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Shropshire Community Health NHS

NHS Trust

MINUTES OF THE PUBLIC BOARD MEETING

HELD AT THE RAMADA HOTEL, TELFORD

AT 10.00 AM ON THURSDAY 5 JUNE 2025

PRESENT

Chair and Non-Executive Members (Voting)

Mr. Andrew Morgan

Ms. Tina Long

Ms. Jill Barker

Mr. Harmesh Darbhanga
Ms. Alison Sargent

Ms. Cathy Purt

Executive Members (Voting)
Ms. Patricia Davies

Dr. Mahadeva Ganesh

Ms. Clair Hobbs

Ms. Claire Horsfield

Executive Members (Non-Voting)
Ms. Shelley Ramtuhul

In Attendance
Mr. Simon Balderstone
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Welcome

The Chair in Common welcomed all members to meeting and the staff and public present

Apologies and Quorum

Apologies were received from Ms Sarah Lloyd, Director of Finance. The Chair in Common
declared that the meeting was quorate.

Declarations of Interest

Ms Cathy Purt declared she had been re-elected as member of Whitchurch Town Council
and had been nominated as Chair of the Health and Social Care Committee.

Minutes of the Meeting held on 3 April 2025

Subject to the amendment of the date to 2025 not 2024, the minutes were agreed as an
accurate record of the meeting.

Patient Story

Julie Roper, Clinical Services Manager across Urgent Care Portfolio attended to share with
the Board a patient story from the virtual ward. The Virtual Ward (VW) team is a multi-
disciplinary team of professionals who provide acute care to patients in the community in
their own homes.

The Board were informed that there were 5 pathways — frailty, respiratory, cardiology,
general medical pathway and the recently implemented surgical pathway, with patients
accessing the service both stepping down from hospital and preventing patients having to
go in.

The Board heard the story of a 21 year old lady, who had been admitted to SaTH for a
kidney infection, optimised on treatment and sent home for monitoring. She was initially
seen by the VW team for 3 days consecutively and wished to return to work, the team did
an initial assessment and she was able to return to work whilst still receiving care,
supported by twice daily telephone calls and remote monitoring. During these calls, it was
noted the her blood pressure had started to drop and heart rate increased, these findings
were escalated back into acute trust and she was readmitted to hospital.

The team had reflected on what could have been done differently to prevent readmission,
but noted that we didn’t recognise the ability to see the deterioration earlier, current EPR
doesn’t give ability to track trends, put in place a hard copy of the NEWS score, the team
didn’t escalate early enough to put in further interventions. New remote monitoring
intervention LUCII — can continuously remotely monitor, patient can input info via an app
and system will alert anything outside of acceptable parameters. Will also alert if the patient
does not enter any information. Gives patient the ability to take ownership of their own care

Mr Morgan commented on the huge amount of work and the alignment of this work to the
three shifts being promoted nationally; digital, left shift and prevention.

Ms Sargent asked how the team ascertained whether a patient is suitable to use the
technology, Ms Roper said that the team would always see the patient face to face first, so
that an assessment could be undertaken, which would take into account any extended
family or wider support available for the digital solution.
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Ms Barker asked if learning and reflections had been shared across the whole system? Ms
Roper confirmed that a permission to pause was conducted and had been shared widely.

Public Question Scheme

Ms Ramutuhul presented the proposed changes to the handling of public questions. The
main changes included accepting verbal questions on the day if time permits and questions
were not limited to the agenda but to anything within the powers and duties of the Trust
The Board approved the adoption of the updated scheme for public questions

Public Questions

Ms Ramuthul confirmed that three questions had been received from members of the public
which she summarised as follows:

Whether the Board are aware that the Shropshire Admiral Nurse service is still not listed in
their website and only the Telford service is listed. There was a concern raised that this
would mean that Shropshire people cannot find out about this service.

Ms Ramtuhul advised that the website has been checked and it was clear that the service
was available to patients registered with a GP in Shropshire and Telford and Wrekin,
however, it was noted that the service location listed was Telford. This has been raised with
the team and was in the process of being updated.

Could the Board explain please why bereaved families who have raised concerns of the
care their relatives have received at the End of their Life are not involved in the learning
from deaths review and not informed of any outcome of this review or informed of any
learnings taken from this oufcome?

| would appreciate clarification of how the Trust ensures that families are involved in
Learning in Death reviews and under what circumstances are families excluded?

It was confirmed that all unexpected deaths were reviewed by the Learning from Deaths
Panel and then referred to PSIP and family engagement would be via this process.
Expected deaths do not include family but the Trust would look at how this was addressed
further.

How does the Trust ensure that it upholds the Nolan Principles when handling complaints
and ensures that it responds fo concerns with honesty and integrity

Ms Hobbs summarised the complaints process once a complaint had been received in the
Trust. Any complaint response was reviewed by Ms Hobbs to ensure it was open and
transparent and she would challenge at this stage if she did not feel this was happy. The
Chief Executive would provide the final sign off for all complaints.

Patient Safety Oversight Report

The Board received a presentation on the Patient Safety Oversight report, which included
the recent changes made by the Trust to deliver the PSIRF plan. The overview report would
include the types of incidents that have occurred and the Trust’'s response, which would
include any themes of learning.

Clinical Governance now sat within the wider Governance team, which was showing real
benefits.
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Ms Long asked how patients and carers were involved in the process, it was confirmed that
there was a patient experience lead in post, who attended the patient safety panel and was
working on the processes in place to strengthen them.

