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1. | Welcome and Apologies for Absence Chair Verbal Receive g?ﬂgg
2. | peclarations of Interest Chair Verbal Note
3. | patient Story Chief Nurse Verbal Receive (Sogr;]?ni)
Business from Previous Meetings
4. |Minutes of the Trust Board in Public meeting Chair Attachment Approve 9.55
held on: 3 September 2025 4 (5 mins)
> Action Log Review Chair Attachment Approve
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6. | Matters arising not covered elsewhere on the Chair Verbal Receive 10.00
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Reports on Strategic and Transformational Matters
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8. | Chief Executive’s report (to include Partnership CEO Attachment Receive 10.15
activity such as Place, WYAAT, WYCHS, ICS,) 8 (10 mins)
Collaborative meetings Jan and April Only)
Reports on Governance, Assurance and Risk Matters
9. | Maternity Services Assurance Report
I.  Perinatal Quality Surveillance Report Chief Nurse/ Attachment Receive 10.25
Deputy Head of 9.1 (10 mins)
II.  Perinatal Mortality Report Midwifery Attachment Receive
9.2
10. | Integrated Performance Report (September Chief Operating | Attachment Note 10.35
2025) Officer 10 (10 mins)
11. | Risk Reports
Executive Receive 10.45
I.  Board Assurance Framework Director of Attachment (10 mins)
People & OD 11.1
Il.  High Level Risk Register Chief Nurse Attachment | Receive 10.55
11.2 (10 mins)
BREAK

11.05 - 11.15
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12. | Emergency Planning, Resilience and Response| Chief Operating | Attachment Approve 11.15
(EPRR) Compliance Against Core Standards Officer 12 (10 mins)
Annual Reports
13. | Guardian of Safe Working Annual Report 2024- | Guardian of Safe| Attachment Receive 11.25
25 Working 13 (10 mins)
14. | Airedale Hospital and Community Charity Charity Chair Attachment Approve 11.35
Annual Report (As Corporate Trustee) 14 (10 mins)
Chair Reports from Board Sub-Committees
15. | I. Audit & Risk Committee A&RC Chair Attachment Note 11.45
8 October 2025 15.1 (10 mins)
[I. Charitable Funds Committee Charitable Funds| Attachment Note
a) 7 October 2025 Chair 15.2
[ll. Finance, Performance & Digital Committee FP&D Chair Attachment Note
a) 22 October 2025 15.3a
IV. People Committee PC Chair Attachment Note
a) 24 September 2025 154
V. Quality & Safety Committee Q&SC Chair Attachment Note
a) 17 September 2025 15.5a
b) 23 October 2025 15.5b
VI. Securing the Future Committee StF Chair Attachment Note
a) 10 September 2025 15.6
Closing Matters
16. | Review of Workplan Chair/ Chief Attachment Receive
Executive Officer 16
17. Any Other Business Chair Verbal Receive 11,55
18. | Risks Identified during the Meeting not on the All Verbal Receive (10 mins)
BAF or High-Level Risk Register
19. Review and Close of Meeting Chair Verbal Receive
Meeting Close 12.05
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Jonathan Campbell JC Director of Estates and Facilities (item 14)
Kate Bell KB Freedom to Speak Up Guardian (item 16)
Lisa Purvis LP Interim Board Support

Observers

Katie Lister KL Head of Communications Airedale NHS FT
Linda Dobson LD Deputy Lead Governor

Peter Home PH Governor




OPENING MATTERS

1. WELCOME AND APOLOGIES FOR ABSENCE

The Chair welcomed members to the meeting and specifically the new Non-Executive Directors to the
Trust who were attending their first Board meeting held in Public.

No apologies were received. The meeting was confirmed as quorate.

JL noted it was SU, the Interim Medical Director’s last Board meeting and conveyed thanks to him for his
work during his time with the Trust.

2. DECLARATIONS OF INTEREST
There were no declarations identified in relation to agenda items.
3. PATIENT STORY

Lianne Robinson Chief Nurse introduced staff member A who was a victim of domestic abuse and
received support from the Hospital Independent Domestic Violence worker. Their story links to the
Safeguarding Annual Report 2024/25 which is part of the meeting agenda.

Staff member A provided an account of their background which included working with the Trust for
twenty-four years. They highlighted they were proud of their work and career achievements. Staff
member A shared with members their story of being in an unhappy, turbulent, and abusive marriage, that
included controlling and abusive behaviours from their partner and living with this; carrying on no matter
what. Following an incident of physical abuse, staff member A sought safeguarding support and was
referred to the domestic violence officer who engaged with them providing regular confidential support
and links with the police and other related safeguarding and specialist service contacts.

Staff member A expressed their appreciation of the support they had received stating this had enabled
them to stay strong, carry on working and basically saved their life. They commented on their
involvement in making a video on domestic violence in West Yorkshire which could be shared with Board
members and being able to help others signposting them to the support teams. Staff member A
highlighted the importance of the pivotal role of the support service and commended the team that works
behind the scenes to safeguard patients and staff and provide confidential assistance throughout the
individual’s full journey.

JL thanked staff member A for their bravery and willingness to share their powerful story with the Board.

FA thanked staff member A for sharing their story, their contribution to the organisation acknowledging
whenever she had interacted with them, they always had a positive outlook whilst dealing with their
difficult personal circumstances. FA commented it was reassuring to hear that the safeguarding service
in place is working and asked staff member A to continue to share any ideas they have to enhance this
further.

JH said she had the privilege of engaging with staff member A when they had approached her to
advocate for the importance of continuing the safeguarding roles and shared the domestic violence
video. JH acknowledged the important and unique role across patients and colleagues and the benefits
the service provides.

MN re-iterated thanks to staff member A for their braveness in sharing their story with the Board and
highlighted the safeguarding elements linked to the Electronic Patient Records (EPR) programme,
welcoming them to be involved and provide input in the development of this.

Action: LR to share link to domestic violence in West Yorkshire video with members.



BUSINESS FROM PREVIOUS MEETINGS

4.1 MINUTES OF THE TRUST BOARD MEETING HELD IN PUBLIC: 30 MAY 2025

The minutes were reviewed for accuracy. The following amendment was noted: Removal of
extra/duplicated words from paragraph at top of page three.

JL commented on the comprehensive minutes.
Resolved: The Board APPROVED the minutes as an accurate record subject to the amendments.

4.2 ACTION LOG REVIEW

MN advised actions 8, 9, 10, 11 and 12 on the log were proposed for closure.

Resolved: The Board APPROVED the actions closure.

5. MATTERS ARISING NOT COVERED ELSEWHERE ON THE AGENDA

There were no matters arising raised.
REPORTS ON STRATEGIC AND TRANSFORMATIONAL MATTERS

6. CHAIRS BRIEFING

JL highlighted the introductory meetings he had in August with Board members and lead Governors and
those scheduled for September 2025.

JL mentioned the meeting he had attended with FA and Regional Directors of National Health Service
England (NHSE) and West Yorkshire Integrated Care Board (ICB) to provide updates on progress with
the Trust work in relation to BDC Place, corporate services options, enabling health approach and
Airedale and Bradford Collaboration of Acute Services (ABCAS) review.

JL advised he had also visited the Accident and Emergency (A&E) and Admissions Assessment Unit on
the 26 August 2025 and although it was busy after the bank holiday weekend, it was pleasing to see the
staff were managing the flow and dealing with the admissions and challenges.

Resolved: The Board RECEIVED the update.

7. CHIEF EXECUTIVE’S REPORT (TO INCLUDE PARTNERSHIP ACTIVITY SUCH AS PLACE,
WYAAT, WYCHS, ICS) COLLABORATIVE MEETINGS JAN AND APRIL ONLY)

The paper was taken as read. FA highlighted since last meeting the 10-year health plan had been
published and activity was underway ongoing across Place and Nationally to respond and be in the best
position.

There continued to be significant matters that impact the Trust; changes to the operating model for the
NHS England (NHSE), economic challenges and cost of living increases and challenges on reducing
deficits. The Trust approach is seeking to recognise and mitigate the impact on the Trust, maintaining a
focus on delivery, supporting colleagues and working with providers looking at delegated responsibilities.
Regarding the financial challenges faced by the three Trusts in the Bradford District and Craven (BDC)
Place FA emphasised the importance of working collaboratively with partners to transform service
delivery, add value for patients and ways of working and developing ways to reduce deficits.

In relation to the New Hospital Programme (NHP) FA updated on the work to finalise the Strategic
Outline Business Case and progress being able to mobilise and start enabling works with contractors
over the next few months.

MA asked what wider impact the restructures of NHSE and the ICB at regional level would have in terms
of the reduction in headcount of 50%/redundancies. FA explained the expectation of ICBs is to now
commence the process to reduce headcount by 50% by undertaking analysis and consultation, however,



NHSE have been given a longer timeframe. FA said there was an assumption that redundancy costs
would be picked up nationally, but the Treasury have confirmed they will not be funding this. FA added
with the other financial improvements required two organisations have declared they are not progressing
consultation. At this point conversations are continuing on collaborative elements and there is a watching
brief on the developments with the NHSE and ICB new operating models and any delegation to
providers.

AW enquired about the decrease deterioration in RAAC and if there was increased monitoring taking
place and any financial impact related to these areas. LC responded assessments and review of priority
scoring on RAAC structures was ongoing and was susceptible to change. In relation to the financial
impact, LC said there was an underspend on the RAAC budget so these can be managed within the
funding envelope and the current operating plan is regularly assessed.

Resolved: The Board RECEIVED the report.

8. TRUST STRATEGY REFRESH UPDATE

SS provided context on the Trust Strategy refresh due to take place in the autumn as the current strategy
runs to the end of the 2025 calendar year. The refresh process will review and consider key national
policy directives, strategies and long-term planning publications, along with the development and
progression of Trust, local place and system priorities. This will include using established channels and
forums for engagement on key themes such as:

- prevention, community and digital

- current and medium-term plans around operational service delivery, patient safety, quality,
experience and outcomes, workforce planning and wellbeing, financial management, digital
development, progressing innovative practice, meeting regulatory requirements and pushing
forward with our environmental sustainability initiatives.

- retaining and enhancing the value held by the Trusts local population as an anchor organisation
in its communities and the social value improvements.

- new hospital plans and other major projects such as Electronic Patient Records (EPR)

- collaborative work across West Yorkshire Acute Trusts such as the Bradford District and Craven
Place Health, Care and Well Being Strategy, Integrated Neighbourhood Health Programmes, and
ABCAS.

Outputs of the refresh work will be periodically reviewed by the Board at the October Strategy Day and
November 2025 Board meetings. Then a draft blueprint presented to the January 2026 Trust Board of
Directors meeting for approval and publication.

JH referenced the refresh of the Trust Strategy would consider the 10 year long term workforce plan
once published.

AW reflected on the amount of collaborative work undertaken since the current Trust Strategy was
developed; how the Trust maintains ownership and control of the elements within it and if there was now
a need to change how the Trust engages with partners, governors and stakeholders. SS explained the
differences between the local and national plans five years ago and the current ones and the process of
ensuring the Trust integrates elements of these and also draws out key themes that are important to
stakeholders and the community of Airedale.

Members acknowledged the importance of Board members and relevant people engaged in the refresh
of the Strategy being aware of and involved in as much as possible, discussions taking place with
WYAAT and other partners so any areas of concern or impact of decision making that could potentially
affect the strategy focus areas, can be considered. As Executive Director of Corporate Affairs (DoCA),
MN provided re-assurance Committee workplans are colour coded and agenda items linked to the Board
Assurance Framework, key financial management documents, Risk Management programmes and
strategic plans which detail emerging risks and can be referenced whilst refreshing the strategy.
Regarding the collaborative partner work, FA affirmed the Trust had provided input to the WYAAT and



BDC initiatives and has a duty and responsibility to ensure it delivers a strategy that secures what is
required for the local population and community.

Resolved: The Board RECEIVED and NOTED the approach to developing the Trust Strategy Refresh.

REPORTS ON GOVERNANCE, ASSURANCE AND RISK MATTERS
VB entered the meeting.
9. MATERNITY SERVICES ASSURANCE REPORT

9.1 PERINATAL QUALITY SURVEILLANCE REPORT

LR introduced VB who was attending to present the report on behalf of the Director of Midwifery &
Nursing for W&C's. LR highlighted the change in Board level safety champion and conveyed she looked
forward to working with JM going forward.

VB took the report as read drawing out the following key points;

- Safety action 7, element 1; Following the formal joint escalation to the ICB from Airedale NHS
Foundation Trust and Bradford Teaching Hospitals Trust who currently share MNVP provision,
around concerns that the current MNVP model is not adequately funded to carry out its functions
and meet the requirements included in Safety Action 7 MIS, VB highlighted the ICB were
developing an action plan with the Trust in response to the escalation. This escalation and action
plan will form part of the evidence of compliance with this safety action. Progress will be
monitored through the agreed governance process of 6 weekly ICB meetings with the service
and via the risk register.

FA asked what timeframes were expected to receive the action log. VB advised the action plan
was due to be approved through the ICB Board and will be shared once approved. LR confirmed
compliance with safety action 7.

- Safety Action 8; Regarding training compliance, there were four staff groups that are currently
below the required 90% compliance level to meet the MIS criteria. VB confirmed all staff are
booked onto study days to meet the trajectories for full compliance which is expected to be
reached by the end of November 2025. It was noted levels of compliance are monitored monthly
through divisional governance.

MS referenced the financial funding benefits associated with meeting the maternity MIS year 7
training criteria and the importance of achieving compliance to be able to receive the funding. VB
provided assurance the maternity service was on track to meet training compliance similar to
previous years. LR added re-assurance compliance against safety actions are monitored through
the Safety Action meetings.

- Safety Action 6; Saving Babies Lives (SBL) Care Bundle — there was no change on position
since the previous reporting month.

Areas of non-compliance;
Element 1, There had been increases an increase in compliance to element 1, the remaining
areas of compliance relate to:

i) The number of women who choose to quit smoking following intervention from the in-
house smoking cessation service, the service is enrolled in an incentivised smoking
cessation programme the results of this intervention are being monitored monthly

i)  The compliance to the annual ‘very brief smoking advice’ training, this has been online
training historically but has been moved to face to face to increase compliance, levels of
compliance are being monitored across Q1.

Regarding Element 5, there had been an increase in the compliance in Q4 from Q3; the two
areas of non-compliance include treatment of asymptomatic bacteraemia and the documentation
of neonatal discussions with families in circumstances where there is threatened preterm birth.



Both audit requirements for these parts of the element have been removed from future auditing
following acknowledgement that audit in these areas is unreliable. These elements of preterm
birth are contained within local guidance.

For Element 6 the one remaining area of nhon-compliance relates to the measurement of HbA1C
at the beginning of the third trimester in women with pre-existing diabetes. In response to this the
process of obtaining these samples has been changed to fall under the remit of the ANC, data
from Q1 is showing an improvement in the compliance to this element following this change in
process. The full results of this improvement will be reported in next month’s report.

- Induction of Labour Pathway; Following the launch of this pathway, the offer of the cervical
ripening balloon (CRB) has now become the primary method of induction, with pharmacological
methods predominantly being used only when a CRB is contra-indicated. The change in this
clinical pathway has led to a significantly increased number of women being able to go home
during this part of the induction process who would have previously needed to stay in hospital.
Evaluation of the new pathway is on-going, including service user and staff feedback which will
be analysed and the outcomes presented in future updates to this group. JH highlighted the
importance of the safety champions evaluation work, the incremental gains and improvement
approach which is fundamental to maintaining safety in this area.

Regarding the cessation on smoking in pregnancy prevention agenda, AW enquired what further actions
were being taken to provide support to partners and other members of the family who smoke and if there
was co-ordination across place and community sectors. VB responded it was recognised there are gaps
in providing support for these and this was due to capacity however, this was part of the preconception
work running in community, providing information on effects of smoking. LR advised this was also picked
up through working groups in Bradford District and Craven (BDC) and partners across wider partnership
groups which included a specific workstream for smoking in pregnant women.

FA referenced the positive work done to complete all but one job plans which was awaiting authorisation.

Regarding staff instability, AW asked if this was a local area issue or wider. VB commented instability had
been seen during the reporting period due to sickness and advised there was a no blame instability
programme due to start to look at themes and put actions in place to improve stability. An update on the
progress and outcomes from this would be provided once launched. JH added instability could be seen
wider in times of pressure on services and this was a clear area of focus aligned to quality and safety
priorities recognising patient and colleague experiences.

SU referenced the significant improvement in Obstetric workforce staffing with appointments of two WTE
Consultant posts that will be starting in the next quarter.

CC mentioned the nursing and midwifery workforce being higher for Airedale compared to other trusts
and asked how the Trust ensures it has the right mix. VB responded the birthrate plus report prepared by
an external company assess data and makes recommendations on staff requirements. The Trust is
currently working to a 95-5 ratio which aligned with recommendations last year.

JL commented it was good to see more data provided and asked if there had been any concerns raised
in the national maternity review that would impact on the Trust. LR responded there had not been any
increase in concerns seen nationally however, the Trust was linking with Leeds Teaching Hospital
Foundation Trust to support inpatients with any concerns and review shared learning with the aim to
reducing reporting.

Resolved: The Board RECEIVED and NOTED the content of the report.



9.2 PERINATAL MORTALITY REPORT Q4 2024/25

The report was taken as read. VB confirmed the Trust MBRRACE data has been inputted within the
required timeframes in line with MIS Safety action 1 recommendations and no issues were identified.

VB highlighted the Maternity Service will continue to use the PMRT to review deaths which meet the
criteria for review, identify and share learning from these reviews to improve safety, and patient care. The
service also continues to use the reporting tool and meet the timescales identified in the revised
technical guidance for the MIS year 7 criteria.

