may be 



 

 

issued by NHS Improvement from time to time) and appropriate codes of conduct, 
accountability and openness applicable to foundation Trusts; 

 Ensures that all elements of the Trust’s licence relating to the Trust’s governance 
arrangements are complied with;  

 Ensures that the Trust understands, contributes to, operates within, and supports 
system-wide governance arrangements; 

 Ensures that the Trust has comprehensive governance arrangements in place that 
guarantee that the resources vested in the Trust are appropriately managed and 
deployed, that key risks are identified and effectively managed and that the Trust fulfils 
its accountability requirements; 

 Ensures that the Trust complies with its governance and assurance obligations in the 
delivery of clinically effective, personal and safe services taking account of patient and 
carer experiences; 

 Ensures that all required returns and disclosures are made to the regulators; 
 Formulates, implements and reviews standing orders and standing financial instructions 

as a means of regulating the conduct and transactions of foundation Trust 
business; 

 Agrees the schedule of matters reserved for decision by the Board of directors; 
 Ensures that the statutory duties of the Trust are effectively discharged; and 
 Acts as a corporate trustee for the Trust’s charitable funds. 

 
4.7. Risk management 

The Board: 
 Ensures an effective system of integrated governance, risk management and internal 

control is in place across the whole of the Trust’s clinical and corporate activities; 
 Ensures that there are sound processes and mechanisms in place to ensure effective 

user and carer involvement with regard to the development of care plans, the review of 
quality of services provided and the development of new services; and 

 Ensures there are appropriately constituted appointment arrangements for senior 
positions such as consultant medical staff and executive directors. 

 
4.8. Committees 

 The Board is responsible for maintaining committees of the Board of Directors with 
delegated powers as prescribed by the Trust’s standing orders and/or by the Board of 
Directors from time to time. 

 
 

4.9. Communication 
The Board: 
 Ensures an effective communication channel exists between the Trust, its Governors, 

members, staff, other key stakeholders and the local community; 
 Meets its engagement obligations in respect of the Council of Governors and members 

and ensures that governors are equipped with the skills and knowledge they need to 
undertake their role; 

 Holds its meetings in public except where the public is excluded for stated reasons; 
 Ensures the effective dissemination of information on service strategies and plans and 

also provides a mechanism for feedback; 
 Holds an annual meeting of its members which is open to the public; 
 Ensures that those Board proceedings and outcomes that are not confidential are 

communicated publically, primarily via the Trust’s website; and 
 Publishes an annual report and annual accounts. 

 
4.10. Finance  

    The Board: 
 Ensures that the Trust operates effectively, efficiently, economically; 
 Ensures the continuing financial viability of the organisation; 
 Ensures the proper management of resources and that financial and quality of 



 

 

service responsibilities are achieved; 
 Ensure that the Trust achieves the targets and requirements of stakeholders within 

the available resources; and 
 Reviews performance, identifying opportunities for improvement and ensuring those 

opportunities are taken. 
 
5. ROLE OF THE CHAIR 

The Chair is responsible for leading the Board of Directors and for ensuring that it 
successfully discharges its overall responsibilities for the Trust as a whole. 
 
The Chair reports to the Board of Directors and is responsible for the effective running of the 
Board and Council of Governors and ensuring they work well together.  
 
The Chair is responsible for ensuring that the Board as a whole plays a full part in the 
development and determination of the Trust’s strategy and overall objectives.  
 
The Chair is the guardian of the Board’s decision-making processes and provides general 
leadership to the Board and the Council of Governors. 

 
6. ROLE OF THE CHIEF EXECUTIVE 

The Chief Executive (CEO) reports to the Chair and to the Board directly.  All members of the 
management structure report either directly or indirectly, to the CEO. 
 
The CEO is responsible to the Board for running the Trust’s business and for proposing and 
developing the Trust’s strategy and overall objectives for approval by the Board. 
 
The CEO is responsible for implementing the decisions of the Board and its committees, 
providing information and support to the Board and Council of Governors. 
 

  
7. ACCOUNTABILITY TO THE COUNCIL OF GOVERNORS’ 

The non-executive directors are accountable to the Council of Governors’ for the performance of 
the Board of Directors. To execute this accountability effectively, the non-executive directors will 
need the support of their executive director colleagues. A well-functioning accountability 
relationship will require the non-executive directors to provide Governors with a range of 
information on how the Board has assured itself on key areas of quality, operational and financial 
performance; to give an account of the performance of the Trust. The non-executive directors will 
need to encourage questioning and be open to challenge as part of this relationship. The non-
executives should also ensure that the Board as a whole allows Council of Governors’ time to 
discuss what they have heard, form a view and feedback. 
  

8. FREQUENCY OF MEETINGS 
The Board of Directors will meet at least 6 times a calendar year. 
 

9. QUORUM 
Six directors including not less than three executives and not less than three Non-Executive 
Directors (including the Chair) shall form a quorum.  
 

10. ATTENDANCE 
A register of attendance will be maintained and reported in the Annual Report. The Chair will follow up 
any issues related to the unexplained non-attendance of members.  
 

11. ADMINISTRATION 
The Board of Directors shall be supported administratively by the Head of Corporate 
Governance whose duties in this respect will include: 
 Agreement of agenda for Board and Board committee meetings with the Chair and Chief 

Executive 



 

 

 Collation of reports and papers for Board meetings; 
 Ensuring that suitable minutes are taken, keeping a record of matters arising and issues to 

be carried forward; 
 Supporting the Chair in ensuring there are good information flows within and between the 

Board, its committees, the Council of Governors and senior management; and 
 Supporting the Chair on matters relating to induction, development and training for directors. 
 

A full set of papers comprising the agenda, minutes and associated reports and papers will be 
sent within the timescale set out in standing orders to all directors and others as agreed with the 
chair and chief executive from time to time. 
 

12. REVIEW 
The terms of reference for the Board will be reviewed at least every year. 
 

13. EFFECTIVENESS 
In order that the Board can be assured that it is operating at maximum effectiveness in discharging 
its responsibilities as set out in these terms of reference it shall self assess its performance 
following each Board meeting. Once a year a full review of effectiveness will be undertaken 
including attendance, decision making, assessment against responsibilities and completion of the 
business cycle. 
  

Review due April 2023 
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NOMINATION AND REMUNERATION COMMITTEE (BOARD OF DIRECTORS) 
TERMS OF REFERENCE 
 
1.  AUTHORITY 
 
The Board of Directors Nomination and Remuneration Committee (the Committee) is constituted as 
a standing Committee of the Trust’s Board of Directors (the Board). Its constitution and terms of 
reference shall be as set out below, subject to amendment at future Board meetings. 
 
The Committee is authorised by the Board to act within its terms of reference. All members of staff 
are directed to cooperate with any request made by the Committee. 
 
The Committee is authorised by the Board to instruct professional advisors and request the 
attendance of individuals and authorities from outside the Trust with relevant experience and 
expertise if it considers this necessary for or expedient to the exercise of its functions. 
 
The Committee is authorised to obtain such internal information as is necessary and expedient to 
the fulfilment of its functions. 
 
2.  PURPOSE 
 
To be responsible for identifying and appointing candidates to fill all the Executive Director positions 
on the Board and for determining their remuneration and other conditions of service. 
 
3.  CONFLICTS OF INTEREST 
 
Where Executive Directors or senior management are involved in advising or supporting the 
Committee, care should be taken to recognise and avoid conflicts of interest. No director should be 
involved in deciding his or her own remuneration. 
 
4.  DUTIES 
 
4.1 APPOINTMENTS ROLE 
 
The Committee will: 
 Regularly review the structure, size and composition (including the skills, knowledge, experience 

and diversity) of the Board, making use of the output of the Board evaluation process as 
appropriate, and make recommendations to the Board, and Appointments and Remuneration 
Committee, as applicable, with regard to any changes; 

 Give full consideration to and make plans for succession planning for the Chief Executive and 
other Executive Board Directors taking into account the challenges and opportunities facing the 
Trust and the skills and expertise needed on the Board in the future; 

 Keep the leadership needs of the Trust under review at Executive level to ensure the continued 
ability of the Trust to operate effectively in the health economy; 

 Be responsible for identifying and appointing candidates to fill posts within its remit as and when 
they arise; 

 When a vacancy is identified, evaluate the balance of skills, knowledge and experience on the 
Board, and its diversity, and in the light of this evaluation, prepare a description of the role and 
capabilities required for the particular appointment. In identifying suitable candidates the 
Committee shall use open advertising or the services of external advisers to facilitate the search; 
consider candidates from a wide range of backgrounds; and consider candidates on merit 
against objective criteria; 



 

 2

 Ensure that a proposed Executive Director is a ‘fit and proper’ person as defined in law and 
regulation; 

 Ensure that a proposed Executive Director’s other significant commitments (if applicable) are 
disclosed before appointment and that any changes to their commitments are reported to the 
Board as they arise; 

 Ensure that proposed appointees disclose any business interests that may result in a conflict of 
interest prior to appointment and that any future business interests that could result in a conflict 
of interest are reported; 

 Carefully consider what compensation commitments (including pension contributions) the 
directors’ terms of appointment would give rise to in the event of early termination to avoid 
rewarding poor performance. Contracts should allow for compensation to be reduced to reflect a 
departing director’s obligation to mitigate loss. Appropriate claw back provisions should be 
considered in case of a Director returning to the NHS within the period of any putative notice; 

 Consider any matter relating to the continuation in office of any Board Executive Director 
including the suspension or termination of service of an individual as an employee of the Trust, 
subject to the provisions of the law and their service contract. 

 
4.2 REMUNERATION ROLE 
 
The Committee will: 
4.2.1 Establish and keep under review remuneration principles in respect of Executive Board 

Directors [and senior managers on locally-determined pay]; consult the Chair and/or Chief 
Executive about proposals relating to the remuneration of the other Executive Directors.   
 

4.2.2 In accordance with all relevant laws, regulations and Trust policies, decide and keep under 
review the terms and conditions of office of the Trust’s Executive Directors including:  
 salary, including any performance-related pay or bonus;  
 provisions for other benefits, including pensions and cars; 
 allowances; 
 payable expenses; 
 compensation payments. 

 
4.2.3 In adhering to all relevant laws, regulations and Trust policies: 

 Establish levels of remuneration which are sufficient to attract, retain and motivate 
Executive Directors of the quality and with the skills and experience required to lead the 
Trust successfully, without paying more than is necessary for this purpose, and at a level 
which is affordable for the Trust; 

 Decide whether a proportion of Executive Director remuneration should be structured so 
as to link reward to corporate and individual performance; 

 Make sure that any performance-related elements of Executive remuneration are 
stretching and promote the long-term sustainability of the Foundation Trust, and take as 
a baseline for performance any competencies required and specified within the job 
description for the post; 

 Consider all relevant and current directions relating to contractual benefits such as pay 
and redundancy entitlements; 

 Use national guidance and market benchmarking analysis in the annual determination of 
remuneration of Executive Directors [and senior managers on locally-determined pay], 
while ensuring that increases are not made where Trust or individual performance do not 
justify them; 

 Be sensitive to pay and employment conditions elsewhere in the Trust, especially when 
determining annual salary increases; 
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 Monitor and assess the output of the evaluation of the performance of individual 
Executive Directors, and consider this output when reviewing changes to remuneration 
levels; 

 Monitor procedures to ensure that existing Directors are and remain ‘fit and proper’ 
persons as defined in law and regulation. 

 
4.3  SEVERANCE AND EX-GRATIA PAYMENTS (NON-SEVERANCE RELATED) 
 
The Committee will: 
 
4.2.4 4.3.1  Consider and approve ex-gratia payments that do not involve (non-severance related) 

for all staff. These will not be subject to approval from NHS England and Improvement or the 
Treasury in line with national guidance; and 

4.2.5 4.3.2 Consider and approve severance payments for directors and senior managers on 
locally determined pay arrangements. These will also be subject to approval from NHS 
England and Improvement and the Treasury.  

 
5. MEMBERSHIP 

 
The Committee will be composed of three Non-Executive Directors (appointed by the Board) and the 
Chief Executive.  
 
When appointing or removing the Chief Executive, the Committee shall be the Committee described 
in Schedule 7, 17(3) of the National Health Service Act 2006 as amended by the Health and Social 
care Act 2012 (the Act) (that is all the Non-Executive Directors). 
 
The Trust Senior Independent Director shall Chair the Committee. 
 
6.  SECRETARY 
 
The Company Secretary or their deputy shall be secretary to the Committee. 
 
7.  QUORUM 
 
The quorum necessary for the transaction of business shall be two Non-Executive Directors.   A duly 
convened meeting of the Committee at which a quorum is present shall be competent to exercise all 
or any of the authorities, powers and discretions vested in or exercisable by the Committee. 
 
8. ATTENDANCE 
 
Only members of the Committee have the right to attend Committee meetings. 
 
At the invitation of the Committee, meetings shall normally be attended by the Director of People 
and OD.  Other persons may be invited by the Committee to attend a meeting so as to assist in 
deliberations. 
 
Any non-member, including the Secretary to the Committee, will be asked to leave the meeting 
should their own conditions of employment be the subject of discussion. 
 
9.  FREQUENCY OF MEETINGS 
 
Meetings shall be called as required, but at least twice in each financial year. 
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10. MINUTES AND REPORTING 
 
Formal minutes shall be taken of all Committee meetings.   
 
The Committee will report to the Board after each meeting. 



Financial Year Full Name Role InterestType Interest Value External Entity Interest Description

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests West Yorkshire & Harrogate People Board Chair 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests Airedale, Wharfedale and Craven Health and Care Partnership Board Chair 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests Bradford Health & Social Care Economic Partnership Board Co-Chair 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests University of Bradford Honorary Professor 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests Bradford and Craven Health & Care Executive Board Member 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests NHS England and NHS Improvement North East & Yorkshire Regional 

People Board 

Member

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests NHS People Plan Delivery Board Member 

2021 - 2022 Brendan Brown left the Trust 31 December 2021 Chief Executive Loyalty Interests North Yorkshire  Health and Wellbeing Board Deputy Representative  

2021 - 2022 Victoria Pickles appointed Joint Deputy Chief Executive Officer October 

2021. Appointed Acting Deputy Chief Executive 1 January 2022 

Acting Chief Executive Officer / Director of 

Corporate Affairs & Group Company 

Secretary 

Loyalty Interests Immedicare LLP Director of Immedicare LLP which is a joint venture with Airedale NHS Foundation Trust

2021 - 2022 Victoria Pickles appointed Joint Deputy Chief Executive Officer October 

2021. Appointed Acting Deputy Chief Executive 1 January 2022 

Acting Chief Executive Officer / Director of 

Corporate Affairs & Group Company 

Secretary 

Loyalty Interests Mountain Rescue England and Wales Trustee 

2021 - 2022 Victoria Pickles appointed Joint Deputy Chief Executive Officer October 

2021. Appointed Acting Deputy Chief Executive 1 January 2022 

Acting Chief Executive Officer / Director of 

Corporate Affairs & Group Company 

Secretary 

Loyalty Interests Overgate Hospice I am a Trustee on the Board of Overgate Hospice, Halifax. 

2021 - 2022 Amy Whitaker Director of Finance Loyalty Interests North East and Yorkshire Diversity and Inclusion Group Chair 

2021 - 2022 Amy Whitaker Director of Finance Loyalty Interests Finance Leadership Council Member 

2021 - 2022 Amy Whitaker Director of Finance Loyalty Interests North East and Yorkshire Regional One NHS Finance Board Member 

2021 - 2022 Amy Whitaker Director of Finance Loyalty Interests National Capital Special Interest Group - Reviewing capital allocation 

methodology

Member 

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests Yorkshire Cancer Research Trustee

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests Rotherham Doncaster and South Humber NHS Foundation Trust Wife and son both work for this Trust.

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests Bradford Teaching Hospitals NHS Foundation Trust Chief Digital and Information Officer

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests West Yorkshire Integrated Care System Chief Information Officer 

Forum

The representative for Bradford.

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests West Yorkshire Association of Acute Trusts CIO Forum The representative for Bradford.

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests ICS Innovation & Transformation Forum The representative for Bradford.

2021 - 2022 Paul Rice Chief Digital and Information Officer Loyalty Interests Joint Venture (Pathology) between Bradford, Airedale and Harrogate 

Foundation Hospitals

Appointed BTHFT shareholder representative



2021 - 2022 Rob Aitchison Chief Operating Officer to 31 December 2021.  

Appointed Joint Deputy Chief Executive Officer October 2021

Chief Operating Officer Loyalty Interests Immedicare LLP Director of this joint venture with Airedale NHS Foundation Trust Director (Ceased Dec 21)

2021 - 2022 Rob Aitchison Chief Operating Officer to 31 December 2021.  

Appointed Joint Deputy Chief Executive Officer October 2021

Chief Operating Officer Loyalty Interests Bowling Green School Deputy Chair (Ceased September 2021)

2021 - 2022 Rob Aitchison Chief Operating Officer to 31 December 2021.  

Appointed Joint Deputy Chief Executive Officer October 2021

Chief Operating Officer Loyalty Interests Pathology Joint Venture LLP Director (Ceased December 2021)

2021 - 2022 Rob Aitchison Chief Operating Officer to 31 December 2021.  

Appointed Joint Deputy Chief Executive Officer October 2021

Chief Operating Officer Loyalty Interests Ageing Well programme

(Bradford, District and Craven Act as One)

Senior Responsible Officer (Ceased December 2021)

2021 - 2022 Rob Aitchison Chief Operating Officer to 31 December 2021.  

Appointed Joint Deputy Chief Executive Officer October 2021

Chief Operating Officer Loyalty Interests West Yorkshire Diagnostics programme Chief Operating Officer Lead

2021 - 2022 Rob Aitchison Appointed Acting Chief Executive Officer 1 January 2022 Acting Chief Executive Officer Loyalty Interests Airedale, Wharfedale and Craven Health and Care Partnership Board Chair 

2021-2022 Rob Aitchison Appointed Acting Chief Executive Officer 1 January 2022  Acting Chief Executive Officer Loyalty Interests Bradford and Craven Health & Care Executive Board Member

2021 - 2022 David Crampsey Medical Director Loyalty Interests Yorkshire Imaging Collaborative Executive Lead (since appointment as MD)

2021 - 2022 David Crampsey Medical Director Loyalty Interests Immedicare LLP Director of Immedicare LLP which is a joint venture with Airedale NHS Foundation Trust since January 2022

2021 - 2022 David Crampsey Medical Director Loyalty Interests Integrated Pathology Solutions and Integrated Laboratory Solutions Director (since appointment as MD)

2021 - 2022 Joanne Harrison Director of People and Organisational 

Development 

Loyalty Interests Yorkshire and Humber HR Directors Network          Member                                                                                                                                                                                                                                                                                                      

2021 - 2022 Joanne Harrison Director of People and Organisational 

Development 

Loyalty Interests Integrated People Board (BDC place)       Member 

2021 - 2022 Joanne Harrison Director of People and Organisational 

Development 

Loyalty Interests Looking after our people workstream (BDC place) HR Director Lead

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests West Yorkshire Association of Acute Trusts Directors of Strategy and 

Operations                        

Member

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests West Yorkshire and Harrogate Health and Care Partnership 

Diagnostics Board   

Member 

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests West Yorkshire and Harrogate Health and Care Partnership 

Diagnostics Steering Group 

Member 

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests Airedale, Wharfedale and Craven Health and Care Partnership Member 

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests Bradford District and Craven Partnership Finance and Performance 

Committee

Member 

2021 - 2022 Stuart Shaw Director of Strategy, Planning and Partnerships to 31 

December 2021. Appointed Acting Chief Operating Officer 1 January 2022

Acting Chief Operating Officer Loyalty Interests Bradford District and Craven Partnership Ageing Well Programme 

Board       

Chair / SRO

2021 - 2022 Amanda Stanford Chief Nurse Loyalty Interests SRO Better Births Programme -  Act as One                                                              Responsible Officer                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             

2021 - 2022 Amanda Stanford Chief Nurse Loyalty Interests West Yorkshire Vascular Service Chief Nurse

2021 - 2022 Amanda Stanford Chief Nurse Loyalty Interests Bradford & District Health & Social Care Careers & Technical 

Education Board    

Chair 

2021 - 2022 Amanda Stanford Chief Nurse Loyalty Interests Integrated People Board Member of the District Careers & Technical 

Education Board

Member 

2021 - 2022 Amanda Stanford Chief Nurse Loyalty Interests System Quality Committee Member 

2021 - 2022 Andrew Gold Chair Loyalty Interests Yorkshire and Humber Chairs Network Member 

2021 - 2022 Andrew Gold Chair Loyalty Interests NHS England and NHS Improvement National Chairs Advisory Board Member 

2021 - 2022 Andrew Gold Chair Loyalty Interests West Yorkshire and Harrogate Health & Care Partnership Chair of West Yorkshire and Harrogate Health & Care Partnership Board Climate Change Steering Committee 



2021 - 2022 Andrew Gold Chair Loyalty Interests Skipton Rotary Club Member of Skipton Rotary Club since 2014 - fundraising activities may involve liaison with Airedale NHS Foundation Trust 

where I became a NED from 1 June 2016

2021 - 2022 Andrew Gold Chair Loyalty Interests Net Zero Board Leads Network for West Yorkshire and Harrogate 

Health & Care Partnership 

Chair 

2021 - 2022 Andrew Gold Chair Loyalty Interests Chairs & Leaders Reference Group for West Yorkshire and Harrogate 

Health & Care Partnership 

Member 

2021 - 2022 Andrew Gold Chair Loyalty Interests Chairs & Leaders Reference Group for Bradford District and Craven 

Health & Care Partnership 

Member 

2021-2022 Andrew Gold Chair Loyalty Interests Committee in Common for West Yorkshire Association of Acute 

Trusts (WYAAT)

Member 

2021-2022 Andrew Gold Chair Loyalty Interests West Yorkshire Health & Care Partnership Board Member 

2021 - 2022 Andrew Gold Chair Outside Employment Ecology Building Society Non-Executive Director (NED) from 30 May 2014 and therefore role held on joining Trust Board as a NED on 1 June 2016

2021 - 2022 Andy Withers Non Executive Director Loyalty Interests Bradford District Care Trust Vaccination Centre Volunteer until 21 June 2021

2021 - 2022 Andy Withers Non Executive Director Loyalty Interests Airedale NHS Foundation Trust Daughter employed as Community Physiotherapist 

2021 - 2022 Rhys Davies Non Executive Director Loyalty Interests Immersify Education Company Chairman 2019- ongoing 

2021 - 2022 Rhys Davies Non Executive Director Loyalty Interests Bradford Grammar School Governor 2019 - ongoing

2021 - 2022 Rhys Davies Non Executive Director Loyalty Interests University of Huddersfield University Council Member 2019 - ongoing

2021 - 2022 Rhys Davies Non Executive Director Outside Employment Sovereign Health Care Director 2019 - ongoing

2021 - 2022 Rhys Davies Non Executive Director Outside Employment British Wool Marketing Board Non-Executive Director from 1st October 2019 - ongoing

2021 - 2022 Andrew Dumbleton Non Executive Director Outside Employment ASD Associates Limited Director of ASD Associates Ltd, a consultancy company, from 1st June 2017 

2021 - 2022 Melanie Hudson Non Executive Director Loyalty Interests AGH Solutions Ltd Chair of AGH Solutions Board from 1st February 2020

2021 - 2022 Melanie Hudson Non Executive Director Loyalty Interests Kirklees Active Leisure Trustee 

2021 - 2022 Melanie Hudson Non Executive Director Loyalty Interests North Huddersfield Trust School Governor. Term of office ended 1 March 2022

2021 - 2022 Melanie Hudson Non Executive Director Loyalty Interests Oakfield Tennis and Bowling Club Limited Director and Committee member 

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Centre for Applied Education Research Board Member Centre for Applied Education Research, Bradford 

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Born in Bradford Honorary Research Fellow, Born in Bradford 

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Healthy Lifecycles Trustee of the young people’s mental health and well-being charity Healthy Lifestyles 

2021 - 2022 Nadira Mirza Non Executive Director Outside Employment Leeds Trinity University Strategic advisor to the Deputy Vice Chancellor

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Professional Muslim Institute Co Founder of the Charity 

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Seacole Group Member 

2021 - 2022 Nadira Mirza Non Executive Director Loyalty Interests Priestly Academy Trust Founder Member, Priestly Academy Trust 



2021 - 2022 Ian Knight appointed 1 August 2021 Non Executive Director Loyalty Interests Nell Bank Charitable Trust Funding Group Member. Also Chair of one of three subcommittees. Public Governor for Bingley is also a Member of Nell Bank Charitable 

Trust Funding Group. 
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TRAINING REQUIRED TO USE THIS PROCEDURE 
Please read and follow this SOP 

 
Risks Identified With Performing 

This Standard Operation
Countermeasure 

1 None N/A 

2   

3   

 

Emergency Procedure

 

 
None 
 

 
 
 

 

No. Instruction Photograph/ Diagram 

1 At the end of January each year, 
locate the Board/Committee/ 
Subsidiary effectiveness 
questionnaire distributed the 
previous year (the Corporate 
Governance Manager currently 
has access to these via Survey 
Monkey) 

 

2 Locate the latest terms of 
reference from the Terms of 
Reference folder (currently saved 
in the Meetings Folder in the 
CEO shared drive)  

 

3 Determine whether any of the 
terms of reference referred to in 
the effectiveness questionnaire 
have changed and if so, update 
these in the questionnaire. 

 

Locate Board/Committee/Subsidiary 
effectiveness questionnaire distributed the 
previous year 

Locate the latest terms of reference from 
the relevant Terms of Reference folder 

V:\Department Shares\CEO Office\1. 

If appropriate, update the terms of relevant 
terms of reference questions in the 
questionnaire 
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4 During the first week of February, 
distribute the updated 
questionnaires, along with a 
covering note highlighting when 
these should be completed by*, 
to Board/Committee/Subsidiary 
members – these should not be 
sent to officers that attend the 
meeting.  However, in the case of 
the Audit and Risk Committee, 
the questionnaire should be sent 
to the Internal and External 
Auditors and the Counter Fraud 
officer. 
 
A questionnaire does not need to 
be sent to those committees that 
have met less than three times a 
year.  In these situations, the 
questionnaire can be distributed 
on a bi-annual basis. 
 
* Allow between 10 and 14 days 
for completion 

 

5  After 7 days, send reminders to 
those people that have not 
completed the questionnaire. 

 

6 Toward the end of February, 
collate the responses and 
produce a report containing the 
findings and proposed actions.  
This should be forwarded to the 
next meeting of the 
Committee/Board/Subsidiary 
(March onwards) for approval. 
 
 
 

 
 

Send questionnaire, and covering note, to 
members only.   

In the case of the Audit and Risk Committee, 
also send the questionnaire the Internal and 
External Auditors and the Counter Fraud 
officer. 

N.B  Do not send to those committees that 
have met less than three times in a year.  
Those committees should be sent a 
questionnaire on a bi‐annual basis. 

Send a reminder after 7 days. 

Forward a report containing the findings 
and proposed actions to the next meeting 
of the Committee/Board/Subsidiary 
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7 In September each year, forward 
a report to the relevant 
Board/Committee/ Subsidiary 
Board meeting outlining progress 
made in implementing the agreed 
actions. 

 
 

 
END 

In September (or as soon as possible after 
this date) forward a progress update report 
to the relevant Board/Committee/ 
Sudsidiary Board. 



BOARD FORWARD PLAN 

PUBLIC BOARD MEETINGS: JANUARY 2022 – DECEMBER 2022 

 

Date of meeting 2 February 6 April 

May 

(Annual 
Report TBC)

26 May 7 September 2 November 

Date final submission of reports 26/01/22 30/3/22  19/5/22 31/8/22 26/10/22 

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   Final Draft 
Plan      

Quality Report (six monthly)      
Nursing Safe Staffing Report (Six monthly)         
Midwifery Staffing Report (Six monthly)      

NED Maternity Champion Report      

Maternity Improvement Update (including CNST and Perinatal Mortality), 
(Note: Ockenden and Continuity of Carer Improvement Plans to be forwarded 
to April, June and September Board in 2022 and February, June and 
September Board in 2023)   

    

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 FORWARD PLAN 

Board effectiveness review findings report and actions       
Annual review of NED roles       
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 (April from 2023)       
Data Protection Officer Report       
Emergency Planning, Resilience and Response (EPRR) Report       
Health and Safety Report (April from 2023)       
Equality Report (incl WRES / DES / PSED / Gender Pay Gap)       
Freedom to Speak Up Annual Report (Kate Bell to be invited)       
Quality Account       
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       



BOARD FORWARD PLAN 

Risk Appetite Statement annual review       
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Date of meeting 2 February 6 April 26 May 7 September 2 November

Date final submission of reports 26/01/22 30/3/22 19/5/22 31/8/22 26/10/22 
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      

 



 

 
 

Date of Meeting: Wednesday 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  Securing the Future Report 

Author: Francesca Hewitt, Senior Programme Manager  

Previous Forums: 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  

 
 An initial inspection has been undertaken of all load-bearing RAAC panels, showing that 26% of panels 

have at least one defect. A process is in place to monitor deterioration over time and structural engineers 
are advising on any remedial works required to support anywhere where active deterioration is being seen.  
 

 Workshops are being held in late March to confirm the order for the ward decant programme, the plan for 
tackling other remedial works and to make recommendations on proposals to construct a second modular 
facility.  

 
 The Trust is progressing plans to support the National RAAC Research Programme to ensure that the Trust 

is kept at the forefront of any current and future developments in knowledge on the behaviour of RAAC 
panels.   

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 People Partnership Progressing 

X     

Recommendation  



 

 
 

 

Securing the Future Report 

Public Board of Directors – Wednesday 6 April 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 Securing the Future workstreams which are associated with 
the management of reinforced aerated autoclaved concrete (RAAC) at Airedale General Hospital 
and the progress towards securing funding for a new hospital. The paper provides a summary of 
progress against the 21/22 work plan and describes the workstreams identified for 22/23 which are 
described below: 

 

2.2 The Securing the Future Programme is delivered by the RAAC Executive Assurance Group 
which has delegated authority from the Trust Board to make decisions on matters relating to the 
management of RAAC and mitigation of RAAC-related risks.  

2.3 The RAAC Executive Assurance Group chaired by the Acting Chief Executive and attended by 
the Deputy Chief Executive, Executive Director of Finance, and Acting Chief Operating 
Officer/Director of Strategy. AGH Solutions Ltd reports to this Group via their Managing Director 
and Commercial and Finance Director.  

2.4 The Terms of Reference for this Group have been reviewed and approved and are included in 
Appendix A with a recommendation that they are approval by the Trust Board.  

The Trust Board is asked to note the contents of this paper.  
The Trust Board is asked to approve the Terms of Reference in Appendix A.  



 

 
 

 

 

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, 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. Year-end position 

4.1 The objective to undertake an initial inspection of 100% of all load-bearing RAAC panels was 
achieved in early March 2022. There are 17,778 load-bearing panels of which 26% are showing 
one or more defects.  