Board were assured regarding the robust internal processes for reviewing and monitoring
patient safety incidents, ensuring that system-based improvement actions are identified and
implemented to enhance patient safety.

The Board noted the report and the assurances within, that the Trust had a robust
internal process for reviewing and monitoring patient safety incidents, ensuring that
system-based improvement actions are identified and implemented.

Chair in Common’s Report

Mr Morgan stated that the Chief Executive in Common position was out for advertisement,
which would be the Group Chief Executive Designate. A series of engagement sessions
were underway with staff and system partners. The final interviews would take place in July.

Mr Morgan summarised the national and regional meetings he had attended. There had
been Local Elections in May in Shropshire and Mr Morgan provided his congratulations to
the new Leader of Shropshire Council, Clir Heather Kidd, Liberal Democrat. Clir Bernie
Bentick had been appointed as the Cabinet Member responsible for Health. lan Green had
been appointed as the new Chair of Shropshire, Telford & Wrekin ICB and would start this
role on 1 July.

Finally, Mr Morgan noted that Ms Davies would be leaving the Trust at the end of August to
take up a role in Manchester. He thanked Ms Davies for her work at the Trust and for the
population we serve.

Non Executive Directors Communications

Ms Long had attended the System financial committee which had focussed on the system
financial strategy and plan. She had also visited Bishops Castle Community Hospital
recently, which had been very positive, with good patient feedback received.

Ms Barker had attended the System quality and performance committee and noted that she
welcomed the joint discharge piece of work being done.

Mr Darbhanga had attended a planning and strategy visit and had discussed staff concerns
on the group model. Mr Morgan recognised that the group model was being conflated with
the corporate service cuts.

Ms Purt had attended the opening of the Whitchurch medical centre, which had been
renamed as the Clayton Medical Centre. She had also chaired the Strategy and Prevention
committee for the ICB.

Chief Executive’s Reports

Ms Davies summarised her report, highlighting the national news on NHS reform and
reduction of corporate costs. The Trust was working with partners to look at integrated
shared services to ensure resilience while achieving reduction in cost.

Ms Davies congratulated the winners of the ACE awards and noted that each demonstrated
the huge respect peers have for their colleagues.
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Provider License Certification

Ms Ramuthul presented the draft certification, which had been presented to Audit
Committee.

The Board approved the certification and authorised the signatory by the Chief
Executive and Chair in Common.

Quality and Safety Committee Chair’s Report

Ms Barker presented the report. Committee received the quality account, a comprehensive
report on the paediatric psychology, had a detailed conversation around fire safety at
community hospitals. There had been good progress with policies although there were
some high risk policies still outstanding to be prioritised.

Ms Long asked about fire safety, Ms Hobbs confirmed that working with the fire service all
staffing levels had been reviewed.

The Board noted that the meeting had taken place and the assurances obtained.

Integrated Quality and Safety Performance Report

Ms Hobbs summarised the report and noted there had been 12 cases in the year to date, all
of which had been deemed as unavoidabld. Ms Davies stated that there was more work to
do at a System level on testing to understand typing, which had been escalated to the
System quality meeting. The Board asked for their concerns to be highlighted.

The Board accepted the report.

Annual Quality Account

Ms Hobbs advised that the Account due to be submitted to NHS England at the end of
June.

Ms Long stated it was a positive report and showed the achievements on the quality front.
The Board noted the report.

People Committee Chair’s Report

Ms Purt presented the report and highlighted that there had been partial assurance for
health and wellbeing action plan, as the Committee felt there should be more for male
colleagues. There was also partial assurance on the people operational plan the
deliverables and milestones, with further work needed on affordability.

Ms Davies picked up the importance of promoting men’s health, a huge amount has been
done on women’s health and particularly around menopause, and it was important that
men’s health be promoted too.

The Board noted that the meeting had taken place and the assurances obtained.

Workforce Report

Mr Balderstone summarised the report and noted that it set out the KPIs that underpin
delivery of the workforce plan. Agency usage was slightly over plan, which had been linked
to enhanced care and escalation, however, overall there had been an underspend on

Page 5 of 8 Shropshire Community Health NHS Trust Board Meeting — 5 June 2025

10



agency, demonstrating the positive actions that had been taken, such as the price cap
compliance.

There remained a variation concern in relation to mandatory training, which had been
improving and last month hit target. Appraisal rates had increased but were still slightly
short of target.

The Board considered the performance across relevant indicators to date and
discussed the actions taken to mitigate any risks to either the resources available to
the Trust or to the Trust’s performance.

RPC Chairs Report

Ms Long presented the paper which was in relation to the March Committee. Full
assurance had been obtained on all items considered, with exception of the deep dive for
agency usage, as the Committee would like to see the expected impact of the actions.

Ms Long verbally updated the Board on the which had held the previous week, most items
had received full assurance and there had been a good report on waiting times for all
services. The agency deep dive remained at partial assurance.

There had been a significant shift in relation to CIP, assurance regarding the programme
and that processes had been followed but recognised the challenges.

Ms Long asked about QEIAs for CIP schemes, Ms Davies confirmed that each scheme had
a QEIA, which was managed through the PSIP process. Ms Horsfield advised that QEIAs
with higher risks could go through the QEIA panel, which was agreed.

The Committee noted that the meetings had taken place and the assurances
obtained.