Regarding PMRT thematic reviews that continue to be undertaken to identify themes, trends and
learning; members were advised peer review and service user engagement is included in the reviews
where practicably possible and the next iteration of reviews will external clinical people involved. Also, in
terms of benchmarking against other Trusts nationally and regionally, the Trust benchmarks well, and
review timescales are managed closely to ensure there are no slippages.

AW enquired if the thematic review of still births will be presented to the Quality and Safety Committee;
VB confirmed this.

Resolved: The Board RECEIVED and NOTED:
* The report; outcomes of the PMRTs, identified leaning and related actions.
+ The MBRRACE PMRT summary report.
» Compliance audit for assurance that MBRRACE data is inputted within the required timeframes for
Safety Action 1 MIS.

VB left the meeting.
10. INTEGRATED PERFORMANCE REPORT (IPR) (JULY 2025)

LC presented the report as read acknowledging this included SPC charts. The following key points were
highlighted;

- July had been a stable month on operational performance; meeting local trajectories on national
set markers for the Trusts 4-hour performance, 18-week RTT performance, patients waiting over
52 weeks and Diagnostic performance. However, the Urgent and Emergency Care (UEC) pathway
continues to face considerable pressure due to high patient acuity and attendances above planned
levels.

- Benefits of collaborative work with the Yorkshire Ambulance service to reduce delays and release
crews more effectively.

- Overall levels of harm are reducing with oversight of incidents each week at Quality Review group
for monitoring and escalation where required.

- There had been no mixed sex accommodation breaches reported in month.

- Infection Prevention and Control (IPC) metric remains static; the Trust wide HCAI action plan will
be live from 14 July 2025 for divisions to implement including exemplar wards Ql initiative to
improve IPC on Ward 17, 2 and 4 and overall improvement plan including HPV fogging improve
reducing infection.

- Sickness absence, PDRs and Mandatory Training are performing below the targets set in the
Trust's accountability framework.

- Turnover remains in special cause variation of an improving nature with significant improvement
since September 2023, performing significantly ahead of the Trust target. Performance is
considered at a staff group level with a deep dive planned into Healthcare Scientists.

- Demand for temporary staffing has increased across all staff groups during July, with bank usage
being above levels in the workforce plan. A deep dive is underway into medical spend to identify
urgent improvement actions. The impact of industrial action should be noted for July.



- The YTD financial position in July was a deficit of £6.8m, with an adverse variance to plan of
£1.5m. This includes £0.6m in industrial action impact in July, and an update to Trust plan and
actuals of £2.6m YTD in month 4 following Board acceptance of revised plan in August 2025.

- Capital spend position in July was £6.1m against plans of £15.5m. The main drivers for this £9m
variance were NHP (£5.3m) and RAAC (£2.5m) and EPR. Progression on other schemes is
deliberately limited whilst the Trust finalises its capital position on EPR and manages the
constraints on CDEL allocation for the year.

JL commented there were a lot of acronyms used in the report, and it would be helpful to ensure these
are written out in full in the first instance of the acronym being used to aid with reader understanding.

Regarding terminology CC asked what the distinction was between special and common cause. LC
provided an explanation of the differences and said she was happy to meet with the new Non-Executive
Directors to go through the IPR in more detail if they felt this would be beneficial.

MA and MS discussed elements of the ringfence capital programme on RAAC and approach to spend on
service reprovision enabling works.

AW raised whether there were any themes emerging from the rise in complaints in month in medicine
specifically around cognitive screening and asked if there was any further work to understand the reason
for the increase and experiences. LR advised there were no themes from complaints and the rise had
been an anomaly in the month of July. The new Patient Experience Matron was undertaking a review of
complaints and there had been a conversation at Quality and Safety Committee on improvement actions
and reporting from divisions on metrics and patient experience; currently there was no indication of any
specific problem in the medical division. AW asked for clarification if cognitive screening part of the
Resident Doctors in induction training.

Action: SU to confirm if cognitive screening was part of the Resident Doctor induction programme.

AM referenced the pay expenditure fluctuation. JH provided narrative on total spend and monitoring
taking place across bank and the temporary/agency workforce which included the increasing number of
consultant bookings during the industrial action as consultants were acting down to maintain patient
safety had contributed to the situation.

JM raised the challenges on sickness and cultural behaviour and what further actions are being taken to
address these. JH stated this remained an area of work in progress with the introduction of initiatives
such as thrive and other schemes that have started to improve the position on turnover and stability of
workforce. Regarding sickness across the NHS, deep dives into sickness absence have taken place and
work is ongoing in the Trust to clarify approaches and put the right support and mitigations in place.

It was noted although there had been a flux in Mandatory training compliance, overall, this was above
90%. Resident Doctors mandatory training was not currently incorporated in this compliance metric. Key
work with the medical information team was ongoing to get compliance back up.

JL commented it was disappointing to see the 68.8% completion rate on appraisals. JH advised this had
been stubbornly static since Covid despite Director teams working with divisions to improve the position
and provide support and expectations on completing and recording these.

Resolved: The Board:
+ RECEIVED the Integrated Performance Report
+ NOTED the current performance against key standards and indicators
+ RECEIVED assurance where standards are not currently met, analysis has been carried out and
improvement interventions been identified.

11. WINTER PLAN 2025/26 AND BOARD ASSURANCE STATEMENT

LC advised members the report provided oversight on how the Trust manages the impact of winter and
Board approval of winter plans was a national requirement. The plan had been prepared with clinical and



informatics teams to inform decision making and developed based on last year’s successful plan,
demand and capacity model, acuity and length of stay. This plan forms a key component of the Trust’s
overarching Urgent and Emergency Care (UEC) Improvement Plan for 2025/26 which will be presented
to the Finance, Performance and Digital Committee (FPDC) at the end of September 2025. This will
include general and acute capacity, enhanced Infection Prevention Control (IPC) measures and
managing peaks as best as possible.

Elements of emergency planning were nationally tested through NHSE and working with system support.
An Equality Impact Assessment (EQIA) had been included with the plan for completeness. LC confirmed
testing of the Winter Plans was taking place today and any outputs of this would be considered.

FA provided context around the work done reviewing learning and working with the system on
projections. She added there had been a discussion at the Chief Executive Officer (CEO) Summit on the
need for plans to include more themes, rather than being Acute dominated; having a system wide
approach so Trusts are able to meet requirements in other areas.

JH highlighted the importance of the escalation plan as in and out of escalation beds were not in the plan
and have had an effect. The Executive Team are working though demand through the front door ahead
of the implementation of the Winter Plan.

With regard to the winter flow in and out, CC said he was pleased to see the co-operation with local
authorities. He asked how much confidence there was in discussions that care plans are in place. LC
explained the initiatives such as the Digital Care Hub and Care 24 that are used to help to keep people
out of hospital and manage demand over winter, which are not additional but used as best practice.
Local authority reviews were part of a previous Urgent Emergency Care (UEC) assessment to
demonstrate reductions in the number of patients that do not need to be in hospital. A key feature of this
year’s plan will work with local authorities in local catchment areas that do not have Home Fast (Home
First) in place and aims to assess patients in their homes and not over prescribe.

LC provided AW with an explanation regarding the allocated £1.3 million to implement mitigation
measures that will support safe and effective management of winter pressures and the continued
utilisation of surge and escalation capacity, resulting in a year-to-date cost pressure of £228k.

FA commented on focusing on community services and mobilising these effectively, and the work LR
was leading on with the communications team regarding virtual ward arrangements and more support at
home. LC added in year three of the overall UEC Improvement plan expansion of virtual ward beds
would be tracked in the community metric — digital maturity in current plan.

Action: MN to support LC as Chief Operating Officer to schedule reporting on seasonal plans
throughout the year.

MA asked for clarification if the RAAC spend had been adjusted again to accommodate the winter
planning spend. LC confirmed the RAAC spend was approved first in order to be able to approve the
winter plan. The demand and capacity quantification and impact are captured in the Board Assurance
Framework (BAF) BAF risk access strategic risk higher score rating that had been discussed at and is
monitored by the Securing the Future Committee.

AW referenced the decline in flu vaccination uptake and if there was any actions or communications
being taken to improve that. LR advised the approach on flu vaccinations was being adapted so staff can
have their vaccination whilst on duty. JL enquired if there was an easy mechanism in place for staff to
report when they have had a vaccination at their GP. LR confirmed this can be done though the peer
vaccination team.

FA commented that transformation work is key to managing the challenges around demand and acuity
and improving how the Trust compares to larger ones in national data.

As a point of assurance, JM asked what plans were in place to manage modelling on sickness absence.
JH responded there had been improvement work ongoing regarding longer term sickness. A further



focus on managing seasonal sickness absence and improvement work on short term sickness is
required to better support people and she specifically mentioned a rapid piece of work being undertaken
in Theatres. LR added there had also been changes made on how manage escalations, team working
and leadership management.

Resolved: The Board:
+ APPROVED formal sign off of the Winter Plan 2025/26 Board Assurance Statement for the Trust.
* NOTED the completed statement will be forwarded to the national Urgent and Emergency Care
team at NHSE by 30 September 2025.

Post meeting note:

Following the Winter Plan scenario testing event held on 3 September 2025, Trusts were asked to
include two key lessons learned. The lessons were as follows:

1. Acute providers are to incorporate paediatric surge plans within their overarching winter plans. The
Trust has an approved paediatric surge plan, and a summary of this has been integrated into the
winter plan.

2. Continuous scenario-testing across Place is essential to strengthen our collective response and
ensure ongoing preparedness. This will be led by the BDC UEC Board.

These items have been included in the Winter Plan under the following sections;
- Appendix 1, page 5
- Winter Plan, page 5

On the 8 September 2025, MN emailed Board members seeking virtual Board approval for the Winter
Plan assurance statement, inclusive of the aforementioned lessons learned, so that it could be re-issued.

Resolved: The Board virtually approved the Winter Plan assurance statement, inclusive of the
aforementioned lessons learned.

RISK REPORTS
12. BOARD ASSURANCE FAMEWORK (BAF)

MN provided re-assurance that over the period of recess herself and Executive colleagues have
continued to manage the BAF risks closely. The paper was taken as read. MN thanked her Executive
colleagues for their continued focus on managing the risks.

MN highlighted the BAF risk 6 score had been changed to 20 to reflect the increased risks on the Trust
Financial 2025/26 Plan and the NHSE FD capital funding in 2025/26. All other risk scores remained
unchanged at the time of writing the report.

To enhance management of risks against the significant savings target of the Trust the BAF has been
linked to the enhanced Waste Reduction Governance Reporting Dashboards 2025/26 introduced in the
period of recess August 2025. As DoCA, MN will present to the Committees the relevant WAVE schemes,
as assurance. BAF risks also continue to be considered in line with the annual planning outcomes for 2025-
26 and will be a key agenda item in divisional and programme management meetings.

An external benchmarking exercise will be undertaken (September to October 2025) across other Trusts
etc., to confirm if any changes are required and to be assured that the Trust is managing its key risks
appropriately. The Board requested the BAF risk slides included an expected date to achieve Target
Risk Score.

MN confirmed the timeframes for incorporating the BAF into the IPR were on track to be completed
before the end of the financial year.
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Action: BAF Risk slides to include expected date to achieve Target Risk Score.

Resolved: The Board:
« NOTED and APPROVED the BAF as presented as at August 2025.

13. HIGH LEVEL RISK REPORT (MAY — AUGUST 2025)

LR presented the report covering the data period for 15 May to 26 August 2025; there are 55 risks
scoring 12 and above on the risk register which is an increase of 2 since last reporting.

Detailed scrutiny and challenge has taken place on current actions and control measures and reviewing
if risk scores were accurate and being managed in line with policy.

From September 2025, it was proposed that risks relating to the New Hospital Programme and RAAC
will be reported into the Securing the Future Board process for an in-depth and focused consideration
with programme experts and the independence and objectivity of other Committee members. This will
also continue to be reported into the Audit & Risk Committee BAF reporting.

Similarly, for risks relating to the finances of the Trust that are being monitored closely, these will
continue to be reported into and reviewed by the Finance, Performance and Digital Committee,
Executive Director Group, and the Audit and Risk Committee by way of the in-depth reports, BAF and
enhanced WAVE scheme dashboards introduced in August 2025.

LR highlighted the proposal to change the name of the Risk and Compliance Group to the Risk
Management Group and will have an amended membership comprising of Deputy Executive Directors,
with the Exception of Chief Nurse (chair) and Director of Finance (Deputy Chair). This is to provide
Deputies with opportunities for development and ensure Executive Directors are leading on strategic
elements. It also reflects the changes made within the Clinical Governance, Quality and Safety Group
which now considers all compliance elements such as CQC, UKAS etc. The Terms of Reference will be
amended to reflect this change.

LR commented on the training delivered by NHS Providers for all senior managers in May/June which
was well received, noting further risk training is being rolled out through October/November 2025.

LR confirmed there were no escalations to raise.

Members discussed the timeframes for improving the target ranges from red, noted the reasons for the

increases in overdue reviews in July/August 2025 were due to annual leave commitments with a review
of these taking place week commencing 8 September, and the links in the process of reporting on risks

via the Risk Register and BAF and reports presented to Committees (including difficult decisions list) for
consideration.

Resolved: The Board:
+ RECEIVED and NOTED the high-level risk summary report.

ANNUAL REPORTS

14. HEALTH AND SAFETY ANNUL REPORT 2024/25

JC entered the meeting. LC introduced JC, the Director of Estates and Facilities to present the key
points from the report that was taken as read.

JC was pleased to confirm achievement of the 2024/25 strategic health and safety objectives and the
Trust’s continual improvement objectives for the 2025/26 period. Other aspects the report covered
related to legal compliance, strengths, opportunities and ongoing H&S issues that the Trust must comply
with.



Regarding NHS Violence Prevention Reduction Standards (VPRS), JC advised the Trust had developed
a policy for implementation, established an oversight group to oversee compliance and continual
improvement, addressed and closed external audit violence and aggression recommendations and
actions, and developed and delivered a training programme (six full day courses), between November
2024 and May 2025; positive feedback provided from delegates was they feel a greater sense of
confidence in dealing with incidences of violence and aggression.

In relation to policies reviewed or developed in the reporting period, there had been six; for the period
2025/26 JC mentioned the work being undertaken on the following; AGH Solutions separate Security
policy and Trust Managing Violence & Aggression and Challenging Behaviours Policy, new Lone
Working Policy and new Stress Policy (in development by Human Resources with assistance of the H&S
department).

JH highlighted a review undertaken considering the risk, cost benefits, internal capacity and external
pressures around the Trust implementing the 1ISO 45001 (a best-practice framework for managing
occupational health and safety risks and improving safety culture). Although the review had deemed full
implementation was not feasible in 2024/25, the principles and structure of ISO 45001 are, however
being adopted for the H&S function during the 2025/ 2026 period.

It was noted a new full time Fire Officer was appointed in August 2025 to replace the external consultant
that was covering the gap in provision. MA commented this was good news there would be a dedicated
person in place considering the increased risk of fire due to refurbishments in the current estate and
RAAC in the Trust. MA stated the importance of adhering to the new building regulations, especially with
the new hospital build. He welcomed receiving outputs of the review the Fire Officer was undertaking on
the role function and requirements at a future Securing the Future meeting. JC added the decant works
improves the areas reducing the risks of fire.

Under incident reporting, there had been five Trust RIDDOR reports within the annual report period; All
reports were investigated, and any necessary corrective action taken. A gap in incident reporting had
been identified around the function of the existing reporting notifications to the Health & Safety (H&S)
Manager; to remedy this a daily summary of all the previous day’s AEFs are sent to the Health and
Safety Manager for review with any applicable patient AEFs necessitating RIDDOR reporting will be
discussed with the H&S Manager and various clinical staff and patient safety management.

Members talked about how the 2025/26 national priority requirements on sexual safety are considered
and captured in reporting, strengthening the increase in confidence on reporting and responding to
incidents, the connection between violence and aggression and sexual safety, the role of the working
group and the actions that are being taken to address instances identified. MN provided re-assurance
that this was a high-risk area that is being monitored closely within the risk management processes.

Regarding Pathology - Integrated Pathology Systems (IPS), members noted the appointment of a H&S to
oversee day to day compliance and issues identified by oversight bodies are addressed appropriately. A
quarterly formal summary of compliance will be presented H&S Committee in the 2025/2026 under the
governance and assurance process.

Resolved: The Board:
+ RECEIVED and NOTED the annual Health and Safety Report 2024/25.

JC left the meeting.

15. SAFEGUARDING ANNUAL REPORT 2024-25

LR presented the report providing assurance to the Board that Airedale NHSFT is compliant with the
Safeguarding Assurance Framework and is working in line with its statutory and regulatory requirements
and responsibilities around safeguarding adults, children and maternity.

LR highlighted the following key points.
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There had been an overall increase in safeguarding activity since the previous year with additional
safeguarding concerns requiring both recognition and response as well as to all the other continued
elements of safeguarding practice. These included non-fatal strangulation, all age exploitation, self-
neglect, hoarding, refugees/asylum seekers/homelessness (with a duty to report), female genital
mutilation, children and unborn as victims of domestic abuse, CP-IS plans and removal of babies at birth
into local authority care.

The Trust had been involved in a North Yorkshire JTAI focused on children and the unborn as victims of
domestic abuse in their own right. There was clear assurance of recognition of domestic abuse and the
impact on children and the unborn with consistently good practice highlighted in maternity services. The
role of Hospital Domestic Abuse Advisor was recognised as good practice and was included in
recommendations for other Trusts across North and West Yorkshire due to the responsiveness to
national requirements in recognising and responding to domestic abuse for all ages.

Regarding Safeguarding training levels for adults, children and maternity are delivered in accordance
with the Intercollegiate Documents, a blend of in person and hybrid sessions have been delivered.
Training figures are closely monitored and action taken to achieve the required 90% compliance.

The Trust received significant assurance from an Internal Audit of Safeguarding; key recommendations
were given and actioned within agreed timescales and included ensuring staffing levels were sufficient to
meet the statutory requirements of the Trust safety measures were in place to manage workloads with
small and fragile teams. This links into wider piece of work reviewing what provision looks like across
place.