4.2 The 4662 defective panels have been reviewed by suitably qualified staff using a tool 
developed by the RAAC Team and approved by two independent structural engineers. This tool 
has enabled the prioritisation of these defective panels into three levels, enabling the RAAC Team 
to assign appropriate actions. Each panel is monitored at three, six or 12 month intervals as 
defined by the Tool. This information has been used to inform the remedial work plan for 22/23.   

4.3 There are 471 RAAC panels which were identified as requiring structural support due to 
damage or deterioration. Of these, there are 37 panels remaining to be supported in Q1-Q3 and a 
plan is being agreed through a multi-disciplinary Decant and Remedial Works Planning Group 
which is responsible for providing oversight to the RAAC Executive Assurance Group on the risks 
and impacts to the Trust’s operational service delivery as a result of the need to undertake RAAC 
remedial works. The incident was reportable on RIDDOR and the Trust notified the Health and 
Safety Executive.  

4.4 A process in place to monitor deterioration over time and structural engineers are advising on 
any remedial works required to support anywhere where active deterioration is being seen.   

4.5 Structural engineers attended the hospital in February after a near-miss was reported when a 
piece of ordinary-weight concrete sheared from the main structural framework and fell into a vacant 
office below. The engineers advised that there was no obvious cause for this incident and that a 
programme of “ferro scanning” was needed to adequately assess the condition of the main 



 

 
 

structure of the building. This work commenced on Monday 28 March and a report is due in April. 
This will advise on any further remedial action that is required.  

4.6 As part of the remedial works, the RAAC Team undertook work in seven areas of the hospital 
to install structural support underneath areas of the roof identified by structural engineers as being 
at higher risk due to the condition of the RAAC panels. The majority of this work has now been 
completed with work in physiotherapy due to commence w/c 28 March and the labour ward and 
maternity assessment area to undergo some final work which is due to conclude in April.  

4.7 The modular building being constructed to house ICU and to provide a 30-bedded decant ward 
is nearing completion and is due to be handed to the Trust on 23 May.  

4.8 The facility has drawn much interest from other partner organisations with visits facilitated from 
colleagues on the New Hospital Programme and presentations to other RAAC hospitals as part of 
the Trust’s commitment to peer learning. A Trust open day is planned for mid-April and further 
planning is underway to invite key stakeholders to visit and tour the facility whilst being briefed on 
the RAAC position.   

4.9 Work is underway to plan the decant programme for 22/23. Structural work on the Dales Suite 
in February raised concerns about the impact of noise and vibrations from the drilling on the ward 
directly beneath. Advice was taken from an independent structural engineer and alternative 
methods of drilling were tested in the presence of an occupational hygienist who tested sound 
levels.  

4.10 The recommendations from this report are now informing the planning of the ward remedial 
works to ensure that patient and staff wellbeing and safety is maintained throughout the 
programme.   

5. Inspection and Monitoring workstream  

5.1 The inspection and monitoring workstream will continue indefinitely and has new objectives in 
place for 22/23 including the re-inspection (at assigned intervals) of all load bearing RAAC panels.  

5.2 The workstream is delivered by the RAAC Team who are also responsible for ensuring the 
ongoing inspection of all structural supports by an independent structural engineer in line with 
recommendations provided to the Trust by the engineers. The purpose of this is to ensure that the 
structural supports (props, steel beams and other solutions) continue to fulfil their purpose and are 
not displaced due to changes in the condition of the RAAC.  

5.3 During April, the RAAC Team will work with the Securing the Future Programme Manager to 
develop a method for reporting trends in RAAC panel deterioration. This is to ensure that the Trust 
has a clear picture of the latest position and can make informed decisions about the delivery of 
RAAC remedial work plans. This work will be supported with advice from structural engineers. 

6. Joint Decant and Remedial Works  

6.1 The joint decant and remedial works workstream aims to bring together colleagues from 
estates, operations, nursing, corporate and EPRR functions to develop a multi-year plan for 
managing the ward decant programme and other non-ward remedial works.  



 

 
 

6.2 The group met in late March and has planned a workshop to agree the prioritisation of wards 
based on the level of RAAC risk, operational interdependencies, and environmental and estates 
factors.     

6.3 A recommendation on the plan for 22/23 will be presented to the RAAC Executive Assurance 
Group and shared with the Executive Directors Group (EDG) for information.  

7. Modular2 workstream 

7.1 As part of the wider RAAC management strategy, the Trust is exploring the requirement and 
feasibility of a second decant facility (referred to as Modular2) and a piece of work was undertaken 
with P&HS architects to identify a suitable location and any risks, considerations or enablers that 
needed further exploration prior to making a final decision.  

7.2 It was agreed that a further site services infrastructure assessment would be required to ensure 
that any new facilities could be supported with the current infrastructure (e.g. IT and electrical 
systems) or recommendations made to describe what additional services would be required to 
facilitate any further construction.   

7.3 A second session is planned for early April and a final recommendation will be made to the 
RAAC Executive Assurance Group before a summary business case is submitted to NHS England 
and Improvement.   

8. Stakeholder Relations  

8.1 Stakeholder mapping has been undertaken as part of work to clarify the governance, 
accountability and reporting in relation to RAAC. This includes mapping both formal and informal 
interactions and understanding the level of interest and influence that stakeholders have in the 
RAAC issues at Airedale General Hospital.  

8.2 Formal reporting through returns, meetings and briefings is being reviewed to ensure that all 
stakeholders receive timely and appropriate information which will satisfy the Trust’s duties under 
the NHS Contract, Civil Contingencies Act and partnership working arrangements through the 
West Yorkshire Health and Care Partnership.  

8.3 A stakeholder update will be shared in April to all identified stakeholders with a view to 
providing further awareness and progress against plans to manage RAAC-related risks at the 
Trust. 

8.4 During February and March the Trust responded to a short-term review by Mott MacDonald on 
behalf of NHS England and Improvement which aimed to provide recommendations to the 
Treasury on the RAAC situation at the five most seriously affected hospitals. The report was 
shared with the Treasury in March and the Trust has requested further progress updates.  

8.5 A plan is being prepared to coordinate stakeholder engagement and site visits to the new 
modular facility and this will be approved by the RAAC Executive Assurance Group.  

9. New Build workstream 

9.1 The Trust continues to await an update on the New Hospitals Programme Expression of 
Interest process. There is no clear indication when the announcement will be made or whether the 



 

 
 

RAAC-affected hospitals will be part of this programme or if a separate funding route will be 
identified.   

9.2 A New Build workstream will be developed during the financial year to respond to the latest 
announcement and ensure that the Trust has the appropriate governance and capabilities to plan 
and deliver this major programme of work. Relationships are already in place with others on the 
NHP including Leeds Teaching Hospitals and North West Cumbria to identify learning and best 
practice that will inform the development of this workstream.  

10. Summary of decisions taken 

10.1 The RAAC Executive Assurance Group has made a series of decisions in relation to the 
management of RAAC since the last Board Report. A summary is included in Appendix B. 

10.2 Further work is being undertaken in April to refine the process for recording and summarising 
decisions so that a comprehensive decisions log can be included with Securing the Future reports 
at future Trust Board meetings.  

11. Next Steps  

11.1 A work plan will be set for the Securing the Future programme at the RAAC Executive 
Assurance Group in April. This will include a forward plan of “deep dives” into aspects of the 
programme’s governance starting with a review of risk identification, management, and reporting.  

11.2 The overarching programme work plan will include objectives for other corporate priorities 
including EPRR, communications, governance, and reporting, whilst the Modular2 and RAAC 
workstreams will have separate plans with detailed objectives and KPIs aligns to the Service Level 
Agreements in place with AGH Solutions Ltd.  

11.3 The Trust is progressing work to identify opportunities to support the national RAAC Research 
Project. The team visited in March to assess the suitability to test the RAAC in Ward 24, which 
closed around two years ago, and to discuss their proposals. A risk assessment will be undertaken 
and a final plan approved by the RAAC Executive Assurance Group prior to commencement of any 
work.  

12. Conclusion  

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 and to approve 
the Terms of Reference in Appendix A. 



 

 
 

 

 

 

 

 

 

 

Appendix A: Governance Overview and Terms of Reference 

The following pages describe the RAAC governance approach in more detail with Terms of 
Reference included at the back of this report.    



 

 
 

RAAC Governance and Accountability 

1 About this section  

Good governance is essential to the Securing the Future programme and will ensure the Trust and 

its delivery partner – AGH Solutions Ltd – operate and make decisions within agreed processes 

whilst maintaining the safest possible environment for patients and staff.  

This section describes the relationship between the Trust and AGH Solutions Ltd in relation to this 

programme of work and how duties and responsibilities are discharged.  

2 Subsidiary arrangements 

AGH Solutions (AGHS) is a wholly‐owned subsidiary of Airedale NHS Foundation Trust. A contract is 

in place which describes the relationship between the two parties in terms of overarching 

governance, risk management, accountability and performance management. A separate SLA will 

be developed to describe the specific duties, responsibilities and reporting arrangements in 

relation to the delivery of RAAC remedial works and construction of a second modular decant 

facility (TBC).  

AGH Solutions’ Board is responsible for the corporate and clinical governance and accountability 

of its subsidiary and reports into the Trust Board.  

Under the subsidiary arrangements, AGH Solutions formally reports to the Board via a bi‐monthly 

performance report and at director level through a monthly Director‐to‐Director meeting.  

Separate reporting arrangements are in place to plan, deliver and manage performance against 

the delivery of RAAC‐related workstreams.  

3 Trust Board assurance 

Airedale NHS Foundation Trust is the responsible organisation for RAAC and reports to NHS 

England and Improvement as well as upholding duties to inform and maintain dialogue with its 

regulators, the CQC, and with organisations that share its facilities. The latter includes Bradford 

District Council – it has a social services team embedded within the hospital and therefore a duty 

to manage the health and safety on‐site of its workforce.  

In February 2021, the Trust Board approved the formation of the RAAC Executive Assurance Group 

with authorisation to act on behalf of the Board of Directors in obtaining specialist advice within 

agreed budgets, approving all reports and actions arising from advice received, and overseeing 

financial arrangements relating to managing the safety of the RAAC panels, accessing emergency 

funding, and delivering a new hospital capital build if successful.  

The RAAC Executive Assurance Group includes core members from AGH Solutions Ltd whose key 

roles are to use their specialist knowledge to make recommendations on the planning and delivery 

of RAAC management and remedial works, and to advise on site capabilities when planning new 



 

 
 

buildings and facilities. This could include, but is not limited to, any developments required to 

directly support the management of RAAC such as decant facilities, and the development of a new 

hospital through a full capital build or phased site regeneration.  

4 Governance structure 

The Trust has in place robust governance mechanisms to effectively understand and manage risk, 

plan for improvement and assure the Board, stakeholders and local populations that its hospitals 

are safe and performing well. 

The Board has put in place an enhanced arrangement through the RAAC Executive Assurance 

Group due to the level of risk associated with RAAC. This group reports into the Board and links in 

to the Executive Director Group (EDG) and acts as an assurance mechanism working alongside the 

existing approval mechanisms described here.   

The Trust has established a Securing the Future Programme to plan and coordinate all RAAC‐

related workstreams, which aims to maintain effective lines of communication and good 

governance. On this basis, the Programme Team will coordinate approvals of all external 

governance and reporting on behalf of the RAAC Executive Assurance Group.  

The following diagram describes the reporting mechanisms both internally in AGHS and ANHSFT, 

and externally through formal and informal channels.   

 



 

 
 

5 Reporting 

5.1 Trust reporting 

The Trust Board receives a Securing the Future Report every two months at its public Board 

meeting. The document provides an update on all of the workstreams associated with RAAC and 

with progress to securing funding for a new hospital build. It also summarises the key actions and 

decisions taken in the preceding two months.  

The Trust Board has a number of Committees in place which provide assurance to the Board that 

activity undertaken in and on behalf of the organisation is legal, safe and appropriate. The work on 

RAAC is intrinsically linked to other capital works, and could have a significant operational, quality 

and safety impact. Therefore, to prevent RAAC discussions becoming “siloed”, the Group will feed 

into the relevant Committees as follows: 

5.2 Audit and Risk Committee  

The Audit and Risk Committee receives risks for the risk register and the Board Assurance 

Framework (BAF) via the RAAC Executive Assurance Group. The BAF is a publicly available 

document which is available at www.airedale‐trust.nhs.uk   

The Audit and Risk Committee undertakes a scheduled Deep Dive into the Board Assurance 

Framework which includes reviewing the corporate risks relating to RAAC.  

The risks relating to RAAC are reviewed quarterly at the RAAC Executive Assurance Group to 

ensure the register and BAF are kept up to date.  

The RAAC workstreams were formalised in June 2021 with the development of the Securing the 

Future Programme. The programme underwent a controls improvement audit in December and an 

action plan was created to ensure that the appropriate governance measures are in place. A full 

audit takes place in March 2022. 

5.3 Capital Investment Group  

The RAAC Executive Assurance Group is authorised to oversee financial arrangements in relation 

to RAAC‐related workstreams. Specific capital works programmes that are planned in advance will 

continue to be governed by the Capital Investment Group (CIG).   

The CIG is authorised by Finance, Performance & Digital Committee to which it is accountable, to 

investigate or approve any activity within its terms of  

reference. This includes overseeing the approved Estates Programme under SLA 004 – (Design and 

Construction Capital Projects) to ensure that projects are delivered on time and within budget.  

The RAAC works including the construction of any additional facilities (e.g. modular buildings) 

forms a significant proportion of AGH Solutions’ work plan and as such, it is appropriate that CIG 

oversees the delivery of the RAAC plan to ensure good financial and operational governance.  



 

 
 

The CIG can approve capital works up to £300,000 with all works above that being approved by 

the Finance, Performance and Digital Committee, or in the case of RAAC through the RAAC 

Executive Assurance Group  

Plans for the RAAC programmes for 22/23 led by AGH Solutions will be submitted to the RAAC 

Executive Assurance Group for oversight and approval. Once approved, the RAAC Executive 

Assurance Group will make a request for the delivery of these plans to be monitored by the Capital 

Investment Group.  

The Capital Investment Group is authorised to agree variations to the work plans provided they 

are approved at the next RAAC Executive Assurance Group to ensure that all decisions align with 

strategic, financial, quality and safety priorities. The RAAC Executive Assurance Group also retains 

the authority to agree work plan variations.      

The Director of Finance Chairs the CIG and the Chief Operating Officer also attends. They are both 

also representatives of the RAAC Executive Assurance Group. The Managing Director and 

Commercial and Financial Director for AGH Solutions Ltd also attend this meeting and are 

members of the RAAC Executive Assurance Group.  

5.4 Quality and Safety Committee  

Through this committee, the Trust Board is assured that the Trust has appropriate quality 

governance structures, systems, processes and controls in place to achieve consistently high‐

quality care and to meet the Trust’s legal and regulatory obligations. It is important that this 

Committee is sighted on any activities that may potentially impact on the Trust’s ability to provide 

safe, high quality care and for this reason the Committee will receive an update on the progress to 

deliver the RAAC programme.  

The Committee meets every monthly (except February and August) ‐ the Securing the Future 

Programme Senior Programme Manager will be invited to attend the Committee.  

5.5 People Committee  

The People Committee provides assurance to the Trust Board on all aspects of workforce and OD 

including supporting the provision of high quality, safe care, and promoting and maintaining staff 

safety and wellbeing.   

The work to remediate RAAC within the hospital will have an inevitable impact on staff and there 

will be a number of workstreams such as agile working that may become enablers to facilitate the 

delivery of the RAAC programme.  

Whilst there will be no formal reporting lines into the Committee, the Securing the Future 

Programme is cognisant of the need to ensure appropriate levels of engagement in the planning of 

RAAC works, especially where there is an impact on staff health and wellbeing, working conditions 

or working arrangements.  



 

 
 

5.6 Other reporting 

From time to time, there may be requirements to report into other groups by way of contributing 

to planning or providing assurance. These include, but are not limited to, the Executive Directors 

Group (ADG) and Operational Gold meeting. The Director of Corporate Services is the Senior 

Responsible Officer (SRO) for RAAC and is a member of these groups as well as the RAAC Executive 

Assurance Group.  

Where additional representatives are invited – or where a request is made from a group or 

committee that is not represented on the RAAC Executive Assurance Group ‐ the Senior 

Programme Manager or a nominated deputy shall respond to represent the workstreams.  

Staff communications is an intrinsic part of the Securing the Future programme and updates are 

provided at both the Clinical Executive Group (CEG) and Operational Silver. Further details are 

included in the “communications” chapter of this document.  

5.7 Terms of reference 

The Terms of Reference of Committees are publicly available. Terms of reference are also in place 

for specific RAAC groups as described in figure 1 above.  

6 NHS England and Improvement reporting 

The Securing the Future Programme Office coordinates all submissions to NHS England and 

Improvement. These are a combination of regular returns and presentations at meetings. In 

addition, there are several informal reporting mechanisms where the Trust has an opportunity to 

feed back to NHSEI on progress, incidents, risk, and management strategies.  

The RAAC Executive Assurance Group approves all returns or delegates authority to appropriate 

members to complete tasks if they fall outside of the meeting timetable. Wherever possible, all 

briefings should be produced in advance and approved by the Group – this includes key messages 

for those meetings where a formal presentation is not required. This is to ensure that consistency 

of message is maintained and there is a strategic approach to all stakeholder management.  

The IIMARCH process requires Trusts to log every RAAC‐related incident via an electronic form to 

the NHSEI Estates Team. This report identifies the RAAC panel that is damaged, the nature of 

damage and all remedial action taken. As these reports are expected to be returned within 48 

hours of the identification of an issue, a separate “urgent RAAC” process is in place with the Chief 

Operating Officer, Director of Corporate Services, and AGHS Managing Director asked to review 

and approve the IIMARCH on behalf of the RAAC Executive Assurance Group. The following table 

describes the type of activity and its frequency: 

 

 



 

 
 

Type of activity  Name  Frequency 

Report  IIMARCH  As required 

Spreadsheet return 
Financial status report 
 

Monthly 

Spreadsheet return 
EPRR risk profile 
 

Quarterly 

Spreadsheet return  Cash flow report*  Monthly  

Spreadsheet return  Business case conditions tracker  Monthly 

Formal presentation  
  

North of England Regional RAAC Board  
 

Monthly 

Informal presentation  
 

RAAC Structural Support Meeting  
 

Monthly 

Informal presentation  
 

RAAC Research Group  
 

Monthly  

Formal submissions then 
informal reporting of 
new risks/issues 

5 Hospitals RAAC Progress Board  
(time‐limited) 
until the end 
of March  

 
*The cash flow report is monitored, produced and approved by the Capital Investment Group on 

behalf of the RAAC Executive Assurance Group.  

7 Informal reporting 

The Trust has a duty and responsibility to effectively communicate emerging risks and issues to 

partners across the “Place”, ICS, through multi‐agency partnerships, and to its regulators. Whilst 

these don’t require formal reporting specifically on the topic of RAAC, there is an expectation that 

RAAC‐related risks are shared as appropriate and in line with existing reporting/sharing 

mechanisms for those partnerships. The key partnerships that receive informal updates are:  

 West Yorkshire Health and Care Partnership (aka ICS): The ICS is responsible for the health and 
wellbeing of the population of West Yorkshire including a duty to planning and managing a 
strategic estates strategy for the area. The RAAC risk at Airedale is a significant risk for the ICS in 
terms of NHS service delivery and updates are received informally through the ICS Board which is 
attended by the Trust’s Chief Executive. Further updates are provided informally through 
stakeholder communications.  
 

 Regional Quality and Risk Summit: The Summit is an opportunity for regional multi‐agency 
partners to understand the potential risk in relation to the RAAC at Airedale in the event of an 
incident or a short, medium or long‐term loss of services. Whilst this is not a formal reporting 



 

 
 

mechanism, risks are escalated through the NHSEI Chair (Regional Nursing Director) and so a 
presentation is prepared for each session.  
 

 Regional RAAC EPRR Delivery Group: The purpose of this group is to understand and plan for a 
potential mass casualty/mass evacuation with “receiving hospitals”, ambulance services and 
coordinating agencies taking the lead on planning their response. Airedale NHS Foundation Trust 
provides an update to this group on the latest RAAC position to support the planning work. 
 

 AWC Partnership Board: The Airedale, Wharfedale and Craven Partnership represents the “place” 
and updates are provided through the monthly Board meetings which are attended by the Chief 
Executive and Director of Corporate Services. Further updates are provided informally through 
stakeholder communications.  
 

 Care Quality Commission (CQC): Updates are provided to the CQC relationship manager on a 
monthly basis via regular meetings and through relationship management approaches with the 
CQC regional inspector including planned visits and development sessions. The CQC also receive 
copies of the Trust’s risk register when requested.  
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RAAC EXECUTIVE ASSURANCE GROUP MEETING 

TERMS OF REFERENCE  

 

1. Constitution  
 
1.1. The Trust Board hereby resolves to establish a Group to be known as the Executive RAAC 

Assurance Group (‘the Group’).  
 
1.2    The Group will adhere to, and be cognisant of the Trust values at all times.  
 
2.  Authority  
 
2.1.  The Group is constituted to support the Trust Board (‘Board’). Its constitution and terms of 

reference are subject to amendment by the Trust Board.  
 
2.2.  The Group derives its power from the Trust Board and has no executive powers, other than 

those specifically delegated in these terms of reference.  
 
3.    Purpose 

3.1   The purpose of the RAAC Executive Assurance Group is to oversee the planning and delivery 
of the Securing the Future Programme and provide assurance to the Trust Board that all 
decisions made in relation to the planning and delivery of work related to reinforced 
autoclaved aerated concrete (RAAC) is undertaken in line with good governance, appropriate 
specialist advice and decision-making and with a focus on maintaining safety and the Trust’s 
ability to deliver its statutory and regulatory duties.  

3.2       The Group will provide assurance that RAAC strategies align with the organisation’s wider 
strategic priorities to ensure that the totality of risk is understood and the reduction of RAAC 
risk is prioritised.  

3.3    The Group will seek assurance from the Securing the Future workstream leads that key 
advice is being implemented from structural engineers, the Institute of Structural Engineers 
via their SCOSS reports, the national and regional RAAC groups, peer learning relationships, 
Solicitors, and available research. The group will provide assurance to the Board that the 
risks posed by RAAC are being managed as far as is reasonable practicable.  

4.      Powers  

4.1  The Group is authorised by the Board of Directors to investigate any activity within it terms 
of reference. 

 

4.2  The Group 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 Group 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 Group. 
 



 

 
 

4.4  The Group 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 consider this 
necessary. 

 
4.5  The Group is authorised by the Board of Directors to obtain outside legal or other specialist 

ad-hoc advice at the expense of the organisation, within the RAAC funding allocation 
provided by NHS England and Improvement. 
 

4.6  The Group has been given delegated authority by the Board of Directors to approve all 
reports and actions arising from advice received. 

 
4.7  The Group has delegated authority to oversee financial arrangements relating to managing 

the safety of the RAAC panels, accessing emergency funding, and delivering a new hospital 
capital build if successful.  
 

4.8 The Group is authorised to approve all RAAC remedial work plans and delegate 
responsibility for the ongoing  monitoring of progress against these work plans to the 
Capital Investment Group in line with “business as usual” major/capital works projects as 
described in SLA004- (Design and Construction Capital Projects). 
 

4.9 The Group is authorized to pursue all avenues to possible funding from NHS England and 
Improvement and the Treasury to manage the existing RAAC risk and to secure a new 
hospital for Airedale, effectively eliminating all future RAAC-related risks.  

 

5.  Duties and responsibilities 

The key duties and responsibilities shall be: 

 To act on behalf of the Trust Board to approve the Securing the Future programme structure, 
workstreams and KPIs to ensure that RAAC remedial works are timely, planned and 
coordinated to mitigation the impact on operational service delivery.  
 

 To approve and oversee the delivery of strategies to secure funding for a new hospital and 
the future development of a workstream to deliver the programme management 
requirements of the New Hospital Programme, or similar funding route to be determined by 
the Government.  

 
 To ensure that the RAAC risk can be managed until such time that the hospital building can 

be replaced and that the risk is being managed as far as is reasonably practicable.  
 
 To monitor and track progress on actions and recommendations from Structural Engineers, 

external consultants, legal advice, national RAAC group and the Board. 
 

 To approve and oversee all activity relating to the RAAC National Research Programme and 
to formal and informal peer learning. 

 



 

 
 

 To ensure that the correct governance is in place to assure the Trust Board that risks are 
being identified, managed and escalated, and that RAAC-related funding and resource is 
effectively managed.  

 

 To ensure that adequate document management is in place to evidence strong risk 
management should a significant incident occur. 

 

 To review the risks relating to RAAC on a quarterly basis to ensure the risk register and BAF 
are kept up to date.  

 

 To escalate, as appropriate, to external stakeholders where the level of risk exceeds the ability 
to be managed at Trust level. 

 

6.  Membership and Attendance 

Core membership of the group shall be: 

 Chief Executive  
 Executive Director of Finance 
 Director of Strategy, Planning and Partnerships  
 Director of Corporate Affairs/Group Company Secretary  
 Chief Operating Officer 
 Programme Manager 

 

 Managing Director - AGH Solutions Ltd 
 Commercial and Finance Director – AGH Solutions Ltd  

 

 Regional Head of EPRR, NHS England and Improvement 
 

Others may be invited by the Chief Executive to attend all or part of any meeting. 

In the event that members are unable to attend, the Chair should be notified to determine whether a 
nominated deputy is required. 

7.  Chair 

The Chief Executive shall act as Chair. In their absence, the attending members shall nominate and 
appoint an acting Chair for the meeting.  

 

8.  Meeting Administration 

The Facilities admin team secretary shall act as the meeting administrator, and shall be responsible 
for: 

 



 

 
 

 Collation of papers and drafting of the agenda for agreement by the Chair of the Group.  
 Taking the minutes and keeping a record of matters arising and issue to be carried forward.  
 Advising the Committee on scheduled agenda items.  
 Ensuring actions arising from the meeting are circulated as soon as possible after the meeting.  
 Maintaining a record of attendance. 

 
9.  Quorum 

The quorum necessary for the transaction of business shall be at least 3 members of the group, of 
which at least one is a Trust Director. 

    

10.  Frequency of Meetings 

The Group shall normally meet on a weekly basis. 

 

11.  Meetings 
 

Meetings, other than those regularly scheduled as above, shall be called by the Meeting 
Administrator at the request of the Chief Executive or via another member of the group.  

 

12.  Reporting 

12.1  Formal minutes shall be taken of all meetings.  
 

12.2  Once approved by the Group, a summary report will be presented to the next Trust Board 
meeting including a summary of the key decisions taken.  

 
12.3   A summary of key actions agreed by the RAAC Executive Assurance Group will also be 

submitted to the Executive Directors Group (EDG) on a monthly basis  
 
12.4  Updates to the RAAC Executive Assurance Group will be provided by each of the 

workstreams described in the Securing the Future Programme plan along with additional 
reports as agreed. 

 

13.       Review 

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

 

14.   Monitoring Effectiveness 

14.1 Every four weeks, the meeting will be extended to allow time to reflect on the work programme 
and redefine future plans or objections as required.  

14.2 The Chair will lead an effectiveness review of the Group on an annual basis. 



 

 
 

 

 

 

 

 

 

 

Appendix B: Decisions taken 

The following pages describe the key decisions taken by the RAAC Executive Assurance Group on 
behalf of the Trust Board and in line with its Terms of Reference.  

 

   



 

 
 

Decisions taken at RAAC Executive Assurance Group meetings in February and March 2022 

 
 
 
 
 
 
 
February 
meetings 

 

 A workshop is to be undertaken to determine the preferred location of a 
second modular facility and identify any significant barriers to delivery if 
the project is to progress.  
 

 A report is to be produced which details the rationale for choosing the 
preferred option in the site development planning project.   
 

 Agreed to purchase Smart Evacuation system which will enable the Trust to 
fulfil future requirements for all patients to have a Personal Evacuation 
Plan in place in the event of a mass evacuation scenario. 
 

 Confirmation that the figures submitted as part of the Request for 
Information from Mott MacDonald would be the same as those submitted 
to the New Hospitals Programme Expression of Interest process.  
 

 Approval to offer Ward 24 to the RAAC Research Group as a space to 
undertake RAAC testing providing the appropriate risk assessments, PPMs 
and financial agreements are in place. 

 

 
 
 
 
 
 
March 
meetings 
 
 
 
 
 
 
 

 

 The group agreed to escalate the incident regarding the structural 
framework corbel to the Trust Board and NHS England and Improvement. 
 

 A plan to undertake “ferro scanning” of the structural framework was 
approved on the recommendation of structural engineers.  
 

 It was agreed that feedback would be provided on the national RAAC risk 
profile date gathering tool, which focused on measuring deflections and 
didn’t adequately cover all of the types of known risk/defect. The Trust 
request was to broaden the scope of this data collection and align it to the 
new SCOSS report which was published 7 March 2022.  
 

  The group approved a FOI request response which included details of 
incidents related to RAAC.  
 

  A plan to undertake sound testing of different types of drilling was 
approved and the results to be used to inform the planning of the decant 
programme.  

 



 

 
 

Date of Meeting: Wednesday 6th April 2022 

Meeting:  Public Board of Directors 

Title of report:  Maternity Quality, Safety and Performance; Perinatal Surveillance Paper 

Author: 
Sarah Simpson, Director of Midwifery & Nursing for Women’s & Children’s 
Group 
 

Previous Forums: Quality and Safety Committee 

Purpose of the Report 

 
The purpose of this paper is to provide a monthly update on the quality, safety and performance 
metrics reported within the Integrated Board Review Dashboard; Maternity Services Scorecard and 
Perinatal Surveillance dashboard.  This will aim to provide Public Board of Directors with assurances 
around compliance and to ensure early oversight of safety concerns.  The paper will include mitigation 
of associated risks and any recommendations or actions to improve standards.  The paper will also 
provide an update on National Drivers to include Betterbirth; Continuity of Carer, Maternity Incentive 
Scheme; Year 4 Safety actions and Ockenden.   
 

Key Points to Note  

  
  Current position on local Ockenden Action plan to work towards compliance against 

the 7 Immediate and Essential Actions 
 Current position on Leadership Manifesto and progress made towards compliance 
 The current status of Continuity of Carer within the Trust remains paused 
 Update on CNST and progress made on safety action 4 relating to evidencing 

consultant presence on labour ward in specific clinical situations.  This process is 
being embedded.  

 Safety action 8:- A risk relating to non-compliance with the required 90% staff 
attendance at the multidisciplinary Obstetric emergency PROMPT training. 

 Improvements to be made on the Saving Babies Lives Audit compliance to achieve the 
required 80%. 

 Running total of perinatal mortality reviews to be undertaken. 
  

EQIA – Equality Impact Assessment  

The work reported aims to support an improved experience and safety for our patients within this 
service. 