Integrated Performance Report

Ms Ramtuhul summarised the report on behalf Ms Lloyd. Ms Horsfield stated that there had
been two 65 week breaches, both of which were in MST and she confirmed that both
patients have been seen. There had been one reported 104 breach, however, this was a
data quality issue so no patient attached to this. All waiting times showed improvements.

Ms Purt asked if patients waiting over 65/78 were for specific services, it was noted that the
majority of people waiting this long sat in MSST and some in CNRT.

The Board:

e Considered the Trust’s performance to date and the actions taken to minimise
risks and improve performance where required, as set out within the action
plans.

e Considered the current action plan reporting and if any amendments were
required in order to strengthen the assurances provided to the Board in
relations to the actions being taken to improve performance.

Financial Report

Ms Ramtuhul summarised the report of Ms Lloyd.
Ms Purt asked if we had checked our CIP against SaTH'’s to ensure that there were no

unintended consequences. Ms Horsfield confirmed that a firm red line had been drawn that
identified there should be no harm to patients and no consequences for partner
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organisations. There was a System group which would look at schemes where there was a
potential for an impact elsewhere.

The Board:

e Considered the adjusted financial position at month 1 was a surplus of £66k,
compared to the planned surplus of £74k, which was an adverse variance of
£6k.

e Recognised that overall pay costs must remain within planned levels to ensure
we deliver our financial plan, the key of which was containing bank and agency
spend within our target for the year.

¢ Acknowledged that schemes were now fully identified to deliver the annual CIP
target of £5.4m, although 29% of identified schemes were rated as high risk in
terms of delivery.

¢ Acknowledged that there are ongoing cost pressures in a small number of
areas, plans were being developed to mitigate these pressures as far as
possible.

Estates Strategy Update

The report was presented and Mr Morgan noted that there would be further benefits to the
Trust when exploring the Group Model.

The Board:
e Acknowledged the good progress to date towards delivery of our Estates
Strategy.

o Considered the assurances provided in relation to compliance and cost.
¢ Noted that our Estates Strategy may require updating following publication of
the NHS 10 year plan.

Delivery Against 24/25 Operational Plan

The Board noted the end of year performance against the 2024/25 Operational Plan. The
plan was developed following feedback from staff, members of the Board, national planning
guidance and partner organisations.

Key achievements in 2024/25 included improved staff survey results, reduced sickness and
use of agency.

The Board:
e Recognised the excellent progress made against delivering the Trust’s 2024/25
Operational Plan.
e Considered the benefits delivered to patients, the public and our people
through delivering the 2024/25 Operational Plan.
e Acknowledged the lessons learnt as we progress our 2025/26 plans.

25/26 Performance Report

The paper had been reviewed through the Resource and Performance Committee and had
been recommended for approval by the Trust Board.

The Board:

e Considered the updated Performance Framework and if any amendments were
required in order to provide adequate assurance to the Board in relation to how
performance is managed.

e Approved the Trust’s updated Performance Framework.
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¢ Noted that our Framework is likely to require updating following publication of
the National Performance Assessment Framework later in the year.

Audit Committee Report

Mr Darbhanga summarised the report.

The Board noted that the meeting had taken place and the assurances gained.

BAF

Ms Ramtuhul summarised the report.

Page 8 of 8 Shropshire Community Health NHS Trust Board Meeting — 5 June 2025

13



2.1

CHIEF EXECUTIVE’S REPORT — AUGUST 2025

Introduction

This paper provides an update on issues of importance to the organisation which have
arisen since the last public Board meeting on 5 June 2025 and are not covered in other
Board reports.

These are presented under the headings of our three strategic objectives:
e Looking after our People
e Caring for our Communities

e Managing our Resources

The Board is asked to consider the contents of this report.

National and Local News

National News

There have been a number of publications over the last two months which | would like to
bring to the Board’s attention.

On 3 July ‘Fit for the Future: 10 Year Health Plan for England’ was published; this is an
important document which sets out the plan for the future of the NHS.

Fit for the future: 10 Year Health Plan for England

The key messages from the plan are summarised below:

+ The 10 Year Health Plan sets out a bold, ambitious and necessary new course for the
NHS.

+ It seizes the opportunities provided by new technology, medicines, and innovation to
deliver better care for all patients and better value for taxpayers.

+ The Government is fundamentally reinventing its approach to healthcare, so that it
can guarantee the NHS will be there for all who need it for generations to come.

+ Through the three shifts, care will be personalised, more power will be given to
patients, and the best of the NHS will be available to all.

l|Page
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The Three Shifts

From hospital to community; transforming healthcare with easier GP appointments,
extended neighbourhood health centres, better dental care, quicker specialist referrals,
convenient prescriptions, and round-the-clock mental health support - all designed to
bring quality care closer to home.

From analogue to digital; creating a seamless healthcare experience through digital
innovation, with a unified patient record eliminating repetition, Al-enhanced doctor
services and specialist self-referrals via the NHS app, a digital red book for children's
health information, and online booking that ensures equitable NHS access nationwide.

From sickness to prevention; shifting to preventative healthcare by making healthy
choices easier—banning energy drinks for under-16s, offering new weight loss services,
introducing home screening kits, and providing financial support to low-income families.

Whilst the plan sets out ambitions for the next 10 years, much of it is anticipated to deliver
more quickly, with the following planned by 2028/29.