JL asked if there was any concerns around the 33 safeguarding adult concerns raised against the Trust
and 10 safeguarding children’s allegations against staff. LR responded this was reflective of some
changes in general society and was being picked up by Bradford, District and Craven (BDC). She
advised the Trust did not stand out amongst its peers regarding the numbers.

AW commented on the detailed discussion held at the Quality and Safety Committee on the number of
recommendations and requirements, the challenges around continuing effectively and securing funding
that is dependent on business cases. LR responded there are three provider organisation considering
safeguarding workforce provision, sustainability of teams across BDC and meeting regulatory training
requirements.

LR advised the Trust was working in partnership with Bradford Teaching Hospitals Foundation Trust
(BTHFT) to develop a compulsory training element covering people with autism, that can be delivered by
people with lived experience. Access to ICB provider training is also being explored.

It was clarified that all should have completed the mandated safeguarding level one training.

Resolved: The Board:
. RECEIVED the Safeguarding report for 2024/2025.
. SUPPORTED the publication on the Trust website.

KB entered the meeting

16. FREEDOM TO SPEAK UP (FTSU) ANNUAL REPORT 2024/25

KB provided an explanation of the Freedom to Speak Up Gurdian (FTSUG) and the Deputy FTSUG that
were required contractually in all organisations for staff to have a confidential independent service/space
to raise any concerns around patient safety (following the Francis review) and other areas of concern
such as bullying and cultural behaviours and general topics of concern. Although the FTSUGs are
independent, they have direct links to the Trust Chief Executive Officer and Board members. KB advised
JH is the Trust Executive Lead and HG is the new Non-Executive Director (NED) Board FTSU lead,
replacing the previous NED member of the Board, Melanie Hudson.
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The report was taken as read with the following points of note/discussion;

In 2024-25 there had been 64 concerns raised, representing a 68% increase in cases compared to
the previous year and the data from the last two quarters suggested the trend was set to continue.
There had been significant decrease from 57% in 2023-24 to 26% in 2024-25 where bullying or other
inappropriate attitudes or behaviours were the primary reason for contacting the FTSUG.

In 2024-25 there had been 22 concerns raised around leadership issues (this is defined as first line
management up to the Board) at the Trust and equates to a third of all cases.

Anonymous cases have dopped back to normal national levels. The increase seen in 2023-24 is
believed to be linked to the implementation of the online speaking up tool in October 2023 which
provided a route for people to report anonymously for the first time.

There had been a small but significant increase in sexual misconduct cases raised through the
speaking up route. Due to the complexity and seriousness of these cases, the FTSU guardians have
worked closely with safeguarding and HR colleagues to address the concerns on a case-by-case
basis. Views from the FTSUG on how to have a more robust approach when dealing with these
cases has been discussed. JH advised from a HR perspective; the Annual Health and Safety Report
details work that is being done around sexual misconduct.

KB mentioned a national policy on sexual misconduct that is being adopted for use at the Trust and
once this is ratified, will be live in the organisation. Work is also ongoing with the HR team and trade
union colleagues developing training for management of sexual safety to raise awareness and
provide guidance on dealing with these types of cases.

MN highlighted an action raised by the Audit and Risk Committee in March 2025 on the triangulation
and reporting of sexual harassment at the Trust. KB said as the reporting format for the speaking up
data follows national guidance set by the National Guardians Office (NGO)), it is not currently
possible to extract the sexual harassment/misconduct data from the FTSU case reporting system.
Information is collated through the annual Staff Survey, People and OD and Safeguarding teams
where appropriate. Due to the small numbers of cases, it would not be appropriate to report on
these as it could impact on anonymity. It was suggested having a discussion with the Trust digital
team to see if there was a way of capturing this data and any costs involved.

Action: JH/MN to support KB on discussion with Digital team to see what options are available to
triangulate collation of sexual harassment/misconduct data for the Trust.

There was a discussion around feedback from the staff survey on levels of speaking up confidence, staff
recognising perspective on speaking up arrangements broadly across the organisation, and cultural
change work still to do; especially around evidencing actions relating to concerns raised will be taken
forward.

KB highlighted protected characterises were more nuanced this year and whilst staff in these areas were
feeling more supported, disability and lasting health conditions was still an issue through staff survey
feedback.

CC enquired how many of the cases reported had been through the line managers discussion first
before reporting to the FTSUG. KB advised this was not part of the case monitoring data, but she got a
sense that this was mixed in terms of who they had or had not spoken to. KB added, in most cases but
dependent upon the seriousness of the situation, she would encourage the person to go through their
line manager to try and resolve any issues where appropriate prior to coming back to the FTSUG.

JH mentioned line manager training and development was key to achieving successful outcomes to
issues raised and was a continued focused piece of work being taken forward.

LC thanked KB for the detailed report and asked how the Trust benchmarked nationally in terms of
concerns raised around Leadership; what actions are being taken to enhance leaders to achieve a
balanced leadership approach. KB stated she was not aware of any national themes emerging as there
is no national data to compare with, however, she meets with other FTSUGs to see if there are any
themes in other organisations or anecdotal information that can be shared. KB advised FTSU
arrangements and action plans are required to be reviewed every three years, and the plan for the next
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three years is to be reviewed and developed. It was suggested scheduling a FTSU session with Board
members on this.

Action: JH and MN to schedule a FTSU session into the Board development plan for 2025/26.

JM referenced PDPRs and ensuring safe and qualitative conversations are taking place. JH responded
there is mixed delivery on effective conversations with some teams being an exemplar. This is included
in the training development framework piece of work around soft skills to manage conversations
appropriately support enablement.

Members discussed the importance of any patient safety issues and actions to address these being
escalated quickly for resolution to the Chief Medical Officer and relevant lead, the increases and actual
numbers reported relating to bullying and behaviours, balancing commitments of the limited time
resources of the FTSUGs, mechanisms for raising concerns and triangulation of sexual misconduct —
data.

Another area of discussion related to the concerns raised around leadership and how these could be
addressed to embed a better culture, balanced informal route and coaching style first and then if issues
not resolved, contacting the FTSUG more formally, and conveying a consistent message and focus to
reverse the trend. The role of FTSU champions in the organisation was discussed and JH mentioned
development of a model proposal that will be taken through relevant groups and Committees for
consideration along with what is required on the broader FTSU work.

The reduction of staff in the National Guardians office was mentioned and the potential impact of
expectations on local guardians if they are expected to absorb more responsibility and leadership by
April 2026.

Resolved: The Board:
* DISCUSSED the key risks and recommendations made by the Freedom to Speak Up Guardian.
+ APPROVED the report for publication.

KB Left the meeting.

17. CHAIR REPORTS FROM BOARD SUB-COMMITTEES

The following reports were RECEIVED by the Board and taken as read, noting key points stated under
each committee.

17.1. AUDIT & RISK COMMITTEE (A&RC) — 27 JUNE AND 23 JULY 2025

CC confirmed the Committee had received assurance that actions had been agreed in relation to the
recommendations in the two internal audit reports that had low assurance relating to Hand Hygiene, and
salary payments made after employment termination.

17.2. CHARITABLE FUNDS COMMITTEE - 8 JULY 2025

AW commented he had stood in to Chair the Committee and found it interesting learning about the work
of the Charity. Going forward, MN confirmed the Chair of this Committee would be the Trust Chair.

17.3 FINANCE, PERFORMANCE AND DIGITAL COMMITTEE - 26 JUNE AND 30 JULY 2025

AW mentioned the alerts raised in the report were areas the Board is well aware of regarding the
financial challenges the Trust has.

MN highlighted the Electronic Patient Record (EPR) delivery partner, PWC had presented to the
Committee the proposed Governance structure for EPR which would be recommended to External Audit
and the Trust Audit and Risk Committee.
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17.4 PEOPLE COMMITTEE - 29 JULY 2025

AW referred to the alerts raised; specifically, to challenges with delivering the Workforce plan 2025-26
and impact of the additional requirements in the Resident Doctors business case which currently is not
included in the workforce plan, and the need for future workforce planning to encompass any further
developments.

JL mentioned the Board would be receiving and considering the Resident Doctors business case in the
Private session later in the day. JH provided context that the Board had previously received information
and data around this, and the business case was being considered with the objective of strengthening
the doctor to patient ratios and enhancing support and supervision with no additional PA ask.

Other areas discussed included the rise in sexual misconduct concerns reported to the Freedom to
Speak Up Guardian and the ongoing work to review current processes and ensure consistent approach,
and also identifying any themes relating to concerns raised around leadership.

The Committee received an update on the development of an intersectional action plan with five
elements to address WRES & WDES identified themes and a wider piece of work in the People Strategy
to address common the issues identified in the Staff survey, FTSU, WRES & WDES surveys.

JH advised she was working with MN on the Equality Diversity and Inclusion (EDI) and compassionate
leadership offer and outcomes of this would be shared with the Board when available. MN added any
offers would be benchmarked nationally to ensure best practice.

17.5 QUALITY AND SAFETY COMMITTEE (QSC) - 18 JUNE AND 24 JULY 2025

In relation to Shared Care, AW highlighted all General Practices are now accepting new patients and
continuing to provide shared care.

Following the Resident Doctors Industrial Action (IA) the Committee received reassurance that all
divisions had safe staffing levels rostered with a small number of sessions still to be filled in ED and
Trauma & Orthopaedics. Some elective activity had been cancelled to achieve this.

The new Stroke SSNAP score for the Trust has been confirmed as a “E”. Recruitment following the
approved business case is progressing in order to improve this score and the impact of other changes
would be monitored.

17.6. SECURING THE FUTURE COMMITTEE - 16 JULY 2025

MA referred to the update the Committee received and noted on the New Hospital Programme and the
national acceleration and focus on delivery for Wave 1 schemes during the most recent reporting period.

Regarding enabling works MA highlighted the importance of progressing the critical path dependency of
a facility supporting service relocation and advised the Securing the Future Programme Board will be
reviewing the outcome of this work in early September 2015 so it can progress.

Regarding the RAAC programme MA highlighted more damaged material is being identified and as a
result, process of inspections will be increased and remedial actions taken. He added the team were
working proactively managing this and were an exemplar.

The Green Plan period of three years would need to be monitored and refreshed in future to align with
the NHP.

Regarding chairing of Committees, MN thanked AW for covering this during the transition period of new
Non-Executive Directors joining the Trust; referencing the succession planning had successfully been
completed as evidenced by a full complement of NEDs in attendance at the Board meeting today.

JL acknowledged the amount of work taken up by colleagues in relation to the NHP and RAAC work.
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In relation to progress on the collaborative work with provider organisations across both Bradford District
and Craven (BDC) and West Yorkshire SS mentioned this would be included as part of the strategic
refresh taking place along with the NHP conditional element for support nationally and links to the BDC
Health Plan.

CLOSING MATTERS
18. REVIEW OF WORKPLAN

MN confirmed the workplan would be monitored closely to ensure any national requirement
considerations and or emerging issues within the Trust are included in the workplan.

Resolved: The Board NOTED the workplan.
19. ANY OTHER BUSINESS

FA formally noted thanks to SU for his time within the Trust; mentioning the positive impact he has had
on stabilising medical teams, engagement with and involvement in developing the significant partnership
work being undertaken and the clinical strategy. SU thanked the Board members for the opportunity and
experience of working with the Trust and was grateful for the support he had received. He added, in his
work with the Bradford District Care Trust he would still be involved in collaborative work with Airedale
Trust.

20. RISKS IDENTIFIED DURING THE MEETING NOT ON THE BAF OR HIGH-LEVEL RISK
REGISTER

There were no risks raised.
21. REVIEW AND CLOSE OF MEETING

Members were asked to provide any reflections on the meeting. FA mentioned the questions raised from
the new Non-Executive Directors has demonstrated a refreshed perspective, different lens and challenge
which has added value to the discussions.

Date of next Board of Directors’ meeting was acknowledged as Wednesday 5 November 2025.

The meeting closed at 12.33.
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Action Log 2025/26

Status Codes:

Trust Board of Directors

PUBLIC

Open / Proposed for Closed / Not Due / Superceded (if by another action indicate which Number) / Closed

Action

Reference

Action Description

2025-26 Actions

Lead (Role)

Due by

Commentary

Status

03-Sep-25 13 Patient Story LR to share link to domestic violence in West Yorkshire video Chief Nurse Sep-25 MN shared video with Board members 7 Sept by Proposed
with members. email. Action completed. for Closure
03-Sep-25 14 Integrated SU to confirm if cognitive screening was part of the Resident Interim Medical |Nov-25 FS confirmed this is definitely part of resident Proposed
Performance Doctor induction programme. Officer doctor induction. Monthly reports are provided on [for Closure
Report who has deferred the assessment on SystmOne
the most times in the past month. FS contacts
those at the top of the list to encourage them to
comply. It is only month two of the process,
however, there have been positive responses.
This is also the same for VTE assessment.
03-Sep-25 15 Winter Plan MN to support LC as Chief Operating Officer to schedule Executive Director|Nov-25 Externally we are required as a Trust to report on | Proposed
2025-26 & Board [reporting on seasonal plans throughout the year. of Corporate the winter plan. The COO and DOCA have agreed |[for Closure
Assurance Affairs/Chief to provide a briefer headline report within the
Statement Operating Officer Trust (quarterly) by way of seasonal plans (Spring,
summer, Autumn) to support the Committee
understanding of a continual increase at the front
door, ensuring the correct people skills, quality
etc. The spend - the monies are ring fenced and
remain effective for the winter plan etc. These will
support best practice in winter reporting. The
Committee will determine if this needs to be
reported to Board.
03-Sep-25 16 Board BAF Risk slides to include expected date to achieve Target Risk [Executive Director|Nov-25 Expected date to achieve Target Risk Score have | Proposed
Assurance Score. of Corporate been included in the BAF. for Closure
Framework Affairs
(BAF)
03-Sep-25 17 Freedom to JH/MN to support KB on discussion with Digital team to see what | Executive Director|Nov-25 Triangulation meeting taking place between Proposed
Speak Up options are available to triangulate collation of sexual of People and people partnering team and FTSU Guardian. for Closure
Annual Report  |harassment/misconduct data for the Trust. OD/Executive Further discussion scheduled with NED and Exec
2024-25 Director of lead for FTSU on 22 October 2025.
Corporate Affairs
03-Sep-25 18 Freedom to JH and MN to schedule a FTSU session into the Board Executive Director|Nov-25 Corporate Governance proposed FTSU Board Proposed
Speak Up development plan for 2025/26. of People and Development session in February 2026 - added to |for Closure
Annual Report OD/Executive forward planner. SS advised by email 21.10.25.
2024-25 Director of

Corporate Affairs
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Action Log 2025/26

Meeting Action Action Description Lead (Role) Due by Commentary Status

Date Reference
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Attendance Register 2025-26

Trust Board of Directors

PUBLIC

30-May-25
02-Apr-25 (moved forward 03-Sep-25 05-Nov-25 | 04-Feb-26
from 04/06/2025)
Present:
John Lawlor Trust Chair v
Andy Withers Non-Executive Director (Interim Trust Chair to end Jul-25) v v v
‘Foluke Ajayi Chief Executive Officer v v v
Mark Andrews Non-Executive Director / SID v v v
Melanie Hudson Non-Executive Director v v
lan Knight Non-Executive Director v v
Rhys Davies Non-Executive Director v Apologies
Jyoti Mehan Non-Executive Director v v v
Carl Chambers Non-Executive Director v
Eileen Jessop Non-Executive Director v
Helene Ghosh Non-Executive Director v
Andrew Merrick Non-Executive Director \
Joanne Harrison Executive Director of People and Oerational Development v v v
Mike Savage Executive Director of Finance v v v
Leanne Cooper Chief Operating Officer v Apologies v
Lianne Robinson Interim Chief Nurse v v v
Sal Uka Interim Executive Medical Director v v v
Attendee:
Stuart Shaw Executive Director of Strategy, Performance and Partnerships v Apologies v
Mel Norbury Executive Director of Corporate Affairs v v v
John Campbell Director of Estates and Facilities v v
Katie Lister Head of Communications Airedale NHS FT v v
Kate Bell Freedom to Speak up Guardian v
Vicky Brooksbank Deputy Head of Midwifery v
Sarah Szpara Senior Sister, Neonatal Unit (Patient Story) v
Sarah Simpson Dire(?tor of Midwifery & Nursing for Women’s and Children’s v Apologies
Services (Item 12)
Stephen Porter Divigional Director - Women’s & Children’s and Specialist v
Services (Item 12)
Peter Home Governor v v v
State initials in date & add below [Board Support

Lisa Purvis LP LP LP

Tenure ended

Not in post
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NHS

Airedale
NHS Foundation Trust

Date of Meeting: Wednesday 5th November 2025
Meeting: Public Board of Directors

Title of report: Chair’s Report

Author: John Lawlor, Chair

Previous Forums: None

Purpose of the Report

To inform the Board of the Chair’s activities since the last meeting held in public on 3rd September.

Key Points to Note

| would be happy to expand on anything described below concerning the activities highlighted during
the past two months:

| have continued to complete my induction meetings with Board and Council of Governor
members.

I had very useful weekly meetings with the CEO to consider our response to the challenges
being faced by the trust, including our financial position.

| have attended several meetings with numerous partners across Bradford District and Craven.

| have held useful meetings with the Chair and CEO of Bradford District Care Trust about closer
working.

| chaired our Annual Members’ Meeting on 10" September 2025.

| attended the HSJ Patient Safety Congress in Manchester between 15" and 16" September
2025.

I met with both the Chair and Managing Director of AGH Solutions during September 2025.
| chaired a very useful Board Awayday on 15t October 2025.

| chaired our Charitable Funds Committee on 7" October 2025.

| participated in the Yorkshire and Humber Chairs’ meeting on 8" October 2025.

| attended the highly enjoyable Airedale Charity Ball at East Riddlesden Hall on 10" October
2025.

| attended the West Yorkshire Association of Acute Trusts (WYAAT) meeting on 14" October
2025.