Fit with strategic objective 
Population Patients People Partnership Progressing

x x    



 

 
 

 

 

 

Name of Report: Maternity Quality, Safety and Performance Perinatal Surveillance  

Meeting and date: Public Board of Directors Wednesday 6th April 2022 

 
1. Purpose/Aim 

 
The purpose of this paper is to provide a monthly update on the quality, safety and performance 
metrics reported within the Integrated Board Report; Maternity Services Scorecard and Perinatal 
Surveillance dashboard.  This will aim to provide Public Board of Directors with assurances around 
compliance and to highlight any areas of concern. This will ensure early oversight of safety concerns.  
The paper will include mitigation of associated risks and any recommendations or actions to improve 
standards.  The paper will also provide an update on National Drivers to include Betterbirths; 
Continuity of Carer, Maternity Incentive Scheme; Year 4 Safety actions, Saving Babies Lives and 
Ockenden.   
 
This report is presented to Quality & Safety Committee on a monthly basis additional to 
Public Board of Directors Bi- Monthly to ensure that there is a timely and structured 
reporting mechanism of maternal and neonatal outcomes including learning from incidents, 
and that Pu b l i c  B o a r d  a n d  t he  Committee has an open and transparent oversight and 
scrutiny of maternity services. 
 

2.  

 
Ongoing Impact of Covid-19 pandemic on Maternity Services: 
 
The service has responded to the pandemic in line with local, regional and national 
recommendations/directives, and has adapted the provision of maternity services to ensure that 
women, babies and staff are protected whilst maintaining safe, responsive maternity care. 
 
The maternity services have introduced a pathway to support pulse oximetry testing 
(COVID@Home) from December 2021 for all confirmed positive pregnant/postnatal women.  The 
virtual Ward teams have been supporting the maternity services with the daily operational roles 
and responsibilities; however this service has now been de-commissioned.  The maternity 
services are currently reviewing their pathways when managing COVID-19 positive women.    
 
The pausing of the offer of Glucose Tolerance Testing (GTT) as per NICE guidelines in March 
2021 in response to COVID-19 is still an ongoing challenge for the service.  An alternative venue 
to resume the GTT testing has been identified however; this is being reviewed due to ongoing 
midwifery staffing challenges and location of the venue/accessibility for women.  The maternity 

Recommendation  

 The Board is requested to receive and note the updates and the current status of the ongoing Quality, 
Safety and Performance Metrics and any related improvement actions.   
 



 

 
 

teams are continuing to risk assess and mitigate where possible and are in the process of 
considering an alternative location/revision of existing clinics. 
 

The service continues to submit the fortnightly Maternity Covid SitRep to the National teams to 
confirm the visiting and testing arrangements in place. There is also a request for a daily SitRep 
to be returned to capture pressures faced by the maternity services across the Local Maternity 
System (LMS) including unit escalation, staffing pressures, staffing absences, neonatal unit 
status and delays in care.   
 
 

Maternity Improvement 
 

Ockenden Report of Maternity Services at Shrewsbury and Telford NHS Trust 
 
The Ockenden report of Maternity Services at Shrewsbury and Telford NHS Trust was published 
on 10 December 2020. The report looked at maternal and neonatal harms occurring between 
2000-2019 at Shrewsbury and Telford Hospital and resulted in 27 recommendations for the 
named Trust with a further 7 early recommendations, referred to as immediate and essential 
actions (IAE’s) to be implemented by all NHS Maternity services. 
 
The service can confirm that the Ockenden assurance evidence was submitted to the national 
portal by the 30 June deadline. This is has now been reviewed however the final report has not 
been received from the Regional Chief Midwifery Officer’s team.  

 
The Head of Midwifery and senior team are considering a variety of strategies to recruit to bring 
the unit back in line with the current funded establishment.  It is important to note that the 
recently received Birthrate+ workforce review also highlighted the need for an additional 
requirement of 6 WTE midwives in order to meet the national trajectories for Continuity of 
Carer by March 2023.   
 

Areas of risk and issues in relation to the Ockdenden requirements are:-  
 

Enhanced Safety – Immediate Essential Action 1 
 

 Development and evidence of full implementation of Perinatal Quality Surveillance 
Framework. Local groups with local provider and CCG’s.  

 PMRT local audits of compliance to PMRT being embedded. A pathway is being 
agreed to consider External Peer Review for PMRT’s. 

 The trust has agreed the process internally and externally to the LMS and 
commissioners in order to comply with this action.  A Standard Operating Procedure 
(SOP) has been produced to describe the process of this which is currently being 
ratified.  

 
 
Listening to Women and Families – Immediate essential Action 2 

 No further update on the Independent Senior Advocate role who reports both to 
trusts and LMS Boards.  No expectation that trusts will meet this as awaiting 
National guidance. 

 
Managing Complex Pregnancies; Maternal Medicine update:- Immediate Essential Action 4 
 



 

 
 

 There must be robust pathways in place for managing women with complex 
pregnancies through the development of links with the tertiary level Maternal 
Medicine Centre there must be agreement reached on the criteria for those cases to 
be discussed and /or referred to a maternal medicine specialist centre. The 
pathways are being defined regionally which the trust have committed to comply with 
once agreed.  Ongoing progress is being made and Leeds Teaching Hospital are the 
confirmed commissioned Maternal Medicine Centre. A service specification has now 
been received and is being considered locally. 

 
 

Ongoing Action:- 
 

ANHST will comply to further guidance relating to the referrals to the Maternal Medicine 
Centres 
 

Leadership Manifesto 
 
The Leadership Business case has been approved at IPR in January 2022.  Progress is being 
made to work through the next steps in relation to HR Management and recruitment.  Job matching 
is currently in progress for a Deputy Head Of Midwifery Band 8B and introduction of a maternity 
matron Band 8A.  ANHST do not consider a consultant midwife to be required within the 
establishment but a system wide consultant midwife is to be included in the maternal medicine 
centre recruitment and will be accessible to the services for all maternal medicine referrals.   
 
All trusts received a letter from Ruth May and Sir David Sloman requesting that all maternity 
providers provide an update at Public Board to include the progress on the implementation of the 7 
IEA’s and the plan to ensure full compliance.  There is also a requirement to include an update on 
workforce plans.  
 
It is noted that the progress update is to be received at Public Board by the end of March 2022.   
Ensuring local system oversight of maternity services was a key element in the Ockenden review 
and with a view to this; the progress reports must also be shared and discussed with the LMNS, 
ICS and Regional Maternity Team by 15th April 2022.   
 
Organisations must provide progress updates to include:- 

 
 Your organisations Morecambe Bay report (Kirkup 2015) action plan.  ANHST had no 

outstanding actions 
 Status of the completion of the Self-Assessment Assurance Tool which includes the 

recommendations from the Morecambe Bay investigation report and the Ockenden report, 
to support a discussion at your trust public Board.           

 Your organisations action plan following feedback of your Ockenden evidence submission 
 Your current maternity service workforce plans 
 Confirmation of discussed points stated in Ruth May’s recent letter at your Public Board 

before the end of March 2022 
 

It has been acknowledged that some trust’s do not have a Public Board in March 2022. 
For trusts that this applies to; the LMNS and Regional Midwifery Team must be notified 
to agree submission date. 



 

 
 

 
The required papers and revised Ockenden Action Plans have been shared at Trust Board in 
March 2022 and will be presented to Trust Public Board in April 2022.  Additional to this 
request trusts were asked to complete an executive sign off return of compliance to the 7 
Immediate and Essential Actions (Including the 12 Clinical Priorities).  ANHST has self 
declared full compliance to this.  
 
 
This table summarises the current status of the Trust’s local action plan in relation to the 
Ockenden Immediate and Essential Actions. (IEA’s) 

 
 Green Amber Red 
IEA 1 10 1 0 
IEA 2 6 0 2 
IEA 3 9 3 0 
IEA 4 5 6 0 
IEA 5 1 2 0 
IEA 6 2 5 0 
IEA 7 2 8 0 
Workforce 0 2 0 
 

On 10th March 2022, the Trust was notified by the regional Team that dates have now been set for 
assurance site visits to be undertaken. The date for the Trust’s visit is 14th July 2022. The regional 
team have advised that this assurance process is not to be seen as an inspection and does not 
duplicate the work of CQC.  
 
The purpose of the visits is for the Trusts to provide assurance to the LMNS and the Region’s 
against the 7 immediate and essential actions from the Ockenden report. This is intended to be 
supportive for LMNS’s and Trusts, using an appreciative enquiry and learning approach which will 
foster partnership working.  
 
In advance of the visit the Trust is required to submit any evidence prior to the visit which builds 
upon and shows progress from the self-assessed position we have previously reported.  This 
evidence needs to submitted at least two weeks prior to the scheduled visit. 
 
Work is currently underway to prepare for the assurance visit and to gather and submit any 
required evidence. 
 
Continuity of Carer (CoC) Action plan 
 
There has been no change to the local position on Continuity of Carer (CofC) due to the ongoing 
inability to recruit midwives and ongoing staffing pressures.  The position is unlikely to change until 
September 2022 following recruitment of newly qualified midwives.  
 
In order to meet compliance to the Maternity Incentive Scheme – Year 4 Safety Action 9 there was 
a requirement to submit an action plan to the local maternity system LMS to identify how the 
maternity services were to introduce CofC as a default model of care for all eligible women by 
March 2023.  The action plan was submitted to the LMS in January 2022.  



 

 
 

 
 
Maternity Incentive Scheme Year 4: 
 
The Maternity Incentive Scheme, Year 4, was published on 8 August 2021 with a submission 
date of 30 June 2022. The 10 safety actions remain unchanged, although there are a 
number of changes to the evidence required to demonstrate compliance.  
 

There are some early concerns regarding the Trust’s ability to meet Safety Action 4, regarding 
the Obstetric consultant team and maternity senior management team acknowledging and 
committing to incorporating the principles outlined in the RCOG workforce document; Roles and 
responsibilities of the consultant providing acute care in obstetrics and gynaecology in their 
service.  Units should monitor their compliance of consultant attendance for clinical situations 
listed in this document when a consultant is required to attend in person.  Trusts positions within 
the requirement should be shared with the Trust Board, the board level safety champion and the 
LMS at least every six months.  The process has now been agreed and an AEF incident form will 
be completed by a way of auditing compliance.  This is currently being embedded into clinical 
practice.  
 

Action:- 
 
The RCOG (2021) Roles and responsibilities of the consultant providing acute care in obstetrics 
and gynaecology document is being benchmarked to evidence compliance to the 
recommendations and impact on obstetric workforce.   
 
Job plans are being reviewed with a view to the need for additional obstetric consultants – 
Ongoing  
 
A Standard Operating Procedure (SOP) is in progress and currently being ratified.  This will 
describe the process and include detail of the audit to demonstrate compliance – Action 
Complete 
 
The incident reporting system is being reviewed to include triggers and incident reporting in the 
event of a consultant not being present – Action complete  
 
Safety Action 8: Can you evidence that a local training plan is in place to ensure that all six core 
modules of the core competency framework will be included in the units training programme over 
the next 3 years.  In addition the unit must evidence at least 90% of each relevant maternity unit 
staff group has attended an in house, one day multi professional training day which includes 
maternity emergencies, antenatal and intrapartum fetal surveillance and newborn life support.   
 
Due to current staffing pressures obstetric emergency training was cancelled in January 2022 
and some members of the team were re-deployed to provide clinical care in February 2022.  An 
additional PROMPT training session has been planned for April 2022 however; this is proving 
challenging due to capacity for obstetric and anaesthetic facilitators.  Compliance to this standard 
is being monitored at Women’s Integrated Governance and additional sessions will need to be 
planned in order to meet the 90% compliance.  
 
 
 
 



 

 
 

Action:- 
 

Training Dashboard to be shared at Women’s Integrated Governance for monitoring and exception 
reporting 
 
Training Needs Analysis to include the Core Competencies Framework – over three years (training 
schedule). 
 
Ongoing Monitoring of PROMPT multi disciplinary training compliance.  
 
To increase the number of Obstetric PROMPT facilitators 
 
Risk:- Failure to meet compliance the 90% attendance of Obstetric emergency training (PROMPT) 

 
 

Saving Babies Lives  
 

ANHST currently do not have a designated Pre-Term Clinic or complex pregnancy clinic.  Upon 
successful appointment of an 8th and 9th Consultant this will be included within their job plans.  All 
women have a named consultant and pathways are compliant to SBL V2.   
 

Audits to evidence compliance to the Saving Babies Lives performance metrics are reported 
through Women’s Integrated Governance. The audit results for February 2022 have identified a 
decline in compliance to evidence of CO monitoring.  This is being monitored closely and 
additional training/reminders to the teams is ongoing.  
 
Quality and Safety Metrics  
 
PMRT:- Findings of reviews of all Perinatal Deaths using the real time data monitoring  
 
Number of 
Perinatal 
Deaths 

Timeframe 
for review 
completion – 
4 months  

Number where 
surveillance  
information 
was completed 
within one 
month 

Number where 
surveillance 
information not 
completed 
within one 
month

Reasons for exception 

(Jan 22)  3 May 2022 2 1 COVID related sickness
(Feb 22)  1 June 2022 0 0
   
 
 
Perinatal Deaths Cases reviewed and summaries 
 
Gestation Summary Outcome
(Jan 22) 
32 Weeks  

Preterm birth at home; NND; 
awaiting coroner postmortem 
results

Neonatal Death 

 
Stillbirths 
 



 

 
 

Table 1 is the summary of cases:- Quarter 4; January 2022 - Date 
 
Gestation Summary Outcome 
(Jan 22) 
27+3 weeks 

Attended with reduced fetal movements / no 
fetal movements 

Antepartum Stillbirth PMRT due 
May 2022 

(Feb 22) 
35 weeks 

Attended with reduced fetal movements  Antepartum Stillbirth PMRT due 
June 2022 

  (March 2022) 
  36 weeks 

Confirmed Gestational Diabetes; declined 
insulin; taking metformin 

Antepartum Stillbirth PMRT due 
July 2022 

 
Table 2 is the running total of pregnancy losses requiring a PMRT in 2021, including the 
number of cases requiring further detailed investigation.  

 
Quarter Number of losses  

requiring PMRT  
Running Total   Summary of Outcome 

Q1 1 NND 1 NND Awaiting cause of death – May 2021, 
21 day old neonate 

Q2 0 1 NND  

Q3 3 stillbirths 
1 Miscarriage 

3 stillbirth 
1 miscarriage 
1 NND

1 congenital anomaly T18 33+1/40, 1 
growth restriction (term), 2 awaiting 
results

Q4 2 NND  
3 Stillbirths 

6 stillbirths 
1 miscarriage 
3 NND

NND - maternal complexities; 32/40. 
NND:- postnatal readmission. 
Stillbirths:-  27+3, 35 & 36 week 

 
 
Hypoxic Ischaemic Encephalopathy (HIE) 
 
There was one treated for HIE in February 2022. This was reported to HSIB but later declined so 
will be managed as an internal SI. This is due to the MRI not identifying any Ischaemic changes as 
per HSIB criteria. 
 
Findings of review of all cases eligible for Healthcare Safety Investigation Branch (HSIB) 
reporting 

 
Following the Ockenden Report, all cases referred to the Health Safety Investigation Branch 
(HSIB) will be declared as SI’s.  
 
The HSIB reportable case was a term pregnancy who attended for induction of labour.  Fetal heart 
rate changes were identified along with an antepartum bleed resulting in a crash section.  Baby 
required active resuscitation and was later sent for cooling.  As per the HSIB criteria; this was later 
declined for their external investigation due to no evidence of Ischaemic changes following the 
MRI.   
 
The 72hr precis identified an anterior and posterior succinturate lobe but reported the placenta to 
be clear of the os.  This findings of the scan report did not warrant a referral to the tertiary centre 
but external opinion is being sought to identify any further learning/changes to pathways. 
 



 

 
 

HSIB/NHSR/CQC or other organisation with a concern or request for action made directly 
with the Trust 

 
The implementation of a revised Perinatal Quality Surveillance Tool as per Ockenden 
recommendations, suggests that reporting on this is a monthly minimum data measure for Trust 
Board overview. The service can confirm that there has been no such request to date this year.  

 
Coroner prevention of future death reports received 
 
Again, the implementation of a revised Perinatal Quality Surveillance Tool as per Ockenden 
recommendations, suggests that reporting on this is a monthly minimum data measure for Trust 
Board overview. The service can confirm that there have been no such requests to date this year. 

 
Number of incidents graded moderate and above 
 
Nil to report 
 
Serious Incidents (SIs) 
 
The December 2020 Ockenden Report, independent review of Maternity services at the 
Shrewsbury and Telford Hospital NHS Trust, contained 7 immediate and essential actions (IAE) 
to improve care and safety in maternity services for all Trusts. 
 
IAE 1: Enhanced Safety, recommends that all maternity SI reports and a summary of the key 
issues, must be sent to the Trust Board and the Local Maternity System (LMS). 
 
There was two maternity SI declared in February 2022.   (HIE and ICU cases as described 
above) 
 
Jan Feb March  April  May June July Aug Sept Oct
0 2    
 
 
Additional Local Quality & Safety Metrics incorporated within the maternity services 
scorecard.  

 
3rd/4th degree tears:- Airedale NHS Foundation Trust is a regional outlier across the Yorkshire & 
Humber for Quarter 2.  The crude average is 6.05% and the Q2 data reports a 7.3% for ANHST.  
There has been a slight increase in assisted delivery reportable cases.  This has been discussed 
at Women’s Services Forum and an action for improvement has been agreed. This could be a 
natural variation but will continue to be monitored.  
 
Caesarean Section Rates:-  For Q3 ANHST are reporting a 13.9% elective caesarean section 
rate.  The Yorkshire & Humber average is 13.2%.  In Q2 ANHST were reported at 17.7%.  
Emergency caesarean section rate is 16.7% and the Yorkshire & Humber average is 16.9%.  The 
overall caesarean section rate for ANHST is 30.6%.   
 
Induction of Labour:- the Yorkshire & Humber trajectory is 32.8% and the local induction rate is 
42.9%.  The induction rates are included in the maternity quality improvement plans however; this 
was paused due to COVID-19.  The unit has seen some increase in the induction of labour rates 



 

 
 

throughout the COVID pandemic.  This is being monitored and a lead for the audit is being 
considered. 
 

Term Babies with an Apgars <7 @5 minutes:- All term babies admitted to the neonatal unit are 
audited to identify any themes, trends and learning.  All cases are monitored on a monthly basis.  
Themes:- None noted for February 2022. 
 
Training Compliance for staff groups in maternity >90% 
 

The revised Perinatal Quality Surveillance Model minimum data set for Trust Board’s, requires 
oversight of the training compliance of all staff groups in maternity related to the core competency 
framework and Obstetric Emergency Training (PROMPT).  Trusts are to evidence that a local 
training plan is in place to ensure that all six core modules of the Core Competency Framework are 
included in the maternity unit training programme over the next 3 years.  In addition to this unit are to 
evidence that at least 90% of each relevant maternity unit staff group has attended an “In House”, 
one day, multi professional training day which includes a selection of maternity emergencies, 
antenatal and intrapartum fetal surveillance and newborn life support. This is being monitored 
monthly at Women’s Integrated Governance by the training dashboards.  
 
Fetal Monitoring Training  
 
Staff training on using local CTG machines as well as fetal monitoring in labour is conducted 
annually.  The fetal monitoring sessions are consistent with the Ockenden report recommendations 
and include intermittent auscultation, electronic fetal monitoring and human factors.  Compliance to 
the online fetal monitoring E-Learning package is monitored monthly at Women’s Integrated 
Governance Group.  Additional to this; weekly fetal monitoring training sessions are held for staff to 
attend annually. Compliance to the K2 continues to be a challenge and is reflective of the current 
staffing position.  The fetal monitoring training day is currently being reviewed.  The change will be 
to include 2 half days rather that one full in the hope that more staff will demonstrate compliance.  
 

 
Staffing on labour ward absence rate: - approx. 9% (vacancies, maternity leave and sickness) 
 
Obstetric absence rate:-  Short Term Obstetric consultant absence in the month of February 2022.  
This is being managed locally with substantive / locum staff. 
 
 
 
Service User Voices Feedback 
 
Maternity Voices Partnership / Service User Feedback: Maternity Services are working   closely 
with the Complaints Team to complete a thematic review and identify themes to support quality 
improvements. The services are currently triangulating all feedback provided from COVID 19 
Survey Monkey findings; CQC Survey, 15 Steps and a recent maternity engagement event with 
service users and Maternity Voices Partnership Group.  This will enable all themes and trends to 
be identified and will support more robust actions plans and overarching quality improvement. 
The maternity Survey results have recently been received by the trust and are currently being 
reviewed to devise action plans.  The main theme was around partners not being able to stay on 
the ward and visiting times.   

 



 

 
 

To demonstrate compliance to Safety Action 9 in the Maternity Incentive Scheme a safety 
culture survey has been launched in February 2022.  The HOM is meeting with the CCG for 
support with the analytical aspect of presenting the data and an update will be provided next 
month.  The closing date of the survey is mid-March 2022 but may need to be extended 
dependent on uptake.  
 
Staff feedback from Safety Champion Walkrounds 
 
 

 Staffing Shortages:- Ward meetings and engagement sessions with teams to 
share current position and recruitment plans.  Team are aware that the theatre 
scrub role will be taken over by theatres but that a period of transition will be 
required.  This will improve the midwifery staffing on the labour ward. 

 Staff Attitudes and Behaviours:-  the unit has experienced significant pressures 
throughout January 2022 with periods of heightened activity and acuity.  The unit 
had 2 unit closures throughout this month.  Staff are reporting that they feel tired 
and work fatigued.  Staff have reported that other members of the team have 
displayed unkind behaviours and attitudes that need addressing. Managers have 
been doing some targeted work with their teams to talk about wellbeing, civility and 
incivility.  This is being monitored by senior leaders.  
  

 
GMC Trainees Survey update:- 
 
Annual feedback; action plan in place in line with CNST Safety Actions. 
 
Midwives responding “Agree” or “Strongly Agree” they would recommend their trust to 
agree treatment:-  
 
Annual feedback. 
 
Maternity Unit Diverts 
 
A maternity unit closure occurs when the maternity service is unsafe to provide 1:1 midwifery care 
to labouring women.  This may be due to heightened activity, increased acuity or staffing or a 
combination of all.  A unit closure will be a last resort following internal escalation and re-
deployment of midwives. This includes the on call midwives and community midwives out of hours.  
On occasions; as part of a unit closure women will be transferred (diverted) to a neighbouring trust 
for maternity care.  On occasions this has been impossible due to neighbouring trusts not being 
able to receive labouring women due to also being in escalation.   
 
A robust maternity escalation guideline is in place to support decision making and process around 
the safe closure of the unit and ongoing care for women.   
 
In the month of February 2022 the maternity unit suspended the service on 1 occasions; an no 
women were diverted away from the service.  
 
There is no national, regional or LMS level benchmarking available which would highlight the 
service as an outlier in relation to maternity unit diversions but this is monitored on a monthly 
basis and reported to CCG.   
 



 

 
 

Table 3 
 
Month  Number of Unit 

Closures 
Number of Diverts Number of 

attempted 
Diverts 

Running
Total 

December 2021 4 0 0 0 

January 2022 2 2 0 2 

February 2022 1 0 0 2 

 
 

3. Conclusions 

 
The maternity services are continuing to progress with the improvement workstreams described 
above with the regional and national recommendations.  Quarterly updates are provided to Quality, 
Safety Committee to advise on progress and exception report.   
 
 

4. Recommendations 

 
The Quality & Safety Committee is asked to note the contents of the Maternity Services Update for 
February 2022 particularly the update on Ockenden and the requirements of board to receive the 
updates in March and April 2022. 
 
The Quality & Safety Committee is asked to note the continued increase in short term absence 
due to Covid-19 related issues during February 2022 and the impact that this has had on unit 
closures, training compliance, staff wellbeing and non-compliance to CofC. 
 
The Quality & Safety Committee is asked to acknowledge that there was one HSIB reportable SIs 
and one maternity SI’s declared in February 2022.  
 
 

5. Appendices 

 

 



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 1 Q 1 Clinical change where required must be embedded 
across
trusts with regional clinical
oversight in a timely way. Trusts must be able to 
provide evidence of this through structured reporting
mechanisms e.g. through maternity dashboards. This 
must be a formal item on LMS
agendas at least every 3 months.

Confirmation of a maternity services dashboard.
Confirmation this is seen by the LMNS at least 
Quarterly

1.1 SOP required which 
demonstrates how the trust reports 
this both internally and externally 
through the LMS.    

11/5/2021 Copy of IBR 
reports for April 2021 
obtained. 19/05/2021 LMS  
Plan (excel)obtained. LMS SI 
response and scoping 
document. 01/06/2021 IBR to 
Trust Board June 21 added 
plus and Trust Board 
Agenda's for April and June 
2021.

Local/Extermal 1) SOP in place 2) IBR 
perinatal dashboard being 
presented to 
QSC/Board/LMS and 
Commissioners monthly. 

HOM Complete Continuing to embed 
process

New Action

IEA 1 Q 1 Clinical change where required must be embedded 
across
trusts with regional clinical
oversight in a timely way. Trusts must be able to 
provide evidence of this through structured reporting
mechanisms e.g. through maternity dashboards. This 
must be a formal item on LMS
agendas at least every 3 months.

Confirmation of a maternity services dashboard.
Confirmation this is seen by the LMNS at least 
Quarterly

1.2 Submission of minutes and 
organogram, that shows how this 
takes place.

1.2 LMS T&F group minutes 
from November
2020.  LMS safer T&F
Minutes from May 2021.

Process remains in development of 
the Local
perinatal quality surveillance
group with local providers and 
CCG.  TOR to be ratified.

Local/external 1) Local process defined 
and circulated for 
comments following the 
guideline process. 2) To 
ensure HOM and CD 
representation at LMS 
Safer Groups to have 
oversight of TOR.  

Interim Quality & Safety 
Lead

1) 31/10/21 SOP drafted and shared 
with Key Stakeholders 
for comments 1/12/21.  
Plan for ratification at 
WIG in December 2021 - 
21/2/22 - Action 
Complete

IEA 1 Q 2 External clinical specialist opinion from outside the 
Trust
(but from within the region),
must be mandated for cases of intrapartum fetal 
death, maternal death, neonatal brain injury and 
neonatal death.

Confirmation of external specialist opinion on 
reviews

2.2 Audit to demonstrate this takes 
place.

1) Review the 72 hour precis 
against the defined process - 
72 Hour Precis proforma 
includes evidence of following 
process and LMS notification 
2) LMS Safer meetings 
minutes

LMS Process is in place 
but now being refined to 
include consideration 
around consent.  

Local/External 1) Corporate SI policy 
being updated to 
demonstarte local 
process.  This is being 
ratified.   

Risk , Governance & 
Safety Lead 

Re-introduction of daily 
case review of all 
deliveries in last 24 
hrs/72 over weekends.  
Q&S Lead to introduce 
a tracker to evidence all 
cases shared 
externally/LMS with 
outcomes of peer review 
- 21/2/22 - Action 
complete 

IEA 1 Q 3 and Q8 All maternity SI reports (and a summary of the key 
issues)
must be sent to the Trust Board
and at the same time to the
local LMS for scrutiny, oversight and transparency. 
This must be
done at least every 3 months

Confirmation that SI go to Trust Board (and not
a sub group of board such as Quality group). 
Confirm that a summary of SI key issues goes to 
Trust board. Confirmation that a summary of SI 
issues go to LMNS Board. Each of the above 
happen Quarterly.

3.1 Submit revised SI policy 2) IBR 
perinatal surveillance dashboard and 
supporting paper goes to Committee 
Group monthly and every second 
month to Board.  

3.1 Evidence of revised
SI process – SI policy
3.2 SI process flowchart
to demonstrate SI’s going
to the LMS/execs/CCG 3.3 
IBR paper 3.4 72 Proforma to 
evidence external LMS and 
CCG oversight.

The process was revised in
May/June 2021.  Any future 
maternity related SI’s will follow 
this process.

Local SI Process has been 
further revised to be 
reflective of maternity SI 
process. 

HOM 15/12/2021 SI process to be ratified 
at WIG on 15/12/2 - 
action complete

IEA 1 Q 3 and Q8 All maternity SI reports (and a summary of the key 
issues)
must be sent to the Trust Board
and at the same time to the
local LMS for scrutiny, oversight and transparency. 
This must be
done at least every 3 months

3.2 Submission of private trust 
board minutes as a minimum every 
three
months with highlighted areas 
where
SI’s discussed

3.2 This is currently being explored 
by the CEO.

Local Chief Nurse Jan-22 Currently awaiting 
advice on the ability to 
share private board 
minutes - D/W AS

IEA 1 Q 3 and Q8 All maternity SI reports (and a summary of the key 
issues)
must be sent to the Trust Board
and at the same time to the
local LMS for scrutiny, oversight and transparency. 
This must be
done at least every 3 months

3.3 Individual SI’s, overall summary 
of
case, key learning, 
recommendations made, and 
actions taken to address
with clear timescales for completion.

XXXXX Local HOM 1) IBR paper; Maternity 
Surveillance  dashbaord 
2) SI process flowchart 
to demonstrate internal 
and external oversight 
with LMS and CCG 3) 
72 hour proforma - 
Action Complete

IEA 1 and 
IEA 2 

Q 4 and Q 
12

Action 1. Are you using the
National Perinatal Mortality Review Tool to review 
perinatal deaths to the required standard?

Confirmation that
PMRT is undertaken see PMRT Tab

4.4 Audit of 100% of PMRT 
completed demonstrating meeting 
the required
standard including parents notified 
as a
minimum and external review. 
Criteria revised June 2021-Now 

Audit of 95%

PMRT.

Nil 4.4 Audit registered (see audit 
tracker for minimum
evidential requirements).
Audit to be embedded.

Local 1) Change request for 
systmone and TPP for 
coding to enable data 
extract 2) Frequency of 
audit to be defined 

Risk, Governance & 
Safety Lead

31/10/2021 Audit Cycle 
defined/audits being 
embedded.

IEA 1 Q 6 Action 10. Have you reported
100% of qualifying cases to HSIB and (for 2019/20 
births only) reported to NHS Resolution's Early 
Notification scheme?

Confirmation that 100%
of cases are reported to HSIB & NHS Resolution

6.1 Audit showing compliance of 
100%
reporting to both HSIB and NHSR 
Early Notification Scheme.

6.1 Evidence of duty of 
candour,
acknowledgement letters
from NHSR and referrals to 
HSIB.

6.1 Audit registered (see audit 
tracker for minimum
evidential requirements).
Audit to be embedded.

Local Risk, Governance & 
Safety Lead

31/10/2021 Audit Cycle 
defined/audits being 
embedded.