HOSPITAL TO COMMUNITY

Same-day digital and telephone GP appointments will be available and calls to GPs will be answered more
quickly — ending the 8am scramble.

A GP led Neighbourhood Health Service with teams organised around groups with most need.
Neighbourhood Health Centres in every community; increased pharmacy services and more NHS dentists.
Redesigning outpatient and diagnostic services.

Redesigning urgent and emergency care, allowing people to book into UEC services before attending via
the NHS App or NHS 111.

People with complex needs will have the offer of a care plan by 2027 and the number of people offered a
personal health budget will have doubled.

Patient-initiated follow-up will be a standard approach.

ANALOGUE TO DIGITAL

The NHS App will be the front door to the NHS, making it simpler to manage medicines and prescriptions,
check vaccine status and manage the health of your children.

‘HealthStore’ to access approved health apps: Enabling innovative SMEs to work more collaboratively with
the NHS and regulators.

A Single Patient Record will mean patient information will flow safely, securely and seamlessly between
care providers.

Digital liberation for staff with the scale of proven technology to boost clinical productivity.
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2.2

2.3

SICKNESS TO PREVENTION

Health Coach will be launched to help people take greater control of their health, including smoking and vaping
habits later this year.

New weight loss treatments and incentive schemes to help reduce obesity.

The Tobacco and Vapes Bill will be passed, creating the first smoke-free generation.

Women will be able to carry out cervical screening at home using self-sample kits from 2026.

In addition to the transformative 10 year plan, in early June the Urgent and Emergency
Care Plan for 2025/26 was published.

NHS England » Urgent and emergency care plan 2025/26

This sets out how all system partners are required to work collaboratively to improve the
effectiveness of urgent and emergency care pathways. It is based on seven priorities for
improvement including:

ambulance handover times
waiting times in A&E

access for children

and tackling delayed discharges.

We already work closely with system partners to deliver improvements across Urgent and
Emergency Care pathways and will continue to implement key programmes of work
aimed at delivering these priorities. This work also aligns to the system’s Winter plan
which will be presented to the Trust Board in September for review and approval.

On 26 June 2025, NHSE published its Oversight Framework for 2025/26 which includes
a revised approach to the oversight of Integrated Care Boards (ICBs), trusts, and
foundation trusts and builds the foundations for the ten-year health plan. This is a one-
year framework which will be reviewed again in 2026/27.

NHS England » NHS Oversight Framework 2025/26

The Framework reiterates the government’s focus on granting high-performing providers
additional freedoms, with a commitment to review the incentives available. The new
Framework is underpinned by a scoring approach to performance and this score is
strongly influenced by benchmarking against other trusts.

Metrics relevant to an organisation will be assigned a score and this will influence the
overall segmentation of that organisation. A financial override will limit providers in deficit,
or in receipt of deficit funding, to segment 3 or below. In addition to these short-term and
operationally focused metrics, there are contextual measures focused on medium-term
goals which do not contribute to the scoring but will inform how NHSE responds to the
segmentation.

3|Page
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2.5

Due to the current changes across ICBs, their scores will not be introduced until 2026/27.
Where providers are part of a provider collaborative or group model, they will be
measured as an individual Trust and not as a wider group.

The Framework introduces an additional fifth segment to better identify those
organisations most in need of support. Provider capability ratings will inform NHSE’s
improvement response to ensure support is directed to those organisations that are
unable to improve on their own.

It is anticipated that the initial segments will be published in late August or September
and will then be presented for discussion to the Trust Board.

Local News

Board members will be aware of the Resident Doctors strike action between 25-30 July.
Whilst this was not anticipated to have a significant direct impact on the delivery of care
within ShropCom, plans were in place to maintain safe levels of patient care and support
System partners to help minimise the impact on wider services.

Neighbourhood Health is central to the Government’s ambitions within the 10 Year Plan.
NHSE has invited systems across the country to apply for phase one of the National
Neighbourhood Health Implementation Programme. This programme will gather and
disseminate learning to create exemplars and support Places to embed the culture and
capability required to deliver a Neighbourhood Health service.

ShropCom is actively involved in this work, together with key local stakeholders, and has
confirmed its commitment to advancing this programme.

In early July, close to the day that the NHS celebrated its 77t birthday, | had the pleasure
of attending our long service awards with many other members of the Trust Board.

Together, we celebrated colleagues who have worked for the NHS for 25 or, in some
cases, 40 years! We presented almost forty people with their awards and there were
many others who sadly could not join us on the day to celebrate. We heard a little about
each person and their incredible contributions to the NHS, and their combined service
totalled 1,100 years, which is staggering.

Thank you to all our amazing people who serve the NHS with such commitment and
dedication, it is appreciated.
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Caring for Our Communities

It has recently been confirmed that the Rehabilitation and Recovery wards at RSH and
PRH will close later this year, and the estate will be returned to Shrewsbury and Telford
Hospital NHS Trust for their use. There will be significant investment in community-based
urgent and emergency care services. These services have been co-designed with
partners and build on existing community pathways, learning from previous Winter
schemes and aim to deliver the right care, in the right place, at the right time, by the right
person.

This investment supports the national and local strategic shift from hospital-based care
to community care and ShropCom will deliver the following:

* An extended Urgent Care Response service, including medical model
* Integrated Community Front door in both EDs
» Expansion of the Care Transfer Hub
o System Manager role
o Extended discharge planning
o Additional therapy cover over weekends
» Two hour domiciliary care service to support complex flow and allow swift discharge
from Emergency Departments

Mobilisation plans are in place, and the Board will be updated on progress to deliver the
services and the benefits realised following a period of establishment.