Thriving people,
healthy communities



NHS

Airedale
NHS Foundation Trust

| made a very informative and inspiring visit to our Digital Care Hub on 14" October 2025.

| finished my time as Chair of the Tavistock and Portman NHS Foundation Trust on 315 October
2025.

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 content of the Chair's Report. He would be happy to expand on anything
covered in this Report.

Thriving people,
healthy communities



NHS

Airedale
NHS Foundation Trust

Date of Meeting: Wednesday 5 November 2025

Meeting: Public Trust Board of Directors

Title of report: Chief Executive’s Report

Presented by: Foluke Ajayi, Chief Executive

Author: Stuart Shaw, Director of Strategy, Planning and Partnerships
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 of which the Board of Directors needs to be aware. This report covers
the period since the meeting on 3 September 2025.

Key Points to Note

e This has been another exceptionally busy and challenging period. Our teams continue to
respond to the asks placed upon them for the benefit of the communities we provide care for.

o The Government’s 10 Year Health Plan for England sets out a bold, ambitious and necessary
new course for the NHS. Through three shifts — from hospital to community, from analogue to
digital, and from treatment to prevention — focus shall be on providing personalised care, giving
more power to patients, and ensuring that the best of the NHS is available to all. Our Planning
work for the years ahead is focussed on progressing these areas.

e |tis really pleasing to see the number of awards, recognitions and activities highlighted, that
ensures we remain focussed on our people thriving and developing healthy communities.

e Progressively we continue to be required to manage the challenging situation regarding RAAC,
through a combination of improvement works and new facilities. At the same time we have
continued pushing forward with our new hospital planning following confirmation that the Trust is
in Wave 1 for construction as part of the national programme.

¢ We continue to progress work towards other positive developments, such as implementing our
new Electronic Patient Record,

e This is a challenging year with a significant financial and productivity ask that requires us to
deliver at least £23m of savings. There is clear direction that as an organisation and system, we
have to live within our allocated budgets this year.

¢ A number of partnership developments continue to progress, locally within the Trust and as part
of established collaboratives across Bradford District and Craven and West Yorkshire.

e There continue to be significant matters that impact the Trust, changes to the operating model
for the NHS in England, economic challenges and cost of living increases. Our approach is
seeking to recognise and mitigate the impact on the Trust, maintaining a focus on delivery and
supporting colleagues.

Thriving people,
healthy communities




NHS

Airedale
NHS Foundation Trust

EQIA - Equality Impact Assessment

There are no differential equality impacts resulting from these areas of work at this point.

Fit  with  strategic | F oPulation

Patients

People

Partnership | Progressive

objective 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.

Thriving people,
healthy communities



NHS

Airedale
NHS Foundation Trust
Current Position
1. Patients
1.1. The period since my previous report has again been another challenging one for the NHS.
Once again, our colleagues have shown excellent commitment to maximising access across
the Trust, so patients receive the care they need.

1.2. It was recently Infection Prevention week and the Infection Prevention team at the Trust
helped by promoting their ‘gloves off’ message — to explain to patients when disposable gloves
are not needed and at the same time promoting a greener NHS.

I's important to explain that gloves are not needed during activities such as:

e Taking patients’ vitals (e.g. blood pressure, temperature etc.)

¢ Examining or touching a patient (where there is no contact with blood or body fluids,
non-intact skin, mucous membranes or harmful drugs or chemicals.)

o Assisting a patient with food and drink

e Giving vaccinations

o Administration tasks near a patient (e.g. answering the phone, using the computer)

¢ Moving a patient’s belongings

o Tidying the bedspace.

o There’s also an important focus on reducing plastic waste and promoting a Greener
NHS. Due to unnecessary glove use, around 1.1 billion gloves are used in the NHS
each year which contributes to the planet’s plastic and microplastic problem.

It's also important for good skin health for staff, as inappropriate glove use can lead to skin
conditions like dermatitis for staff, as well as the spread of infection and cross-contamination
if hand washing is not done whilst wearing gloves.
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The Trust benchmarked well against other hospital trusts in all sections of the survey.
Chief Nurse at Airedale NHS Foundation Trust, Lianne Robinson, commented:

“We’d like to thank everyone who took the time to fill in the survey and share your experience
of our services. This survey is extremely important as it gives us an insight into all aspects of
the care that we provide to patients, from their initial admission to leaving the hospital.
Feedback will be carefully considered to help shape the Trust’s priorities going forward and
ensure that our patients are receiving the best quality of care.

“We’re pleased to see that our highest scores were in the areas of kindness and compassion
and respect and dignity which is a testament to the professionalism and care shown by our
teams.

“As a Trust, we’re committed to continually improving our services and acknowledge that there
is still more work to be done in certain areas. Feedback on specifics like ward lighting
preventing sleep is very helpful as we design our new hospital.”
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1.5 I'm pleased to also announce that we’ve had formal confirmation of our JAG (Joint Advisory
Group for Gl Endoscopy) accreditation for 2025/2026.

The letter received regarding this said: “We would like to congratulate the team for the high
standard of achievement, and for their hard work during the accreditation process”. Well
done to all involved.
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2. People

2.1. I would like to start by acknowledging the contribution of two colleagues. Our Interim Executive
Medical Director, Sal Uka, left us in October. Sal brought energy to the role and made a real
impact on the Trust during his time here. Happily, he is going to be just down the road, as he
takes up the post of Interim Chief Medical Officer at Bradford District Care NHS Foundation
Trust, so we will retain his expertise in our Bradford District and Craven Partnership.

| would also like to take this opportunity to thank our Executive Director of Corporate Affairs,
Mel Norbury, who leaves us at the end of October. Mel has brought invaluable grip and rigour
to our governance, internal processes, our financial recovery work and our external reporting
to our regulators and the wider system. Her support for colleagues and teams has also been
much appreciated. We will miss her and | would like to wish her all the best for her next
adventure.

2.2. The cost of living continues to bring pressure to us all and colleagues should be reminded of
the important support packages we are offering in the Trust. These include Wagestream, a
portal that helps people to access a proportion of their pay before payday to help cope with
unexpected bills as an alternative to the very expensive payday loans, and also Vivup, a new
benefits platform will bring together all of our employee benefits into one easy to access place.

2.3. I'm pleased to say the NHS Staff Survey 2025 is now live. It only takes about 15 minutes to
complete and it helps us to understand what matters most to our people. It's a challenging
period currently, so we want to do what we can to make Airedale a better place to work whilst
we navigate these challenges together.

My biggest reflection on last year’s results has been the inequality of experience felt by staff
with different protected characteristics. This has to change, and the more you can tell us about
this, the better we can act. Please take the opportunity to feedback and make sure your voice
is heard.

2.4. In October, we celebrate Black History Month and | am personally very proud to do so.

The NHS workforce is now the most diverse in its history, with Black colleagues representing
9.4% of staff, 6.3% of doctors, and 12.8% of nurses, midwives and health visitors. I'm proud
to be part of the Black workforce and thank all my Black colleagues for your hard work and
commitment here at Airedale, all of which contribute to patient care wherever you work.

You may know that | am very keen that we are aware of how pain and symptoms can present
in Black and ethnic minority patients. Progress is being made, albeit slowly, but | am inspired
by the work of Chidi Ibe, a medical illustrator who campaigns to reflect the diversity of patients
in medical textbooks. His work is beautiful, and important, and | encourage you to watch his
Ted Talk on YouTube, in which he sets out how diversity in medical illustration can improve
patient outcomes.
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2.5 The next set of Industrial Action - The British Medical Association Resident Doctors’ Committee
(BMA RDC) has announced that resident doctors in England will stage a fresh round of
Industrial Action in November. The five-day strike will run from 7am on 14 November to 7am on
19 November. Appropriate planning shall now be stood up to prepare for this period.

3. Progressive

3.1. Although we are part of the National New Hospital Programme, the situation requiring us to
continually manage the RAAC in our building shall remain for the foreseeable future, until we
are able to move fully out of the building. The highest scoring risks on our Board Assurance
Framework therefore continue to relate to the condition of the hospital building. The Securing
the Future Committee and Programme Board is providing leadership and oversight to the key
areas of work taking place to identify, manage and mitigate the risks of Reinforced Aerated
Autoclaved Concrete (RAAC) and reviews further areas of risk in relation to the structural
integrity of the concrete substructure, identified through specialist scanning.

Since my previous report we have continued to see deterioration and have had continued
structural challenges in our beams and corbels as well as our RAAC panels. In response we
have had to increase the frequency of inspection of some panels, having identified increases
in cracks since the original inspection, but also in response to the most recent guidance which
has introduced some further priority areas for frequent monitoring. Extensive remedial support
has had to be put in place to reinforce a number of areas.

3.2. Once again, | would like to thank all the Wards and Departments that have continued to move
and ensure service continuity as part of our Decant Programme; and to those who are starting
to plan for further decants this year. It's no mean feat to plan for and then move in such a short
time whilst continuing to keep services running, so credit should go to all the teams involved.
Essential works are now taking place on a number of Wards plus other priority areas, where
there is a need to reinforce the structure.

3.3. We are pleased that the Government has once again confirmed that Airedale Hospital will be
built at pace due to the risks posed for both patients and staff, following its review into the
national New Hospital Programme (NHP). Airedale and the other RAAC hospitals are in wave
1, with construction set to start indicatively around 2027/2028, along with a cost estimate of £1
billion to £1.5 billion. Further details regarding the announcement are available on the
Government website.

We would like to thank all our people, partners and communities for their support with
Airedale’s new hospital programme to date.

We have recently invited local people to play an active role in shaping the plans for our new
hospital with the launch of a new Community Panel.

This is an exciting opportunity for members of the public—including patients, carers, and local
residents —to help ensure that the new hospital reflects the needs and priorities of the
communities it will serve.
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We are looking to recruit 25 panel members from different areas to reflect the diversity of
Airedale’s communities. Members will act as a sounding board for key decisions relating to the
hospital redevelopment and draw on their lived experience and local knowledge to help to
ensure the design of the hospital promotes health equity and inclusivity.

This will include reviewing engagement activities and assuring how feedback from these is
used to inform the design.

NHS |

Airedale
NHS Foundation Trust

Help us design Airedale’s new hospital.

We're looking for residents, patients, and
carers to join our Community Panel.

@B © @D © D

It's also time to refresh our Trust Strategy, to define what we are about and set out what's
important to us in the period ahead. There is much to consider, how we act upon the priorities
in the Government’s recent NHS 10 Year Plan publication, how we are working in partnership
across our local health and care system, the key things we need to do in running services
every day effectively for our population and the big projects we have ongoing to ensure we
continue to progress forward.

We will be running engagement through the Autumn to shape our priorities and responses will
help us to look at the key themes emerging.

Thriving people,
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3.4. For 2025/2026 there is a significant ask of every area of the NHS around delivering
transformation and staying within allocated budgets. This means we need to focus now on
how we continue to deliver the services we provide, maintain safety, clear the elective backlog
and create waste reduction efficiencies. This year, we are required to deliver a savings plan of
£23m, which is an enormous amount of money to find, with the ambition to work to our plan by
the end of March 2026 as required by NHS England and the Department of Health and Social
Care. There is also an ask to go further on reducing temporary and agency staffing
expenditure.

This is challenging, however we are not doing this alone, and there are hopefully benefits to
be gained from working with our partners locally and across West Yorkshire. We are part of a
health and care system. Some services and departments already work in collaboration with
other Trusts, and we shall need to do more of that, to create resilience and to give our patients
better outcomes.

| know this is a tough message, but it is the reality of the current context in which we operate,
which has played out with the national announcements about NHS England and ICB’s. We
shall have to live within our funding allocation, and that means making difficult decisions.

As the Trust’s financial position is extremely challenging our recent second WAVE conference
therefore focused on what we need to do now, to close the gap. Divisional teams are already
coming together to focus on what is possible in the next few months and into next year, and
the steps they can take. We are all going to need to take some tough decisions and, as
further plans are worked up, there will be more detail in the coming weeks.

WAVE

Working to Achieve
Value and Excellence

3.5. Work continues on progressing towards our Electronic Patient Record (EPR) with plans for
a revised timescale being worked up in conjunction between Trust leads and programme
partners. This is a significant digital transformation for Airedale that shall bring material
benefits to patients and staff for the long term.

epr

onnecting people
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4. Partnership

4.1

4.2.

4.3.

. We are proud to be part of the various partnerships across both Bradford District and

Craven and West Yorkshire and our Act as One ethos. We are at an important part of our
journey for our place-based partnership as we look at our current and future priorities set
against the challenges.

With our partners across Bradford District and Craven, we have supported the development
of the first Health, Care and Wellbeing Strategy for place. The strategy focuses on how to
improve population health and address health inequalities, two things that are central to our
own strategy and to the development of our new hospital. Key elements include;

* Citizens doing what they can to keep themselves and their families healthy

* Engaging, consulting, codesigning with citizens demonstrating service improvement

* Improving population health and tackling health inequalities

* Integrated neighbourhood health and care support

* Integrated acute care

» Saving money by stopping, pausing or doing something different

Provider collaboration is another core component of the system arrangements and this is
currently continuing to focus on the next phase of areas for prioritisation. To progress this
work, WYAAT (West Yorkshire Association of Acute Trusts) continues to identify areas for
further collaborative working across the Acute Provider sector and locally we have our
integrated provider collaboration work established with Bradford District Care NHS
Foundation Trust (BDCFT) and Bradford Teaching Hospitals NHS Foundation Trust
(BTHFT), including specific activities with our geographic acute partner BTHFT . In addition,
work is progressing on the West Yorkshire Community Health Services Provider
Collaborative.

Parents and parents-to-be and their families who have used Maternity and Neonatal
services at Bradford Royal Infirmary or Airedale Hospital are being encouraged to share
their experiences by a group led by independent service users.

Both Bradford Teaching Hospitals NHS Foundation Trust and Airedale NHS Foundation
Trust are served by a Maternity and Neonatal Voices Partnership (MNVP), and the MNVP
Leads for each Trust are welcoming people to come forward and share their experience of
maternity care. They are also reminding people to continue to access local services —
through the maternity assessment centre at the Trust they are booked in or through a
community midwife, GP or health visitor — should they have any clinical questions or
concerns relating to any stage of their pregnancy.

MNVPs are a partnership of independent service users working with maternity staff and
community groups to listen to the experiences of women and families using maternity and
neonatal services and ensure that services meet their needs. The two independent local

Thriving people,
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MNVP Leads work across Bradford District and Craven and beyond, to collect feedback from
anyone who has received care from the Trusts. The Bradford MNVP is led by Nas Ali, who
had her son at Bradford Royal Infirmary in 2022, and the Airedale MNVP is led by Sarah
Hutchinson. Sarah had her eldest son at Airedale Hospital in 2018 and received antenatal
and postnatal care there with her youngest child in 2021. She has also received support from
Airedale for a miscarriage.

To ensure that the local MNVPs are independent and community-centred they are supported
by locally based voluntary, community and social enterprise organisations the VCS Alliance
and Cnet and are not employed directly by the NHS.

People with cancer living in Airedale, Wharfedale and Craven are now able to benefit from
Active Together, a research-backed cancer exercise treatment service funded by Yorkshire
Cancer Research and designed by Sheffield Hallam University’s Advanced Wellbeing
Research Centre.

Delivered by cancer exercise specialists and physiotherapists at the Trust, the service helps
people prepare for and recover from cancer treatment. Active Together is underpinned by
well-established scientific evidence showing that exercise can increase survival, improve
recovery and reduce the risk of cancer coming back.

Exercise for people with cancer is not widely available through the NHS, so Yorkshire
Cancer Research is rolling out the Active Together service across the region to ensure more
people can benefit from this essential treatment.

By embedding Active Together in local leisure centres and community venues, including
Active North Yorkshire Skipton and The Leisure Centre, Keighley, Active Together supports
the NHS’s ambition to move care out of hospitals and into communities.

Thriving people,
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5. Population

5.1.

5.2.

Since my report in September, the UK political landscape has continued to evolve as the
Government shapes both NHS and wider policies. Detail continues to emerge around the
changes to our NHS structures, in particular for Integrated Care Boards, NHS England and the
Department of Health and Social Care. Colleagues in these organisations have been impacted
and | know people will continue reaching out to contacts with kindness and compassion as
they work through this difficult time. Through our Executive and Board Strategy Days, we will
need to consider what the policy direction means for our current and future leadership of the
Trust as an integrated provider of acute and community services, as a partner in our local
Bradford District and Craven place and the wider West Yorkshire health and care system.

We continue to support any of our colleagues personally affected by the impact of the wars
and conflicts taking place and those colleagues whose family and friends have been affected
by the recent adverse events and humanitarian crises across the world. The Trust’'s wellbeing
support offer is in place to offer a range of support to colleagues as required.

Now is a time for compassion and | want to reiterate that everyone is valued here, whoever
you are - together we can demonstrate the power of unity and solidarity during difficult times.
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5.3. It was my privilege to recently attend Airedale Hospital and Community Charity’s 30th
Anniversary Ball at East Riddlesden Hall. The Ball was raising money towards the Emergency
Department appeal which will be spent on three important projects: refurbishing the paediatric
resuscitation area, the paediatric waiting room and the bereavement suite. It was a fabulous
evening and my thanks go to the Charity team for organising such a wonderful event. The
exact funds raised will be confirmed in due course but | understand it was over £11,000, which
is fantastic — congratulations team, and thank you to everyone who attended.

5.4 Thank you also to everyone who attended our Annual Members’ Meeting on Wednesday 10th
September.

Before the meeting began, attendees were invited to visit a marketplace showcasing Trust key
initiatives, including our Sustainability/Green Plan work, the New Hospital Programme, our
Patient Advice and Liaison Service (PALS), and Airedale Hospital and Community Charity .