IEA 1 Q 7 a) A plan to implement the
Perinatal Clinical Quality
Surveillance Model

Confirmation that Trust
/ LMNS / ICS responsibilities of the model are 
implemented

7.1 Full evidence of full 
implementation of the perinatal 
surveillance framework
by June 2021.

7.1 No evidence of 
implementation, process
still being developed.

Local/External 1) To define local process 
with CCG and LMS 

HOM 31/10/2021   1) IBR paper; 
Maternity Surveillance  
dashbaord 2) SI process 
flowchart to demonstrate 
internal and external 
oversight with LMS and 
CCG 3) 72 hour 
proforma - Action 
Complete

IEA 1 Q 7 a) A plan to implement the
Perinatal Clinical Quality
Surveillance Model

7.2 Submit SOP and minutes and 
organogram of organisations 
involved
that will support the above from the
trust, signed off via the trust 
governance structure.

7.2 Minutes from WY&H 
Joint committee of clinical
commissioning groups.

7.2 To be embedded External HOM/LMNS Lead 15/12/2021  1) IBR paper; Maternity 
Surveillance  dashbaord 
2) SI process flowchart 
to demonstrate internal 
and external oversight 
with LMS and CCG 3) 
72 hour proforma - 
Action Complete

IEA 1 Q 7 a) A plan to implement the
Perinatal Clinical Quality
Surveillance Model

7.3 LMS SOP and minutes that 
describe how this is embedded in 
the ICS governance structure and 
signed off by the ICS.

7.3 SOAG Maternity, March 
2021.
7.3 Minutes of WY&H
QSG – Perinatal Safety & 
Quality oversight group held 
first meeting in January 2021.
7.3 WY&H LMS
governance structure

7.3 To be embedded External LMNS 31/10/2021  1) IBR paper; Maternity 
Surveillance  dashbaord 
2) SI process flowchart 
to demonstrate internal 
and external oversight 
with LMS and CCG 3) 
72 hour proforma - 
Action Complete

IEA 2 Q 9 Trusts must create an independent senior advocate 
role which reports to both the
Trust and the LMS Boards.

No expectation that this action is met - national 
guidance awaited.

NIL External No local lead identified 
as awaiting external 
guidance 

31/03/2022 Still awaiting national 
guidance. 

IEA 2 Q10 The advocate must be available to families attending 
follow upmeetings with clinicians where
concerns about maternity or neonatal care are 
discussed, particularly where there has
been an adverse outcome.

No expectation that this action is met - national 
guidance awaited.

NIL External No local lead identified 
as awaiting external 
guidance 

31/03/2022 staill awaiting national 
guidance. 

IEA 2 Q 11 Each Trust Board must identify a non-executive 
director who
has oversight of maternity
services, with specific responsibility for ensuring that
women and family voices across
the Trust are represented at Board level. They must 
work collaboratively with their maternity Safety 
Champions

Confirmation of an identified Trust Board
Non Exec

11.2 Evidence of ward to board and 
board to ward activities e.g. NED 
walk
arounds and subsequent actions

NIL 11.2 NED activities taking place 
but no evidence of
minutes as this is an
engagement piece

Local NED to continue to report 
to Board maternity related 
updates/issues identified 
at safety champions 

Non-Executive Director 31/10/2021 Complete

IMMEDIATE AND ESSENTIAL ACTION 1: Enhanced Safety

Link to Maternity Safety Actions

Link to urgent clinical priorities

IMMEDIATE AND ESSESNTIAL ACTION 2: Listening to women and their families



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 2 Q 11 Each Trust Board must identify a non-executive 
director who
has oversight of maternity
services, with specific responsibility for ensuring that
women and family voices across
the Trust are represented at Board level. They must 
work collaboratively with their maternity Safety 
Champions

11.4 Evidence of how all voices are 
represented:

11.4 Maternity Safety
Champion Poster
11.4 Maternity Services
COVID 19 Survey
11.4 Parent Education; 6 
month review of services
and feedback to improve
services
11.4 Email evidence of MVP 
meetings minutes and plans 
for 15 steps repeating.
11.4 Flyer for Joint MVP 
Bradford, Craven & 
Wharfedale MVP group 
meeting.

11.4 Evidence of 15 steps
11.4 Re-introduction of FFT
11.4 Picker survey feedback

Local 1) To display Safety 
Champion engagement 
walkrounds posters across 
all clinical areas. 2) To 
share Safety Champion 
Proforma with NED and 
CN 3) To display safety 
champion feedback across 
areas quarterly 4) 15 
Steps date confirmed 
feedback to follow 5) FFT 

HOM 31/01/2022 Dates of Safety 
Champion Engagement 
meetings to be 
confimred for 2022.  
Poster to be displayed in 
clinical areas 2) 15 
Steps in antenatal clinic 
now complete 3) Picker 
Survey results received 
and action plans in 
place.  Ongoing 
processes in place to 
ensure service user 
involvement.  Co 
working with the LMS  - 
Actions complete

IEA 2 Q 11 Each Trust Board must identify a non-executive 
director who
has oversight of maternity
services, with specific responsibility for ensuring that
women and family voices across
the Trust are represented at Board level. They must 
work collaboratively with their maternity Safety 
Champions

11.5 Evidence of link in to MVP; any 
other mechanisms

11.5 Minutes of Board 
meeting and NED 
representation to update on 
staff engagement walk 
rounds. 

As above Local 1) To continue with 
scheduled "Walk Rounds" 
across the unit 2) To 
continue to provide NED 
feedback to Board 3) To 
continue to engage with 
MVP

HOM 31/10/2021 Information from the 
MVP worktreams and 
events are shared at the 
safety champion 
meetings which the 
NED attends.  This will 
continue to be the 
process 

IEA 2 and 
IEA 7

Q 13 , Q15, 
Q43

Action 7. Can you demonstrate that you have a 
mechanism for
gathering service user
feedback, and that you work with service users 
through your Maternity Voices Partnership to 
coproduce local maternity services?

Confirmation of approach to gathering
Service User feedback
(i.e. 15 steps / FFT / You Said We Did) AND 

MVP in place that COPRODUCES services

13.3 Evidence of service user 
feedback being used to support
improvement in maternity services 
(you
said, we did, FFT, 15 Steps).

13.3 Co-produced
Induction of Labour leaflet
13.3 15 steps review
(scheduled)
13.3 Covid 19 Patient
Experience Survey – “You 
said, we did”.

13.3 15 Steps findings/outcomes Work ongoing to improve 
MVP
engagement.
Bradford, Wharfedale & 
Craven MVP have recently 
amalgamated. 15
Steps scheduled for
July 2021- Rescheduled 
for September 

Local 1) 15 Steps MVP review 
to be carried out. 2) 15 
Steps feedback to be 
action planned and 
monitored for 
completeness 3) Ongoing 
work to continue to gather 
feedback and evidence of 
coproduced work.

HOM 31/10/2021 Information from the 
MVP worktreams and 
events are shared at the 
safety champion 
meetings which the 
NED attends.  This will 
continue to be the 
process 

IEA 2  
and  IEA 
7

Q 13 , Q15, 
Q43

Action 7. Can you demonstrate that you have a 
mechanism for
gathering service user
feedback, and that you work with service users 
through your Maternity Voices Partnership to 
coproduce local maternity services?

13.4 Clear co-produced plan, with 
MVP's that demonstrate that co 
production and co-design of service 
improvements, changes and 
developments will be in place and 
will be embedded by December 
2021.

13.4 MVP TOR to include co-
production and service 
improvement.
13.4 MVP action plan

MVP’s and MDT for service 
improvements around induction of 
labour in 2019 but workstreams 
paused due to COVID-19.2) 15 
Steps findings/Outcomes 

Work ongoing to improve 
MVP engagement. 
Bradford, Wharfedale & 
Craven MVP have recently 
amalgamated.

External and Local 1) To invite MVP 
representation to all Safety 
Champion Meetings 2) To 
ensure MVP 
representation is at Safety 
Champion Meetings (in 
absence of MVP member, 
MVP representative). 3) 
15 Steps review to be 
carried out to inform the 
development of the action 

HOM 31/10/2021 1) Where no MVP 
attendance the MVP 
representative will 
attend safety champions 
meetings where 
workload permits.  15 
steps review completed. 
Maternity MVP 
engagement in Keighley 
complete-pending 

IEA 2 Q 16 b) In addition to the identification of an Executive 
Director with specific responsibility for maternity 
services, confirmation of a named non-executive 
director who will support the Board maternity safety 
champion bringing a degree of independent challenge 
to the oversight of maternity and neonatal services and 
ensuring that the voices of service users and staff are 
heard.

Confirmation of an identified Trust Board 
Executive Director AND a Non Executive 
Director

16.3 Evidence of participation and 
collaboration between ED, NED and 
Maternity Safety Champion, e.g. 
evidence of raising issues at trust 
board, minutes of trust board and 
evidence of actions take

16.3 Trust board minutes to 
include NED feedback.
16.3 minutes of Board
from April detailing NED 
update/ safety champion and 
inclusion of work programme 
for board. – Item 10 Maternity 
safety champion report

16.3 Monthly safety champion 
engagement with NED, ED, and 
safety champions are scheduled in 
diaries however, minutes
are not taken to promote an open 
forum for discussion.

Local 1) To ensure that any 
actions following Board 
feedback are displayed on 
the staff safety champions 
notice boards 2) Walk 
Round feedback to be 
shared on Safety 
Champion notice Boards 
3) To ensure MVP reviews 
of services are shared with 
local governance and NED 
for floor to Board 
discussion.

NED/HOM 31/10/2021 Process embedded.  
NED provides a regular 
feedback report to board 
with regard to the safety 
walkrounds.  The 
outcomes of the staff 
engagement are 
displayed on the safety 
champion notice boards 
"You said-We did" on a 
quarterly basis. 

Link to Maternity Safety Actions

Link to Urgent clinical priorities

IMMEDIATE AND ESSENTIAL ACTION 3: Staff Training and Working Together



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 3 Q 17 Trusts must ensure that multidisciplinary training and
working occurs and must provide evidence of it. This
evidence must be externally validated through the 
LMS, 3 times a year.

Training together:

Confirmation of MDT training AND this is 
validated through the LMNS x 3 per year

17.3 LMS reports showing regular 
review of training data (attendance,
compliance coverage) and training 
needs assessment that 
demonstrates
validation describes as checking the 
accuracy of the data.

17.3 HOMs & CD’s
Senior Leadership
Meeting Minutes
17.3 Incident
Investigation Training
Invoice
17.3 Minutes from LMS 
Implementation group
Meeting

17.3 Processes still 
require embedding.

Local 1) Local produced training 
dashboard and paper 
presented to Women's 
Integrated Governance 2) 
LMS safer group meetings 
received training 
compliance updates.  3) 
IBR paper incorporates 
training compliance - this 
is shared with board, CCG 
and LMS

Risk, Governance& 
Safety Lead 

31/01/2022 1) Local produced 
training dashboard and 
paper presented to 
Women's Integrated 
Governance 2) LMS 
safer group meetings 
received training 
compliance updates.  3) 
IBR paper incorporates 
training compliance - IEA 3 Q 17 Trusts must ensure that multidisciplinary training and

working occurs and must provide evidence of it. This
evidence must be externally validated through the 
LMS, 3 times a year.

17.4 Where inaccurate or not 
meeting planned target what actions 
and what
risk reduction mitigations have been 
put in place.

17.4 WY&H LMS Plan part 2 
version 40

17.4 Processes still 
require embedding.

Local/External Processes still require 
embedding.  Training 
dashboards exist but 
process for sharing still 
needs embedding 

Risk, Governance & 
Safety Lead

31/10/2022 1) Process defined and 
monitored through 
Women's Integrated 
Governance and IPR.  
2) Quarterly training 
report is presented to 
WIG 3) Risk 
assessment in place IEA 3 Q 18 and Q 

22
Multidisciplinary training and working together must 
always include twice daily (day and night through the 
7-day week) consultant-led and present 
multidisciplinary ward rounds on the labour ward.

Working together:

Confirmation of ALL

criteria requested

18.2 Evidence of scheduled MDT 
ward rounds taking place since 
December, twice a day, day & night. 
7 days a
week (e.g. audit of compliance with
SOP).

18.2 Audit registered (see 
registered audits tracker).

18.2 Audit findings Audit to be embedded Local 1) To benchmark the 
RCOG roles and 
respopnsbilibites of the 
consultant providing acute 
care in obs&Gynae.  2) To 
review existing 
consultants Job Plans

Divisional 
Director/ADOP/Obstetri
c CD

Apr-22 1) process agreed 2) 
Audit registered and 
ongoing but requires 
further improvement. 

IEA 3 Q 19 Trusts must ensure that any external funding allocated 
for the training of maternity staff, is ring-fenced and 
used for this purpose only (e.g. Maternity Safety Fund, 
Charities monies, MPET/SLA monies etc that is 
specifically given for training).

Confirmation of ring fenced Maternity training 
budget

19.1 Evidence that additional 
external funding has been spent on 
funding including staff can attend 
training in work time.

19.1 Confirmation from CEO 
regarding all of these 
elements

Local 1) To ensure all external 
funding recevied is ring 
fenced for maternity 
services and develop a 
robust process

Head Of 
Finance/ADOP/HOM

Oct-21 Ongoing 

IEA 3 Q 19 Trusts must ensure that any external funding allocated 
for the training of maternity staff, is ring-fenced and 
used for this purpose only (e.g. Maternity Safety Fund, 
Charities monies, MPET/SLA monies etc that is 
specifically given for training).

19. 2 Evidence of funding received 
and spent.

19.2 Evidence not readily available 
as training currently gone through 
divisional budgets and were unable 
to identify a clear separation.

Processes to be improved 
to enable the monitoring of 
funds received.

Local 1) To ensure all external 
funding recevied is ring 
fenced for maternity 
services and develop a 
robust process

Head Of 
Finance/ADOP/HOM

Oct-21 Ongoing 

IEA 3 Q 19 Trusts must ensure that any external funding allocated 
for the training of maternity staff, is ring-fenced and 
used for this purpose only (e.g. Maternity Safety Fund, 
Charities monies, MPET/SLA monies etc that is 
specifically given for training).

19.3 Confirmation from Directors of 
Finance

Email from DoF Local All maternity monies are 
ringfenced to support QI 
and training across the 
services. 

HOM/ADOP/Executive 
Chief Nurse/Finance 
Director 

Complete Complete

IEA 3 Q 19 Trusts must ensure that any external funding allocated 
for the training of maternity staff, is ring-fenced and 
used for this purpose only (e.g. Maternity Safety Fund, 
Charities monies, MPET/SLA monies etc that is 
specifically given for training).

19. 4 Evidence from Budget 
statements.

19.4 Evidence not readily available 
as training
currently gone through
divisional budgets and were unable 
to identify a clear
separation.

Processes to be improved 
to enable
the monitoring of
funds received.

Local 1) To ensure all external 
funding recevied is ring 
fenced for maternity 
services and develop a 
robust process

Head Of 
Finance/ADOP/HOM

Oct-21 Ongoing 

IEA 3 and 
IEA 6

Q 21 and Q 
37 

Action 8. Can you evidence that at least 90% of each 
maternity
unit staff group have attended an 'in-house' multi-
professional maternity emergencies training
session since the launch of MIS
year three in December 2019?

90% achieved on MDT
training of all Staff groups (Obstetrics /
Anaesthetists /
Maternity / Neonates / Support Workers)

21.3 LMS reports showing regular 
review of training data (attendance,
compliance coverage) and training 
needs assessment that 
demonstrates validation describes 
as checking the
accuracy of the data.

21.3 HOMs & CD’s
Senior Leadership
Meeting Minutes
21.3 Incident
Investigation Training
Invoice
21.3 Minutes from LMS 
Implementation group
Meeting

21.3 Minutes of LMS meetings 
demonstrating review of training 
data

21.3 Processes still 
require embedding 
21/2/22 Recent staffing 
pressures have changed 
compliance to this action 
but process defines 
mitigations and risks.

Local/External 1) To comply with training 
data being shared with 
LMS quarterly 

HOM/Practice 
Development Midwife

Apr-22 1) Process defined and 
monitored through 
Women's Integrated 
Governance and IPR.  
2) Quarterly training 
report is presented to 
WIG 3) Risk 
assessment in place

IEA 3 and 
IEA 6

Q 21 and Q 
37 

Action 8. Can you evidence that at least 90% of each 
maternity
unit staff group have attended an 'in-house' multi-
professional maternity emergencies training
session since the launch of MIS
year three in December 2019?

21.4 Where inaccurate or not 
meeting planned target what actions 
and what
risk reduction mitigations have been 
put in place.

21.4 WY&H LMS Plan part 2 
version 40

21.4 Processes still 
require embedding 
21/2/22 Recent staffing 
pressures have changed 
compliance to this action 
but process defines 
mitigations and risks

Local 1) exception reporting to 
Women's Integrated 
Governance and IPR.

HOM 1) Process defined and 
monitored through 
Women's Integrated 
Governance and IPR.  
2) Quarterly training 
report is presented to 
WIG 3) Risk 
assessment in place 

IEA 3 and 
IEA 6

Q 21 and Q 
37 

Action 8. Can you evidence that at least 90% of each 
maternity
unit staff group have attended an 'in-house' multi-
professional maternity emergencies training
session since the launch of MIS
year three in December 2019?

21. 6 Attendance records - 
summarised

21.6 Attendance records /
sign in sheets

21.6 Spreadsheet in development 
to plan the
annual
attendance/scheduling of
MDT training.
21.6 no summary of training 
attendance provided
21.6 Annual training
compliance report to be developed

Local 1) Annual Report 
demonstrataing 
compliance 

Practice Development 
Midwife

Apr-22 1) Attendance records 
2) SPC charts 
presented monthly 3) 
Quarterly dashboard 
and training reports - 
Action complete

IEA 3 Q 23 The report is clear that joint
multi-disciplinary training is vital,and therefore we will 
be publishing further guidance shortly which must be 
implemented. In the meantime we are seeking 
assurance that a MDT training schedule is in place.

23.3 LMS reports showing regular 
review of training data 
(attendance,compliance coverage) 
and training needs assessment that 
demonstrates validation describes 
as checking the accuracy of the 
data.

23.3 HOMs & CD’s
Senior LeadershipMeeting 
Minutes
23.3 Incident
Investigation Training
Invoice
23.3 Minutes from LMS 
Implementation group
Meeting

Internal/External 1) TNA in place 2) TNA 
being revised to 
incporporate CNST 
Core competency 
framework3) Training 
dashboards presented 
to governace monthly 4) 
training compliance 
shared with LMS - 

IEA 3 Q 23 The report is clear that joint
multi-disciplinary training is vital,and therefore we will 
be publishing further guidance shortly which must be 
implemented. In the meantime we are seeking 
assurance that a MDT training schedule is in place.

23.4 Where inaccurate or not 
meeting planned target what actions 
and what
risk reduction mitigations have been 
put in place.

23.4 WY&H LMS Plan part 2 
version 40

1) Risk on register for non-
compliance to 90% 
training compliance. 2) 
Mitigations and risk 
assessments are 
contained within the risk 
assessment on the 
register.  

Local 1) Mitigations included in 
risk register 2) Exception 
reporting to IPR and 
Quality Safety Committee 

1) Process defined and 
monitored through 
Women's Integrated 
Governance and IPR.  
2) Quarterly training 
report is presented to 
WIG 3) Risk 

IEA 4 Q 24 Through the development of links with the tertiary level
Maternal Medicine Centre there must be agreement 
reached on the criteria for those cases to be
discussed and /or referred to a maternal medicine 
specialist
centre.

Agreement reached onCriteria for referral to
Mat Med Specialist Centre

24.1 SOP that clearly demonstrates 
the current maternal medicine
pathways that includes: agreed 
criteria for referral to the maternal 
medicine centre pathway.

24.1 Action note from
LMS Senior Leaders
Safety Meeting
24.1 West Yorkshire & 
Harrogate Clinical Forum
Minutes

24.1 Robust pathways and referral 
criteria are in place
to refer women with complexities to 
the regional tertiary unit. A referral 
NHS
net email address is used to 
support information sharing.
ANHST will comply with guidance 
around criteria
and referral to maternal medicine 
centres once finalised.

External Ongoing work with LMNS 
and commissioners to 
agree process for maternal 
medicine centres 

LMS/CD/HOM 01/04/2022 Comissioning agreed 
that Leeds will become 
the maternal medicine 
centre.  Pathways for 
referral process to be 
confirmed and work is 
progressing with this.

IEA 4 Q 24 Through the development of links with the tertiary level
Maternal Medicine Centre there must be agreement 
reached on the criteria for those cases to be
discussed and /or referred to a maternal medicine 
specialist
centre.

24.2 Audit that demonstrates referral 
against criteria has been 
implemented
that there is a named consultant 
lead, and early specialist 
involvement and
that a Management plan that has 
been agreed between the women 

24.2 24.2 Regional pathway not yet 
confirmed -  once
agreed audit will be implemented

All women who have a 
complex pregancy are 
placed under the car of a 
lead obstetricians whithin 
current local guidelines. 

External and Local LMS/CD/HOM Ongoing workstream 
with local trusts, LMNS 
and commissioners - 
1/4/22

ANHST will comply with 
referral pathways and 
criteria once agreed 
Regionally and 
commissioned.

IEA 4 Q 25 Women with complex pregnancies must have a 
named consultant lead

Named consultant lead for all women identified 25.1 SOP that states that both 
women with complex pregnancies 
who require
referral to maternal medicine 
networks
and women with complex 
pregnancies es but who do not 
require referral to maternal medicine 
network must have a named 
consultant lead.

25.1Referral to
Consultant Led Care
Guideline 2) Audit in place 

25.1 Work ongoing at local level to 
define named
consultant lead/specific
criteria. Job planning reviews 
currently underway. Appointment of 
8th consultant pending to facilitate 
additional service development. 
Maternal medicine pathways are 
currently being agreed but have 
now been commissioned and 
service specification has been 
developed. 

All women who have a 
complex pregancy are 
placed under the care of a 
lead obstetricians within 
current local guidelines. 
Maternal medicine centre 
now commissioned and 
service specification 
agreed. Pathways being 
finalised across the LMS 
and regional team.

External and Local 1) Job Plans to be 
reviewed 2) appointment 
of 8th consultant 3) fetal 
monitoring lead and pre-
term lead to be included in 
8th consultant job plan

Divisional 
Director/ADOP/CD

Apr-22 1) Initial recruitment for 
8th consultant was 
unsucessful.  CD to re-
visit the JD and 
readvertisel; funding has 
also been agreed for a 
9th consultant 2) 
Maternal medicine 
centres and associated 
pathways are being 
agreed across the 
region and LMS.  3) 
Interim fetal monitoring 
lead in post. ANHST will 

Link to Maternity Safety Actions

Link to Urgent Clinical priorities

IMMEDIATE AND ESSENTIAL ACTION 4: Managing Complex Pregnancy



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 4 Q 25 Women with complex pregnancies must have a 
named consultant lead

25. 2 Audit of 1% of notes, where all 
women have complex pregnancies 
to
demonstrate the woman has a 
named
consultant lead.

25.2 Evidence of registered 
Audit (see
Audit Tracker)
25.2 Key Performance
Indicator outcomes

25.2 Audit against current guideline 
but
acknowledgement that this
will change following further 
development of the criteria
for referral to materna lmedicine 
centres.
25.2 Audit to be fully embedded 

Audit process in place for 
monitoring of the current 
local pathway but this 
needs embedding. 

Local 1) Audit registered Audit & Compliance 
Lead/Risk & 
Governance Midwife

Apr-22 1) Testing of local 
process audit 
compliance ongoing



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 4 Q 26 Where a complex pregnancy is identified, there must 
be early
specialist involvement and management plans agreed
between the woman and the team

Referenced to specialist involvement
AND management plans developed

26.1 SOP that identifies where a 
complex pregnancy is identified, 
there
must be early specialist involvement 
and management plans agreed
between the woman and the teams.

26.1 Robust pathways and referral 
criteria are in place
to refer women with complexities to 
the regional
tertiary unit. A referral NHS net 
email address is used to support 
information sharing.
ANHST will comply with guidance 
around criteria
and referral to maternal medicine 
centres once
finalised.

External and Local 1) Awaiting for further 
guidance to be received 
following agreeance of the 
pathways for referral to 
maternal medicine centres

Lead Obstetrican / CD 
for Obs & Gynae

Ongoing workstream 
with lcoal trusts, LMNS 
and commissioners 
1/4/22.

1) ANHST will comply 
with guidance and 
referral criterias once 
approved with the LMS 
and Regional teams. 

IEA 4 Q 26 Where a complex pregnancy is identified, there must 
be early
specialist involvement and management plans agreed
between the woman and the team.

26.2 Audit of 1% of notes, where 
women have complex pregnancies 
to
ensure women have early specialist 
involvement and management plans
are developed by the clinical team in 
consultation with the woman.

26.2 Referral Criteria and 
processes to be agreed.
ANHST will comply with guidance 
around criteria
and referral to maternal medicine 
centres once
finalised.

All women who have a 
complex pregancy are 
placed under the care of a 
named obstetricians 
within current local 
guidelines. Maternal 
medicine centre now 
commissioned and service 
specification agreed. 
Pathways being finalised 
across the LMS and 
regional team.

External and Local 1) Awaiting for further 
guidance to be received 
following agreeance of the 
pathways for referral to 
maternal medicine centres

Lead Obstetrican / CD 
for Obs & Gynae

1) ANHST will comply 
with guidance and 
referral criterias once 
approved 

IEA 4 Q 27 Action 6. Can you demonstrate compliance with all 
five elements of the Saving Babies’ Lives care bundle 
Version 2?

Confirmation of compliance with ALL elements

27.2 Audits for each element. 25/05/2021 Audits added. SBL Audit compliance /Reports for 
WIG

Audits require further 
embedding following the 
upgrade of systmone and 
codes to do data extract. 

Local 1) Continue to embed 
audit 2) present quarterly 
audit reports to 
governance for oversight 
and monitoring. 

Quality & Safety 
Lead/Compliance & Audit 
Lead 

01/04/2022

1) Visualisations now ratified 
for systmone and will be 
implemented to improve 
compliance and data extract.  
Training for teams ongoing. 

IEA 4 Q 28 a) All women with complex pregnancy must have a 
named consultant lead, and
mechanisms to regularly audit compliance must be in 
place.

Confirmation of consultant lead  AND regular 
Audit of
Compliance in place

28.2 Submission of an audit plan to 
regularly audit compliance.

28.2 Audit registered (see 
audit tracker).

28.2 Audit results All women who have a 
complex pregancy are 
placed under the care of a 
named obstetrician within 
current local guidelines. 
Maternal medicine centre 
now commissioned and 
service specification 
agreed. Pathways being 
finalised across the LMS 
and regional team.

Local 1) Awaiting for further 
guidance to be received 
following agreeance of the 
pathways for referral to 
maternal medicine centres

Audit & Compliance 
Lead/Risk & 
Governance Midwife

Apr-22 1) Local audit in place 
against local process 2) 
Maternal medicine 
pathways being 
developed and aNHST 
will comply when 
agreed.  

IEA 4 Q 29 Understand what further steps are required by your
organisation to support the
development of maternal medicine specialist centres

Confirmation that Trust is developing their local
actions as part of an
agreed Network approach

29.1 The maternity services involved 
in the establishment of maternal 
medicine
networks evidenced by notes of
meetings, agendas, action logs.

29.1 Action note from
LMS Senior Leaders
Safety Meeting
29.1 West Yorkshire & 
Harrogate Clinical Forum 
Minutes

All women who have a 
complex pregancy are 
placed under the care of a 
named obstetrician within 
current local guidelines. 
Maternal medicine centre 
now commissioned and 
service specification 
agreed. Pathways being 
finalised across the LMS 
and regional team.

External and Local Lead Obstetrican /CD 
for Obs & Gynae

Ongoing workstream 
with local trusts, LMNS 
and commissioners 
1/4/22

1) ANHST will comply 
when referral pathways 
and criteria agreed and 
commissioned

IEA 4 Q 29 Understand what further steps are required by your
organisation to support the
development of maternal medicine specialist centres

Confirmation that Trust is developing their local
actions as part of an
agreed Network approach

29.2 Criteria for referrals to MMC 29.2 Pathways to be defined
Regionally

External Ongoing work with 
LMNS and 
commissioners to agree 
process for maternal 
medicine centres 

LMS/CD/HOM Ongoing workstream 
with lcoal trusts, LMNS 
and commissioners 

Comissioning agreed 
that Leeds will become 
the maternal medicine 
centre.  Pathways for 
referral process to be IEA 4 Q 29 Understand what further steps are required by your

organisation to support the
development of maternal medicine specialist centres

29.3 Agreed pathways 29.3 Pathways to be defined
Regionally.

External Ongoing work with 
LMNS and 
commissioners to agree 
process for maternal 
medicine centres 

LMS/CD/HOM Ongoing workstream 
with lcoal trusts, LMNS 
and commissioners 

Comissioning agreed 
that Leeds will become 
the maternal medicine 
centre.  Pathways for 
referral process to be 
confirmed and work is 

IEA 5

Q 30

All women must be formally risk assessed at every 
antenatal contact so that they have continued access 
to care provision by the most appropriately trained 
professional

Risk Assessment at EVERY AN Contact

30.4 Review and discussed and 
documented intended place of birth 
at every visit. 

1) Evidence of audit to demonstrate 
compliance 

Pathways in place but 
required audit to be set up 
to provide required 
evidence

Local 1) Systmone templates 
now include specific 
codes to allow data 
extract. 2) Audit registered 
3) KPI monitored monthly 
4) tracker and report to be 
presented at governance. 

Quality & Safety 
Lead/Compliance & Audit 
Lead 

01/04/2022

1) embedding of audit 2) data 

extract and systmone DQ issues 

3) reports to governance.

IEA 5

Q 30 and 31

All women must be formally risk assessed at every 
antenatal contact so that they have continued access 
to care provision by the most appropriately trained 
professional

Risk Assessment at EVERY AN Contact

30. 5 Personal Care and Support 
plans are in place and an ongoing 
audit of 1% of records that 
demonstrates compliance of the 
above.  

No audit in place to evidence 
compliance 

Local 1) Systmone templates 
now include specific 
codes to allow data 
extract. 2) Audit registered 
3) KPI monitored monthly 
4) tracker and report to be 

Quality & Safety 
Lead/Compliance & Audit 
Lead 

01/04/2022

1) embedding of audit 2) data 

extract and systmone DQ issues 

3) reports to governance.

IEA 5 Q 31 Risk assessment must include ongoing review of the 
intended place of birth, based on the
developing clinical picture.

31.4 Evidence of referral to birth 
options clinics.

31.4 No birth options clinic within 
current pathway but
there is an informal process
in place to support care planning 
and birth options. The current 
labour ward manager co-ordinates 
care planning meetings with the 
MDT if required.31.4 Process to be 
formalised and further defined. 31.4 
SOP to be devised.

Local  SOP is in draft and going 
to WIG for ratification in 
December.  

LW Manager  October 2021 - 
Complete

SOP approved at WIG 

Link to Maternity Safety actions:

Link to Urgent Clinical Priorities

IMMEDIATE AND ESSENTIAL ACTION 5:Risk Assessment Throughout Pregnancy



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 6

Q 34

All maternity services must appoint a dedicated Lead 
Midwife and Lead Obstetrician both with demonstrated 
expertise to focus on and champion best practice in 
fetal wellbeing.