We heard recently that our Digital team and School Aged Immunisation Service won a
national Health Service Journal Digital award for ‘unlocking productivity and efficiency.’

These are competitive awards, so it is a tremendous achievement and very well deserved.
It is a great example of ShropCom teams working together to improve service user
experience and delivery through digital innovation. Well done to everyone involved!

Good News Stories

We had a Royal visit at Stoke Heath Prison by HRH Princess Anne in July. She was there
in her capacity as patron of the Butler Trust, a charity which celebrates excellence in UK
prisons, probation, youth justice and escort services. During her visit she took time to
meet with members of the Healthcare Team and received with delight one of the first jars
of honey created through the recent food behind bars initiative. Princess Anne openly
acknowledged the team's hard work and commitment to caring for prisoners.

5|Page
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Board Oversight Report Q1 2025-26 Shropshire Community Health
NHS Trust

0. Reference Information

Amy Fairweather, Patient
Safety Lead

Shelley Ramtuhul, Paper written
Director of Governance on:

Shelley Ramtuhul,

Author: Paper due date: 7t August 2025

Executive Sponsor: 14t July 2025

Governance/Quality

Paper Reviewed by: Director of Governance. Paper Category: and Safety
Forum submitted to: Trust Board R !:OIA Full
Status:

1. Purpose of Paper

1.1. Why is this paper going to the Patient Safety Committee what input is required?

To provide the Board with assurance that Shropshire Community Health NHS Trust (SCHT) has a
robust internal Patient Safety Incident review and monitoring process to ensure that we learn from any
patient safety incidents, review themes and identify system-based improvement actions in ensuring
patient safety.

Executive Summary

2.1 Context

The Trust has implemented the Patient Safety Incident Response Framework (PSIRF) into its policies
and procedures. Incidents are reviewed at Patient Safety Incident Panel (PSIP) on a weekly basis where
moderate harm and/or those that have an unexpected level of risk and/or potential for learning and
improvement. PSIP ensures executive oversight, wider discussion and agreement as to the level of
learning response.

This is the second oversight report of this nature.

2.2 Summary
The key points of this report are:

e PSIRF offers various methods to review incidents using a systems-based approach. These
include Patient Safety Incident Investigations (PSII), After Action Reviews (AAR), Swarm
Huddles, and Thematic Reviews aligned with Trust’s priorities.

e Learning responses and actions are recorded in the Trust’s Datix System and monitored by
the Governance Team, reported to Service Delivery Group (SDG) and Patient Safety
Committee.

PSC 1
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Board Oversight Report Q1 2025-26 Shropshire Community Health
NHS Trust
3. Main Report

3.1 Introduction
System Learning Responses Commissioned in Period.

Learning responses commissioned over reporting period April 2025-June 2025.

Patient Safety Incident Opened Closed / Progress

Investigations Update

Commissioned (PSII)

PSII'S

April 2025 1 Pressure Ulcer Investigation is
Shrewsbury South underway -working
Community Nursing Team towards 3-6 month
W74827 PSIRF timescale i.e. on

or before 9.10.25

May 2025 2 Declarations The first Investigations underway
being a consolidated — working towards 3-6
investigation into two month PSIRF timescale
medication incidents on i.e on or before 19.11.25

Ward 36 R & R Ward and and 30.11.25
Whitchurch Ward W75768 & | respectively.
W75969). The second being
a Pressure Ulcer under
Whitchurch Hospital,

W75946
June 2025 2 Declarations. The first Investigation underway
being a review into a post — working towards 3-6

custody death at HMP Stoke | month PSIRF timescale
Heath, W73749. The second | i.e on or before 12.12.25

relating to management of and 19.12.25
Patients’ diabetes whilst respectively.
under Whitchurch Ward,
W75899)

Total 5 0
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AAR’s Opened Closed
May 2025 1 W75803 -Joint with SaTH - | Pending -date of AAR
involves transfer/treatment of | diarised for 16.07.25
a patient with C-Diff
1 W75723 Joint with SaTH . .
LRt involves the suitability of P;niglsgs-iztseof AARIn
transfer and escalation of an Eongsulteé SaTH as to
orthopaedic patient. S
availability
Total 2 0
Swarm Huddles Opened Closed
1 W75800 relating to three
May 2025 separate incidents where Closed
patient and /or members of
the public had tripped over
cabling relating to a mobile
breast screening unit,
installed at the rear of the
Bridgnorth MIU site, under
care of Shrewsbury and
Telford Hospitals (SaTH)
Total 1 1

3.2 Overview of actions arising from Learning Responses

Documentation

Updates to Electronic Patient Record RIO to enable the recording of a patient's supervision level to

support effectively staffing each shift.

Agree on system-level documentation to ensure ease of use across prescribing and administering
ISBAR Tool Template: Develop for referrals between teams.

Ensure compliance with Trust's Records and Documents Management Policy and Data Protection

Policy.

Review Adult Prescription & Administration Record

PSC

NHS Trust
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Patient Care
Strengthen working with the Hospice
E-Obs Implementation: Use mobile devices to collect and store patient observations.

Production Boards/Whiteboards: Display in each inpatient setting to prompt staff about clinical
assessments.