The formal meeting provided an opportunity to hear about the Trust’s work over the past year,
the financial outturn position for 2024/2025, the Auditor’s report, the report from our Lead
Governor and the Trust’s priorities for the current year. There was also the chance for
attendees to put questions to the Trust.

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.

Thriving people,
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Purpose of the Report

The purpose of the paper is to provide Trust Board with an oversight of perinatal clinical quality. The
Perinatal Quality Surveillance Model revised in 2020 sets out the requirements to strengthen and optimise
board oversight for maternity and neonatal safety and include a minimum set of measures that will draw
on locally collected intelligence to monitor safety at board meetings.

The monthly report is presented to Quality Safety Committee and Trust Board to ensure there is a
reporting mechanism of maternal and neonatal outcomes including identification of learning from
incidents, PMRT’s and Maternity Neonatal Safety Investigations (MNSI) reports. This ensures open and
transparent oversight and scrutiny of the services. The paper also provides oversight of key elements and
progress against the NHS Resolution Maternity Incentive Scheme (MIS), to include monthly reporting of
training compliance, quarterly updates of the Perinatal Mortality Review Tool reports, quarterly Avoiding
Term Admissions into Neonatal Units (ATAIN) reports and monthly midwifery, neonatal and obstetric
staffing.

The principles of the Perinatal Clinical Quality Surveillance Model include strengthening of the role of the
Local Maternity and Neonatal System (LMNS) and Integrated Care Board (ICB) in the involvement of
quality oversight at each level in the system and being accountable to NHS England. The Perinatal
Quality Surveillance report is shared with the West Yorkshire and Harrogate (WY&H) LMNS and ICB on a
monthly basis.

This report is provided to:

e To provide Trust Board with the Monthly Perinatal Surveillance update report for the reporting
month of August and September 2025.
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Key Points to Note

To note current compliance to MIS year 7 remains unchanged— Page 5

To note Safety Action 8; some areas currently below required levels of compliance. Trajectory to
meet compliance in place- Page 6

To note the current Saving Babies Lives position against all 5 elements within the care bundle.
The LMNS external ratification was held on the 8th September 2025. New required areas of
compliance assurance have led to a reduction in level of compliance Page 6

To note the midwifery staffing position — 0 midwifery vacancies, 89% available to work due to
ongoing levels of maternity leave. Page 7

To note the ongoing Obstetric workforce challenges. Successful recruitment to appoint 2 WTE
Consultant posts has been undertaken. Page 7

To note NNU Nurse Staffing. QIS status reported as 54.1% with training plans in place, positively
the unit has 100% compliance to a QIS on each shift. Page 9

To note MNVP feedback report has been received by the service. Page 9

To note there have been no reported stillbirths or neonatal deaths or miscarriage which meets the
criteria for PMRT Page 10

1 case was referred to MNSI which has subsequently been rejected the reporting period and 0
outstanding reports Page 11

Induction of labour quality improvement audit summary — page 12 (appendix 1)

To note a revised Perinatal model of reporting PQOM has been published and will shape the form
of future reporting Page 13

To note the introduction of the Maternity Outcome Signal System (MOSS) developed by NHS
England; implementation November 2025. Page 13

To note the introduction of a daily SitRep of 32 mandated fields; introduction November 2025 -
Page 13

EQIA - Equality Impact Assessment

Further work continues to capture patient experience from a wide demographic.

Fit with
strategic
objective

Population

Patients

People

Partnership

Progressive
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Recommendation

To receive and note the content of the report providing a monthly update of all maternity perinatal
surveillance reporting.
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Maternity Perinatal Quality Surveillance Report
Introduction

The monthly report is presented to Trust Board to ensure there is a reporting mechanism of maternal and
neonatal outcomes including identification of learning from incidents, PMRT’s and Maternity Neonatal Safety
Investigations (MNSI) reports. This ensures open and transparent oversight and scrutiny of the services.
The paper also provides oversight of key elements and progress against the NHS Resolution Maternity
Incentive Scheme (MIS).

Background / Context

In response to the need to proactively identify trusts that require support before serious issues arise, the
Perinatal Surveillance Model was introduced as a model to provide consistent and methodical oversight of
the service. The model was developed to gather ongoing learning and insight, to inform improvement in the
delivery of perinatal services and to ensure a positive experience for women and families. The paper has
been prepared to ensure that Quality Safety Committee and Trust Board have oversight of the principles
within the Perinatal Surveillance Model and the minimum data set measures to assist with early escalation
and internal intervention. Metrics covering the minimum data set as well as other clinical safety indicators
defined by MIS are included in table 1 below.

CQC Maternity Ratings

Safe Effective Caring Well Led Responsive
CQC Maternity Ratings [AGSELES Requires Requires

Improvement Improvement | Improvement
May 23 May 23 May 23




Perinatal Surveillance Model; Minimum Data Set Dashboard
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Clinical Safety Indicator

MNSI referrals

Information Only

Births Information Only 152 155 158 139 153 144 156
Maternal Deaths (Direct) 0 1

Still Births

HIE 0 1

Early Neonatal Deaths Information Only

Late Neonatal Deaths Information Only

PSII (New) 0 1

Coroners Reg 28 orders

Information Only

Moderate Harm Events

1:1 Care in Labour 100% | <100%
Coordinator Supernumery status 100% | <100%
Fetal Monitoring Training Compliance % 100% | <90%
PROMPT Training Compliance (Overall) 90% | <90%
Neonatal Resusitation Training Compliance (Overall) 90% | <90%

Midwife:Birth Ratio (actual worked)

Information Only

01:26

01:27

01:25

01:24

01:27

01:25

01:26

Proportion of MWs who would recommend the Trust as

a place to work Annual
Proportion of Speciality Trainees who would respond
Excellent or Good on the rating of clinical supervision
out of hours Annual
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Maternity Incentive Scheme (MIS) Year 7

The Maternity Incentive Scheme is now in its 7t year of operation and applies to all acute trusts that deliver
maternity services and are members of the Clinical Negligence Scheme. Table 1 illustrates the rag rated
position. A detailed paper describing each element, including any changes to the standards and escalations
will be presented to the Safety Champion Meeting in September 2025. Within the service, the Maternity and
Neonatal Oversight Group (MNOG) monthly meetings recommenced on 28" May 2025, to oversee the
ongoing monitoring of compliance and assurance against the Year 7 MIS standards; the ongoing outcomes
of which will be presented to the Safety Champions bimonthly meetings.

Table 1 Compliance Status Summary Assessment

CNST/MIS Year 7: 10 Safety Actions Compliance/Progress Rag Rating Status
9/5/2025
Safety Action Number of Red | Amber | Green
Elements within a
safety action

1. National Perinatal Mortality Review Tool 4 4
2. Maternity Services Data Set (MSDS) 2 2
3. Transitional Care Services 2 2
4. Clinical Workforce Planning 10 10
5. Midwifery Workforce Planning 5 1 4
6. SBLCB V3 1 1
7. MNVP- Services User Feedback/Co-produced 2 1 1
Services
8. Training 3 3
9. PQSM/Floor to Board 3 3
10. MNSI/Early Notification Scheme 5 5

As in previous years MIS, much of the work is in progress so the service has rag rated the position for most
of the elements as “Amber” on track. Safety Action 5 has 4 elements that are rag rated “Green” due to the
reporting of perinatal quality and safety data using the monthly scorecards. This is a well embedded process.
For the 2025 sign off process additional assurance for the ICB is required, joint meeting with the ICB and
ODN are being scheduled in Q3 to review evidence provided by the service.

Safety Action 7- Previous escalations in relation to safety action 7 have now been resolved. The service
aims to declare compliance to this safety action, formal escalation of the inadequate funding for the current
MNVP to fulfil all required activities within guidance has been undertaken. The ICB have produced an action
plan to address the funding issues which has been received by the LMNS board. A risk has been entered
onto the services risk register.

The second part of this safety action relates to the co-production of an action plan between the MNVP and
the maternity services, this action plan has been developed and is progressing, this is planned to be
reviewed by the ICB in Q3.
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There are no changes to the training compliances required to comply with Safety Action 8 of the Year 7
Maternity Incentive Scheme (MIS). There has been a reduction in compliance in September 2025, this is
predominantly due to the rotation of medical staff into the trust, all colleagues have been booked onto the
required study days with a trajectory of meeting the 90% compliance required by 30" November 2025. The
NNU nursing resuscitation training has planned sessions in October and November with a trajectory in place

to meet compliance of >90% by the end of the reporting period.

Saving Babies Lives Version 3

Progress on compliance to the Saving Babies Lives (SBL) Care Bundle remains mandated in Safety Action 6

of MIS.

A Q1 25/26 validation meeting was held on the 8t September2025, the current position is displayed below

Baseline

Assessment  Assessment 1
Review Quarter Q4 24/25 Q1 25/26
Assurance Review Date | 10.06.25 08.09.25
Element 1 70% 80%
Element 2 100% 100%
Element 3 100% 100%
Element 4 100% 80%
Element 5 90% 81%
Element 6 83% 67%
TOTAL 91% 86%
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SBL Compliance
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90%
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40%
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10%
0
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X

W Q4 24/2510.06.25 mQl25/26 08.09.25

Appendix 1 Saving Babies Lives Assurance Template
Areas of non-compliance

The reduction in compliance in elements 4,5 and 6 relate to a new compliance metric included in the Saving
Babies Lives Version 3.2 Bundle. This requires trust boards to provide assurance to ICBs that clinical leads
for fetal monitoring, preterm birth and diabetes in pregnancy are in place. The service is working with the ICB
to establish how the ICB will receive this assurance, early indication is that this will come from the board level
Maternity Safety Champions.

Element 6: - The other area of non-compliance in element 5 relates to the timing of the measurement of
HbA1c at the beginning of the third trimester in women with pre-existing diabetes. A change in process in Q1
has seen compliance increase from 0% in Q4 to 58% in Q1, this equates to 1 woman receiving their HbA1c
outside of the designated timeframe. Work is continuing to embed the new pathway with both staff and
women.

Midwifery Staffing

The midwifery staffing is currently funded to an establishment which is slightly above the establishment
recommended by the Birthrate+ analysis conducted in May 2024.

The clinical midwifery workforce is at 100% midwifery filled posts however 5.9 WTE registered midwives
remain on maternity leave; positively there has been a reduction in long term sickness absence through
September increasing the midwives available to 89%. All periods of absence are being monitored as per
local policy with HR involvement as necessitated. The use of bank shifts has significantly reduced through
September with the service also working to reduce the number of incentive pay shifts required. Managers
review the staffing position daily and work to redeploy non-clinical midwives to support with clinical activity
where required. 5 WTE newly qualified midwives have joined the service and are currently awaiting their PIN
numbers to join the NMC register. The service has received 3 WTE resignations in September there has
been no theme identified and reasons for leaving the trust are reported as relocation and retirement.

Obstetric Staffing

Of the newly appointed Consultants — 1 commended in post in September, 1 in October and 1 due to start
26th October. 1 vacancy remains unfilled. 2 long term hospital locums have been appointed whilst the new
Consultant started. 1 long term locum will leave 30th October and the remaining locum will reduce hours to
over acute/on-call gaps only
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Positively, job planning for all consultants has been completed with all being approved barring 1 which is in

progress.

In relation to Safety Action 4, Maternity Incentive Scheme and Consultant non-attendance when requested in
line with the criteria in the Roles and Responsibilities of the Consultant providing acute care in Obstetrics
and Gynaecology (RCOG 2021) requires an audit over a three month period to demonstrate a minimum of
80% compliance, audit is currently underway to include the month of October.

Neonatal Staffing

The Neonatal Units currently has zero vacancies, with 2.24 WTE on long term sick and 0.64WTE on
maternity leave. The unit is operating at 0.81 WTE above its established staffing level and this is currently
mitigating the risk on the unit of unfilled shifts.

The over-establishment is primarily due to continued backfill arrangements for maternity leave and the
requirement to maintain Qualified in Specialty (QIS) coverage on each shift. It is projected that staffing will
align within budget in May 2026. Requests for reduced working hours are being considered to support efforts
to bring the unit back in line with budget earlier.

Qualified in Specialty (QIS) Training and Recording Assurance

The current QIS status across the NNU workforce is 54.1%. This is a slight reduction from previous months
due to a staff member’s departure from the team. The compliance level is 75%, and a structured training
plan is in place to support this target. Training is delivered through two cohorts annually, in April and
September, with the intention to enrol two staff members per cohort.

Projected QIS compliance rates are as follows:

August 2026 — 62.5% QIS trained

January 2027 — 70.8% QIS trained
August 2027 — 79.16% QIS trained
January 2028 — 87.5% QIS trained

It is important to note that QIS compliance may fluctuate due to staff turnover.
BAPM Compliance

The chart shows our BAPM compliance compared to the national average

t Shifts Staffed To Additional nurse

Avg (Mean) varianceAvg (Median)
BAPM KehitsQSTo  ShitsWithTeam % Nursingshifts  Avgnursesonshift - Avg nurses required gl g ' sitsneedomale
. . from BAPM Variance from BAPN
Recommendations  Toolit leader Covered by Bank onshif , ‘ al shifts BAPM
compliance complance ot

NN Uit evel

B EEA 4514 33 udd X

The NNU Staffing benchmarking demonstrates that the service is at 100% compliance with QIS status for
each shift versus the national average of 98.18%.
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The BadgerNet system currently allows staff to be recorded as either Qualified in Specialty (QIS) or

Supervisory Nurse in Charge, but not both simultaneously. As the Nurse in Charge is often the same
individual who holds QIS status, they are typically recorded under the QIS category. This limitation affects
the accuracy of reported compliance with supervisory staffing standards.

To address this, the unit has initiated a local data collection process to provide assurance regarding the
presence of a Supervisory Nurse in Charge on each shift. This process is ongoing and has already identified
discrepancies between recorded and actual supervisory coverage. Further work is required to ensure all staff
understand the importance of accurate role recording and the expectations around this.

Unit Closures

There was one unit closure during the reporting month, lasting 12 hours. This was due to unplanned absence
on the unit. This did not impact the quality of care for babies already on the unit but did result in temporary
suspension of admissions from neighbouring trusts and EMBRACE.

The Neonatal In-Reach service continues to evaluate well and has provided care to 13 babies during
September. Of these, 12 received care while on Ward 21, and one baby received support on the Labour
Ward. One baby was admitted to the neonatal unit from the episodes of care provided by the in-reach nurse.

Bi-Monthly Safety Champion Meeting
Safety Champion Feedback included: -
Safety Champion Walk Round Feedback

Safety Champion meeting held on the 11t September 2025. Introductions and welcome to the new to post
Non-Executive Safety Champion. Key points of discussion:-

e Ongoing work with the CQC Survey action plan; how to address themes around postnatal care,
delays in medication, discharge processes and infant feeding support:- Local actions are in place to
address the ongoing themes and the local service continue to work closely with the MNVP.

e Discussions around the MNVP Lead role, local processes to remain unchanged until the LMNS have
approved a revised model to meet the MNVP Framework guidance and The Delivery Plan.

o 15 steps walkarounds complete and local actions in place.

o Executive and Non-Executive Safety Champions to arrange to meet community midwives to engage
with teams.

[ ]

Maternity Neonatal Voices Partnership (MNVP) Feedback.

The service received an MNVP feedback report in September 2025 this summarised feedback received
between May and August 2025. 6 pieces of feedback were included in the report, the feedback within the
report was predominantly positive with service users praising the staff and the care they received.
Recommendations for the service to consider included expansion of the infant feeding team to increase
support for service users and provision of equipment to improve the environment on ward 21. Actions are in
place to address these recommendations.

Perinatal Surveillance

Within the reporting period there have been zero stillbirths, or maternal deaths reported. In the reporting
period there were no miscarriages which meet the eligibility criteria for review by the perinatal mortality
review tool.

10
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Year to Date PMRT eligible Miscarriages and Stillbirths

PMRT eligible Miscarriages and Stillbirths 2025
Month Number of Number of Year to date Congenital anomalies per
Miscarriages stillbirths month
January 0 1 1 0
February 0 1 2 1 — hydrops, ? congenital
March 0 0 2 0
April 0 0 2 0
May 0 0 2 0
June 0 0 2 0
July 1 0 3 0
August 0 0 3 0
September 0 0 3
Summary of PMRT eligible Miscarriages 2025
Date of Loss and Quarter Gestation/ Summary PMRT timeframe for Outcome
when it occurred completion
26/7/25 22+6 weeks G2p0 Ethnic All Timeframes on track as per | MBRRACE reportable, PMRT
Q2 minority, Deprivation score=1 MIS guidance to be completed within
Pre-eclampsia. No FH audible 6months as per MIS
timeframes
Summary of Stillbirths 2025
Date of Loss and Gestation/ Summary PMRT timeframe for Outcome
Quarter when it completion
occurred
21/01/2025 39+4 weeks, G2P0, non-English-speaking All Timeframes on track MBRRACE reportable,
Q4 Deprivation score =1 as per MIS guidance PMRT to be completed
Reported reduced fetal movements, attended for within 6months as per MIS
USS - No FH seen timeframes
23/02/25 34 weeks G2P1 Ethnic Minority Deprivation All Timeframes on track MBRRACE reportable,
Q4 score =10. Abnormality identified on USS. as per MIS guidance PMRT to be completed
Attended with abdominal pain, No FH audible. within 6months as per MIS
timeframes
Neonatal Deaths 2025
There have been 0 neonatal deaths in August 2025.
Table 4 Neonatal Deaths
Date of NND and Gestation PMRT timeframe for Outcome
Quarter when it completion
occurred
Q1 21+4, G1P0, Ethnic minority, Deprivation score =1 | Reported to MBRRACE. Referred to the Coroner.
17/5/2025 Fetal abnormality found at 20+2 week anomaly No PMRT required due Reported to CDOP.

scan. MTOP performed.

to MTOP

Perinatal Mortality Reviews

The Maternity Service continues to use the Perinatal Mortality Review Tool (PMRT) to review deaths which
meet the criteria for review, identify and share learning to improve safety.