BOTH MW and Obstetrician in place 

34.3 Examples of what the leads do 
with the dedicated time E.G 
attendance at external fetal 
wellbeing event, involvement with 
training, meeting minutes and action 
logs.    

28/08/2021 email,Links  to 
national event  'Monitoring 
May' and agenda added.

1) Evidence of attendance to LMS 
fetal monitoring meetings 2) 
Evidence of the internal training 
and content of lesson plans

Local 1) Fetal monitoring lead to 
provide evidence of 
external and internal 
representation at meetings 
2) TNA to be reflective of 
introdcution of Fetal 
monitoring Day and case 
reviews. 

Practice Development 
Midwife

01/04/2022

1) fetal monitoring day training 

schedule now in place 

additional to fetal monitoring 

training, K2 and CTG case 

reviews. New Action

IEA 6

Q 34

All maternity services must appoint a dedicated Lead 
Midwife and Lead Obstetrician both with demonstrated 
expertise to focus on and champion best practice in 
fetal wellbeing.

BOTH MW and Obstetrician in place 

 34.4 Incident investigations and 
reviews  

1) unable to provide evidence of 
how incident investigations or case 
reviews themes and trends are 
featured in the monthly/annual fetal 
monitoring training.

Local 1) TNA to be updated to 
include identifcation of 
incident investigations and 
how is included in ongoing 
training. 2) midwives 
reminded to bring CTG's 
of interest to fetal 
monitoring sessions 3) Pre-
Qrg meeting being 
established to broaden 
TOR and remit being 
formalised. 

01/04/2022

1) TNA now reviewed 2) Fetal 

monitoring days and lesson 

plans intorduced 3) SOP for pre-

QRG and TOR being finalised 

IEA 6 Q 35 The Leads must be of sufficient seniority and 
demonstrated
expertise to ensure they are able to effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing
knowledge of monitoring fetal wellbeing
- Keeping abreast of developments in the field
- Raising the profile of fetal
wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
monitoring are adequately
supported
- Interfacing with external units and agencies to learn 
about and
keep abreast of developments in the field, and to track 
and
introduce best practice.
- The Leads must plan and run regular departmental 
fetal heart
rate (FHR) monitoring meetings and cascade training.
- They should also lead on the review of cases of 
adverse outcome involving poor FHR
interpretation and practice.
- The Leads must ensure that their maternity service is
compliant with the
recommendations of Saving
Babies Lives Care Bundle 2 and subsequent national 
guidelines.

JD fulfils ALL criteria 35.3 Consolidating existing 
knowledge of monitoring fetal 
wellbeing

35.3 Monitoring May
Training Agenda

To improve evidence of 
consolidation and
practice development of 
the
midwifery and obstetric 
fetal
monitoring leads

Local 1) To appoint 8th/9th 
Consulant - Fetal 
Monitoring Lead (current 
lead on an interim basis)

CD/Divisional Director Apr-22 1) Initial recruitment for 
8th consultant was 
unsucessful.  CD to re-
visit the JD and 
readvertise; funding has 
also been agreed for a 
9th consultant 2) 
Maternal medicine 
centres and associated 
pathways are being 
agreed across the 
region and LMS.  3) 
Interim fetal monitoring 
lead in post. 

IEA 6 Q 35 The Leads must be of sufficient seniority and 
demonstrated
expertise to ensure they are able to effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing
knowledge of monitoring fetal wellbeing
- Keeping abreast of developments in the field
- Raising the profile of fetal
wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
monitoring are adequately
supported
- Interfacing with external units and agencies to learn 
about and
keep abreast of developments in the field, and to track 
and
introduce best practice.
- The Leads must plan and run regular departmental 
fetal heart
rate (FHR) monitoring meetings and cascade training.
- They should also lead on the review of cases of 
adverse outcome involving poor FHR
interpretation and practice.
- The Leads must ensure that their maternity service is
compliant with the
recommendations of Saving
Babies Lives Care Bundle 2 and subsequent national 
guidelines.

35.4 Keeping abreast of 
developments in the field

28/08/2021 email,Links  to 
national event  'Monitoring 
May' and agenda added.

Local 1) TNA to be updated to 
include identifcation of 
incident investigations and 
how is included in ongoing 
training. 2) midwives 
reminded to bring CTG's 
of interest to fetal 
monitoring sessions 3) Pre-
Qrg meeting being 
established to broaden 
TOR and remit being 
formalised. 

Practice Development 
Midwife

01/04/2022

IEA 6 Q 35 The Leads must be of sufficient seniority and 
demonstrated
expertise to ensure they are able to effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing
knowledge of monitoring fetal wellbeing
- Keeping abreast of developments in the field
- Raising the profile of fetal
wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
monitoring are adequately
supported
- Interfacing with external units and agencies to learn 
about and
keep abreast of developments in the field, and to track 
and
introduce best practice.
- The Leads must plan and run regular departmental 
fetal heart
rate (FHR) monitoring meetings and cascade training.
- They should also lead on the review of cases of 
adverse outcome involving poor FHR
interpretation and practice.
- The Leads must ensure that their maternity service is
compliant with the
recommendations of Saving
Babies Lives Care Bundle 2 and subsequent national 
guidelines.

35. 5 Ensuring that colleagues 
engaged in fetal wellbeing 
monitoring
are adequately supported eg clinical
supervision

35.5 Weekly CTG training 
slides

35.5 Minutes of case review 
meetings
35.5 evidence of trends and
themes
35.5 Evidence of midwifery 
supervision

To improve evidence of 
how supervision is
captured.
To formalise case review 
meetings with
actions and
identification of trends and 
themes

To include clinical 
supervision in fetal 
monitoring case reveiws and 
fetal monitoring training day. 
2) To consider use of PMA's 
in support of fetal monitoring 
related incidents. 3) Pastoral 
support midwife to provide 
clinical supervision and 
training 

Practice Development 
Midwife

01/04/2022 To consider the use of 
PMA's/pastoral support 
midwife & Risk, Quality 
and safety Lead  in 
improving the clinical 
supervision aspects of 
this action. 

IEA 6 Q 35 The Leads must be of sufficient seniority and 
demonstrated
expertise to ensure they are able to effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing
knowledge of monitoring fetal wellbeing
- Keeping abreast of developments in the field
- Raising the profile of fetal
wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
monitoring are adequately
supported
- Interfacing with external units and agencies to learn 
about and
keep abreast of developments in the field, and to track 
and
introduce best practice.
- The Leads must plan and run regular departmental 
fetal heart
rate (FHR) monitoring meetings and cascade training.
- They should also lead on the review of cases of 
adverse outcome involving poor FHR
interpretation and practice.
- The Leads must ensure that their maternity service is
compliant with the
recommendations of Saving
Babies Lives Care Bundle 2 and subsequent national 
guidelines.

 35.6 Interface with external units 
and agencies to learn about and 
keep abreast of developments in the 
field, and to track and introduce best 
practice.

28/08/2021 email,Links  to national 
event  'Monitoring May' and agenda 
added.

Local/External 1) To evidence attendance 
at LMS and local/regional 
fetal monitoring meetings 
2) To evidence joint 
working with other trusts 
to deliver training in fetal 
monitoring and learning 
from incidents. 

Practice Development 
Midwife

01/04/2022

IMMEDIATE AND ESSENTIAL ACTION 6: Monitoring Fetal Well Being.



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 6 Q 35 The Leads must be of sufficient seniority and 
demonstrated
expertise to ensure they are able to effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing
knowledge of monitoring fetal wellbeing
- Keeping abreast of developments in the field
- Raising the profile of fetal
wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
monitoring are adequately
supported
- Interfacing with external units and agencies to learn 
about and
keep abreast of developments in the field, and to track 
and
introduce best practice.
- The Leads must plan and run regular departmental 
fetal heart
rate (FHR) monitoring meetings and cascade training.
- They should also lead on the review of cases of 
adverse outcome involving poor FHR
interpretation and practice.
- The Leads must ensure that their maternity service is
compliant with the
recommendations of Saving
Babies Lives Care Bundle 2 and subsequent national 
guidelines.

35. 8 Lead on the review of cases of 
adverse outcome involving poor 
FHR
interpretation and practice

35.8 Diary scheduling of 
weekly meetings
35.8 CTG’s/case reviews
included in weekly fetal 
monitoring meetings

Local 1) Embedd fetal 
monitoring case review 
meetings 2) review the 
TNA to include fetal 
monitoring training day 
and weekly case reviews 
3) to appoint fetal 
monitoring lead midwife 
and obstetric lead 
substantively 4) To 
improve the triangulation 
of information outcomes 
following reviews into pre-
QRG 5) TOR for Pre-QRG 
to include oversight of all 
reviews.  

HOM/Quality & Safety 
Lead/Division

Apr-22 1) Business Cases in 
progress for midwifery 
workforce and 
leadership 2) Obstetric 
JD's being reviewed and 
recruitment for 8th and 
9th consultant ongoing 
3) Pre-QRG becoming 
embedded to include 
MDT oversight.

IEA 6
Q 36

Action 6. Can you demonstrate compliance with all 
five elements of the Saving Babies’ Lives care bundle 
Version 2?

Confirmation of compliance with ALL elements

36.2  Audits for each element. 25/05/2021 Audits added. SBL Audit compliance /Reports for 
WIG

Audits require further 
embedding following the 
upgrade of systmone and 
codes to do data extract. 

Local 1) Continue to embed 
audit 2) present quarterly 
audit reports to 
governance for oversight 

Quality & Safety 
Lead/Compliance & Audit 
Lead 

1) Visualisations now ratified 

for systmone and will be 

implemented to improve 

compliance and data extract.  

Training for teams ongoing. 

IEA 7 Q 39 All Trusts must ensure women have ready access to 
accurate
information to enable their
informed choice of intended place of birth and mode of 
birth, including maternal choice for caesarean delivery.

ALL place of birth information easily
accessible

39.2 Submission from MVP chair 
rating trust information in terms of:
accessibility (navigation, language 
etc)
quality of info (clear language, 
all/minimum topic covered) other 
evidence could include patient 
information leaflets, apps, websites.

39.2 LMS Co-Produced
Website gap analysis tool
– Draft
39.2 Link to maternity 
website to see patient 
information leaflets and other 
resources

39.2 Findings of the MVP Website 
gap analysis tool

39.2 Findings of the
MVP Website gap 
analysis tool

External 1) Co Produced 
Questionaire / Survey 
produced 2) To complete 
the upgrade of the ANHST 
Website 3) to Test the 
questionaire with the MVP 
on the new platform

HOM/MVP Lead Apr-22 1) Work ongoing to co-
produce the new 
ANHST maternity 
Website 2) MVP invtied 
to attend website T&F 
meetings for user input 
3) MVP to complete gap 
analysis

IEA 7 Q 40 All maternity services must ensure the provision to 
women
of accurate and contemporaneous evidence-
based information as per national guidanc.This must 
include all aspects of maternity care throughout the 
antenatal,intrapartum and postnatal periods of care.

ALL information is easily accessible 40.2 Submission from MVP chair 
rating trust information in terms of:
accessibility (navigation, language 
etc)
quality of info (clear language, 
all/minimum topic covered) other 
evidence could include patient 
information leaflets,apps, websites

40.2 LMS Co-Produced
Website gap analysis tool
– Draft
40.2 Link to maternity 
website to see patient 
information leaflets and other 
resources

40.2 Findings of the MVP Website 
gap analysis tool

40.2 Findings of the
MVP Website gap 
analysis tool

External 1) LMNS to agree content 
of questionnaire for MVP 
to review website 2) to 
continue to work to 
introduce new revised 
website for maternity 
servcies 3) to follow up 
with trust MVP lead and 
LMNS for progress 
update.

LMS Apr-22 1) Work ongoing to co-
produce the new 
ANHST maternity 
Website 2) MVP invtied 
to attend website T&F 
meetings for user input 
3) MVP to complete gap 
analysis

IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context RAG Rating

Link to Maternity Safety Actions

IMMEDIATE AND ESSENTIAL ACTION 7: Informed Consent



IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context Loca/External Action Action/s to be taken Action Lead Target Completion Date Progress Updates Original RAG Rating RAG Rating Revised 

December 2021

 RAG Rating 

Revised February 

2022

IEA 7 Q 41 Women must be enabled to participate equally in all
decision-making processes and to make informed 
choices about their care

Confirmation that trust
HAS a method of recording decision
making processes that
includes women's participation & informed
choice

41.1 SOP which shows how women 
are enabled to participate equally in 
all
decision making processes and to 
make informed choices about their 
care. And where that is recorded.

41.1 Link to website to 
support maternal choices
when opting to have a 
Caesarean section – RCOG
41.1 Vaginal Birth following 
caesarean
section – decision aid
41.1 Breech presentation 
guideline – includes
maternal choice and
various appendices.
41.1 Link to trust website
– maternal choices
41.1 Women who chose to 
decline care as 
recommended by guidelines

41.1 A specific SOP which shows 
how women are
enabled to participate equally in all 
decision making processes.

Local 1) To produce a SOP to 
define local process 

LW Manager Oct-21 1) SOP ratified at WIG - 
Action Complete

IEA 7 Q 41 Women must be enabled to participate equally in all
decision-making processes and to make informed 
choices about their care

41.2 An audit of 1% of notes 
demonstrating compliance.

41.2 Audit registered (see 
audit tracker)

41.2 audit findings of compliance to 
guidelines
when supporting informed choices

41.2 Audit to be 
embedded.

Local 1) Audit registered Risk & Governance 
Midwife 

Ongoing process to 
embedd 

Monthly audit in place

IEA 7 Q 41 Women must be enabled to participate equally in all
decision-making processes and to make informed 
choices about their care

41.3 CQC survey and associated 
action plans.

41.3 Link provided to CQC 
website and maternity survey 
2020

41.3 Benchmarking of 
other trusts recent CQC 
outcomes – LMS wide 
approach

Local 1) To benchmark CQC 
outcomes 2) to include 
action plans for MVP 15 
Steps and COVID Survey 
3) MVP Engagement 
event findings 

HOM/Interim 
Compliance and Audit 
Lead 

Apr-22 CQC survey findings 
being reviewed and 
action plan in progress.  
MVP 15 steps complete 
and action plan in 

IEA 7 Q 42 Women’s choices following a
shared and informed decision- making process must 
be respected

Reference made to how Women's choices
are respected and
evidenced

42.1 SOP to demonstrate how
women’s choices are respected and 
how this is evidenced following a 
shared and informed decision-
making process, and where that is 
recorded.

42.1 Antenatal care of low 
risk women
42.1 Breech Guideline
42.1 Vaginal birth following 
caesarean section
42.1 women who chose to 
decline care as
recommended.

42.1 A specific SOP which shows 
how women are
enabled to participate
equally in all decision making 
processes

Local 1) To produce a SOP to 
define local process 

LW Manager Oct-21 1) SOP ratified at WIG - 
Action Complete

IEA 7 Q 42 Women’s choices following a
shared and informed decision- making process must 
be respected

42.2 An audit of 5% of notes 
demonstrating compliance, this 
should include women who have 
specifically requested a care 
pathway which may differ from that 
recommended by the clinician 
during the antenatal period, and also 
a selection of women who request a 
caesarean section during labour or 
induction.

42.2 Audit registered (see 
tracker)

42.2 Audit findings Electronic records have 
been reviewed to identify 
the relevant coding to 
ensure data extract for 
women who are choosing 
to deviate from a 
recommended care 
pathway.

Local 1) to register audit 2) to 
complete change request 
for systmone codes to 
enable data extract 

Audit & Compliance 
Lead/Risk & 
Governance Midwife

1) Audit registered 2) 
Change request 
submitted and Codes 
devised 3) Audit to be 
embedded - ongoing 

1) Change codes in 
systmone requested - 
audit process being 
agreed.

IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context RAG Rating

IEA 7 Q 44 Every trust should have the pathways of care clearly
described, in written information in formats consistent 
with NHS policy and posted on the trust
website. An example of good practice is available on 
the
Chelsea and Westminster website.

All information ON trust website 44.1 Gap analysis of website against
Chelsea & Westminster conducted 
by the MVP.

44.1 LMS co-produced gap 
analysis tool
44.1 Email to evidence 
ongoing QI of ANHST 
maternity website

44.1 LMS co-produced gap 
analysis tool – pending MVP
support to assess the website.

ANHST website currently 
being
updated with a new 
platform. Work ongoing 
with
Bradford university. MVP 
will be involved
with the finalising of the 
final product.

External and Local 1) Website development 
in progress and co-
produced with MVP 2) 
Questionnaire complete 
and will be tested when 
website complete 2)MVP 
have agreed content of 
gapanalysis to be 
completed in late February 
2022.

HOM/MVP Lead Apr-22 1) MVP to complete 
Gap Analysis

IEA 7 Q 44 Every trust should have the pathways of care clearly
described, in written information in formats consistent 
with NHS policy and posted on the trust
website. An example of good practice is available on 
the
Chelsea and Westminster website.

44.2 Co-produced action plan to 
address gaps identified.

44.2 LMS co-produced gap 
analysis tool
44.2 Liaison evidence of multi-
language videos,
photos and scripts.

44.2 Pending MVP support to 
assess the website and
identify outcomes for improvement.

External and Local 1) Questionnaire/Survey 
completed by LMS 2) 
Multi language 
vidoes/scripts co-
produced 

LMS/HOM/MVP Apr-22 1) MVP to complete 
Gap Analysis.  Action to 
follow based on findings. 

IEA 7 Q 44 Every trust should have the pathways of care clearly
described, in written information in formats consistent 
with NHS policy and posted on the trust
website. An example of good practice is available on 
the
Chelsea and Westminster website.

44.4 Submission from MVP chair 
rating trust information in terms of:
accessibility (navigation, language 
etc)
quality of info (clear language, 
all/minimum topic covered) other 
evidence could include patient 
information leaflets, apps, websites.

44.4 LMS Co-produced gap 
analysis tool

44.4 Pending MVP support to 
assess the website and
identify outcomes for
improvement.

External and Local 1) LMNS to agree content 
of questionnaire for MVP 
to review website 2) to 
continue to work to 
introduce new revised 
website for maternity 
servcies 3) to follow up 
with trust MVP lead and 
LMNS for progress 
update.

LMS/HOM/MVP Apr-22 1) MVP to completed 
Gap Analysis.  Action to 
follow based on findings.

IEA Q Element Assessment Criteria Evidence required. Evidence provided Evidence not provided Rationale/Context RAG Rating

N/A

Q 45

 Action 4. Can you demonstrate an effective system of 
clinical workforce planning to the required standard

Midwifery workforce planning system in PLACE 

45.2 Evidence of reviews 6 monthly 
for all staff groups and evidence 
considered at board level.     

1/6/2021 Staffing papers X4-
2 to Trust Board and 2 to 
People Ctte.Also minutes and 
agendas

1) Birthrate + Midwifery Workforce 
Review final report 2) Workforce 
strategy and action plan 3) RCOG 
Roles & Responsibilities obstetric 
workforce action plan including 

Local 1) Obstetric Job Plans 
being reviewed to align 
with the RCOG roles and 
responsibilities document 
and compliance to CNST 

HOM/Clinical Director for 
Obstetrics & Gynaecology 
and Divisional Director

Apr-22

1) RCOG benchmakring and job 

planning ongoing 2) midwifery 

sorkfroce strategy and action 

planning in progress 3) 

Leadershp manifesto paper 

approved. 

N/A Q 49 We are asking providers to review their approach to 
NICE
guidelines in maternity and
provide assurance that these are assessed and 
implemented where appropriate. Where non- 
evidenced based guidelines are utilised, the trust must
undertake a robust assessment process before 
implementation and ensure that the decision is 
clinically justified.

ALL guidance assessed &
implemented = Yes
(GREEN)

49.2 Audit to demonstrate all 
guidelines are in date.

49.2 Guideline tracker in 
place to monitor –
monitored through
Women’s Governance
Group
49.2 Women’s & Children’s 
specialist
services exception report,
overdue audit and NICE 
Guidance

49.2 No formal audit in place Local 1) To review Guideline 
tracker and process2) 
Update awaited following 
neonatal MDT meeting to 
review local guidelines.3) 
To escalate outstanding 
guidelines compliance 
through IPR.

Risk & Governance 
Midwife/Neonatal 
Lead/NNU sister 

May-22 1) process agreed to be 
robust but some 
guidelines remain out of 
date.  2) Women's & 
Children's working 
together to improve 
expired neonatal 
guidelines 3) NNU 
manager and Neonatal 
Lead to agree which 
guidelines are to be 
removed due to the use 
of a Regional or 
National guideline.

Link to Urgent Clinical Priorities

WORKFORCE PLANNING

NICE GUIDANCE RELATED TO MIDWIFERY
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Date of Meeting: Wednesday 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  Non-Executive Director Maternity Champion Report  

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. 
• The Seacole MSC group activities.  

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 strategic 
objective 

Population Patients People Partnership Progressing 

✓  ✓  ✓  ✓  ✓  

Recommendation  
That the Board: 
 

• Seeks assurance that the NED and executive MSC are executing their roles appropriately; 
• Considers the work of the Seacole group in terms of application to the Trust. 
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Non-Executive Director Maternity Champion Report 
Board of Directors – Wednesday 6 April 2022 

Introduction  
 
This report outlines the role of the NED MSC as required by the Ockenden review of maternity 
services and gives the 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 remain limited. It has not been possible to 
reschedule the overdue 15 step challenge into the maternity unit so it has been difficult personally 
to gauge the ‘lived experience’ of our patients and their families.  
 
The CQC Maternity Survey was positive and Amanda Stanford has presented detailed feedback 
which provides assurance about our services and how they are received.  

As a member of the NED MSC Seacole group, I met with Wendy Olayiwola, National Maternity 
Lead for Equality, to discuss national disparities around maternal health outcomes. Clearly 
experiences and outcomes for women at Airedale do not reflect the national picture, that was 
concerning. Wendy also raised general points around the WRES, NHS staff survey, the importance 
of using data in developing a culture of equality, equity and inclusion for maternity staff and some 
key messages.  
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In particular she was keen to use the Seacole group as a sounding board and had the following 
asks of us: 

1. Advocate for issues within maternity, publication of local data on the experiences and 
outcomes for Black, Asian and Ethnic minority women; 

2. For the related WRES data to be discussed and addressed at board level 
3. Advocate for direct reporting from Director of midwifery to the board  
4. Advocate for the implementation and adoption of national initiatives, eg, midwifery 

Continuity of Carer 
5. To ensure implementation of Respectful Maternity Care that is in planning 
6. Support Seacole Group representation as a requirement on National Steering Groups. 

 

Next steps  
Continue involvement with the MSC NED Seacole group and relationship with NHSI/E for the 
benefit of the Trust. 

Discuss with Amanda Stanford and Sarah Simpson how we can shape and influence the NHSE/I 
developing ‘respectful maternity care’ work. 

 

Conclusion  

We need to think of innovative ways to interact with patients and their families while on site visiting 
and safety walks remain restricted and consider the National Maternity Lead’s requests to the 
Seacole Group and its relevance to the Trust. 

 

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; 
• Consider the ‘asks’ of the Seacole group and relevance to the Trust.  

 



 
 
 
 

Name of Meeting: Finance Performance and Digital Committee 
 

Date of Meeting: 
 

30 March 2022 

Prepared by: 
 

Andrew Dumbleton Chair of Committee/Non-Executive Director  

 
 

Key Highlights from the meeting 
 Highlight RAG 

rating
1. Operational performance in February continued to be challenging. Demand for Trust 

services remained very high. Bed occupancy was again at around 92-96% in 
February and March. Whilst there had been a variation of number of COVID-19 cases 
of between 20 and 40, and although COVID-19 was often the secondary diagnosis, 
the numbers continued to be of concern. Following the Level 4 incident declared for 
the Omicron variant of COVID-19, the Trust has also escalated to Operations 
Pressure Escalation Levels 4 (“OPEL 4”) (the highest level) on a couple of occasions 
in February. OPEL 4 had also been reinstated on 30 March 2022. This has impacted 
on areas of planned care service provision, although outpatient and elective work has 
been reinstated as reported in January 2022. During February and into March, 
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. The total waiting 
list size has shown as slight reduction. However, the number of patients awaiting 
treatment greater than 26 and 40 weeks has shown a slight increase. The number of 
patients waiting over 52 weeks remained static in February. The number of patients 
waiting over 104 weeks has decreased. 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 July 2022.

Significant 
assurance

2. There continued to be high levels of activity in Accident & Emergency (A&E) through 
February. This continues to place significant pressure on capacity in A&E which 
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 over January and was 19.05 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.  Whilst there was a level of assurance gained, there is also the context 
of the department being more frequently in a position of declaring an OPEL 4 
position, and the requirement for a number of actions to be completed, which also 
require external support. Actions are clearly understood, however, have not been fully 
implemented at this stage. 

Limited 
assurance

3. Whilst diagnostics continue to manage significant workforce challenges because of 
sickness and recruitment gaps, performance improved in February. Cancer targets 
also showed improvement with the 2 week breast and 31 day targets being achieved 
and the 62 day being much closer to target. The Committee was assured by this but it 
would be kept under review. 

Significant 
assurance

No 
Assurance

Limited 
Assurance  

Significant 
Assurance 

High 
Assurance



Assurances gained at the meeting 
 Assurance RAG 

Rating 
1. The underlying position at month eleven is a surplus of £1.5m.  The forecast year 

end position is between £1.9m and £3m which assumes no further slippage on 
elective recovery due to the impact of COVID-19. The Committee was assured on 
the financial position at the end of month eleven and the forecast year end position. 

Significant 
assurance 

2. 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.  

High 
assurance 

3. The Waste Reduction Programme (WRP) to support savings and improve efficiency 
had delivered savings at month eleven of £6.1m, £1.5k better than plan. Further work 
is continued to be undertaken on delivering more recurring savings.  

Significant 
assurance 

4. The seven year capital plan update was presented to the Committee. The plan has 
been refined assessing the risks with the associated schemes against the priorities of 
the Trust with a view to bringing the capital plan within the Trust’s ICS allocation for 
22/23. The Committee gained assurance from this. The final plan will be presented in 
April 2022. 

High 
assurance 

5. The draft 22/23 Annual Plan was presented to the Committee. This included the 
assumptions around elective recovery and also the relevant financial planning 
assumptions. The draft financial position, which showed a deficit of £3.64m, was 
debated at length. The ICS draft financial plan also show draft deficits for a number 
of other providers within the ICS. The ICS has requested that the Trust work to 
achieve a balanced position which we understand is also a requirement for other 
providers in the ICS. In order to achieve a balanced position for the Trust there is a 
need for significant increase in the quantum of the waste reduction programme. 
Other options for reducing the deficit were also being explored.  It was agreed by the 
Committee that, whilst the Executive Team would manage the programme, the 
Committee would also monitor the programme on a regular monthly basis against the 
plan. Although the Committee monitors this already, because of the importance of 
achieving the target, an increased level of scrutiny would be applied. This 
represented a Governance change in a tighter financial environment. The Committee 
gained assurance from this but also acknowledged the risks with the achievement of 
the programme. The draft Annual Plan will be presented to the Board on 6 April 
2022. 

Limited 
Assurance

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. There continues to be significant pressure on A&E and patient flow and this is being 
monitored carefully by the Trust.  

Limited 
assurance

2 As noted above the draft Annual Plan for 22/23 currently shows a deficit of £3.64m. 
Whilst it is currently proposed that the elimination of this shortfall to a balanced 
position is made up through an increase in the waste reduction programme this will 
be will a significant increase in the programme over 21/22. Executive leadership has 
been put in place to manage and monitor this.  There is some risk with the delivery of 
these savings.  Other options for the elimination of the shortfall are also being 
explored. 

Limited 
Assurance

 
Any other comments 
None 

 
 



Level of 
assurance 

Guidance on consistency 

High 
assurance 

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)   

Significant 
assurance 

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 

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. 

No 
assurance 

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.

 
 



 

 

 
           

 
 
 

 

Name of Meeting: 
 

People Committee 

Date of Meeting: 
 

29 March 2022 

Prepared by: 
 

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

 
 

Key Highlights from the meeting 
 Highlights  RAG 

Rating 
1. People Story – the meeting heard from three colleagues invited to share their 

perspectives with the Committee about the factors which are important in 
retaining them as Trust employees. A range of themes were discussed including 
how friendly and supportive the Trust is to new staff, particularly in all cases those 
who had joined Airedale from other countries. One area for further exploration 
was how we could better share with non-clinical colleagues ladders of opportunity 
across the organisation to identify career opportunities which may not just be 
within the initial area of recruitment. The importance of PDR discussion was 
shared to enable career development conversations to take place.  
 

Significant 
assurance 
that work 
was taking 
place to 
improve 
retention. 

2 NHS Staff Survey Results - key highlights 
The initial feedback was presented to the Committee, to be shared with the Board 
at the next meeting. The Trust response rate had increased to 48% which was a 
significant increase on the last survey and the benchmarking data showed that 
Airedale’s results were above average in all 9 of the key themes linked to the 
People Promise. The Committee noted that this was a tribute to all the work that 
had taken place across the organisation in such challenging times. Areas which 
saw a decrease have already been identified on the Trust Risk Register and 
included health and wellbeing, safe working levels, retention and recommending 
the Trust as a place to work. It was brought to the attention of the Committee that 
compared to the results from 2019, prior to the pandemic, the areas of greatest 
decline related to morale, compassionate and inclusive culture and a culture of 
learning. In addition, colleagues who were either redeployed or who worked 
directly in Covid hot areas reported lower levels of satisfaction than their 
counterparts. The corporate action plan was approved by the Committee and it 
was noted that the development of divisional action plans would now be taking 
place to support the delivery of the corporate action plan and the inclusion groups 
will also have a key role in reviewing the outcomes and themes by protected 
characteristic. 
 
It was agreed that the action plan would be reviewed by the Committee which 
would also highlight areas of good progress and enable areas to share their 
stories in relation to the actions taken to move their part of the organisation 
forwards. 
 

Significant 
assurance 
 
Committee 
assured 
that the 
outcomes 
of the 
survey 
would be 
taken 
seriously 
and 
appropriate 
actions 
would take 
place. 

 
 
 

No 
Assurance

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance



 

 

 
Assurances gained at the meeting 

 Assurance RAG Rating 
1. 
 
 
 
 

Temporary Staffing Audit update 
A report was presented to the Committee outlining the work that had been 
carried out following the feedback from the Audit & Risk Committee. 
 
A further audit had taken place within the temporary staffing team to test the 
outstanding elements from the internal audit process.  The Committee was 
advised that whilst significant assurance was noted in relation to break glass 
authorisation gaps in assurance were identified in the remaining areas. The 
following recommendations were identified:  

1. Process to manage long term bookings to be developed; 
2. An approval process for agencies outside of the temporary staffing team 

is to be established; 
3. Plan to transition all bank and agency booking to be managed through 

the temporary staffing team to avoid the need to paper time sheets. This 
will be completed through the roll out of the e-rostering project. 