Review Meetings: Bi-monthly with MPFT regarding patients who DNA (Do Not Attend) appointments.
Training

Arrange scenario-based training sessions for Community Teams over the summer.

In-house workshops on Enhanced Supervision Framework.

Review with End of Life (EOL) working group to build practice, competencies, and skills matrix.

Risk Management

Access to risk assessments completed by third parties relating to ShropCom sites.

Policy / Procedure

SOP for Mobile Units: Develop and approve standard operating procedures for notification and
placement on SCHT sites.

Enhanced Supervision Policy: Revision linked with the 90-day ETOP programme, review by end of
August 2025.

4. Conclusion

This reports on the Trust’'s work under the Patient Safety Incident Response Framework (PSIRF). The
framework offers various methods to review incidents using a systems-based approach, including
Patient Safety Incident Investigations, After Action Reviews, Swarm Huddles, and Thematic Reviews
aligned with the Trust's priorities. Learning responses and actions are recorded in the Trust’'s Datix
System and monitored by the Governance Team.

During the reporting period from April -June 2025, several learning responses were commissioned,
including investigations into repeated trips, 2 x pressure ulcers, and 2 x medication incident as well as
a custody death. Actions arising from these investigations have been documented, with oversight from
the Governance team to ensure follow up and completion.

The report provides assurance that SCHT has a robust internal process for reviewing and monitoring
patient safety incidents, ensuring that system-based improvement actions are identified and
implemented to enhance patient safety.

PSC 4
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Draft Group Transition Committee (GTC)

Terms of Reference

1. Authority

The Group Transition Committee is established as a joint committee by the Trust Boards of both
Shrewsbury and Telford Hospital NHS Trust (SaTH) and Shropshire Community Health NHS Trust
(ShropCom). The Standing Orders and Standing Financial Instructions of the Trust Boards and the
Group Partnership Working Agreement, as far as they are applicable, shall apply to the committee and
any of its established groups, either jointly or individually.

The Group Transition Committee holds only those powers as delegated in these terms of reference and
will report to each Board.

The Group Transition Committee is authorised to investigate or to have investigated and / or to seek
further action or assurance in relation to any activity within its terms of reference. This includes referral
of matters for consideration to another board committee or other relevant group.

2. Purpose of the Committee

The Group Transition Committee exists to scrutinise the robustness of and provide assurance to each
Board on the development and delivery of a group model, the integration agenda and strategic aims
and objectives for the benefit of our population.

The Group Transition Committee will be the lead committee for oversight of the development of the
group model assurance document and the associated governance to develop a programme of
integration focussed on the hospital transformation programme, the local care programme and shared
services.

The committee will work with the other board committees to ensure that full oversight of the areas of
responsibility is covered.
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3. Membership

The members of the committee are:

(Chair) Non-Executive Director (Chair of SaTH and ShropCom)
Non-Executive Director (Vice Chair SaTH)
Non-Executive Director (Vice Chair ShropCom)
Chief Executive (SaTH)

Chief Executive (ShropCom)

Director of Strategy and Partnerships (SaTH)
Director of Finance (ShropCom)

Director of Governance (SaTH)

Director of Governance (ShropCom)

Director of Workforce and OD (SaTH & ShropCom)

Director of Communications (SaTH)

4. Attendance and Quorum

The committee will be quorate when four of the membership are present. This must include two Non-
Executive Directors, and an Executive Director from each organisation.

By exception a deputy may attend on behalf of a member with the Chair’s prior agreement.

If the Chair is unable to attend an alternative Chair will be nominated from one of the Organisations’
Vice Chairs

Members should attend at least 75% of meetings each financial year but should aim to attend all.
The Chief Executive is the Executive Lead for the committee.

Other attendees may be invited to attend the meetings as appropriate.

5. Frequency

The committee will meet monthly for the first 12 months of establishment and will then be reviewed by
each Board.

6. Specific Duties
The Group Transition Committee will:
» Consider and agree the strategic objectives of integration for onward approval of each Board

* Evaluate any risks associated with the delivery of strategic objectives and provide assurance to each
Board that these risks are being effectively controlled and managed. If necessary, escalate such risks
to ensure that timely and appropriate mitigation measures are implemented.

* Oversee the development of the outline, and subsequently, the full business case for a group model
between SaTH and ShropCom
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* Where appropriate the committee may request for deep dives to be undertaken to further understand
any opportunities and risks of integration and any actions required

» Seek and receive assurance that all appropriate actions are being taken to ensure full participation in
integration initiatives to support the move towards a group model

* Ensure that key enablers to the delivery of the integration agenda are carefully considered and
included in the group integration plan and programmes of work and that these plans and programmes
of work are appropriately aligned to the longer-term strategy, vision and values for the group.

* Review and provide assurance to the Board on those strategic objectives within the Board Assurance
Framework, identified as the responsibility of the committee, seeking further assurance and actions
where necessary. This may include the commissioning of ‘deep dives’ to identify the necessary
improvements and actions.

» Agree and oversee the programme of work and establish any task and finish groups required to
support its agenda.

7. Administrative support

The committee will be jointly supported administratively by the EAs of the Chief Executive for each
organisation.

The committee will operate using a work plan to inform its core agenda.

Topical / emerging issues will be added to the agenda as required.

The agenda will be agreed with the committee chair and Executive lead prior to the meeting.

Agendas and supporting papers will be circulated no later than 5 working days in advance of meetings.