There is currently 1 pregnancy loss that is eligible for review using the PMRT. The case for PMRT is a

miscarriage occurring at 22+6 week, the review is due to take place before 25 November 2025.

been no PMRTs scheduled for completion in August 2025.

11
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Year/
Quarter

Type of
Loss/
Eligibility
for PMRT

Compliance
to standard
1a Notify death
within 7
working days -
100%

Compliance
to standard
1b

Seek parents’
views of care
-95%

Compliance to
standard 1c

-Start review within 2
months -95%

- Complete and
publish by 6 months
-75%

-External member
present at PMRT —
50%

Compliance to
standard 1d
Quarterly
reports
discussed at
safety
champions and
submitted to
Trust Board

%
compliance

2024-
25
Q4

39+
Stillbirth

Notified on
day of loss

Yes

- Started 3
days after
loss

- Published at 4
months

- External
member
present

Yes

100%

2024-
25
Q4

34+
Stillbirth

Notified on
day of loss

Yes

- Started 7
days after
loss

- Published at 4
months

- External
member
present

Yes

100%

2025/26
Q2

22+6
Miscarriage

Notified 1
days after
loss

Yes

- Started 3
days after
loss

- PMRT due for
completion
25/11/25

Yes

In
progress.
PMRT

Thematic Review of pregnancy losses

A thematic review of all losses which occurred in Q4 was undertaken. This review involved 10 cases ranging
from second trimester miscarriage to term stillbirth. Issues arising from the reviews related to interpreting
services and the use of family members for interpreting purposes. Clinicians are encouraged to submit AEFs
if an interpreter is not available to support the clinical area. Discussed linking with LMNS trust who currently
use language line to support families. The review noted the importance of debriefs with the Consultant
obstetrician to discuss the loss and provide a plan of care for the next pregnancy. A thematic review for Q1
and 2 is planned for November 2025.

12



NHS

Airedale

NHS Foundation Trust
The Maternity Outcome Signal System (MOSS) has been developed by NHS England in response to the

recommendations in the “Reading the Signals”, East Kent Report. It aims to identify signals about critical
safety issues in maternity intrapartum care that could lead to adverse outcomes. It is a new way of
monitoring safety issues in maternity services using real time data. MOSS is intended to be used as part of
routine safety monitoring within the PQOM, rather than requiring data collection MOSS will use existing data
collection tools to identify signals about potential safety issues in maternity intrapartum care to prompt a
rapid, locally led ‘critical safety check’ to assess whether the labour ward is operating safely. MOSS has
been trialed using pilot trusts with the full national implementation planned for November 2025. Further
information will be shared as the implementation plan is shared with trusts.

The local service will also be completing a monthly HeatMap for the Regional team and a daily SitRep with
32 mandated fields. Further guidance is still awaited but the service is currently working through local
governance processes.

Recommendations

To receive and note the content of the paper

14



Board Report and Action Plan on Implementation of the Saving Babies Lives
Care Bundle (Version 3.2)

Implementation Repo|

Trust Airedale NHS Foundation Trust
Date of Report 08.09.25
ICB Accountable Officer Beverley Geary
Trust Accountable Officer Lianne Robinson
LMNS Peer Assessor Names Tove Crookes, Debi Gibson

Version 3.2 of the Saving Babies’ Lives Care Bundle (SBLCBv3.2) published on 24 April 2025, aims to provide detailed information for providers and commissioners of maternity care on how to reduce perinatal mortality across
England. The third version of the care bundle brings together six elements of care that are widely recognised as evidence-based and/or best practice:

Reducing smoking in pregnancy

Risk assessment, prevention and surveillance of pregnancies at risk of fetal growth restriction (FGR)
Raising awareness of reduced fetal movement (RFM)

Effective fetal monitoring during labour

Reducing preterm birth

. Management of diabetes in pregnancy

o wN e

The Care Bundle is now a universal innovation in the delivery of maternity care in England and continues to drive quality improvement to reduce perinatal mortality. It has been included for a number of years in the NHS Long Term
Plan, NHS Planning Guidance, the Standard Contract and the CNST Maternity Incentive Scheme, with every maternity provider expected to have fully implemented SBLCBv2 by March 2020.

ONS and MBRRACE-UK data demonstrate the urgent need to continue reducing preventable mortality. Developed 4 years after SBLCBv2, Version 3 of the Care Bundle (SBLCBv3) has been developed through a collaboration of
frontline clinical experts, service users and key stakehold i All existing el have been updated, incorporating learning from the Clinical Negligence Scheme for Trusts: Maternity Incentive Scheme (CNST MIS) and
insights from NHS England’s regional maternity teams. SBLCBv3.2 aligns with national guidance from NICE and the RCOG Green Top Guidelines where available but it aims to reduce unwarranted variation where the evidence is
insufficient for NICE and RCOG to provide guidance.

As part of the Three Year Delivery Plan for Maternity and Neonatal Services, all NHS maternity providers have been responsible for fully implementing SBLCBv3 by March 2024.

Implementation Grading

Significant Assurance - Except for specific weaknesses identified the activities and controls are suitably designed and operating with i ffecti to provide r ble assurance that the control environment is effectively
managed.

Implementation Progress

Element Progress Status| % of Interventions Element Progress  |% of Interventions Fully
Intervention Elements Description (Self Fully Implemented Status (LMNS Implemented (LMNS
) (Self ) i Validated)
Element 1 Smoking in pregnancy S 80% I 80%
Element 2 Fetal growth restriction 100% 100%
Element 3 Reduced fetal movements 100% 100%
Element 4 Fetal monitoring in labour 0 FEEELY _ . Partially 80%
implemented implemented
Element 5 Preterm birth . Partially _ : Partially 81%
implemented implemented
. Partiall i
Element 6 Diabetes . Y _ : Partially 67%
implemented implemented
Partiall i
All Elements TOTAL : y _  Partially %
implemented implemented
SBLCBv3 Interventions Partially or Not Implemented - SBLCBv3 Interventions Fully Implemented -
self assessment vs validated assessment self assessment vs validated assessment
35% 120%
30% 100%
25%
80%
20%
60%
15%
40%
10%
5% 20%
0% 0%
Smoking in Fetal growth Reduced fetal ~ Fetal monitoring  Preterm birth Diabetes in All Elements Smoking in Fetalgrowth  Reduced fetal ~Fetal monitoring  Preterm birth Diabetes in All Elements
pregnancy restriction movements in labour pregnancy pregnancy restriction movements in labour pregnancy

m Self assessment % (Not fully implemented) = Validated assessment % (Not fully implemented) = Self assessment % (Fully implemented)  ® Validated assessment % Fully implemented




Element 1

Element 2

LMNS
Assessment Status

of Actions

INTERVENTIONS

Fully meets standard - continue with regular monitoring of implementation.

Intervention Ref

Status

11 Fully implemented ~ Fully implemented

LMNS Suggested Improvement Activity

12 Fully implemented = Fully implemented

pis) Fully implemented ~ Fully implemented

14 Fully implemented = Fully implemented

15 Fully implemented ~ Fully implemented

Fully meets standard - continue with regular monitoring of implementation. 0
Fully meets standard - continue with regular monitoring of implementation. 0
Fully meets standard - continue with regular monitoring of implementation. 0
Fully meets standard - continue with regular monitoring of implementation. 0

Focus required on quality improvement intiatives to meet recommended standard.

LELE]
16 > S Partially implemented
implemented

action plan in place

Fully meets standard - continue with regular monitoring of implementation.

17 Fully implemented ~ Fully implemented

Fully meets standard - continue with regular monitoring of implementation.

18 Fully implemented = Fully implemented

Focus required on quality improvement intiatives to meet recommended standard.

Partiall
L) . y Partially implemented
implemented

Action planning ongoing, trajectory for training requested

Fully meets standard - continue with regular monitoring of implementation. 0

Fully implemented ~ Fully implemented

Element 1: proportion of interventions implemented
= Validated % Fully i = Validated % Partially i = Validated % Not i

Fully meets standard - continue with regular monitoring of implementation. 0

2.1 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.2 Fully implemented  Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

2.3 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.4 Fully implemented  Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

235 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.6 Fully implemented  Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

2.7 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.8 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

29 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.10 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

211 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

2.12 Fully implemented  Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

213 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [

214 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0

2.15 Fully implemented =~ Fully implemented




Element 3

Element 4

2.16 Fully implemented

217 Fully implemented

218 Fully implemented
28] Fully implemented
2.20 Fully implemented

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Partially
implemented

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Fully meets standard - continue with regular monitoring of implementation. 0

Fully meets standard - continue with regular monitoring of implementation. 0

Fully meets standard - continue with regular monitoring of implementation. 0

Fully meets standard - continue with regular monitoring of implementation. 0

Fully meets standard - continue with regular monitoring of implementation. 0

= Validated

Element 2: proportion of interventions implemented

% Fully it = Validated % Partially i = Validated % Not i

Fully implemented

Fully implemented

INTERVENTIONS

Fully meets standard - continue with regular monitoring of implementation.

Evidence not in place - improvement required.

Element 3: proportion of interventions implemented

100%

= Validated

% Fully it = Validated % Partially i = Validated % Not ir

Fully implemented

Fully implemented

Fully implemented

Fully implemented

Partially implemented

INTERVENTIONS

Fully meets standard - continue with regular monitoring of implementation.

Fully meets standard - continue with regular monitoring of implementation.

id not in place - impr required. 0
Fully meets standard - continue with regular monitoring of implementation. [
id notin place - required. Need board confirmation

= Validated

Element 4: proportion of interventions implemented

% Fully i = Validated % Partially i = Validated % Not it

INTERVENTIONS




Element 5

Partiall Evidence not in place - improvement required. Requires board confirmation
5.1 > M Partially implemented
implemented
Fully meets standard - continue with regular monitoring of implementation. 0
52 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
53 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.4 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.5 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.6 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.7 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.8 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.9 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.10 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.11 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.12 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.13 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.14 Fully implemented ~ Fully implemented
partiall Evidence not in place - improvement required. <27 week PIL to be implemented
5.15 > y Partially implemented
implemented
in place - i ired. ing act
Partially - not in place - impr required ongoing action
5.16 . Partially implemented
— implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.17 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.18 Fully implemented = Fully implemented
Fully meets standard - continue with regular monitoring of implementation. no missed opportunities (all received x1 dose)
5.19 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. no eligible cases
5.20 Fully implemented =~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. [
5.21 Fully implemented  Fully implemented
Fully meets standard - continue with regular monitoring of implementation. No missed opportunities
5.22 Fully implemented =~ Fully implemented
partiall Focus required on improvement of compliance levels to meet implementation x1 missed opportunity
5.23 > y ELE I A L f ambitions and LMNS trajectories.
— implemented
Partiall Focus required on quality improvement intiatives to meet recommended standard. 0
5.24 . v Partially implemented
implemented
Fully meets standard - continue with regular monitoring of implementation. [
5.25 Fully implemented ~ Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
5.26 Fully implemented =~ Fully implemented

Element 5: proportion of interventions implemented

= Validated Fully i = Validated % Partially it = Validated % Not i

INTERVENTIONS

Fully meets standard - continue with regular monitoring of implementation.
Fully implemented ~ Fully implemented

Evidence not in place - improvement required. need board confirmation

Partially Partially implemented could strengthen guidance - protocol for onboarding TIDM with HCL

implemented




Element €

6.3 Fully implemented

Partially
implemented

6.5 Fully implemented

Fully implemented

Fully implemented

Partially implemented

Fully meets standard - continue with regular monitoring of implementation.

Focus required on quality improvement intiatives to meet recommended standard.

Action plan in place, improvement in compliance

Fully meets standard - continue with regular monitoring of implementation. 0
Fully implemented
Fully meets standard - continue with regular monitoring of implementation. 0
Fully implemented
Element 6: proportion of interventions implemented
= Validated % Fully i = Validated % Partially i = Validated % Not i
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Perinatal Mortality Review Summary Report Q 1 1 April 2025 — 30 June 2025
Title of report: & Q2 1 July 2025 —-30 September 2025

Fiona McFadyen, Risk, Governance and Safety Lead, Women's &
Children’s Division.

Author: Presented by Vicky Brooksbank; Head Of Midwifery

Previous Forums: Safety Champions Meeting & Quality Safety Committee

Purpose of the Report

To summarise the Perinatal deaths reviewed using the Perinatal Mortality Review Tool (PMRT) in the
time period Q1 1 April 2025 — 30 June 2025 and Q2 - 1 July to 30 September 2025.

To note that both Q1 and Q2 papers have been received and noted in Quality Safety Committee and
to meet the Maternity Incentive Scheme (MIS) are to be received and approved at Trust Board. Please
see appendix 1 for Q1 PMRT with no exceptions to report. Throughout Q1 reporting period the
service remained compliant against all the requirements of the Maternity Incentive Scheme (MIS)
requirements.

For the purpose of Q2 this paper will provide an update on areas of compliance/non-compliance to the
Year Seven; Maternity Incentive Scheme; Clinical Negligence Scheme for Trusts (CNST) Safety
Action 1.

Safety Action 1: “Are you using the National Perinatal Mortality Review Tool to review
perinatal deaths from 1 December 2024 to 30 November 2025 to the required standard?

1 a) All eligible perinatal deaths from should be notified to MBRRACE-UK within seven working days.
For deaths from 1 December 2024 and continues on an annual ongoing basis.

1 b) For at least 95% of all the deaths of babies in your Trust eligible for PMRT review, Trusts should
ensure parents are given the opportunity to provide feedback, share their perspectives of care and
raise any questions and comments they may have from 1 December 2024 onwards.

1 c) For deaths of babies who were born and died in your Trust from 1st December 2024 onwards
multi-disciplinary reviews using the PMRT should be carried out; 95% of reviews should be started
within two months of the death, and a minimum of 75% of multi-disciplinary reviews should be
completed and published within six months. For a minimum of 50% of the deaths reviewed an external
member should be present at the multi-disciplinary review panel meeting and this should be
documented within the PMRT.

1 d) Quarterly reports of reviews of all deaths should be discussed with the Trust Maternity and Board
Level Safety Champions and submitted to the Trust Executive Board on an ongoing basis from 1

Thriving people,
healthy communities
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December 2024.

Key Points to Note

Following the initial review of this safety action there are no significant changes that will affect
compliance. Improvements were made throughout Year Six Maternity Incentive Scheme (MIS) to
ensure that failsafe processes are robust in the reporting of the PMRT’s to ensure all timescales are
met and this is monitored through Governance.

This will mean that 95% of all reviews regardless of a MNSI referral should be started within two months
of a death and a minimum of 75% multi-disciplinary reviews should be completed and published within
six months.

MBRRACE reportable losses are monitored on a weekly basis, and this is shared Quarterly at Maternity
Clinical Area Performance (MCAP) meeting . Individual PMRT reports, recommendation, actions, and
areas of concern are reported to Maternity Governance Group and bi-monthly to Safety Champions.

PMRT thematic reviews continue to be undertaken to identify themes and trends. Learning is shared
within the LMNS, and investigations following intrapartum losses continue to be shared and discussed
at the WY+H LMNS Safety and Learning Group.

EQIA - Equality Impact Assessment

None anticipated

Population Patients People Partnership | Progressing

Fit with strategic objective
X X

Recommendations

o To receive and approve this summary report and the note the content of the outcomes of the
PMRTs, identified leaning and related actions.

e Toreceive and note the MBRRACE PMRT summary report detailed below.

e To receive and note that within the reporting period, the compliance audit for assurance that
MBRRACE data is inputted within the required timeframes.

Perinatal Mortality Review Summary report

Introduction

Thriving people,
healthy communities
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Following the publication of the National Guidance on Learning from Deaths in March 2017 by the

National Quality Board, the Trust has implemented the recommendations required. The revised
mortality process continues to facilitate greater learning from deaths as it becomes more robust
and embedded.

The Year Seven Maternity Incentive Scheme; Ten maternity safety actions continue to support
Trust’s to deliver safer maternity care. Year Seven Maternity Incentive Scheme has been received
in the Trust and actions have been implemented to ensure targets are achieved.

Safety action 1:- Are you using the National Perinatal Mortality Review Tool to review perinatal
deaths to the required standard sets out clearly defined actions to include all eligible perinatal
deaths are required to be notified to MBRRACE UK within seven working days. Each of these
reviews will have been commenced within two months of each death and completed and the report
published within six months.

Other elements of the standard include a requirement for quarterly reports to be submitted to Trust
Boards that include details of all deaths reviewed and consequent actions. The quarterly report
should be discussed with the Trust Maternity Safety Board level Safety Champion.

Since September 2025, all PMRTs have external representation from a neighbouring Trust within
the West Yorkshire and Harrogate LMNS. This is to ensure that Trusts are able to meet Safety
Action 1c - “a minimum of 50% of the deaths reviewed should have an external member present”
There is currently 1 case awaiting PMRT.

Table 1:- evidence of current compliance to safety action 1 and planned dates for
completion of the PMRT’s. This relates to surveillance for Quarter 4 2024-2025

Date of Loss and Gestation / Ethnicity /Deprivation PMRT timeframe for Outcome
Quarter when score completion
death occurred

26/7/25 22+6 weeks G2p0 Ethnic minority , All Timeframes on MBRRACE

Q2 Deprivation score=1 Pre-eclampsia . No track as per MIS reportable, PMRT

FH audible guidance to be completed

By 25 November
as per MIS
timeframes

Findings from review of PMRT’s carried out in Quarter 2 2025-2026.

In quarter 2 reporting period there were 0 cases that required review using the PMRT.