 

Significant 
assurance 
 
The 
Committee 
felt assured 
that the 
actions 
which were 
taking place 
would 
address the 
gaps 
identified 
and improve 
and 
streamline 
existing 
processes

2. Gender Pay Gap (GPG) Report 2021 
The Committee received a very detailed report, which is attached for the Board, 
and was happy to approve the report for publication having also reviewed the 
data at a previous meeting. In summary, the mean gender gap for the Trust, 
based on hourly rates of pay is 30.33% (which has reduced each year since 
2018) and the median rate of pay is 27.61%. This means that on average 
women’s pay is 30.33% lower than males across the organisation. The mean 
national average gender pay gap for the public sector is 14.09%. As has been 
discussed in previous years the largest factor contributing to the GPG is the 
medical and dental workforce where there are a high proportion of highly paid 
male employees in comparison to the overall male workforce at the Trust. 
 
A number of detailed actions were shared with the Committee, and the 
importance of the work of the inclusion groups to support improvements in this 
area were also noted. 
 

 
Significant 
assurance 
and 
recommend 
for 
information 

3. Mandatory training  
A detailed paper was submitted to the Committee for consideration, outlining a 
revised approach to move forward to address the issues of compliance with 
mandatory training across the Trust. A new approach which also identified more 
clearly the difference between Trust-wide mandatory training and area specific 
required training was being developed. It was proposed that following time to 
work with divisions to improve levels of take up, streamline process and to 
programme in time for participation, managers would be required to take 
colleagues through more formal procedures if levels of compliance did not 
improve in the medium term.  

Significant 
assurance 
 
The 
Committee 
supported 
the revised 
approach 
and would 
monitor this 
closely for 
improvement

4.. Workforce Plan and Submission 
The Committee received a detailed paper outlining the Workforce plan for 22/23. 
At a headline level the plan proposes an increased establishment of 127.88WTE 
which includes 97.37WTE for approved new developments such as the theatre 
build. The detail of the plan was framed within the national context and the 
Committee was taken through the planning assumptions which had led to the 
proposals for both the substantive and temporary workforce. Much of the focus 
of the discussion considered the risks and challenges to the successful delivery 
of the plan in both the local, regional and national context. In particular, the 
Committee was assured that a detailed phasing plan had been put in place to 
support the complex delivery, identifying challenges and priorities. There is key 

Significant 
assurance 
 



 

 

focus on support for recovery, wellbeing, local talent management and 
development as well as a focused approach to recruitment and retention as well 
as workforce transformation. Key challenges of recruiting for particular skill 
areas and the need to develop some new apprenticeship routes were also 
discussed. 
 
The Committee was happy to endorse the development of a robust plan but was 
clear that there were significant challenges at a local and system level which 
would need careful monitoring. 

 
 

Issues or emerging risks 
 Issues or emerging risks RAG 

Rating 
1. Integrated Pathology Solutions – People Update 

This report provided the Committee with a further update in relation to the key 
people matters which had previously been considered both at the Board and the 
People Committee in 2020 and 2021. Whilst members of the Committee 
acknowledged the outstanding work that the teams had contributed to supporting 
the Trust during the Covid-19 pandemic it was clear from the paper that not 
enough progress had been made to address the people concerns previously 
identified. In particular, turnover remained a concern and there were still 
relatively high levels of long term absence. More specifically, levels of PDR 
completion were at 9.69% in January 2022 and the Committee felt that, although 
new models were being considered, progress had not been timely enough and 
the lack of a PDR may have contributed to ongoing concerns across the people 
spectrum, which could have been identified earlier. The Committee asked for 
some further work to continue to improve this area and for a further report back 
in 3 months’ time. 
 

 
 
Limited 
assurance 
although 
this is a 
key area 
of focus 
 

 
 

Any other comments 
 
Committee Effectiveness Review Results 
 
The Committee received the review and noted that no key areas of development had been identified 
this time. It was agreed that the suggestions for items for consideration by the Committee would be 
discussed as part of the Committee planning process outside of the meeting. 
 
 

 
Level of 
assurance 

Guidance on consistency 

High 
assurance 

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)   

Significant 
assurance 

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 

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. 

No 
assurance 

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.

 



  
 

 
           

 
 
 

Name of Meeting: Quality & Safety Committee
Date of Meeting: 29th March 2022 
Prepared by: 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. The Committee Effectiveness Review was received and the proposed actions 
agreed. The workplan will be refined over the next month and NICE guidance 
compliance will be added. The updated ToRs were agreed by the committee. 

High 
assurance

2. The Learning from Deaths report was discussed. The processes have matured 
considerably and the numbers of Medical Examiner Reviews is expected to achieve 
100% over the next quarter. Learning opportunities and actions have already been 
identified. 

High 
assurance

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. There has been an increase in the reported number of Serious Incidents (SIs) in 
the last month. This is felt to be due to an improved culture of reporting rather than 
a cause for concern at this point. 

Significant 
assurance 

2. It was noted that the Trust is an outlier in several Maternity indicators: - 3rd and 4th 
Degree tears, LSCS rate and induction of labour. There was a discussion 
regarding the Caesarean Section rates, in light of learning from Ockenden no 
concerns have been identified at present. Work is ongoing regarding 3rd and 4th 
Degree tears, the Induction of Labour and further information will be presented at 
a future QSC 

Significant 
assurance 

3. C. Diff cases attributed to the Trust continue to increase (also across West 
Yorkshire) Work is ongoing to ensure early testing of symptomatic patients 
following admission. 

Significant 
assurance 

4. The IBR was considered and the operational pressures noted. Specifically, the 
exceptional demand in ED for multiple conditions causing delays in handovers 
and transfers to wards. Significant numbers of people with (often incidentally) 
COVID and very high bed occupancy. Despite this, elective recovery work is 
continuing with priority given to those with highest clinical need and those waiting 
over 104 weeks.  

Significant 
assurance 

5. Stroke performance was discussed following a verbal update. Performance is 
likely to have deteriorated further due to a combination of factors (which may be 
exacerbated by Ambulance conveyances to AGH rather than BRI) which are not 
easily remediable with the current system pressures. QSC will receive a deep dive 
on the Stroke Service at the next meeting. QSC asked the division to consider the 
risks associated with resolving this known issue across 2 trusts and whether they 
may need consideration by the Risk & Compliance Group

Limited 
assurance 

6. An update was discussed about achieving CQC Accessible Information Standard Significant 

No 
Assurance

Limited 
Assurance  

Significant 
Assurance 

High 
Assurance



  
 

Compliance. It provided a framework for the work necessary to achieve 
compliance. QSC supported the approach and will receive a further update in 
June.  

assurance 

 
 

Issues or emerging risks 
 Issues or emerging risks RAG 

Rating 
1. The operational pressures in ED is partly due to conditions that could be dealt with 

effectively elsewhere in the NHS. A meeting to try and address the high level of 
demand across the Bradford & Craven System in different way has been planned. 

Limited 
assurance

2.   

 
 
Any other comments 

1. The Joint People & QSC committees meeting was postponed due to staff sickness and 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. 

2. The Women’s & Children’s Divisional update was postponed due to time pressure and staff 
unavailability. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Level of 
assurance 

Guidance on consistency 

High 
assurance 

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)  

Significant 
assurance 

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 

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. 

No 
assurance 

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 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  Integrated Board Report 

Author: 

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

Previous Forums: 
People Committee & Quality and Safety Committee 29 March and Finance, 
Performance & Digital Committee 30 March 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 February reporting period and provides an early indication into March activity. 
 
During February and into early March, the Trust has had to deal with a sustained demand for patients 
requiring admission for Covid treatment, linked most recently 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. 
Following the Level 4 incident declared for the Omicron variant, we have also escalated to OPEL 4 
(the highest level) on a couple of occasions in the reporting period. This has impacted on areas of our 
planned care service provision, although pleasingly we have currently managed to reinstate 
Outpatient and Elective work. 
 
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 Public Board of Directors 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 Patients People Partnership Progressing

Y Y Y Y Y 

Recommendation  

The Board of Directors are asked to receive the Integrated Board Report and note the current position 
for the areas highlighted in the report. 
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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 Reporting up to 7th March 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
 

Confirmed COVID inpatients within the hospital bed base (Up to 7th March 2022) 
 

 

 
 

COVID occupancy ‐ % of general, adult beds occupied by COVID inpatients (Up to 7th March 2022) 
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Analysis of current performance 

Throughout February, Covid inpatient cases fell from the mid thirties at the start of the month to around 20 in the last week of 
February. Since that point, numbers increased back up to 40 by the start of March before reducing slightly again to the current 
figure of around 30 at the time of reporting (this equates to around 9% of the total bed base). 
 
For the majority of people who are positive in the bed base, Covid has been secondary to their presenting diagnosis.  
 
Community prevalence is also resulting in a number of patients who test positive shortly after admission, creating contacts 
who require isolation because of exposure, and also hospital acquired infections. As a result of this several areas are running 
more than one pathway. 
 
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 17 bedded Ward (Ward 19) for Covid positive and exposed isolating patients, 
as well as a flexible number of bed bays and side rooms in AAU. Maternity and Paediatrics also have pathways in place to 
support Covid positive and exposed patients. 
 
During February and into March, the Trust was able to contain the Covid and exposed bed base within Medicine, enabling the 
continued ring-fence of Wards 2 and 18 to deliver Elective Surgery and Orthopaedics. 
 
During February and into March, 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% in February and into March. Reflecting the level of pressure, 
OPEL 4 was declared on two occasions due to the impact of the above. 
 
The bed occupancy 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 February and into March because of Covid illness and isolation 
as community prevalence has increased. Community and Therapy services implemented prioritisation and redeployment 
plans to support essential services because of staff absence, which are being closely monitored. 
 
The Trust is responding to national guidance as it is issued, and working with partner organisations to address; 
 

 Living with COVID-19 – Visiting Healthcare Inpatient Settings 

 Surgery in children post covid 19 infection 

 Lateral flow testing prior to elective procedures for patients with a positive PCR within the last 90 days 

 Implementation of the national Vaccine as a Condition of Deployment (VCOD) programme (further consultation 
and/or announcements pending) 

 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 Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
A&E 4 Hour Wait 

National Standard 95% 
 

Trust 
 62.4 % 

 
 

Total Attendances 
 5502 

 
 

Arrival to Triage (avg.) 
National Standard <15 

mins 
19.05 

 
 
 

Arrival to Seen (avg.) 
National Standard <60 

mins 
116.1 

 
Admission Conversion 

– Type 1 
 25.4 % 
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Analysis of current performance 

The overarching message from NHS England and Improvement through 2022/2023 planning guidance, is a clear signaling 
that nationally we will move away from the four hour and emergency care standard and in line with our own service 
development over the past 18 months, shall be around the proposed new standards which are clinically focused and specific 
to the needs of our population.  These focus on ambulance turnaround times, time to initial assessment (triage), and total time 
in the department. They will also be viewed in conjunction with national flow and discharge metrics.  
 
Total ED attendances continue to fall from the peak seen in July 2021. During February, total attendances were 3.8% lower 
than seen in the previous month, although average daily attendances were higher (196 per day compared to 186 per day) due 
to it being a shorter month. 
 
However over February we continued to see challenges to the emergency pathway and delays in flow, that have led to longer 
stays within the Emergency Department. 
 
Performance against the national 4 hour standard continued at a reduced level during February. Challenges related to the 
complexity and volume of attendances with pressures relating to flow and onward admission becoming increasingly challenged 
as we moved through February and into early March. This pressure impacted Length of Stay 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 reduced to 19 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 time 
however improved to 119 minutes from 135 minutes. We continue to maintain treatment times for our sickest patients attending 
the ED. 
 
During February 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 c74% of all crews 
released within 15 minutes from handover. This is well above the NHS E/I 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 work on a number of actions to manage the increase in activity and to support the clinical team over 
February and into early 2022 including; 

 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 minimising 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/development of a 
primary care ‘stream’ – pilot commenced in February despite workforce challenges 

 Develop internal escalation around ambulance delays/actions to minimise the risk of ambulance delays – now 
developed and embedding into practice well 
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 Primary care leaders to join governance meetings for shared learning session 

 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, taking shape and working with 
our Accident and Emergency delivery board partner across the place 

 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 the workforce model to this to maintain the main 
department and MIU. This has been vital to maintaining social distancing with the increased activity 

 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. Teams 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 

 Quality summit sessions held bespoke to urgent care, to develop some internal actions 
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Operational Performance 

Performance Domain: Capacity and Flow Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

Bed Occupancy 
Local target  < 95% 

92.78 % 
 

 
 

Average LOS (Elective) 
Local target < 2.5 

2.83 days 
 
 
 

Average LOS (Non-Elective) 
Local target < 4.3 

4.67 days 
 
 
 

 

 

 
 

Analysis of current performance 

Hospital occupancy levels increased during January to an average of 92%, 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 has decreased by the end of February 
and into early March.   This meant that approximately 30% of patients in the bed base did not meet the ‘criteria to reside’.   
 
However we have reduced our long length of stay over February by 20% and we will continue to work to reduce this further 
through March. 
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We also achieved our February aim of reducing internal avoidable delays by 20%, by achieving a 23% reduction, and will 
continue to reduce this further through March. 
 
We held a week of Quality Summit sessions using QI methodology to engage all the non-elective teams in how we improve 
quality and safety in our non elective pathways to; 

 Reduce bed holding and lack of flow in ED and AAU 

 Reduce harms associated with deconditioning 

 Work as a cohesive multidisciplinary and multi-agency team 

 Develop a set of aims we all signed up to work towards and monitor 
 
We had high levels of engagement and energy from across our teams and wider Act as One, CCG and Local Authority team 
members. We developed an action plan we all agreed to work together on over the coming months. 

Improvement actions planned and timescales for implementation 

 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 programme. 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 recognised 
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 we commenced joint multiagency triage in the discharge hub to reduce avoidable delays and joined up 
discharge planning, we have continued to evolve this over January and into the spring. 

 Recruited a therapist into the discharge team to increase senior therapy decision making as a part of our updated 
multiagency approach  

 Work through the Quality summit action plan and review metrics monthly 
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Operational Performance 

Performance Domain: Access Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
18 Week Wait 

National Standard 92% 
71.4% 

 
Total Waiting List Size 

10547 
 
Pathways Over 26 Weeks 

1742 
 
Pathways Over 40 Weeks  

815 
 
Pathways Over 52 Weeks 

481 
 

Outpatient follow up 
waiting list 

(as at 31/01/2022) 
34,793 

 
Total overdue  

(>30 days beyond due 
date) 

(as at 03/01/2022) 
7412 (21.3%) 
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Analysis of current performance 

Throughout February all theatres remained operational and Ward 18 reopened on 7th February 2022.  However, theatre staffing 
continues to be challenging due to sickness and vacancies.  
 
The prolonged period of escalation and required response across the hospital to the increase in Covid cases following the 
surge of the Omicron variant combined with high staff absences at the start of the new year, has adversely impacted on all 
key performance access indicators and will take time to recover.  The total waiting list size has shown as slight reduction of 
118 from 10,665 reported last month to 10,547.  However, the number of patients awaiting treatment >26 and >40 weeks has 
seen a slight increase, albeit lower than in previous months reporting by 64 and 60 patients respectively.  The number of 
patients waiting over 52 weeks remain static this month at 481 from an increasing trend over the last months of the year. 
 
The number of patients on the outpatient follow up waiting list has increased by 378 from 34,415 reported last month to 34,793, 
this is in line with our expectations as reported last month due to the impact of staff absences that continue to be the main 
challenge.  The number of patients overdue >30 days showed a reduction this month of 108 patients, this is from an increasing 
position reported over the last two months (203 and 551 respectively) 
 
At the end of February, there were 50 patients on the Trust’s waiting list who had waited >104 weeks for treatment (increase 
from 47 reported at the end of December).  At the time of writing this report (18.03.22) the number is 43 patients, of which 37 
have got a confirmed date for treatment. The remaining 6 (17 reported last month) patients will be offered a date as soon as 
possible in line with clinical priority. 
 
Due to the continued period of escalation and significant number of cancellations, based on current activity between now and 
the end of the year, there are 11 (33 reported last month) patients projected to breach 104 week wait (2 General Surgery, 4 
Gynecology, 1 Ophthalmology and 4 Orthopaedics).  We continue to work through our plans to secure additional activity before 
the end of the financial year to enable these patients to be booked for treatment in line with our aspiration of having no patients 
waiting >104 weeks by July 2022. 
 
Daily management continues with teams working with Clinical Directors to provide clinical oversight of cancellations ensuring 
risk assessment of clinical priority. 
 
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. 
 

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 insourcing weekend model is currently paused whilst we continue to work through our plans to be able to secure 
additional capacity at the weekend to run two theatres to date long waiting patients in line with clinical priority  

 The insourcing in-week model continues to work well and support the delivery of elective theatre activity and reduce 
patient cancellations due to staffing gaps 
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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. 
 
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 to secure capacity for Gynecology and Breast patients. 
 
The new Operating Theatre block (2 Barn Theatres and Procedure Room) has now been completed and teams are now 
focused on work to operationalise the areas to receive patients once all equipment is in place.  Plans are in place to open the 
Procedure Room on 5th April and the 2 Barn Theatres by mid-April. 
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Operational Performance 

Performance Domain: Diagnostics Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
 

 
6 Week Wait 

National Standard 99% 
  83.92% 

 
 

Waiters Over 6 Weeks 
666 

 
 

Analysis of current performance 

Whilst diagnostics continue to manage significant workforce challenges because of sickness and recruitment gaps, 
performance increased this month from 76.94% to 83.92%.  GP referral and demand in the bed base continues to remain high 
across all the modalities.   
 
The number of patients waiting over 6 weeks showed a significant reduction from 982 to 666. There are 408 of the patients 
waiting over 6 weeks who have a booked procedure date. 
 
104 patients are waiting over 13 weeks, 32 of whom do not currently have a TCI date. All are in non-obstetric ultrasound. 
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The main pressure areas continue to be in: 

 Dexa: 190 (276 last month) patients waiting beyond 6 weeks  

 Echocardiology: 247 (300 last month) patients waiting beyond 6 weeks 

 Non-obstetric Ultrasound: 213 (328 last month) patients waiting beyond 6 weeks 

Improvement actions planned and timescales for implementation 

February was another challenging month due to increased demand and staff absences, however all Diagnostic services 
continued to remain fully operational throughout February, with the continued support of the local Independent Sector. 
 
The key areas of pressure are:  
 
Non-Obstetric Ultrasound – There is high demand for fluoroscopy with a plan to address this is through use of agency staff.  
Increase in obstetrics and mammography demand has drawn capacity from non-obstetric U/S.  Workforce shortages are also 
compounding this in addition to high rates of Covid related sickness through December and January which has created the 
backlog.  We have however had success in the recruitment of two Sonographers which will increase capacity in the longer 
term.  In addition, we are exploring options around an Obstetric midwife role to release sonography scanning capacity back to 
non-obstetric Ultrasound, as well as revision to the long-standing mammography vacancy to make the role more attractive. 
 
DEXA - Workforce shortages through long term absence and vacancies have been compounded by high rates of Covid related 
sickness.  The team are working through to progress specific focus on staffing options in addressing this. 
 
Teams are working hard to continue to explore all available options to address and to mitigate the current challenged service 
areas, as can be seen in the reduction in the numbers of over 6 week waits described above. 
 
The Endoscopy department continues to operate a three 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 has now moved back to Ward 2 and continues to run independently with excellent feedback from 
patients and both clinical and nursing staff.  
 
Radiology continue to be challenged by the significantly high level of vacancies across the department. The proposal for the 
restructure of the Radiology department has now been presented to the Executive Directors Group (EDG). 
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Operational Performance 

Performance Domain: Cancer Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
 

 2 Week Wait 
National Standard 93% 

95.1 % 
 
 
 

2 Week Wait - Breast 
National Standard 93% 

93.8 % 
 
 

  
31 Day 

National Standard 96% 
98.7 % 

 
 
 

62 Day 
National Standard 85% 

84.8 % 
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Analysis of current performance 

Performance in on the 2WW pathway was achieved at 95.1 %.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 since January within the Independent Sector. This has supported us to maintain the 2WW 
standard.  
 
We also met the 28 day faster diagnosis standard and 31 day standard. 
 
Further challenges were experienced in month relating to COVID and self-isolation within the 2WW pathway.  
 
Performance against the 62 day referral to treatment standard was slightly below target at 84.8%, but continues on an 
improving trajectory. We continue to develop and hone our PTL process and patient tracking.  
  
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, in March we will pilot a Clinical lead update after PTL. The aim of this is to remove people with no 
cancer off the PTL list and focus on the diagnostic plan for the suspected cancer diagnosis 

- 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 of this is 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 

- During March we plan to continue to target actions to reduce waits for patients waiting >62 days 
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Operational Performance

Performance Domain: Productivity Reporting Month:  February 2022 

Executive Lead: Stuart Shaw 

Key Indicators for the Board to note 

 
 

DNA Rate 
National Average 9.1 % 

(August 2019) 
8.99% 

   
 
 

Theatre Time Utilisation 
Local Target >85% 

86 % 
 

 
 

Analysis of current performance 

Outpatient DNA Rates 
DNA rates decreased in month to 8.99%.  Teams continue to monitor this standard by specialty. 
 
Theatre Time Utilisation  
Theatre session utilisation increased this month to 86% (84.87% last month). As described above there were some major 
staffing pressures in theatre as a result of the sickness and isolation, with teams working daily to address and mitigate as 
required.  
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Quality, Safety, Experience 

CQC 
Inspection 
14/03/19: 

Safe  
Requires 
improvement 

Effective 
Good 

Caring 
Good 

Responsive 
Good 

Well led 
Requires 
improvement 

Overall 
Requires 
improvement 

Safety – patient safety culture Reporting Month: February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Patient safety incidents – potential 
under-reporting [rate per 1000 
occupied bed days (OBD)] 
 
 
Median all reported incident rate for 
all incidents non-specialist acute trust: 
54.5 incidents /1000 OBD 
 
Trust rate 
70.5 /1000 OBD  
 
Source: National Reporting & Learning System 
- NRLS 

 
 

Serious incidents  in the month 
notified to STEIS [count] 
 
Please note that due to divergent reporting 
cultures between providers it is not considered 
appropriate to benchmark. 
 

Proportion of all patient safety 
incidents resulting in ≥ moderate 
harm [actual]    
 
Previous month value subject to revision due to 
investigation process for actual harm. 

Coroner Reg.28/Prevention of 
future deaths 

Yes – Nov 21 
[see actions for 
detail] 

Findings where applicable:  
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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.   

 There were six serious incidents advised in the last month (a significant increase on previous reporting levels in the 
current fiscal year).  Five of the associated incidents occurred in January 2022.  

o 2022/2341 02/02/22 Medication Error  
o 2022/2326 02/02/22 Failure to follow Safeguarding Policy  
o 2022/2849 09/02/22 Hypoxic-ischaemic encephalopathy (HIE). Did not meet HSIB criteria for notification.   
o 2022/2859 Medication Error   
o 2022/3068 11/02/22 Medication Error  
o 2022/3071 11/02/22 Critical Care admission.  

 A step change has been introduced in serious incident monitoring to reflect the Trust’s transition to the National 
Patient Safety Strategy directive to “investigate less and lean more” as noted in the May 2021 position paper to the 
Quality and Safety Committee: 

 Those incidents resulting in ≥ moderate harm appears to be within expected variation.  A change in pressure ulcer 
reporting in the last quarter remains in view.

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 Head of Patient Safety and Learning is now advertised.  
 The initial meetings to progress the transfer to the DATIX reporting system have commenced. 
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Quality, Safety, Experience 

Safety – reduction of harm Reporting Month:  February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Rate of all reported falls per 1000 
occupied bed days [OBD] 
 
Trust rate April 20 → 
Five reported falls/1000 OBD.   
 
Local target: tbc with lead 

Proportion of all reported 
pressure ulcers that are hospital 
acquired  
 
Trust average April 20 →  11.3% of 
all reported pressure ulcers C1-4 
 
 

 

Proportion of all reported 
pressure ulcers that are 
community service acquired  
 
Trust average April 20 →  14.6 % 
of all reported pressure ulcers C1-4 
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Medication incidents – actual 
harm  
 
Proportion of medication incidents 
resulting in any type of harm [low, 
moderate, severe and and/or 
death] April 20 → 18.7%.   
 
 
 

Rate of staffing level issues– 
adjusted by 1000 occupied bed 
days [OBD] 
 
Trust average April 20 → five 
issues /1000 OBD 

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.  

 In terms of harm the following incidents are highlighted in the last month:  
o Two reported falls resulting in fracture, including one case of fracture neck of femur; and, 
o C3 hospital-acquired pressure ulcer and three C3 community service-acquired pressure ulcers.  

 All medication incidents were ≤ low harm for the seventh consecutive month 
 The rate of reported staffing level issues is lower than expected with a descending rate of seven consecutive points. 

This should be evaluated in the context of a change in reporting inclusion criteria. 

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 

Reporting Month:  February 2022 

Executive Lead: Amanda Stanford, David Crampsey, 

Key Indicators for the Board to note 

Minimising C. difficile 
infections  
 
22021/22 case threshold: 22 
Trust cases: 29  

Minimising Gram-negative 
bloodstream infections 
hospital onset  

 

E.coli 
 
22021/22 case threshold: 57 
Trust cases: 22 

P. aeruginosa 
 
22021/22 case threshold: 2 
Trust cases: 0 

Klebsiella spp. 
 
2021/22 case threshold: 13 
Trust cases: 7 

MSSA  
 
 

MRSA infections hospital 
onset  year to date: 3 

Hand hygiene compliance YTD (Dec 21): 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.  

29

22

2021/22 cases

2021/22 threshold NHSE&I

CDI hospital and community onset healthcare associated numbers
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In February 2022 the Trust reported:  
 
 CDI – two cases 
 MRSA – one case 
 MSSA – two cases 
 One E. coli and one Kleb. Spp. 
 
Outbreaks 
 
COVID-19 Outbreak   
Summary of outbreaks in February provided in table below. Only two outbreaks remain open.      
 

Outbreaks with Staff 
Only 

Outbreaks with 
Patients and Staff

Outbreaks Patients 
Only

Update on Outbreaks 

0 4 0 31 patients and  18 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 
 Ward 19 used for patients exposed to COVID-19 
 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 February: 
 Trust acknowledged UKHSA Briefing note that there are no changes to guidance for people with COVID–19 and 

their close contacts following the lifting of the self-isolation regulations. 
 Eye protection business case approved – Trust will purchase better quality eye protection for staff. 
 In patient COVID-19 testing at day 1, 2, 4, 7 and then every 7 days continued through February. 
 External audit review of the IPC Board Assurance Framework continues. 
 

FFP3 fit testing: 
The national fit testing team continued to assist the Trust with fit testing throughout February.  
 
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 Reporting Month:  February 2022 

Executive Lead: David Crampsey, Amanda Stanford

Key Indicators for the Board to note 

SHMI* ratio [observed: expected 
deaths]: Oct 20 to Sep 21 is 0.97 
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. 

HSMR*: Jan   to Dec 21 = 104.5 
[Within expected range]   
 
 Benchmark: small acute peer  
 Airedale denoted by blue icon 
 
 
Funnel plot source CHKS  

Crude mortality: 
 
Peer benchmarking- England, All 
Acute HES [at least two months in 
arrears]: 1.29% 
 
Trust: latest monthly rate is 1.37% of 
all episodes of care 

Analysis of current performance 

0.0%
0.5%
1.0%
1.5%
2.0%
2.5%
3.0%
3.5%
4.0%
4.5%
5.0%

0
1
/0
4
/2
0

0
1
/0
5
/2
0

0
1
/0
6
/2
0

0
1
/0
7
/2
0

0
1
/0
8
/2
0

0
1
/0
9
/2
0

0
1
/1
0
/2
0

0
1
/1
1
/2
0

0
1
/1
2
/2
0

0
1
/0
1
/2
1

0
1
/0
2
/2
1

0
1
/0
3
/2
1

0
1
/0
4
/2
1

0
1
/0
5
/2
1

0
1
/0
6
/2
1

0
1
/0
7
/2
1

0
1
/0
8
/2
1

0
1
/0
9
/2
1

0
1
/1
0
/2
1

0
1
/1
1
/2
1

0
1
/1
2
/2
1

0
1
/0
1
/2
2

0
1
/0
2
/2
2



Page | 25 
 

 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.  Airedale’s SHMI 
value is below the baseline with Harrogate, Bradford, Calderdale, and Mid-Yorkshire within expected levels.  Leeds is a 
negative outlier.   (Reads left to right: Harrogate, Airedale, Bradford, Calderdale, Mid-Yorks and Leeds).  

 The HSMR funnel plot shows the mortality indices for Airedale (denoted by the blue icon) across the small acute 
provider peer.  As mortality indices fall over time (largely because of increased coding) they are periodically re-based 
to adjust for this.  While providers will remain in similar positions in the peer distribution, the re-base shifts the average 
upwards. Following a re-base in January 2022, Airedale’s HSMR is 104.5. 

 Crude mortality is 1.37% of spells this month (66 deaths). 
 Other healthcare intelligence:  

o National Bowel Cancer Audit published February 2022 and indicates a risk adjusted 90 day post-operative 
mortality rate of 2.6% (covering data collected April 2018 to March 2019) and a risk adjusted two year post-
operative mortality rate of 16.1% (data covering April 2016 and March 2017).  Both metrics are within expected 
levels and below the national aggregate. 

Improvement actions planned and timescales for implementation 
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Quality, Safety, Experience 

Clinical effectiveness – no avoidable morbidity  Reporting Month:  February 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 

VTE risk assessment completed on 
admission 
 
Local target 
≥ 95% 
 
Trust in latest month 
97.39% 

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) 

Reporting Month:  February 2022 

Executive Lead: 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 

QTR3 2021/22 = tbc 
 

Local target ≥ B 

Analysis of current performance 

 The January 2022 projected score is D. Activity pressure across providers has caused issues across most of the 
assessment domains.  The Stroke Service provisional/projected score for QTR3 2021/22 is D.   

 The dataset captured by SSNAP is currently under review nationally; this process has delayed data release to any 
organisation during 2021/22.

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 Reporting Month:  February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

 
 
 
 
Cognitive screening - % of 
eligible patients screened 
 
Local target 
≥ 90% 
 
Trust last month: 
95.26% 

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. Subsequent performance is on or above the threshold.  

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  Reporting Month:  February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Formal complaints [count] 
 
Trust average April 20 →  nine 
complaints advised per month 
 
In the last month: 16 
 
 

Formal complaint response time: 
 
Local target to resolve complaint: 
≥ 35 [working] days 
 
 Trust average response time Feb 

21 onwards for resolved complaints: 
75.5 days 

 
 27 complaints are unresolved and 

outside the 35 day threshold. 
 