Items which miss the deadline for inclusion on the agenda may be added with permission from the
chair.

Minutes will be taken at all meetings and circulated to members within 5 working days along with the
action log and ratified by agreement of members at the following meeting.

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Board of each organisation after each meeting and
provide an upward report on assurances received, escalating any concerns where necessary.

The committee will, where necessary, advise the Audit & Risk Committees of the adequacy of
assurances available and contribute to the Annual Governance Statements.

The committee will refer any necessary issues outside its terms of reference, as appropriate, to the
relevant board committee or other relevant group.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual report to each
Board on its work in discharging its responsibilities, delivering its objectives and complying with its
terms of reference, specifically commenting on relevant aspects of the Board Assurance Framework
and relevant regulatory frameworks.
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10.Review of Terms of Reference
The committee is established for an initial period of 12 months.

The Terms of Reference for the committee will be reviewed annually by the committee and submitted to
each Board for approval and, together with the work plan, will be reviewed at each meeting of the
committee to ensure they remain fit for purpose. The committee will on an annual basis review and
approve the terms of reference and work programmes of all of its reporting groups.

Approved by:

Next Review Date:
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1. Purpose of Paper

1.1. Why is this paper going to the Board and what input is required?

This paper presents a summary of the Quality & Safety Committee meeting held on 31st July 2025 for
assurance purposes. The Board is asked to consider the assurances provided and whether any
additional assurances are required.

2. Executive Summary

2.1 Summary

= Committee received an update on the actions from the Fuller report, following phase one of the
inquiry, which was released November 2023,

= Committee agreed that the NHS resolution report would now be presented on a bi-annual basis as
opposed to the quarterly updates that it had been receiving

= The recommendations for the Bi-Annual Quality dashboard were approved by committee

= The Fire Safety Group Terms of Reference were approved

2.2 Conclusion

The Board is asked to note the Chair’'s Report for assurance purposes and consider any additional
assurances required.

3. Main Report

3.1 Introduction

This report has been prepared to provide assurance to the Board from the Quality & Safety committee
which met on 31st July 2025. The meeting was Quorate, with a full list of the attendance is outlined
below:

Jill Barker, Non-Executive Director (Chair)

Clair Hobbs, Director of Nursing, Clinical Delivery & Quality (Executive Lead)
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Tina Long, Non-Executive Director

Claire Horsfield, Director of Operations & Chief AHP

Shelley Ramtuhul, Director of Governance & Company Secretary
Dr Ganesh, Medical Director

Sara Elis-Anderson, Deputy Director of Nursing & Quality

Clare Walsgrove, Head of Quality (observing)

Sharon Simkin, Clinical Quality Lead ICB

Jessica Donegan, Executive Assistant/Minute Taker

Apologies:

Cathy Purt, Non-Executive Director

Alison Sargent, Non-Executive Director

3.2 Actions from the Previous Meeting

The Committee noted the actions of the previous meeting and received an update on the progress of
each. All actions which were due to be completed before the meeting were confirmed as accomplished.

3.3 Key Agenda

The Committee received all items required on the work plan with an outline provided below for each:

1. Integrated Quality & Safety Performance Report

CHob presented the integrated quality and safety performance
report, highlighting that all flagged actions are on track. She
noted there were no C. Diff cases in June, but one occurred in
July, bringing the total to five against a threshold of four, with
ongoing deep cleans, Housekeeper hours and Ribo typing as
mitigation. One unexpected death in June for a Community
Team was attributed to natural causes, and two significant
incidents—a death in custody and a diabetic incident at
Whitchurch Hospital—are undergoing full PSII. Full Assurance

Committee members discussed the need for greater
assurance regarding deaths in custody, with TL requesting a
comprehensive report on deaths, learning, and embedded
actions for September. CHob confirmed this is in progress, and
SR added that a thematic review is being commissioned with
Solicitors. DrG assured the Committee of appropriate
healthcare management in the Prison, while the Chair and
CHor discussed benchmarking. TL also sought an update on
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the bed rail alert, with CHob explaining the risk-based
approach being taken.

2. PSIl & DoC report

SR presented the usual report detailing patient safety
incidents (PSIs) and learning responses, noting that despite
the pressure from the volume of cases, all investigations are
on track and within the six-month completion timeframe. She
highlighted that deaths in custody have been addressed, with
a meeting planned with solicitors to review these cases and
consider a thematic review, leveraging their existing
involvement, she concluded by inviting questions on the
report.

During the discussion, the Chair inquired about the reporting
of duty of candour, to which SR responded that it is
completed as standard for all relevant cases and agreed it
could be made more explicit in the report. TL sought
clarification on the "permission to pause" and the bed alert
incident, with SR confirming the incident was not related to
required alert actions and was an issue with Mediquip. SEA
explained that "permission to pause" is a method to
disseminate key learning or information across the
organisation, prompting staff to pause their work to read and
learn from the information.

Full Assurance

Full assurance was
taken on the basis
that going forward
Duty of Candour is
explicitly highlighted
within the report.

3. Policy Tracker

SR reported that the policy tracker is improving, with fewer
overdue policies and a forward look now in place to anticipate
upcoming reviews. The process now includes early chasing
and preparation for policies due for review, aiming to reduce
the number of overdue items. It was clarified that some items
on the high-risk policy list but not on the overdue list are
actually guidelines, not policies, and noted that the food
hygiene policy has only just become overdue, explaining its
absence from the overdue list.