Case

Cause of Death Grading of Care Issues Identified Actions Responsible Update
person /Date

No Cases requiring Review by PMRT in Q2 2025

Thriving people,
healthy communities
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A thematic review of all losses which occurred in Q4 was undertaken. This review involved 10
cases ranging from second trimester miscarriages to term stillbirths. Issues arising from the review
related to interpreting services and the use of family members for interpreting purposes. Clinicians
are encouraged to submit AEFs if an interpreter is not available to support the clinical area. Further
recommendations included linking with the trust within the West Yorkshire & Harrogate Local
Maternity Neonatal System (LMNS) who currently use language line to support families. The
review also identified the importance of debriefs with the Consultant Obstetrician following a loss,
to discuss the loss and provide a plan of care for the next pregnancy. A thematic review for Q1 and
2 is planned for November 2025.

PMRT Compliance with maternity Incentive Scheme Safety Action 1

Year/
Quarter

Type of
Loss/
Eligibility
for PMRT

Compliance
to standard
1a Notify
death within 7
working days -
100%

Compliance
to standard
1b

Seek
parents’
views of care
-95%

Compliance to
standard 1c

-Start review within
2 months -95%

- Complete and
publish by 6 months
-75%

-External member
present at PMRT —
50%

Compliance to
standard 1d
Quarterly
reports
discussed at
safety
champions and
submitted to
Trust Board

%
compliance

2024-25
Q4

39+
Stillbirth

Notified on
day of loss

Yes

- Started 3
days after
loss

- Published at
4 months

-  External
member
present

Yes

100%

2024-25
Q4

34 +
Stillbirth

Notified on
day of loss

Yes

- Started 7
days after
loss

- Published at
4 months

- External
member
present

Yes

100%

2025/26
Q2

22+6
Miscarriage

Notified 1
days after
loss

Yes

- Started 3
days after
loss

- PMRT due
for
completion
25/11/25

Yes

In
progress.
PMRT

Thriving people,
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| 4. Conclusions |

The Maternity Service continues to use the PMRT to review deaths which meet the criteria for
review, and to identify and share learning from these reviews to improve practice, safety, and
patient care. The service will continue to use the reporting tool and meet the timescales identified
in the technical guidance for the Maternity Incentive Scheme criteria.

| 5. Recommendations |

o To receive and approve this summary report and the note the content of the outcomes of
the PMRT, identified leaning and related actions.

e To receive and note the MBRRACE PMRT summary report detailed below.

e To receive and note the compliance audit for assurance that MBRRACE data is inputted
within the required timeframes.
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PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using
the national Perinatal Mortality Review Tool

Airedale NHS Foundation Trust
Report of perinatal mortality reviews completed for deaths which occurred in the period:
1M1/2025 to 30/6/2025
Summary of perinatal deaths*
Total perinatal® deaths reported to the MBRRACE-UK perinatal mortality surveillance in this period: 2

Summary of reviews**

Stillbirths and late fetal losses

'“'“;:d Grading of care: number of stillbirths and
Mumber of stillbirths and late Mot supported in andl late fetal losses with issues with care likely
fatal losses raported for Review ross | pu to have made a difference to the oulcomea
prog . for the baby
4 2 0 2 0
Meonatal and post-neonatal deaths
Reviews
R Grading of care: number of neonatal and
Nusmber of meonstal and Mot supported comploted post-necnatal deaths with issues with care
post-necnatal deaths in and
for Review ss publ likely to have made a differance to the
prog . outcome for the baby
1 1 0 ] 0

*Late fatal losses, stillbiths and necnatal deaths (does not include post-neonatal deaths which are not aligible for MBRRACE-
LK surveaillance) — thase are the total deaths reporied and may nol be all deaths which occurmed in the reporting peanod if
notification to MBRRACE-UK is delayed. Termination of pregrancy are excluded. All olher parinatal deaths reported to
MBRRACE-UK ara included here regardiass of whether a review has been started or is published.

** Postl-neanatal deaths can also be reviewsad using the PMRT

*** If a review has been slarted, but has not been completed and published then the information from that review does not
appear in the rest of this summary report

Thriving people,
healthy communities




NHS

Airedale
NHS Foundation Trust

Table 1: Summary information for the babies who died in this period and for whom a
review of care has been completed — number of babies (N =2)

Gestational age at birth
Ukn 22-23 2427 283 32-36 37+ Total

Perinatal deaths reviewed

Late Fetal Lomses (<24 wesks) a 1] - - - - 0
Sullbirths total |24+ weeks) i 1] 1] 1] 1 1 2

Anfeparium stilbidhs i a ] a f 1 2

Intraparfurm stithithe i a o o i a [

Timing of stilinrtf urfmown i a ] a o a a
Early neonatal deaths (1-F days)* ] 1] 1] 1] a 1] 1]
Late neonatal deaths (3-28 days | ] [i] 1] 1] a 1] 1]
Post-neonatal deaths (29 days +)° ] 1] o 1] a 1] 1]
Total deaths reviewed ] [i] 1] 1] 1 1 2
Small for gestational age at birth:

ILGR identified prenstally and management was a 1] 1] 1] 1} 0 0
appropriste

ILMER idertified prenstally but mot managed appropriabely a i [i] ] 1} [i]

ILMGR not identified prenatally ] [i] 1] 1] a

Mot Applicable ] [i] [i] o 1 1
Mather gave birth in a setting sppropriste to her andfor her baby's clinical needa:

‘fes ] [i] [i] o 1

Mo ] [i] 1] L] 1 [i]

Missing ] [i] 1] L] 1 [i] 1]
FParental perspective of care sought and considenad in the review process:

fes ] [i] 1] L] 1

No ] 1] 1] 1] 1 1]

Missing ] [i] 1] 1] a 1] 1]
Booked for cane in-house ] [i] 1] 1] a 1] 1]
Mother transferred before birth ] [i] [i] o 1 1] 1
Baby transfemed after birth ] [i] 1] 1] a 1] 1]
Meoinatal paliative cane planned prenstally a0 1] 1] 1] 1} 0 0
Meonatal care re-orentaied ] [i] 1] L] 1 [i] 1]

*Mecnatal deaths are defined as the death within the finst 28 days of birth of & baby born ale at any gestational age; early
neonatal deaths ane thass where desth occurs when the baby ks 1-7 days ok and ate neonatal death are those where the
baby dies on days 8-28 after birth. Post-neonatal deaths are those deaths occuring from 28 days up to one year after birth
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Table 2: Placental histology and post-mortems conducted for the babies who died in this
period and for whom a review of care has been completed — number of babies (M= 2)
Gestational age at birth
Ukn 22-23 2427  28-31  32-36 3T+ Total

Perinatal deaths reviewed

Late fetal losses and stillbirths:

Placantal histology carried out

Yes a o L] L] 1 1 2

Mo a L] L] L] ] L] L]
Hospital post-mortem offered a 1] o L] 1 1 2
Hospital post-mortem declined a o L] L] 1 L] 1
Hospital post-mortem carried out:

Full post-mortem a 1] o L] ] L] L]

Limited and targeted post-mortem o} ] 1] 0 a 1 1

Minimally Ivashe post-mortem o} 1] 1] 0 a0 0 0

External review a 1] L] L] ] L] L]

\irtual post-mortem using CT/IMR a 1] L] L] ] L] L]
Heonatal and post-neonatal deaths:
Placantal histology carried out

g a L] L] L] ] L] L]

Mo a 1] L] L] ] L] L]
Dieath discussed with the coronenprocurator fiscal o} ] 1] 0 a 0 0
Coronenprocurator fiscal PM performed a L] L] L] ] L] L]
Hospital post-mortem offered a 1] o L] ] L] L]
Hospital post-mortem declined a o L] L] ] L] L]
Hoapital post-mortem carried out:

Full post-mortem a L] L] L] ] L] L]

Limited and targeted post-mortem o} ] 1] 0 a 0 0

Minimally Imashe PMpost-mortem o} 1] 1] 0 a0 0 0

External review a 1] o L] ] L] L]

\irtual post-mortem using CT/MR a 1] o L] ] L] L]
All deaths:
Post-maortem performed by pasdistriciperdnatal pathologist*

g a L] L] L] ]

Mo a 1] L] L] ] L] L]
Placantal histology carmed out by paediatnc/perinatal pathologist:

Yes a o L] L] 1 1 2

Mo a 1] o L] ] L] L]

*Includes comnialprocurator fiscal post-mortems
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Table 3: Number of participants involved in the reviews of late fetal losses and stillbirths

without resuscitation (N = 2)

Role Total Review sessions Reviews with at least one
Chair [i] 0%
Vice Chair 1] 0%
Admin/Clerical 1] 0%
Ambidance Tearm 1] 0%
Beraaverment Team 3 100°% (Z)
Community Micwife 1 50% (1)
External 3 100% (2)
Management Team 2 100% (Z)
Picwife 14 100% {2)
MNP Lead 1] 0%
Meonatal Murse 1] 0%
Meonatologist 0 0%
Obstetrician 5 100% (2)
Other 1] 0%
Risk Manager or Governance Team 4 100% (Z)
Safety Champlon 1] 0%
Sonographer or Radisgrapher [i] 0%

Table 4: Number of participants involved in the reviews of stillbirths with resuscitation and
neonatal deaths (N = 0)

Role Total Review sessions Reviews with at least one
Chair 1] 0%
Vice Chair 1] 0%
Admin/Clerical 1] 0%
Ambulance Team 1] 0%
Bereavement Team 0 0%
Community Micwife 1] 0%
External 1] 0%
Management Team [i] 0%
Picwife 1] 0%
MNP Lead 1] 0%
Meonatal Murse 1] 0%
Meonatoiogist 0 0%
Obstetrician 1] 0%
Other 1] 0%
Risk Manager or Governance Team [i] 0%
Safety Champlon 1] 0%
Sonographer or Radiographer [i] 0%
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Table 5: Grading of care relating to the babies who died in this period and for whom a
review of care has been completed — number of babies (N =2)
Gestational age at birth
Ukn 2223 2427 281 | 3236 37+ Toml

Perinatal deaths reviewed

STILLBIRTHE & LATE FETAL LOSSES
Grading of care of the mother and baby up to the point that the baby was confirmed s having died:

:'-n' Iumﬁmﬁwﬁemgﬁmlh care identified o 0 o 0 0 a R
B el R AR R E,
CIrpos e ety 3 0 4 a0 0 s
B LRI IR IR ICR IR
ot graded o L] L] L] L] 0 o

Grading of care of the mother following confirmation of the death of her baby:

A, The review concluded that there wese no issues with care identifiesd

for the mother ing confimmation of the death of her baby o 0 o o 1 1 z
B « The: review group identified care issues which they considened would have

made ro difference iz the oulcoms for the mother o a a a a a o
12 - Thes resaesw p identified care issues which they consdensd e

maﬂeadﬁuﬂ'g:‘:lnll'-cmlmn:hll'cm:ﬂ'ﬂ e = o o a a a a o
O = Thes reviesw p idenbfied care ssues which § consdersd were | o

have made a Iﬁll‘ﬂﬂ.ln:l'nttl’ll‘tl‘rll:ll‘r:!ll ey o a a a a a o
ot graded ] ] L] L] L] L] 1]

NEOMATAL AND POST-MEONATAL DEATHS
Grading of care of the mother and baby up to the point of birth of the baby:

;'Iumﬂgmnb:;:l::db:: theere wese no issues with care identified o g a 0 0 o N
I P I PR PR P
e N RIS PRI PR
v s St o1 e b the by e a0 e | 0 a0 | a
hict graded o o 0 0 0 o o

Grading of care of thie baby fromi birth up to the death of the baby:
i « The: review groun concluded that there wese no issues wilth cane identified

from Birth up the pont that the baby died o o L [ L} [ o
t e vt ties | o | o [0 0 | 0| 0@
€T ity |0 | @ @ 0| 0 8
O T e et o | o | 0 @ 0| 0 @
Mot graded o L] i} i} i} Li] 1]

Grading of care of the mother following the death of her baby:

M, - The revies conchuded that there were no issues with care identifisd o o o o o o o
for the mother ing the death of her baby

B - The resiew group identifisd care issuss which they considersd waould have

made ro difference 1o the oulcome for the mother o o a a a a o
C = Thez review p identified care issues which they considersd e

maﬂe:uﬁu\ug::lnlheml-mnzhll'cm:ﬂ'ﬂ' e = o o a a a a o
O = Thes reviesw p idenbfied care ssues which § consdersd were | o

have made a Iﬁll‘ﬂﬂ.ln:l'nttl’ll‘tl‘rll:ll‘r:!ll ey o a a a a a o
Mat graded o ] L] L] L] ] -]
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Table 6: Cause of death of the babies who died in this period and for whom a review of
care has been completed — number of babies (M= 2)

Timing of death Cause of death
Late fetal losses 0 causes of death out of 0 reviews
Stillbirths 2 causes of death out of 2 reviews

Pathologically long cord fetal entanglement Delayed vilous maturation
The cause of death was undetermined

Meonatal deaths 0 causes of death out of 0 reviews

Post-neonatal deaths 0 causes of death out of 0 reviews

Table 7: Issues raised by the reviews identified as relevant to the deaths reviewed, by the
number of deaths affected by each issue® and the actions planned

Issues raised which were identified as relevant MNumber Actions planned
to the deaths of
deaths

*Mote - depending upon the cincumstancas In indidual cases the same 1I5sue can be raised as relevant (o the desaths
reviewed and also not relevant 1o the deaths reviewed.

Table 8: Issues raised by the reviews which are of concern but not directly relevant to the
deaths reviewed, by the number of deaths in which this issue was identified* and the
actions planned

Issues raised which were identified as not Number Actions planned
relevant to the deaths of g
deaths ’

A completed bereavement checklist was not inthe 1 To Share kearning with the dinical teams &5 part of LW
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Table 9: Top 5 contributory factors related to issues identified as relevant to the deaths
reviewed, by the frequency of the contributory factor and the issues to which the
contributory factors related

Issue Factor Humiser Issues raised for which these were the contributory
of factors
deaths

Thriving people,
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PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using
the national Perinatal Mortality Review Tool

Airedale NHS Foundation Trust
Report of perinatal mortality reviews completed for deaths which occurred in the period:
1/4/2025 to 30/6/2025

There are no published reviews for Airedale NHS Foundation Trust in the period from 1/4/2025
to 30/6/2025
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Date of Meeting: 3 September 2025
Meeting: Trust Board
Title of report: Perinatal Mortality Review Summary report Q1 1 April 2025 —30 June 2025

Fiona McFadyen, Risk, Governance and Safety Lead, Women's &
Author: Children’s Division.
Presented by Vicky Brooksbank, Head Of Midwifery

Previous Forums: Quality Safety Committee

Purpose of the Report

To summarise the Perinatal deaths reviewed using the Perinatal Mortality Review Tool (PMRT) in the
time reporting period Quarter 1 (1st April to 30 June 2025).

The paper will provide an update on areas of compliance/non-compliance to the Year Seven;
Maternity Incentive Scheme, Clinical Negligence Scheme for Trusts (CNST) Safety Action 1.

Safety Action 1: “Are you using the National Perinatal Mortality Review Tool to review
perinatal deaths from 1 December 2024 to 30 November 2025 to the required standard?

1 a) All eligible perinatal deaths from should be notified to MBRRACE-UK within seven working days.
For deaths from 1 December 2024 and continues on an annual ongoing basis.

1 b) For at least 95% of all the deaths of babies in your Trust eligible for PMRT review, Trusts should
ensure parents are given the opportunity to provide feedback, share their perspectives of care and
raise any questions and comments they may have from 1 December 2024 onwards.

1 c) For deaths of babies who were born and died in your Trust from 1st December 2024 onwards
multi-disciplinary reviews using the PMRT should be carried out; 95% of reviews should be started
within two months of the death, and a minimum of 75% of multi-disciplinary reviews should be
completed and published within six months. For a minimum of 50% of the deaths reviewed an external
member should be present at the multi-disciplinary review panel meeting and this should be
documented within the PMRT.

1 d) Quarterly reports of reviews of all deaths should be discussed with the Trust Maternity and Board
Level Safety Champions and submitted to the Trust Executive Board on an ongoing basis from 1
December 2024.

Thriving people,
healthy communities
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Key Points to Note

Following the review of the revised Maternity Incentive Scheme; Year Seven Safety Action 1; there
are no significant changes that will affect compliance. Improvements were made throughout Year Six
Maternity Incentive Scheme (MIS) to ensure that failsafe processes are robust in the reporting of the
PMRT’s to ensure all timescales are met and this is monitored through Maternity Governance.

The revised safety action indicates that 95% of all reviews regardless of a Maternity Neonatal Safety
Investigations (MNSI) referral should be started within two months of a death and a minimum of 75%
multi-disciplinary reviews should be completed and published within six months.

MBRRACE reportable losses are monitored by the service on a weekly basis, and this is shared
Quarterly at Maternity Clinical Area Performance (MCAP) meeting. Individual PMRT reports,
recommendations and learning, actions, and areas of concern are reported to Maternity Governance
Group and bi-monthly to Safety Champions.

PMRT thematic reviews continue to be undertaken to identify themes and trends. Learning is shared
within the Local Maternity Neonatal System (LMNS), and investigations following intrapartum losses
continue to be shared and discussed at the West Yorkshire & Harrogate LMNS Safety and Learning
Group.

To note the service are currently declaring compliance against all the requirements within the technical
guidance for Safety Action 1 within the reporting timeframes up to the reporting month of June 2025.

EQIA - Equality Impact Assessment

None anticipated

Population Patients People Partnership | Progressing

Fit with strategic objective
X X

Recommendations

e To receive and approve this summary report and note the content of the outcomes of the
PMRTs, identified leaning and related actions.

e To receive and note the MBRRACE PMRT summary report detailed below.

e To receive and note the compliance audit for assurance that MBRRACE data is inputted within
the required timeframes.

Thriving people,
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Perinatal Mortality Review Summary report
Introduction

Following the publication of the National Guidance on Learning from Deaths in March 2017 by the
National Quality Board, the Trust has implemented the recommendations required. The revised
mortality process continues to facilitate greater learning from deaths as it becomes more robust
and embedded.