___  35 day threshold 
 

Analysis of current performance 

 The increase in formal complaints on average returns was anticipated in view of the ongoing improvement work 
commenced in 2021 to develop and improve quality processes.  Control limits have been re-set to reflect the change in 
the system. We continue to benchmark performance to monitor variation.  Latest data published in February 2022 
indicates that at QTR2 2021/22 the Trust recorded a rate of 17.2 complaints per 1000 staff compared to an England rate 
of 21.2 per 1000 staff. 

 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.   

 Of the 16 complaints advised this month, two are risk rated RED:  22-010 General Surgery and 22-020 Gynaecology 
[the latter having 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.  

 Between March and December 2021 on average 18 complaints per month were closed compared to five per month in 
the preceding period July 2020 to February 2021 (the complaint process was paused prior to this due to the COVID-19 
pandemic response).  There are currently 27 open complaints (a decrease of nine on the Board previous update) with 
the majority of open complaints originating from QTR3 2021/22. 
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 The average response time from February 2021 onwards is around 76 days which remains outside of the 35 day 
threshold albeit in line with the period July 2020 to February 2021 where there was a significant lower volume of 
complaints. 

Improvement actions planned and timescales for implementation 

 Weekly complaints panels are now in place in each division, led by HONS and HOM/Director of Operations, supported 
by the Complaints Lead to support investigators through each stage of the complaints process – these are starting to 
positively impact the position 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 and others needing more intensive support. This is been provided by the Complaints Lead and 
Interim Assistant Patient Advice & Complaints Manager.   

 Delays still occurring due to the number of changes required through the quality assurance process, training is ongoing 
and a library of resources is being developed to support investigators to improve the quality of responses. This includes 
a new Aireshare page with examples of redacted responses and copies up to date templates and guides for to aid staff 
investigating complaints.  

 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 Patient Advice and Complaints Service and Patient 
Experience teams in the form of 3 (1.5 wte total) Patient Experience Officers. These colleagues support improved access 
and timeliness of response to concerns. These colleagues are Divisionally aligned with the intention that they will support 
investigators newly allocated to lead a complaint. This is to ensure that contact is made with the complainant, the key 
lines of enquiry agreed and documented and that the investigator understands how to effectively begin collating the 
appropriate information. Two Patient Experience Officers have now commenced post, the third being an existing PALS 
Officer who has moved over to this new job specification. These 3 members of staff equate to 1.5 wte, 3 wte equivalents 
have been requested via a recently submitted business case in order to sufficiently resource the team.    

 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. 

 As of 9 February 2022 there are 43 complaints open in the Trust with 29 breaching timescale. This is a 25% reduction 
in the last month, however; further intensive support is planned for each of those complaints outstanding, beginning with 
those with the longest response times recorded.  
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Quality, Safety, Experience 

Patient experience – Friends and Family Test [FFT] Patient Reporting Month:  February 2022 

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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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.   

 The Trust-wide response rate is around 13% over the last three months (2110 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 and environment. 

Improvement actions planned and timescales for implementation 

 Training offer continues to be in place for all departments to ensure effectiveness of the system.  This is further 
supported with Aireshare SOPS’s.   

 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.   

 Project planning to complete some real time inputting-this service will be supported by the trusts volunteers. 
 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.  
 Ongoing work to ensure FFT is appropriate for individual departments and services. Some work in adding specific 

questions to gather specific information for some services. 
 Temporary restructure of the team and introduction of the Patient Experience Officer role allows a specific member of 

staff to triangulate information per division, this is currently in its infancy as colleagues undergo training, adjust to new 
ways of working and support the Divisions with complaints and PALS  

 Preliminary work is commencing with regarding to collection data for children’s services. 
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Quality, Safety, Experience 

Maternity CQC 
inspection: 

Safe 
Good 
20/09/17 

Effective 
Good 
10/8/16 

Caring 
Good 
10/8/16 

Responsive 
Good 
10/8/16 

Well Led 
Good 
20/09/17 

Overall 
Good 
10/8/16 

Maternity Safety Support Programme:  Yes/No Details as applicable: 

Perinatal quality – safety  Reporting Month: February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Healthcare Safety Investigation 
Branch [HSIB] notifications 
[fiscal] and any other related 
serious incidents 
 
 
Any other Maternity Serious 
Incidents this month: 2 
 
 
 
 
 
 
Investigations include: 
intrapartum stillbirth, neonatal 
death, severe brain injury 
[NHSR’s early notification 
scheme] and maternal death) 

 

 

 

Themes from complete HSIB investigations 2018–20: 

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

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

Coroner Reg.28/Prevention of future deaths Yes/No Detail as applicable: 
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Safety Champion Feedback  
Staffing continues to be the theme of concern for February 2022.  Community 
Midwifery is particularly challenged.  Some concerns noted about training being 
cancelled due to clinical activity.

Analysis of current performance 

Serious notifications in the last month:  
 2022/2849 09/02/22 Hypoxic-ischaemic encephalopathy (HIE). Subsequently a HSIB notification.  Update:- This 

has now been rejected by HSIB and will continue to be investigated as a Trust SI.   
 2022/3071 11/02/22 Woman requiring Critical Care admission. 

Improvement actions planned and timescales for implementation 

 Pastoral Support Midwife now in post continuing to be embedded  
 Additional Obstetric emergency training session is being planned for April 2022 
 Fetal Monitoring training has been revised to allow more staff to access training – this is being reviewed. 
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Quality, Safety, Experience 
 

Perinatal clinical effectiveness: no avoidable perinatal and 
neonatal mortality 

Reporting Month:  February 2022 

Executive Lead: David Crampsey, Amanda Stanford 
Key Indicators for the Board to note 

Outlier status for 
perinatal and or 
neonatal mortality 
 
Stabilised and risk-
adjusted extended 
perinatal mortality rate 
(per 1000 births) 
MBRACE-UK 
Surveillance [reported 
annually].   
 
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. 
 

Analysis of current performance 

 
 An antenatal is advised this month. 35 weeks known SGA on 10th centile – born on 1st centile .Attended with reduced 

fetal movements.  
   

Improvement actions planned and timescales for implementation 

 5 outstanding PMRTs due for completion.  Planed for March to May 2022 in order to evidence compliance for CNST 
Safety Action 1. 

 31/40 born before arrival; 72 hour precis completed and Serious Incident declared to ensure robust review.   
 For Information:- Stillbirth which delivered in November has now been declared as an SI as new information received 

following placental histology and SGA.  
 Thematic Review of early pregnancy losses planned to identify if any themes emerging e.g. COVID-19.
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Quality, Safety, Experience 

Perinatal clinical effectiveness: no avoidable morbidity Reporting Month: February 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 

Overall C-section [C1-4] 
 
Y&H average @ QTR2 2021-22 
31.3% of delivery episodes 
(denoted --) 
 
Trust average in last month: 35.5% 
 

National Maternity and Perinatal 
Audit (NMPA) performance 
indicators: 
 

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

 
National Maternity and Perinatal 
Audit (NMPA) mean (denoted --) 
2017/18 England: 3.3% (latest 
available intelligence) 
 
Trust average in last month: 
6.0% 

 

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

 
Y&H average @ QTR2 2021-22: 
3.9% (denoted --) 
 
Trust average in last month: 
1.94%% 
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3) Proportion of singleton, 
term, liveborn infants 
with a 5-minute Apgar 
score of less than 7  

 
National Maternity and Perinatal 
Audit (NMPA) mean 2017/18 
England 1.1% (latest available 
intelligence denoted --) 
 
Trust average in last month: 
1.69% 
 

Analysis of current performance 

 All metrics are within the expect range with the average on or close to regional or the national average.   
 Third/fourth degree tears:  All cases reviewed.  3 assisted deliveries, 3 NVD; all documented perineal guarding and 

no trends or themes noted. 
 PPH rates:- 3 PPH’s  and 1 placenta praevia; cell saver used.  All had AEF incident reporting and have been 

reviewed.  1 case consists of a 3 litre PPH – case review pending.

Improvement actions planned and timescales for implementation 

 3 Litre PPH case review pending to identify any learning. 
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Quality, Safety, Experience 

Perinatal patient experience – service user voice feedback 
(The Ockenden Review) 

Reporting Month: February 2022 

Executive Lead: 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 2021/22 

Analysis of current performance 

 One complaint received involving antenatal care; Perinatal Mental Health referral: – REF: 22 -021.  
 

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 Reporting Month: February 2022 

Executive Lead: 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 

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

 

The Ockenden Review – outstanding 
actions 

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 

Process being embedded across LMNS 

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.

Awaiting further guidance from National 
Teams 

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.

Process agreed and being embedded 
across the LMNS 

All women with a complex pregnancy 
must have a named consultant lead and 
mechanisms to regularly audit 
compliance. 

Internal audit in process and being 
embedded.  Further guidance being 
awaited for referral criteria’s to Maternal 
Medicine Centres.  Leeds are the 
commissioned trust 

Workforce Gap Analysis – including the 
additional requirements for the Obstetric 
workforce, MDT ward rounds, additional 
PA’s  and review of existing Job Plans 
required and criteria for consultant 
attendance  

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.   

Saving Baby Lives  
Full compliance to all five elements.  Ongoing audit and monitoring of the Saving Babies 

Lives Audits. 8th and 9th Consultant recruitment in progress (Pre-Term Lead and Fetal 
Monitoring Lead and Ockenden requirements

Analysis of current performance 

 Training compliance is being closely monitored due to 1) staff absence 2) re-deployment of staff to acute areas. 
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 PROMPT went ahead in February 2022 but some staff were re-deployed to cover clinical activity.  This is being 
monitored via the training dashboards at Women’s Integrated Governance. 

 Additional Obstetric Emergency Training (PROMPT)planned in April 2022 to improve MDT training compliance 
Saving Babies Lives 
 

February’s Audit of CO Monitoring has identified some quality improvements are required around data entry and evidence 
of compliance.  Being monitored monthly until evidence of improvements. 
 
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.  

 A letter was received from Ruth May requesting that maternity services provide Public Board with a progress update 
before March 2022.  This must include:-  Progress with implementation of the 7 IEAs outlined in the Ockenden report 
and the plan to ensure full compliance  - revised Ockenden action plan; Heat Mapping and relevant documentation 
submitted to Board Strategy in March 2022 and will be shared at Public Board in April 2022. 

 Maternity services workforce plans and Leadership Manifesto – submitted to Trust Board Strategy as above 
 The progress update must be shared with the LMNS, ICS and the Regional Maternity Team by the 15th April 2022.  
 
With a view to this organisations must provide an update to the LMNS PMO and the Regional Chief Midwife on:- 
 
 Your organisation's Morecambe Bay report (Kirkup 2015) action plan – complete  
 Status of the completion of the Self-Assessment Assurance Tool including the recommendations from the Morecambe 

Bay investigation report and the Ockenden report, to support a discussion at public Board - complete 
 Your organisation's action plan following feedback of your Ockenden evidence submission - complete 
 Your current maternity service workforce plans - complete 
 Confirmation you have discussed the points stated in the letter at Public Board before the end of March 2022 – this will 

be shared at Public Board in April 2022. 
 

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 Reporting Month: February 2022 

Executive Lead: Amanda Stanford, David Crampsey

Key Indicators for the Board to note 

 
Midwife: woman ratio 
 
Standard:  ≤ 1:28  
 
Funded:- 1:22 
Actual: 1:30 (Feb 22) 
 
 

Midwifery vacancies (funded 
establishment):  

Band 5: 
0.0 WTE 

Band 6: 
3.0 WTE 

Maternity Leave:- 3.56 WTE  

Band 7: 
1.64 WTE 

Recruitment has taken place 

Labour Ward coordinator 
supernumerary (actual) 
 
Standard: 100% (denoted --) 

Birthrate Plus acuity tool 
Labour Ward workload   
 
Standard: 1: 28 births  
 
Unit diversions YTD:  
July 21 – 1 
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August 21 – 1 
October 21 – 3 
November 21 – 4 [two women 
diverted] 
Dec 21 – 4  
Jan 22 – 2 [four women 
diverted] 
Feb – 1 (no women diverted 
away) 
 
 
 

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

One to one care in labour (% 
based on confinements) 
 
Standard: 100% (denoted --)  
 

Obstetric cover on Labour 
Ward  

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.  Some ad hoc short term Consultant absence reported in February 2022 but 
being covered by substantive staff.

Analysis of current performance 

 The 1:1 in labour rates remain good at approx. 99.3%.   
  Labour Ward Coordinator Supernumerary status remains at approx. 88%.  This is affected when midwives have to 

provide theatre scrub cover and is reflective of the current vacancy rate.     
Midwifery Scrub role to be taken over by theatre teams to improve safety and release midwives from this role.  A 
period of transition is continuing to be supported across the maternity midwifery staff and theatres to ensure this role is 
covered.  Theatre staffing is also challenging.   

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 Reporting Month: February 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

 Dec 21 Jan 22 Feb 22

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

4 Outstanding 
PMRT – Jan, Feb 

and March 2022 

3 outstanding 
PMRT, Feb and 

March 2022 

5 Outstanding 
PMRT, March – 

May 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 Zero Zero Zero 

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

Obs Cons: 
RM: 

Anesthetists: 

Obs Cons: 100% 
RM:86% 

Anaesthetists: 
75%

Obs Cons 100% 
RM: 86% 

Anaesthetists:- 

Staffing on Labour ward – absence rate 15% Total 10% Total Approx 9% Total 

Obstetric  None noted 
Short Term 1.0 

WTE 

Midwifery  Planned vs Actual average  
90% Labour 

Ward 
To be confirmed 

Gaps in Rotas Yes – absences 
approx. 15% 

Yes – absences 
approx.10% 

Yes – 
vacancies/absen

ces

Service user voice feedback  
Maternity Survey 

Results – 
Embargoed 

Results currently 
being action 

planned – theme 
visiting 

Staff feedback from frontline champions from Safety walk rounds Nil reported 
Staffing, 

Attitudes & 
Behaviours

Staffing 

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

0 0 

1 HSIB (HIE) but 
following MRI 
results HSIB 
request local 
investigation 

Any Coroner prevention of Future death reports (reg 28) received. 0 0 0 

Progress in achievement of CNST 10 Safety actions. Ongoing Ongoing 
Ongoing – 

awaiting revised 
year 4 guidance

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.)
74% 

No change – annual data 
 Proportion of Midwives responding’ agree’ or ‘strongly agree’ they 

would recommened their Trust as a place to work or receive 
treatment (*Reported Annually)

83.3% 
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People and Organisational Development 

Performance Domain: Sickness Absence % Rate FTE Reporting Month:  February 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 

 
 
 

Sickness Absence 
Rate 

 
Trust Target 

4.00% 
 

Trust In-Month 
Sickness Absence % 

FTE Rate 
6.40% 

 
Trust Rolling 12 Month 
Sickness Absence % 

FTE Rate 
5.16% 

 

 

Analysis of current performance 

The chart above shows sickness trend information for the Trust alongside the latest available local benchmark information, 

available up to October 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 February 2022 reduced by 1.28% points to 6.40%, this represents a 

significant increase on sickness in February 2021 where levels were recorded at 4.64%.  Covid related absence accounted 

for 25.54% of the total in February and is accounts for the significant increase on February 2021 where covid related sickness 

was lower. The rolling 12-month position at the end of February 2022 rose by 0.18% points to 5.16% and remains above Trust 

target of 4.00%. 

 

Both short and long term sickness saw a reduction in month; short term by 1.11% points to 3.45% and long term 0.19% points 

to 2.95%.  When covid related sickness is excluded, short term and long term sickness followed a similar pattern to January 

2022; short term sickness increased by 0.53% points to 2.15% whereas long term sickness reduced by 0.20% points to 2.61%. 
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The below table shows a divisional breakdown of sickness absence for February 2022 compared to the previous month. 

 

Service  Target (%)  Sickness Rate 
for February 
(%)  
Including 
Covid Sickness 

% Increase/ 
Decrease 
compared to 
previous 
month 

Sickness Rate 
for February 
(%)  
Excluding 
Covid Sickness 

% Increase/ 
Decrease 
compared to 
previous 
month 

Corporate  4.00%  3.70%  ↑0.22%  3.15%  ↓0.31% 
Diagnostics  4.00%  9.89% ↑5.62% 6.36%  ↑2.52%
Integrated Care   4.00%  6.48%  ↑0.58%  4.60%  ↑0.29% 
Surgical  4.00%  6.80%  ↑1.36%  4.84%  ↓0.41% 
Telemedicine  4.00%  9.36% ↑6.44% 6.81%  ↑2.33%
Women & Children’s  4.00%  6.44%  ↓0.59%  5.38%  ↑0.24% 

 

With the exception of Women & Children’s, all divisions had an increase in sickness absence in month and Corporate Services 

is the one division below Trust target of 4.00% at 3.70%.  The highest sickness absence was reported in Diagnostics at 9.89% 

and Telemedicine 9.36%.  Excluding Covid sickness, Corporate and Surgical Services saw a decrease in month of 0.31% and 

0.41% respectively and all divisions, excluding Corporate Services at 3.15%, remain above Trust target of 4.00%. 

 

The top two reasons for sickness absence across the Trust remain the same as January 2022, chest & respiratory (including 

Covid related sickness) continues as the top reason across all divisions although it reduced by 14.67% points to 27.81% of 

which 89.69% was Covid related.  Mental ill health continues as the second highest reason for sickness absence increasing 

by 7.54% points to 25.82%.  Gastrointestinal became the third top reason in month and accounted for 7.78% of total sickness 

absence.     

 

Weekly reporting of total absence continues.  As of 15th March 2022, records show 27 colleagues were isolating due to 

Covid, the same as that reported the previous week. Isolation due to Covid accounts for an additional 0.84% of colleagues 

absent from work bringing the overall absence of the workforce to 7.24%. 

Improvement actions planned and timescales for implementation 

Key actions in March 

1. Planning with colleagues from inclusion network groups relevant promotions and campaigns to support national 

wellbeing campaigns throughout the year 

2. Launch and rollout of the Trust’s new Mental Wellbeing and Domestic Abuse toolkits to support managers and 

colleagues.   

3. Refresh of wellbeing information boards and support information available in calm rooms across the Trust. 
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People and Organisational Development 

Performance Domain: Turnover % Rate FTE Reporting Month:  February 2022 

Executive Lead: Jo Harrison 

Key Indicator for the Board to note 

 
 
 

Turnover Rate 
 

Trust Target  
11% 

 
Trust 

11.82% 

 

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, current benchmarking 

data for February 2022 is not yet available.  

 

The Trust’s 12 month turnover rate in February 2022 was 11.82%; this has increased from 11.36% in January 2022 and 

remains above the Trust target of 11%. At a divisional level Diagnostic Management has the highest 12 month rolling turnover 

at 17.33% followed by Integrated Care Group at 12.51%, Women’s and Children Services at 12.09% and Corporate Services 

at 11.93%; 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 February 2022 and a rolling 12 

month position: 
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There were 20 leavers in February 2022, the Integrated Care Group had the highest number of leavers in month; followed by 

Women and Children’s Services. The professional groups with the highest number of leavers in February 2022 were Additional 

Clinical Services with 8 leavers; followed by Nursing & Midwifery Registered with 7 leavers.  

 

Of the 20 leaver’s in-month, 4 left due to retirement age and 16 leavers were as a result of voluntary resignations. The reasons 

for voluntary resignation include lack of opportunities, promotion, work life balance and other/not known.  

 

There were no leaver conversations responses received in February 2022. The Leaver process is to be launched in March 

2022 through ESR enabled leaver questionnaires. 

Service Turnover Rate for February (% 

FTE) 

Turnover Rate (12 month 

rolling) (% FTE) 

Corporate 1.18% 11.93% 

Diagnostics 0.00% 17.33% 

Integrated Care  0.74% 12.51% 

Surgical 0.61% 9.14% 

Telemedicine 1.54% 7.22% 

Women & Children’s 0.60% 12.09% 

Staff Group Turnover Rate for February (% 

FTE) 

Turnover Rate (12 month 

rolling) (% FTE) 

Add Prof Scientific and Technical 1.07% 9.71% 

Additional Clinical Services 1.13% 13.04% 

Administrative and Clerical 0.20% 9.64% 

Allied Health Professionals 0.47% 18.81% 

Healthcare Scientists 0.85% 13.70% 

Medical and Dental 0.63% 7.32% 

Nursing and Midwifery Registered 0.70% 10.95% 

Improvement actions planned and timescales for implementation 

Key actions in March:  

1. The HRBP Team will continue to review monthly leaver data in their Divisional meetings and monitor the response through 

ESR leaver process. 
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People and Organisational Development

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

Reporting Month:  February 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 

 

Analysis of current performance 

Unregistered Nursing - In February 2022 the overall fill rate was 62.96% which is an increase on the January 2022 fill rate 

which was 60.30%. Demand has decreased in February by 106 to 2743 shifts (2849 in January). The total number of shifts 

filled was 1727, this included 1676 (1718 in January 2022) bank shifts and 51 (35 in January 2022) agency shifts. The number 

of shifts which remained unfilled was 1016, 225 were requested within the 6 week request period for optimum fill rate meaning 

there were 791 unfilled shifts which were requested outside of the 6 week request period for optimum fill rate.  Out of these 

791 shifts, 368 shifts had 7 days’ notice or less with the top four reasons being short term sickness, vacancies, enhanced care 

and Covid. 

 

Registered Nursing - In February the overall fill rate was 54.93% which is a marginal increase on the January fill rate of 54.72%. 

Demand for shifts has decreased in February by 44 to 2341 shifts (2385 in January) with 1055 unfilled. Of the 1286 filled shifts, 

1047 were filled by bank and 239 were filled by agency.  Of the 1055 shifts that were unfilled only 50 were requested within 

the 6 week request period for optimum fill rate meaning 1005 shifts were requested outside the optimum 6 week request 
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period.  Out of these 1005 shifts, 377 has less than 7 days’ notice with the top two reasons being vacancies and short term 

sickness  

 

Doctors – In February the total fill rate is 89.20% which is a decrease on the January 2022 fill rate of 91.98%.  Demand for 

shifts has increased in February by 80 to 1028 (948 in January), with 111 unfilled. Of the shifts filled in February, 643 were 

filled by bank and 274 were filled by agency.  Of the 111 shifts that were unfilled 9 were requested within 6 weeks and 33 were 

requested with 7 days or less notice due to Covid, seasonal pressures, sickness short term and long term, study leave and 

vacancies.     

Improvement actions planned and timescales for implementation 

Key actions for March:  

1. Focus on maximising temporary staffing fill for the winter period through 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.  The acuity tool is expected to be rolled out in early March 2022. 

3. The forward plan dashboard for (substantive staff) will be completed for all adult in-patient areas for the 16 May rosters.  

The retrospective dashboard will be completed by the eRoster team and a like-for-like comparison with the forward 

plan dashboard will take place at the Roster Sign Off meetings in June 2022. 
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People and Organisational Development 

Performance Domain: Recruitment Time to Hire Reporting Month:  February 2022 

Executive Lead: Jo Harrison  

Key Indicators for the Board to note 

 
Overall Time to Hire 

 
Trust 

50 days 
 

Vacancy Approval to Advert 
Placement 
Local Target 

10 
 

Trust 
6 days 

 
Duration of Vacancy Open 

Local Target 
14 calendar days 

 
Trust 

12 days 
 

Shortlisting to Interview 
Local Target 

12 working days 
 

Trust 
14 days 

 
Interview to Conditional 

Offer 
Local Target 

6 working days 
 

Trust 
5 days 

 
Pre-Employment to 
Unconditional Offer 

Local Target 
18 working days 

 
Trust 

13 days 
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Analysis of current performance 

The above charts identifies the number of working days from vacancy authorisation 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.  

The vacancy control process via Trac was implemented in January and reported on for the first time in February with an 

average of 6 days which is within target. 

 

In February 2022 95 adverts were placed.  The overall time to hire was 50 days this represents a decrease from January 

bringing performance back in line with the Trust target.  The shortlist to interview stage is over the 12 day target for February 

at 14 days.  All other areas were within target with an improvement in the interview to conditional offer stage.  

Improvement actions planned and timescales for implementation 

Key actions for March:  

1. Recruiting Managers are required to plan in shortlisting and interview dates in advance of advertising a post to ensure 

the time to hire period is minimised and to manage the expectations of candidates through the recruitment process. 

Information around the support of this requirement will be shared through divisional IPRs to support continued 

improvement. 

2. Undertake an initial review of the roll out of the new vacancy control process, respond to any initial areas of concern 

and evaluate the impact.  
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People and Organisational Development 

Performance 
Domain: 

AfC Staff Appraisal Rate (12 Month 
Rolling) % Compliance 

Reporting Month:  February 2022 

Executive 
Lead: 

Jo Harrison  

Key Indicators for the Board to note 

 
Appraisal Rate 

 
Local Target  

90% 
 

Trust 
55.40% 

 

Analysis of current performance 
 
The overall compliance figure for appraisals has increased in February 2022 to 55% which is a 2% point increase from January 

2022. 

 

The table below shows how compliance has changed across each Division. 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 Non-Executives. New Starters are excluded from the 

data for their first three months in post. Data is taken from the Electronic Staff Record (ESR) system. 
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The Organisational Learning and Improvement Team have supplied the HR Business Partners with deep dive data for areas 

with low compliance with a view to developing recovery plans. 

 

The ESR Team are supporting the roll out of Supervisor Self Service by engaging with departments to deliver training and 

workshops on use and inputting PDRs. Where areas now have access to Supervisor Self Service this is the method which line 

managers must use to record PDRs 

 

A new policy and approach is currently being designed to launch in the first quarter of the new financial year. This will focus 

on both the practical considerations such as recording and data accuracy but also on how to undertake a high quality PDR 

focused on the individual and their development needs.  

 

Service Dec‐21  Jan‐22  Feb‐22 
Corporate Services  63.67% 68.32% 67.42 

Diagnostics Management  60.28% 60.99% 62.24 

Integrated Care Group  61.84% 62.35% 64.91 

Surgical Services  50.00% 50.91% 53.68 

Telemedicine  28.81  37.29  40.00 

Women & Children Services  33.33% 34.25% 36.18 

Trust Total  51.82% 53.25% 55.40 

Improvement actions planned and timescales for implementation 

Key action for March:  

1. Promote the completion of PDRs and pay progression within divisions.  

2. Continue to promote using Supervisor Self Service for PDR inputting. This will include targeted communications and 

workshops with a view to discontinuing central inputting from 1st April 2022. 
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People and Organisational Development 

Performance Domain: Mandatory Training % Compliance Reporting Month:  February 2022 

Executive Lead: Jo Harrison  

Key Indicators for the Board to note 

 
Mandatory Training 

Rate 
 

Local Target  
90% 

 
Trust 
87.54% 

 
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 January to February 2022 there has been a marginal decrease of 0.32% points, with overall compliance now at 

87.54%. Key developments within the manual handling service have secured additional capacity for update training up to 

August 2022 in addition to making the refresher video available to all colleagues who require update training as an 

alternative.  

 

The Organisational Learning Improvement (OLI) team is looking at the viability of reintroducing the Mandatory Training days 

or e-learning drop in sessions, along with Corporate Induction sessions with a view to increasing the access colleagues have 

to undertake mandatory training. 
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Directorate  Dec‐21 Jan‐22  Feb‐22
Corporate Services  91.46% 92.13%  91.79%

Diagnostics Management  92.94% 92.91%  93.36%

Integrated Care Group  86.29% 86.35%  86.31%

Surgical Services  87.13% 88.42%  87.11%

Telemedicine  93.59% 91.00%  94.30%

Women & Children Services  86.82% 86.79%  86.40%

 
Competence Name  Dec‐21 Jan‐22  Feb‐22
Basic Life Support  69.12% 71.98%  71.81%

Blood Transfusion  87.73% 87.90%  87.19%

Conflict Resolution  91.74% 91.76%  90.90%

Consent  83.77% 85.53%  85.59%

Data Security Awareness (Information Governance)  89.64% 88.65%  88.54%

Dementia Awareness (inc Privacy & Dignity standards)  94.01% 94.34%  93.75%

Equality and Diversity  94.38% 94.60%  94.01%

Fire Safety  87.76% 87.70%  88.28%

Health, Safety and Welfare  94.38% 94.73%  94.33%

Infection Prevention and Control – Level 1  89.45% 88.55%  87.45%

Infection Prevention and Control – Level 2 86.15% 87.44%  87.71%

Manual Handling – Object  93.57% 93.30%  91.96%

Manual Handling – People  66.82% 67.09%  66.36%

Safeguarding Adults (Level 1)  92.56% 92.36%  91.49%

Safeguarding Adults (Level 2)  88.53% 89.17%  88.50%

Safeguarding Adults (Level 3)  82.86% 82.35%  94.12%

Safeguarding Children (Level 1)  89.03% 86.27%  87.08%

Safeguarding Children (Level 2)  81.89% 83.68%  84.51%

Safeguarding Children (Level 3 Additional)  86.84% 89.19%  91.43%

Safeguarding Children (Level 3)  88.36% 86.02%  81.52%

Safeguarding Children (Level 4) 100.00% 100.00%  100.00%

 
Staff Group  Dec‐21 Jan‐22  Feb‐22
Add Prof Scientific and Technic  89.95% 91.55%  90.86%

Additional Clinical Services  86.55% 87.20%  86.43%

Administrative and Clerical  92.73% 92.01%  91.64%

Allied Health Professionals  86.35% 86.40%  86.87%

Estates and Ancillary  92.65% 91.53%  91.53%

Healthcare Scientists  89.53% 88.14%  87.23%

Medical and Dental  78.62% 81.02%  80.90%

Nursing and Midwifery Registered 87.65% 87.88%  87.79%
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Improvement actions planned and timescales for implementation 

Key actions for March:  

1. Consider the reintroduction of trust mandatory training days and induction. 

2. Build on progress with safeguarding team to continue alignment of Core Skills Training Framework competences still 

outstanding – i.e. SG Children, Manual Handling, and Prevent.  

3. Review and update Mandatory Training Policy to include supervisor self-service, ESR Training, and accountability 

for non-compliance with procedures for escalation. 
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People and Organisational Development 

Performance Domain: Staff Friends and Family Test Reporting Month:  February 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 

Analysis of current performance 

The National Quarterly Pulse Survey (NQPS) for quarter four closed on 31 January 2022, the overall response rate was 

24%, 854 colleagues responded to the survey which is a 6% point increase on the quarter two survey. The survey in quarter 

three was the national staff survey, these results are embargoed until 30 March 2022.  