The Year Seven Maternity Incentive Scheme; Ten maternity safety actions continue to support
Trust’s to deliver safer maternity care. Year Seven Maternity Incentive Scheme has been received
in the Trust and the relevant actions have been implemented to ensure all elements included within
the safety action are achieved.

Safety action 1:- Are you using the National Perinatal Mortality Review Tool to review
perinatal deaths to the required standard sets out clearly defined actions to include all
eligible perinatal deaths are required to be notified to MBRRACE UK within seven working
days. Each of these reviews will have been commenced within two months of each death
and completed and the report published within six months.

Other elements of the standard include a requirement for quarterly reports to be submitted to Trust
Board that includes details of all deaths reviewed and consequent actions. The quarterly report
should be discussed with the Trust Maternity Safety Board level Safety Champion.

There are currently 0 cases awaiting PMRT.

Table 1:- evidence of current compliance to safety action 1 and planned dates for
completion of the PMRT’s. This relates to surveillance for Quarter 4 2024-2025

Summary of cases with outstanding PMRT

Date of Loss Gestation / Ethnicity Summary PMRT Outcome
and Quarter /Deprivation score timeframe for
when death completion

occurred

No current outstanding PMRTs
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healthy communities




NHS

Airedale

NHS Foundation Trust
Findings from review of PMRT’s undertaken in Quarter 1 2025.

In quarter 1 reporting period there were 2 cases that were reviewed using the PMRT in order to
meet the 6 month timescales for completion and publication. In all cases the reviews were
undertaken within the required timescales for the MIS Safety Action 1 compliance.

Table 1:- Findings from the review of PMRT’s in Quarter 1 2025

Cause of Death Actions Responsible

Grading of Care

Issues Identified

person /Date

97035 | Pathologically B - identified care . Booked at 20+ | ¢  To continue to Bereavement
long cord issues which they weeks share learning Midwives Complete
considered would e English not first related to 31/8/25
Fetal have made no language, completion of the
entanglement difference to the family partogram.
outcome for the members e To collate data Risk and In Progress
Delayed baby interpreted on related to the Governance
Villous maturation some occasions when Midwives
occasions interpreting 31/8/25
e Partogram services are
partially unavailable.
completed
e Postmortem
performed at
another
location
97434 | Delayed B - identified care e Abereavement | ¢ To continue to Bereavement Complete
Villous maturation | issues which they checklist was share learning Team
considered would not in the notes related to 31/5/25
have made no completion of the
difference to the bereavement
outcome for the checklist
baby

A thematic review of stillbirths was undertaken to scrutinise and determine any emerging themes
and trends from Q3 and Q4 pregnancy losses. A total of ten pregnancy losses were reviewed, with

gestations ranging from 15 weeks to 39+ weeks. The review included terminations of pregnancy ,

miscarriages, stillbirths, neonatal deaths and perinatal deaths. The actions identified included,
ensuring there is a robust pathway in ensuring that debrief appointments are organised to provide

debriefs and to discuss plans of care for the next pregnancy and to ensure manual removal of

Thriving people,
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placenta’s are performed within local guidance timescales. Actions from the review have been

identified and will be presented and monitored through local governance.

Table 2:- PMRT Compliance with Maternity Incentive Scheme; Year 7, Safety Action 1

Year/ Type of Compliance to | Compliance | Compliance to Compliance to %
Quarter | Loss/ standard 1a to standard standard 1c standard 1d compliance
Eligibility Notify death 1b -Start review within 2 | Quarterly reports
for PMRT within 7 Seek parents’ | months -95% discussed at
working days - | views of care | - Complete and safety
100% -95% publish by 6 months - | champions and
75% submitted to
-External member Trust Board
present at PMRT —
50%
2024- 39+ Notified on Yes - Started 3 days | Yes 100%
25 Stillbirth day of loss after loss
Q4 - Published at 4
months
- External
member
present
34 + Notified on Yes - Started 7 days | Yes 100%
Stillbirth day of loss after loss
- Published at 4
months
- External
member
present
| 4. Conclusions

The Maternity Service continues to use the PMRT to review deaths which meet the criteria for
review, and to identify and share learning from these reviews to improve practice, safety, and
patient care. The service will continue to use the reporting tool and meet the timescales identified
in the technical guidance for the Maternity Incentive Scheme criteria.

| 5.

Recommendations

e To receive and approve this summary report and the note the content of the outcomes of
the PMRT, identified leaning and related actions.
e To receive and note the MBRRACE PMRT summary report detailed below.
e To receive and note the compliance audit for assurance that MBRRACE data is inputted
within the required timeframes.
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Appendix 1

PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using
the national Perinatal Mortality Review Tool

Airedale NHS Foundation Trust
Report of perinatal mortality reviews completed for deaths which eccurred in the period:
11/2025 to 30/6/2025
Summary of perinatal deaths*
Total perinatal® deaths reported to the MBRRACE-UK perinatal mortality surveillance in this pericd: 2

Summary of reviews**

Stillbirths and late fetal losses

'“'“;:d Grading of care: number of stillbirths and
Mumber of stillbirths and late Mot supported in andl late fetal losses with issues with care likely
fatal losses raported for Review ross | pu to have made a difference to the oulcomea
prog . for the baby
4 2 0 2 0
Meonatal and post-neonatal deaths
Reviews
R Grading of care: number of neonatal and
Number of neanatal and Mot supported camplatsd post-necnatal deaths with issues with care
post-neonatal deaths i and
for Review es publ likely to have made a difference to the
prog . outcome for the baby
1 1 a 0 a

*Late fatal losses, stillbirths and necnatal deaths (does not include post-neonatal deaths which are not aligible for MBRRACE-
UK surveillance) — these ara tha lotal deaths reporied and may nol be all deaths which occurred in the repoding peariod if
notification lo MBRRACE-UK is delayed. Termination of pregrancy are axcluded. All other parnatal deaths raported to
MBRRACE-UK ara included here regardiess of whether a review has been started or is published.

** Post-neanatal deaths can also be reviewsad using the PMRT

*** If a review has been slarted, but has not been completed and published then the information from that review does not
appear in ha resl of this summary reporl
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Table 1: Summary information for the babies who died in this period and for whem a
review of care has been completed — number of babies (N=2)

Gestational age at birth
Ukn 22-23 2427 283 32-36 37+ Total

Perinatal deaths reviewed

Late Fetal Losses (<24 wesks) a i - - - - 1]
Sullbirths total |24+ weeks) ] 1] 1] 1] 1 1 2

Anfeparium stilbidhs o a ] a f 1 2

Intraparfurm stithithe i a ] o i a o

Timing of stilish unfmown o a ] a o a a
Early necnatal desths (1-T days)® ] 1] 1] 1] a 1] 1]
Late neonatal deaths (3-28 days | ] 1] 1] 1] 1 1] 1]
Post-necnatal deaths (29 days +)° ] [i] [i] L] a [i] L]
Total deaths reviewed ] 1] 1] 1] 1 1 2
Small for gestational age at birth:

ILMER identified prenstally and management was a i [i] ] 1} [i] 1]
appropriste

ILMER identified prenstally but mot managed appropriabely a0 [i] [i] 1] 1} [i]

ILMGR not identified prenatally ] 1] 1] 1] 1 1]

Mot Applicable ] [i] [i] L] 1 1
Mother gave birth in a setting appropriste to her andior her baby's clinical needa:

‘s ] [i] [i] L] 1 1

No ] 1] 1] 1] 1 1]

Missing ] [i] 1] 1] a 1] 1]
Farental perspective of care sought and considerad in the review process:

fes ] [i] 1] 1] 1

No ] [i] [i] o a 1]

Missing ] 1] 1] 1] 1 1] 1]
Booked for care in-houss ] 1] 1] L] a 1] 0
Mother transferred before birth ] [i] [i] Li] 1 [i] 1
Bakby transfemad after birth ] 1] 1] 1] 1 1] 1]
Meonatsl paliative care planned prenstally a i [i] ] 1} [i] 1]
Meonatal cane re-onentated ] [i] 1] 1] a 1] 1]

*Meonatal deaths are defined as the death within the finst 28 days of birth of & baby born alhe at any gestational age; early
neonatal deaths are those where death occurs when the baby ks 1-7 days okd and late neonatal death are those where the
baby dies on days 8-28 after birth. Post-neonatal deaths are those deaths occuring from 28 days up 1o one year after birth
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Table 2: Placental histology and post-mortems conducted for the babies who died in this
period and for whom a review of care has been completed — number of babies (N=2)

Gestational age at birth
Ukn 22-23 2427 2831 32-36 37+ Total

Perinatal deaths reviewed

Late fetal losses and stillbirths:

Placantal histology carried out

g a L] L] L] 1 1 2

Mo a 1] L] L] ] L] L]
Hospital post-mortem offered a 1] L] L] 1 1 2
Hospital post-mortem declined a o L] L] 1 L] 1
Hospital post-mortem carmied out:

Full post-mortem a o L] L] ] L] L]

Limited and targetad post-mortam o} 1] 1] 0 a0 1 1

Mirimally ivvasie post-morsm a 1] L] L] ] L] L]

External review a 1] o L] ] L] L]

\irtual post-mortemn using CTMR a o L] L] ] L] L]
Heonatal and post-neonatal deaths:
Placantal histology carried out

g a L] L] L] ] L] L]

Mo a 1] o L] ] L] L]
Death discussed with the coronenprocurator fiscal o} 1] 1] 0 a0 0 0
Coronenprocurator fiscal PM performed a 1] o L] ] L] L]
Hospital post-mortem offered a 1] o L] ] L] L]
Hospital post-mortem declined a o L] L] ] L] L]
Hoapial post-moriem carried out:

Full post-mortem a 1] o L] ] L] L]

Limited and targetad post-mortam o} 1] 1] 0 a0 0 0

Minimally ivvasive PMpost-mortem a 1] [} L] ] L] L]

External review a 1] L] L] ] L] L]

\irtual post-mortemn using CTMR a o L] L] ] L] L]
All deaths:
Post-mortem performed by paediatriciperinatal pathologist*

fieg a 1] L] L] ]

Mo a 1] o L] ] L] L]
Placantal histology carmed out by paediatic/perinatal pathologist®:

g a L] L] L] 1 1 2

Mo a o L] L] ] L] L]

*Includes comnialprocurator fiscal post-mortems
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Table 3: Number of participants involved in the reviews of late fetal losses and stillbirths

without resuscitation (N = 2)

Role Total Review sessions Reviews with at least one
Chair 1] 0%
Vice Chair 1] 0%
Admin'Clerical 1] 0%
Ambulance Team 1] 0%
Bereavemsnt Team 3 100% (Z)
Community Micwife 1 50% (1)
External 3 100% {2)
Management Team 2 100% ()
Pichwife 14 100% (2)
MNP Lead 1] 0%
Meonatal Murse 1] 0%
Meonatokgisk (] 0%
Obstetrician 5 100% {2)
Other 1] 0%
Risk Manager or Governance Team 4 100°% (Z)
Safety Champlon 1] 0%
Sonographer or Radiographer [i] 0%

Table 4: Number of participants involved in the reviews of stillbirths with resuscitation and
neonatal deaths (M = 0)

Role Total Review sessions Reviews with at least one
Chair 1] 0%
Vice Chair 1] 0%
Admin/Clerical 1] 0%
Ambulance Team 1] 0%
Beraavemsnt Team 1] 0%
Community Micwife 1] 0%
External 1] 0%
Management Team [i] 0%
Pichwife 1] 0%
MNP Lead 1] 0%
Meonatal Murse 1] 0%
Meonatologist 0 0%
Obstetrician 1] 0%
Other 1] 0%
Risk Manager or Governance Team [i] 0%
Safety Champlon 1] 0%
Sonographer or Radisgrapher [i] 0%
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Table 5: Grading of care relating to the babies who died in this period and for whom a
review of care has been completed — number of babies (N=2)
Gestational age at birth
Ukn 2223 2427 281 | 3236 37+ Toml

Perinatal deaths reviewed

STILLBIRTHS & LATE FETAL LOSSES
Grading of care of the mother and baby up to the point that the baby was confirmed as having died:

A, - The resiew group concluded that there were o issues with care identifisd
up the paint that the baby was confirmed as having died & o a a a a o

B - The resiew group identifisd care issuss which they considersd waould have

made no difference io the oulcome for the baby o a a a 1 1 2
C = The reviesw group identified care issues which they considersd may have

made a difference o the outcome for the baby o a a a a a o
D = Thez reviesw p identified care issues which they considersd were likely 1o

harve made a o the: cutcome for the: balry o a a a a a o
Mot graded o ] L] L] L] ] -]

Grading of care of the mother following confirmation of the death of her babey:
A, The review concluded that there wese no issues with care identifiesd

for the mother ing confimmation of the death of her baby o 0 ° o 1 1 2
T ot | o | o | & | @ | @] o | @
Sk e e e oo b ey eyt | 0 |0 e |0 0 0|0
O T g e e it 3 | 4 0 0 | 4 o o
Mot graded o 0 L] L] L] 0 -]

NECHATAL AND POST-NEONATAL DEATHS
Grading of care of the mother and baby up to the point of birth of the baby:

A, - The resiew group concluded that there were o issues with care identifisd
up the: paint that the baby was bom o o a o o [ o

B = The: review group identifisd care issues which they considensd would have
made no difference io the oulcome far the baby o e o o o o e

C = The reviesw group identified care issues which they considersd may have
made a difference o the outcome for the baby o a a a a a o

D = Thee reviesy p identified care issues which they considersd wee likely 1o
harve made a #o the cutcome for the baty o L L Ll Ll LI o

Mot graded o ] L] L] L] ] -]

Grading of care of thie baby fromi birth up to the death of the baby:
i « The: review groun concluded that there wese no issues wilth cane identified

from birth up the: pond that the baby died o o o o o o o
Impimmmmmeesesests o0 0 0 0 0
CIpmEmisermepeeeses o 0 0 0 0
B e IR IR ORI
Mot graded o [ [ [ [ [ o

Grading of care of the mother following the death of her baby:

A, The review concluded that there wese no issues with care identifiesd o o o o o & &
for the mother ing thes death of her baby

B - The resiew group identifisd care issuss which they considersd waould have

made ro difference 1o the oulcome for the mother o o a a a a o
i = Thea review p idenbfied care ssues which § oonsdensd [arwe

maﬂeauﬁuﬁlhmahlhm:ﬂ'ﬂ e = o a a a a a o
O = Thes resaew p identfied care ssues which they considensd were | o

have made @ InnI|1=-:|.l-|:\\:l11|=‘i:\|'II'i:ml:II'hu-,:'!II oy o o a a a a o
Mat graded o ] L] L] L] ] -]
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Table 6: Cause of death of the babies who died in this period and for whom a review of
care has been completed — number of babies (M= 2)

Timing of death Cause of death
Late fetal losses 0 causes of death out of 0 reviews
Stillbirths 2 causes of death out of 2 reviews

Pathologically long cord fetal entanglement Delayed vilous maturation
The cause of death wes undetermined

Heonatal deaths 0 causes of death out of 0 reviews

Post-neonatal deaths 0 causes of death out of O reviews

Table 7: Issues raised by the reviews identified as relevant to the deaths reviewed, by the
number of deaths affected by each issue® and the actions planned

Issues raised which were identified as relevant Mumber Actions planned
to the deaths. of
deaths

*Mote - depending upon the cincumstancas in indidual cases the same 1IBsue can be rased as relevant (o the dealhs
reviewed and also not relevant 1o the deaths revieswsd
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Table 8: Issues raised by the reviews which are of concern but not directly relevant to the
deaths reviewed, by the number of deaths in which this issue was identified* and the
actions planned

Issues raised which were identified as not Number Actions planned
relevant to the deaths of
deaths
A completed bereavernent checklist was not inthe 1 To Share learning with the clinizal teams a= part of LW
notes information and also bereavermnent shared leaming
The baby hed to be ransiemed elaewhens forthe 1 Mo action entered
post-rssrtem
This mother booked late. Are thare sy 1 Mo action entered
organisations o consider in relation to her booking
lata?
This mother booked late. Did this affect her cars? 1 Mo action entered
This mother had poorno English and tamily 1 Mo action entered

members were used as interpreters during her
labour and birth

This mother had poorno English and family 1 Mo sction entered
membars were wsed a3 interpreters on occasions
during her anbenatsl care

This mother's progress in labour was monitored 1 Mo sction entered

o 8 parogram bt the palogram was only

partially completed
*Mote - depending upon the clreumstances in individual cases the same [ssue can be ralsed as relevant to the deaths
reviewed and also not relevant to the deaths reviewed.

Spofd

Table 9: Top 5 contributory factors related to issues identified as relevant to the deaths
reviewed, by the frequency of the contributory factor and the issues to which the

contributory factors related
Issue Factor Humiser Issues raised for which these were the contributory
of factors
deaths
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PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using
the national Perinatal Mortality Review Tool

Airedale NHS Foundation Trust
Report of perinatal mortality reviews completed for deaths which occurred in the period:
1/4/2025 to 30/6/2025

There are no published reviews for Airedale NHS Foundation Trust in the period from 1/4/2025
to 30/6/2025
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Purpose of the Report

The purpose of this report is to provide a detailed assessment of performance against the
agreed indicators and measures. The report describes the specific actions that are in place
to deliver against a range of objectives and performance indicators.

Key Points to Note

The Integrated Performance Report (IPR) measures performance against a range of
objectives and performance indicators, based on key milestones in the annual plan or
external frameworks. The report covers the following areas:

* Summary of overall performance

« Safety, Quality and Patient experience

* People and Organisational Development

» Operational performance

* Finance
These monthly reports ensure there is a rounded review of the current position across a
range of areas and help assess whether performance in one area is affecting that in another.
To reflect recent NHS England Making Data Count recommendations, upper and lower
proce