 

Analysis shows that staff engagement has increased to 6.95 (out of a possible 10) which is above the Picker average of 6.75 

which is a positive indicator that colleagues are open to providing feedback on their experience and feel included and 

engaged as part of working at the Trust. While the engagement score has increased there has been a downwards trend at a 

Divisional level when considering colleagues who would recommend the Trust as a place to work.   Woman’s and Children’s 

services saw an 8% reduction, detail shows a significant decrease in Maternity Services (81.3% to 62.5%) and Children’s 

(85% to 61.5). Work is required to understand this position further and to identify required actions to improve the experience 

of colleagues.  
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It has been identified that the Zero Tolerance approach requires further development. Local data clearly shows that acts of 

violence and aggression towards colleagues is increasing which has instigated further detailed analysis of the Trusts overall 

approach. What has been identified is that the Trust Zero tolerance statement is not recognized across the whole Trust 

which links to the themes identified in the Q4 report that demonstrates the increase in those stating they have experience 

violence and aggression yet the low numbers reporting it. Ongoing work is taking place to understand the gaps and address 

the risks to ensure that our staff are fully supported if they encounter violence or aggression whilst at work Immediate actions 

include a relaunch of the Trusts Zero Tolerance approach with a response and approach going to the People Experience 

Group reporting into the People Committee. 

 

The quarter three National Staff Survey data benchmarking data was received on 24 February 2022 and remains under 

embargo. The date of publication and lifting of the embargo is to be confirmed as 30 March 2022. 

Improvement actions planned and timescales for implementation 

Key actions for March: 

1. HR Business Partners to build on the analyse the Q4 Staff Friends and Family Test data and share with Divisions. 

2. Analysis of the bench marking data for the national staff survey ready for the embargo to be lifted in March 2022. 

3. Launch of the Staff Survey data on 30 March 2022. 
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Finance and Activity 

Performance Domain: Financial Key Metrics Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 
 

Analysis of current performance 

Key Considerations:                             
                                                                                                                                                                                                        

 The position at month 11 is a surplus of £1.88m, which is £1.88m better than plan, and a nil movement in month. 
£0.33m of this relates to donated asset income. The underlying position excluding this is a surplus of £1.54m.  
 

 The value of Waste Reduction Programme (WRP) savings delivered at month 11 is £6.13m, which is £1.55m better 
than plan. The year to date delivery above plan is due to non-recurrent savings in 21-22. 
 

 Performance against the NHSI agency cap is an underspend of £0.36m. 
 

 Cash is £4.3m ahead of plan as at the end of February 2022.   The majority of this movement is due to a receipt of 
£4.2m capital funding in late February to facilitate a contractual payment in early March. 
 

 Invoices paid within 30 days (target 95%).  Achieved 94% on number of invoices paid within 30 days (Target 95%).  
Achieved 95% on value of invoices paid within 30 days (Target 95%).  

 

   



Page | 60 
 

Finance and Activity 

Performance Domain: Capital and Cash Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

Cash 

 

  

Analysis of current performance 

The Group cash position at the end of February is £4.3m above plan.   
 
The majority of this movement is due to a receipt of £4.2m capital funding in late February to facilitate a contractual payment 
in early March.    
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Capital 

 

Analysis of current performance 

The actual capital expenditure to the end of February is £19,390k. 
 
The year to date plan is £19,264k, which is £126k overspent.   
 
Expenditure in relation to the RAAC works has significantly increased, exceeding the plan to date, but in line with the approved 
overspend. 
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Finance and Activity 

Performance Domain: Pay Expenditure and Analysis Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

Analysis of current performance 

The reported month end pay position is an overspend of £3.9m. This includes ERF (£1.3m), pathology (£0.4m) and vaccination 
(£0.2m) costs covered by income. Provisions relating to the new associate specialist and specialty doctor contract & consultant 
study leave are included in this position, with a value of £2.1m. The position excluding these items is an underspend of £0.2m, 
this is mainly due to nursing vacancies. 
 
Performance against the NHSI agency cap is an underspend of £0.36m. 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 £0.86m. 
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Pay Analysis Medical 

 
 
The medical pay position is overspent by £3.3m. This includes £1m of expenditure related to elective recovery which is covered 
by ERF income. A provision relating to the new associate specialist and speciality doctor contract and consultant study leave 
is included in the YTD position with a value of £2.1m. The position excluding these items is an overspend of £0.2m which 
relates to locum and agency cover for vacancies and sickness across a number of specialties and posts covered by education 
and training income.  

 
 

The qualified nursing pay position is underspent by £1m at month 11. This underspend predominantly relates to vacancies 
across wards and theatres, this also partially offsets the adverse variances on the support to nursing and infrastructure pay 
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line which is related to the waste reduction programme target. 

 
 
Support to nursing is overspent by £0.1m. This is offset on the registered nursing line. 
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Finance and Activity 

Performance Domain: CIP   Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 
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Finance and Activity 

Performance Domain: Elective Activity Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

 
 

 

Weekly elective IP activity during February has crept back up to the levels seen at the start of the financial year (c.40 per week). Day case activity was in line 
with numbers seen since summer – average of c.550 per week. 
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Finance and Activity 

Performance Domain: Non-Elective Activity Reporting Month:  February 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

 

 
 

The number of patients accessing Urgent and Emergency Care pathways was lower than January in total (1863 v’s 1917) but admissions per day were higher due to the shorter 
month (66 v’s 63). There has been no significant change to Type 2 attendances. 

 



 

 
 

Date of Meeting: Wednesday 6 April 2022 

Meeting:  Public Board of Directors 

Title of report:  High Level Risk Register  

Author: Amanda Stanford 

Previous Forums: 
Audit & Risk Committee, 13 January 2022 
Quality & Safety Committee, 29 March 2022 
People Committee, 29 March 2022

Purpose of the Report 

This report provides the Board of Directors 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 2 February 2022 meeting. 
 
Appendix 1 contains the detail of all risks graded at 15 and above at 31 March 2022. 
 

Key Points to Note  

 
There are 18 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, it is anticipated that a further reduction in risk score will be considered at the Risk& 
Compliance Meeting, on 5 April 2022. 
 
There have been improvements in risk scores relating to: 

 Inability to provide scrub practitioners due to midwifery staffing level  
 SystmOne Tasks not being actioned in timely manner 
 Mandatory vaccine for frontline colleagues 
 Inability to provide safe and effective care on the paediatric ward due to reduced nurse 

staffing and increased activity 
 Neonatal name band software risk 

 
There are a number of new high level risks that are due for review at the April Risk & Compliance 
Group, these include: 

 Cardiac catheter lab infection prevention and control 
 Failure to establish a paediatric Middle-Grade Tier 
 Management of complaints 
 Achievement of national cleaning standards

 



 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

EQIA – Equality Impact Assessment  

No impact identified  

Fit with strategic objective 
Population Patients People Partnership Progressing

x x x x x 

Recommendation  

To note changes since last reporting  
To consider, challenge and confirm emerging risks  



 

 
 

High Level Risk Register 
Public Board of Directors, Wednesday 6 April 2022 

 
Introduction  
The Risk and Compliance Group review risks rated 15 and above and since last reporting has met 
once on 9 March 2022. 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 18 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. A number of Practice Educators are now in place with funding confirmed 
for a further post. The current challenge is around releasing staff to attend training however whilst 
the risk remains the same progress is being made in terms of mitigation.  The Risk and 
Compliance Group requested that the risk is reviewed to ensure the controls in place are effective 
and once complete to then consider whether this impacts on the current risk score. 
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. 
 
The business case developed in conjunction with surgery to release midwives from Elective C-
Sections was approved in January 2022.  The Risk and Compliance Group challenged whether the 
mitigations in place were having any impact given the increase in score from 15 to 20. It was 
agreed the Head of Nursing for Medicine, Community and Therapy Services and the Deputy Chief 
Nurse would meet to discuss the gaps in control with a view to maintaining the appropriate skill 
mix.  The risk was reviewed at Women’s and Children’s Division Integrated Governance Group 
(WIGG) in March to review staffing risks across the division and is due to be discussed at Risk & 
Compliance Group on 5 April 2022. 
Risk score remains at 20 
 
IG01/18: Inability to provide Information Governance Service  
Following last reporting the risk has been reviewed and clarified 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 risk is due to be reviewed at the Risk & Compliance meeting in April. 



 

 
 

Risk score remains at 12 
 
Pharm 86: Failure to complete and send discharge letters on SystmOne 
Since last reporting, the backlog has reduced to 3,000 letters and work continues with the Divisions 
to reduce the number further. The Power BI report continues to be revalidated and a deep dive 
exercise is underway across the divisions to test the impact of the controls to ascertain whether 
there are any additional actions required. 
Risk score remains at 16 
 
RAAC1 Aerated Concrete 
The Executive RAAC 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  
 
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. A meeting has been scheduled in 
March to assess the current position and an update will be provided at the April Risk and 
Compliance Group meeting. 
Risk score remains at 15 
 
PAEDS 01/2022 Maintaining Safe Nurse Staffing Levels within the Children’s Unit 
The Children’s unit currently has nurse staffing vacancies which are impacting upon the ability to 
maintain a safe staffing model.  Short term absences are impacting on the ability to maintain safe 
staffing levels however the ward has recruited into a band 5 post as well as 3 agency nurses on a 
9 month contract to support vacancy gaps.  6 newly qualified nurses have been recruited with a 
start date of September 2022. The efficacy of these appointments will be reviewed at the April Risk 
and Compliance Group meeting along with a divisional recommendation of change to the risk 
grading. 
Risk score remains 20 
 
Failure to Establish a Paediatric Middle-Grade Tier 
There is a risk that the trust cannot retain or recruit to the Middle-Grade tier which will have an 
impact on paediatric services and could lead to this being unsustainable therefore impacting on 
patient care.  The risk is scheduled for presentation to the Paediatric Quality, Safety and 
Performance meeting in March and an update presented to the April Risk and Compliance Group  
Risk score remains 15  
 
Achievement of National Cleaning Standards 
Clarity is needed on the additional resources required to ensure the trust is compliant.  Discussions 
continue to take place with AGH Solutions Ltd about what needs to be included in the cleaning 
schedules.  This continues to be discussed at Director to Director meetings and through PEAG. 
Risk score remains 15 
 
 



 

 
 

 
 
 
Changes to previous high-level risks 
 
MAT 21/2021 Inability to provide scrub practitioners due to midwifery staffing level  
Following review at divisional level the risk score has been reduced to 9. 
Risk score reduced to 9 
 
IHR R 0031 SystmOne Tasks not being actioned in timely manner 
Improvements continue to be seen with the management of SystmOne tasks within the Divisions. 
A proposal was put forward to close this risk and move to an approach where it continues to be 
managed within the Divisions as an independent risk.  This was agreed and the score amended 
Risk score reduced to 12 
 
HRKD17 Mandatory vaccine for frontline colleagues  
Following the outcome of the consultation the Government regulations on Vaccine as Condition of 
Deployment have been revoked therefore the risk has been reduced to 5. With further national 
confirmation of the non-requirement this risk will be approved for closure at the Risk and 
Compliance Group in April 
Risk score reduced to 5  
 
HRLS6 Accommodation in D17 
Due to work ongoing within D17 as part of the RAAC programme this risk score has been reduced 
to 10. 
Risk score reduced to 10 
 
Paeds 05/021 – Inability to provide safe and effective care on the paediatric ward due to 
reduced nurse staffing and increased activity 
The effects of the RSV surge did not affect the paediatric unit as anticipated therefore the risk has 
been closed.  
 
Paeds 03/2021: Inability to print legible name bands for neonates due incompatible software 
resulting in potential miss identification 
Written name bands are being placed on the infant and printed ones secured on the cot or 
incubator. Staff perform daily checks at commencement of their shift to check that a name band is 
in situ and matron checks are in place. A peer review of the Neonatal unit in February was 
undertaken and all infants had a name band in place.  Work is progressing to resolve the issue by 
the end of March 2022.  The Risk and Compliance Group agreed a reduction in risk score. 
Risk score reduced to 10. 
 
Emerging Risks 
The following risks were noted and assurance received of the control measures in place. This risk 
was presented at the March Risk and Compliance Group meeting will be discussed within relevant 
the division.  
 
Cath-Lab 2: Infection Prevention & Control  
The cardiac catheter lab refurbishment is overdue completion resulting in a lack of cleaning 
facilities.  This has led to an increased risk in maintaining infection prevention compliance in all 
areas.  There is a reliance on clinical staff to maintain cleaning standards and there is no 
established cleaning schedule provided by AGH Solution Ltd.  A Meeting has been held with waste 



 

 
 

management and a schedule agreed plus, a meeting with domestic services and the department 
requires additional cleaning time which will be for inclusion in the wider discussions about cleaning 
standards. 
Initial risk score 12 
 
Management of Complaints 
There is a risk of failure to investigate and resolve complaints within the required timescale due to 
a variation in Divisional responsiveness including a lack of capacity and capability to resolve 
complaints. Monthly training sessions are planned and weekly meetings will be established within 
the Divisions to review any complaints.  A Standard Operating Procedure has been developed in 
terms of managing the 35-day response target.  An update will be brought to the Risk and 
Compliance Group meeting in April. 
Risk score 16 
 
Next steps  
All high level risks will be reviewed at Risk & Compliance Group, Tuesday 5th April 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 note the changes since last reporting and consider, challenge and confirm 
the emerging risks.  

 



HIGH LEVEL RISKS 31/03/2022

Consequence

5 Initial, Current and Residual Rating
Impact: Board
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Initial, Current and Residual Rating

Consequence

4 Significant Risk
Impact: Quality and Safety

0 1 2 3 4 5 6 7 8 9 10 11 12 15 16 17 18 19 20 25+

Residual 

Rating

Inititial  

Rating

Current 

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

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.

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

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 

Gaps in Control Mitigating Actions Since Previous R&C GroupControls

Low Risk Moderate Risk High Risk 

RAAC1 Aerated Concrete 25
Likelihood

5

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

MAT 09/2019

Midwifery Staffing Levels
20

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

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

Executive Lead: Executive Chief Nurse

Date Added to RR: 19/97/2019

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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.

Minimal available staff to pick up bank shifts

Inability to use Agency for midwifery shifts

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.in 

March 2022 update: Business case to relase midwives from C-sections was approved. The Risk rating will be 

reviewed by the Head of Midwifery and WIGG March 2022.



Consequence

4
Significant Risk

Impact: Finance Perfomance and 

Digital, Quality & Safety
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Initial Rating 

and Current 

Rating

Consequence

4 Significant Risk

Impact: Finance Perfomance and 

Digital, Quality & Safety
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Residual 

Rating

Initial Rating Current 

Rating

16

Low Risk Moderate Risk High Risk 

March 2022 update: Divisional specific risks will be created for divisional monitoring and scoring and this risk has 

therefore been reduced to a score of 12.

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: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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.

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

March 2022 update: Reports now being created for Divisions to identify the

number of cases outstanding each month. 

IHR R_0031

SystmOne Tasks not being actioned in 

timely manner

12

Low Risk Moderate Risk High Risk 

Likelihood

4

Likelihood

4

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: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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

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.

Pharm 86

Failure to complete and send discharge 

letters on SystmOne
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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

Executive Lead: Chief Nurse

Date Added to RR: 16/04/2019

Last reviewed date: 10/11/2021 

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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.

See embedded document:  this is included as Appendix 2 

  

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.

March 2022 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.

Pharm 69 EPMA System (electronic 

prescribing and medicines 

administration)

15

Low Risk Moderate Risk High Risk 

Likelihood

5

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. 

Executive Lead:  Operations Director Women, Children and Specialist Services

Date Added to RR: 11/12/2020

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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 

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

March 2022 update: Funding approved and vacancy live on NHS Jobs. Michael Smith in discussion with 

commissioners to explore an alternative staffing model to provide some level of clinical input to this service. 

March 2022. 

Paeds 06/2020 

Gap in Psychology support for Children 

and Young People with diabetes

16

Low Risk Moderate Risk High Risk 

Likelihood

4
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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

Executive Lead: Director of People and OD

Date Added to RR: 29/07/2020

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

•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

•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

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

March 2022 update: Launch of  toolkits for short  term sickness  and reasonable adjustments. NED listening  

events undertaken. Risk remains under review

Risk Description

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. 

Executive Lead: Executive Chief Nurse

Date Added to RR: 11/06/2020

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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.

Hooks remaining in place at Castleberg hospital

Current mental health screening tool does not identify adult patients with an intention to self-harm. 

Lack of a standardised mood assessment tool in the Trust

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.

March 2022 update: Policy signed off. Clinical Audit Team support requested to support oversight of annual 

audit. The risk reduction to a score of 12 was agreed.

ND17 

Ligature risk across the organisation
12

Low Risk Moderate Risk High Risk 

Likelihood

3

HRKD2 

Health and Wellbeing of our People 
15

Low Risk Moderate Risk High Risk 

Likelihood

3

RAAC1a Deflection in RAAC roof panels 

in education centre and finance
15

Low Risk Moderate Risk High Risk 

Likelihood

3

Risk Description

Collapse of the roof panels

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 Mitigating Actions Since Previous R&C Group

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.

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

070621 First 2 rooms complete, work commenced on next phase of rooms
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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.

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

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

March 2022 update: Detail of the risk and control measures to be reviewed and include detail about assurance 

in relation to mitigating patient harm. Nurse staffing risks to be reviewed to ensure the controls are reducing the 

risk.

Risk Description

collapse of the roof panels

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 Mitigating Actions Since Previous R&C Group

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.

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

Deflection of RAAC roof panels in Ward 11 070621 First 2 rooms complete, work commenced on next phase of rooms

RAAC Deflection of RAAC roof panels in 

ward 11
15

Low Risk Moderate Risk High Risk 

Likelihood

3

Risk Description

Collapse of the roof panels

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 Mitigating Actions Since Previous R&C Group

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.

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

070621 First 2 rooms complete, work commenced on next phase of rooms

MED 98 Nurse Staffing in Medicine 15

Low Risk Moderate Risk High Risk 

Likelihood

5

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.

Executive Lead: Executive Chief Nurse

Date Added to RR: 24/03/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

RAAC Deflection of RAAC roof panels in 

ward 9
15

Low Risk Moderate Risk High Risk 

Likelihood

3
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16

MAT 01/2018 Universal GTT not being 

offerred as per NICE Guidelines. HbA1c 

and Fasting Plasma Glucose testing 

performed through COVID 19 pandemic

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.

Gaps in Control Mitigating Actions Since Previous R&C Group

Reminder system in place to alert document authors at 6 and 3 months prior to expiry date to review and submit 

for approval. Review of the document register at each PDRG meeting

 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

lack of response to the out of date reports. No formal notification of personnel changes to ensure 

correct document owner for future reviews.

Raise at July Risk and Compliance Group for advice and support.

March 2022 update: Initial meeting held with  PDRG mem ers to  challenge and  agree the details held within the  

Procedural register. HK/JM to meet and discuss the next steps - to take place in March 2022.

Q&S010 Trust Procedural Documents 15

Low Risk Moderate Risk High Risk 

Likelihood

5

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.

Executive Lead: Exeutive Chief Nurse

Date Added to RR: 10/06/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Committee reviewed at: Risk and Compliance Group

SD 01-2021 Nursing Workforce Surgery 

and Diagnostics Division
15

Low Risk Moderate Risk High Risk 

Likelihood

5

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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

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. 

March 2022 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.

Nurse staffing risks to be reviewed to ensure the controls are reducing the risk.

Controls

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
Executive Lead: Executive Chief Nurse

Date Added to RR: 05/05/2021

Last reviewed date: 09/03/2022

ND21 Nursing Workforce
15

Low Risk Moderate Risk High Risk 

Likelihood

5

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.

Executive Lead:  Executive Chief Nurse

Date Added to RR: 30/06/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions  Since Previous R&C Group

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.

Lack of robust LNA to inform educational strategy. Capacity of teams to release staff for training 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.

March 2022 update: Nursing education  group has been held 

and planned monthly. Work is ongoing around the education strategy to include targetted planning which will 

allow competencies to be reviewed at divisional level.

Executive Lead:  Executive Chief Nurse

Date Added to RR: 03/05/2018

Last reviewed date: 09/03/2022



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.

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions  Since Previous R&C Group

Extended criteria for diabetes screening to later gestations and NICE diagnostic criteria for GDM have been 

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

No offer of a GTT. Inaccuracies in results. Inaccuracies in diagnosis/management AEF reporting. Perinatal mortality and morbidity meetings.

March 2022 update: Venues for GTT clinics found and scheduled to recommence March 2022.
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Controls Gaps in Control Mitigating Actions Since Previous R&C Group

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

None identified 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

March 2022 update: Escalation with IT and supplies - target for closure 31/03/2022. 

Paeds 03/2021 Neonatal Namebands - 

Software Issue 
10

Low Risk Moderate Risk High Risk 

Likelihood

4

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.

Executive Lead: Chief Digital and Information Officer

Date Added to RR: 06/04/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Finance, Performance and Digital 

HRKD 17 Vaccination as a Condition of 

Deployment
5

Low Risk Moderate Risk High Risk 

Likelihood

4

Risk Description

Due to new legislation which requires all 'in scope' colleagues to have a completed a full course of an approved Covid-19 vaccination, there is a risk that a number of colleagues are lost from from their post either through securing an alternative 'out of 

scope' role or dismissal resulting. This may result in an inability to provide quality services to patients.

Executive Lead: Medical Director

Date Added to RR: 26/11/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk andCompliance Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

letter sent to colleagues who have not been vaccinated consistent approach across Place. Draft Policy in place 

with 3 step process to manage unvaccinated colleagues. Leadership group and Task and Finish Group now in 

place. Vaccination promotion webinars in place. Comms plan in place

Vaccination status – evolving picture and changing daily.

Approach for the management of Contractors and Agency workers  

Developing a process for flagging temporary exemptions (i.e. pregnant workers and those who have 

had Covid-19 in preceding 28 days). Considering the need for a local exemption process due to the 

119 backlog. Redeployment process across the ICS

March 2022 update: Outcome of consultation confirmed that legislation is being reviewed and likely to be 

revoked on 15th March therefore propose to reduce the risk to 5.

*NEW* Failure to comply with statutory 

safeguarding requirements in maternity 

services

16

Low Risk Moderate Risk High Risk 

Likelihood

4

Risk Description

There is a risk we will fail to recognise and action indicators of child abuse and neglect resulting in serious harm to a baby or child. This is due to the limited resource allocated to maternity safeguarding. 

Executive Lead: Executive Chief Nurse

Date Added to RR: 15/12/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Safeguarding children team provide some reactive cover in the absence of named midwife however safeguarding 

children work generally is increasing. All midwives are mandated to attend safeguard children training on an 

annual basis. Safeguarding activity is presented to womens governance group and also strategic safeguarding 

group. midwives are encouraged to attend safeguarding supervision and case reflection.

Unable to determine which cases are missed. Lack of capacity to release midwives to attend 

safeguarding conferences and strategy meetings.

Safeguarding children team provide some reactive cover in the absence of named midwife however safeguarding 

children work generally is increasing.  All midwives are mandated to attend safeguard children training on an 

annual basis. Safeguarding activity is presented to womens governance group and also strategic safeguarding 

group. Midwives are encouraged to attend safeguarding supervision and case reflection.
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Risk Description

Unable to review patients in a timely manner leading to delays in reviews and potential for deterioration in wounds/pressure ulcers 

Executive Lead: Executive Chief Nurse

Date Added to RR: 30/12/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

TV team work flexibly to try to cover the service. Staff will work additional shifts to try to cover the service. We 

have reviewed the team structure to provide some service for most days in response to the increased risk but 

this has been adversely affected by adjustments within the team due to ill health and disability.

No bank staff available with relevant specialist skills

No funding to support additional shifts/overtime leading to cost pressures

Unable to cover annual leave or sick leave and one member of staff is due to have extensive surgery 

next year, exacerbating the risks

March update: Further detail required and for discussion at April meeting

*NEW* ND23 Safeguarding Adults 

Staffing levels
15

Low Risk Moderate Risk High Risk 

Likelihood

5

ND22 Tissue Viability Team Staffing 

levels
15

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

Unable to review patients in a timely manner leading to delays in reviews and potential for deterioration in wounds/pressure ulcers 

Executive Lead: Executive Chief Nurse

Date Added to RR: 22/12/2021

Last reviewed date:09/03/2022

Committee reviewed at: Risk and Compliance

Risk Description

Children from GPs and tertiary centres requiring blood tests do not receive these tests in a timely manner.

Executive Lead: Executive Chief Nurse

Date Added to RR: 19/11/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Patients ring to book for a available slot so patients are triaged and any requests that sound urgent are discussed 

with the paediatric team

May not be clear as to how urgent the blood test is Consultants available to discuss the reason for blood test. When clinics are cancelled staff contact families 

waiting for blood tests to arrange sooner date 

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Daily review of the staffing rosters to identify gaps

Shortfalls in shifts sent to bank and agency

Requests to staff to work additional shifts if able or swap shifts to cover 

Increase in HCSW staff on duty when unable to cover with RN

None Escalation policy

Daily Bed Managers Meetings

Site Managers/Senior on Calls

Children's Governance 

Integrated performance review group

*NEW* Availbility of slots for patients 

to book into for phelebotomy 

procedures in childrens outpatients 

15

Low Risk Moderate Risk High Risk 

Likelihood

5

Maintaining safe nurse staffing levels 

within the Childrens Unit 
20

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

The Children's unit currently has nurse staffing vacancies which is impacting upon the ability to maintain a safe staffing model. Short term staff absences are further adding to the ability to maintain safe staffing model 

Executive Lead: Executive Chief Nurse

Date Added to RR: 26/01/2022

Last reviewed date:09/03/2022

Committee reviewed at: Risk and Compliance



Consequence

3
Significant Risk

Impact: Quality & Safety
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rating

Initial Rating 
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rating

Consequence

4
Significant Risk

Impact: Quality & Safety

0 1 2 3 4 5 6 7 8 9 10 11 12 15 16 17 18 19 20 25+
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Rating 
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rating

Consequence

5
Significant Risk

Impact: Quality & Safety

0 1 2 3 4 5 6 7 8 9 10 11 12 15 16 17 18 19 20 25+

Initial Rating 

Current 

rating

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Gaps in middle grade rota put out to find cover in the following situations:

where there is no second on call consultant

for long days seven days a week

for nights at the weekend (Fri - Sun)

for two of the nights if a consultant is working 4 nights in a row.

If there is no middle grade and no rostered second on call consultant a second on call locum consultant is looked 

for - either by agency locum or from the substantive consultants. Middle grade jobs are advertised regularly

May be occasions when no middle grade and no second on call consultant found. Airedale temporary staffing to ensure unfilled gaps escalated to PSM. Airedale temporary staffing to confirm all 

booked shifts a week in advance of date of shift with agency.

For further diswcussion at April meeting

*NEW* Failure to establish a Paediatric 

Middle Grade Tier
15

Low Risk Moderate Risk High Risk 

Likelihood

3

Risk Description

That we cannot recruit or retain paediatric Middle grades at Airedale. This in turn will make recruitment and retention of paediatric consultants difficult and will make paediatric services at Airedale unsustainable.

Executive Lead:  Medical Director

Date Added to RR: 21/02/2022

Last reviewed date:09/03/2022

Committee reviewed at: Risk and Compliance

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

•Community services escalation plan actions followed to support allocation of resource

•Core services supported by other community teams during escalation

•Daily (or twice daily) community huddle for daily situational oversight and escalation 

•Deployment request to recruit temporary B6 Junior sister role (aspirant DNs) to vacant District Nurse post

•Support from Team Leader and wider community leadership team for colleagues individually and to manage 

daily pressures. 

•Focus on staff HWB as a priority

Vacancy control process to seek permission to recruit to Band 5 posts at risk where necessary, left 

vacant by those taking up Junior Sister Post

Plan will support appropriate delegation of duties and responsibilities, increased capability within the team.  

Provides development opportunities to support succession plan. Escalation framework assessment to reduce 

from OPEL 3 to OPEL 2

For discussion at April meeting

*NEW* COMM-008 Insufficient capacity 

in Craven District Nursing Service to 

meet demand compounded by District 

Nurse Specialist Practitioner vacancies

15

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

Insufficient capacity in Craven District Nursing service to meet demand compounded by District Nurse Specialist Practitioner vacancies

Executive Lead: Executive Chief Nurse

Date Added to RR: 24/01/2022

Last reviewed date: 

Committee reviewed at: Risk and Compliance

Measures are limited with one staff member working extra shifts most weeks - this staff member is 'retire and 

return' from several years ago and will be unable to support additional hours after the pension changes revert in 

March 2022

Unable to relaiably support the service from within the team of 2 staff (1.4wte)

There is a signifcant need for 1wte Band 6 to support the safeguarding adults team and workload. 

This has previoulsy been in planning but was not prioritsed

March update: Further detail required and for discussion at April meeting

Controls Gaps in Control Mitigating Actions Since Previous R&C Group

Ongoing functionality of LIMS and ability to deliver pathology services across Bradford and Airedale Perforance of the system is deteriorating and now requires a hard reboot 3 times

weekly. Database requires cleansing/maintenance every 4 weeks which has reduced from 6 in the 

last month. 

The following was noted at the November 2021 Risk and Compliance Meeting - This risk was originally scored at 

12 but has now increased to a score of 20 following review, with the main reason for this due to the frequency of 

database maintenance now required.  Previous maintenance was carried out every six weeks, but this has now 

reduced to every four weeks due to increased traffic using the system.  Due to this, it was felt there was a need 

to increase the risk rating.

March 2022 update: Airedale is part of the WYAAT group receiving the upgrade to the LIMS system. 

Upgradescheduled for Summer/Autumn 2022 which will significantly reduced the risk. A programme of 

maintance is currently in place  to ensure the system is maintained.

IPS_Path_RAF_003 Pathology LIMS 20

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

Failure of the IPS Pathology Laboratory Information System (LIMS) will lead to serious disruption to patient care (including direct clinical risks and delays in patient pathway) and Trust business. Limitations of current LIMS also contribute to existing risks 

across Pathology

The risk score was reduced to 12 but has been increased so has been added back onto this register.

Executive Lead: Chief Digital and Information Officer

Date Added to RR: 10/08/2017

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance
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Controls Gaps in Control Mitigating Actions  Since Previous R&C Group

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.

Lack of robust LNA to inform educational strategy. Capacity of teams to release staff for training 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.

March 2022 update: Work continues around the educational strategy and nursing sub group established to look 

at trainning and education.  Competencies will be reviewed at divisional level.

ND21 Nursing Skill Mix
15

Low Risk Moderate Risk High Risk 

Likelihood

5

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.

Executive Lead:  Executive Chief Nurse

Date Added to RR: 30/06/2021

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group

Controls Gaps in Control Mitigating Actions  Since Previous R&C Group

Matrons audits. Walk rounds with IPC and cleaning teams. Agency staff in place and cleanliness charter agreed. 

Clinical cleaning checklists agreed. KPIS managed through contract meeting

Quality of cleans. Use of agency staff. Lack of clarity around cleaning hours available. Lack of 

assurance that clinical cleaning is compliant. Assurance process not robust

For discussion at the April meeting

Achievement of National Cleaning 

Standards 15

Low Risk Moderate Risk High Risk 

Likelihood

5

Risk Description

There is a risk that the trust will not meet the requirements under the NCS by the required deadline due to a lack of cleaning schedules aligned with the standards resulting in non compliance and inability to provide a clean and safe environment

Executive Lead:  Executive Chief Nurse

Date Added to RR: 07/02/2022

Last reviewed date: 09/03/2022

Committee reviewed at: Risk and Compliance Group
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