CHob commented that a couple of overdue policies had been
brought to PSC for approval but were not ready to be signed
off, with work ongoing to complete them by September. SR
acknowledged the high volume of policies coming through

Full Assurance

The committee
agreed that the
policy tracker
should be a regular
item on the meeting
agenda unless there
is nothing to report.
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Committees and suggested a separate meeting might be
needed to handle the workload.

TL raised concern about the Stoke Heath constant observation
policy being significantly out of date and asked if it could be
prioritised for review and completion, to which SR agreed and
CHob acknowledging the Divisional Clinical Lead had been
spoken to in this regard. The Chair noted that the deteriorating
patient and risk of sepsis policy was not on the overdue list,
and SR explained it is likely categorised as a guideline rather
than a policy. SEA clarified that the high-risk policies have a
forward look and that the deteriorating patient policy is not
overdue yet but is coming up for review in the next three
months.

4. QSC related BAF risks & Corporate Risk Register

SR shared the QSC-related Board Assurance Framework
(BAF) risks paper, highlighting that the quarter one position for
delivery of objectives related to quality improvement was
assessed as green, indicating the team is on track. Four risks
linked to this objective were discussed: quality improvement
team capacity, completion of actions linked to learning
responses from the PSIRF audit, potential for patient harm due
to waiting times, and recruitment challenges. It was noted that
actions have been updated with no overdue items at the time
of reporting.

She also highlighted the closure of the risk around demand
and capacity, explaining that the risk has shifted from restoring
pre-COVID activity levels to managing increased post-COVID
demand, impacting waiting times and patient experience. The
wording of this risk was updated in consultation with CHor.
Actions for this risk include implementing a harm assessment
policy and auditing the consistency of its application. Another
risk discussed was the recovery and redesign of patient
pathways and prevention, also marked green for quarter one,
with no overdue actions. Two linked risks were operational
capacity to undertake all programmes of work and internal
governance and operational oversight arrangements for
system programmes, which will be addressed through group
work and shared services initiatives. SEA added that a Rio
report on harm reviews had been completed, noting that 214

Partial
Assurance
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harm proformas were completed under the new format since
May.

5. Corporate Risk Register

SR discussed and shared on screen the five corporate risks,
noting that all are overdue for review and will be followed up
outside the meeting. The risks include challenges in therapy
recruitment, which has been on the register for several years
and will be reviewed to determine if it remains at the current
risk level; the impact of industrial action, which needs updating
to reflect the current context; the risk of patient harm and poor
experience due to temporary escalation spaces in use on
Ward 36, with CHob advising not to close this risk until the
RRU’s hand over; rescheduled and cancelled visits, which is a
long-standing problem that needs to remain on the register;
and the single point of referral risk for UEC, which also needs
review. Additional risks mentioned include Housekeeper
capacity across inpatient wards and the effect of agency
staffing on service delivery in the people management sector,
which may no longer be a risk and could potentially be closed.

The Chair inquired about the frequency of the Board
Assurance Framework (BAF) reports, to which SR responded
that the BAF will come every month as a standing report to the
Committee. DrG suggested that when presenting the BAF, it
would be useful to triangulate the risks by showing what harm
the risk could have posed or is still posing, and what
mitigations have been put in place until the risk is removed. SR
confirmed that the detail is included in the report, with risks
assessed based on impact and likelihood, existing controls,
and further mitigating actions. CHob commented that it is great
to see the Coporate Risk Register now in a manageable state
and suggested comparing the current Corporate Risk Register
with the previous version to ensure all necessary items have
been transferred or moved appropriately.

Partial
Assurance

6. NHS Resolutions report

CHob commented that the NHS Resolution report had already
been discussed at Patient Safety Committee, where it was well
received. She highlighted that the report offers strong

Full Assurance

The Chair
commented that
quarterly reporting
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assurance, particularly as system partners have seen an
increase in claims while the Trust has seen a decrease. CHob
also praised Amy Fairweather for her excellent work in this
area.

SR agreed, noting that she keeps the process running
smoothly. She added that the Governance Team now ensures
any claim indicating harm is taken through the patient safety
process, providing extra assurance. SR also mentioned that
learning from claims can be challenging due to the time lag,
but the team is now more proactive in this area.

might not be
sufficient to see
significant changes,
and the Committee
agreed to move the
NHS Resolution
report to six-monthly
reporting.

7. Quarterly Mortality Learning from Deaths report

DrG reported a total of 19 deaths in the quarter, with one
unexpected death in May involving a patient under virtual ward
care with multiple co-morbidities. The Medical Examiner
confirmed the cause as extreme heart disease and failure,
requiring no further investigation, and no additional learning
was identified. There were also two custodial deaths. Initial
findings indicate that nothing more could have been done from
the health team's side, and the Trust is awaiting PPO (Prisons
and Probation Ombudsman) reports for further learning. SR is
taking these cases to Solicitors for further thematic review.
Additionally, there were four deaths related to frailty, and none
related to learning disabilities in Community Hospitals and
Virtual Wards.

Opportunities for improvement were identified, including one
patient not receiving their preferred place of death and a
couple of cases where respect forms were not completed.
Good practices included open access for visitors for end-of-life
care, maintaining patient safety and dignity, and most patients
now having respect forms completed and improved symptom
management. TL asked for more details about the Whitchurch
case, and DrG responded that a deeper review is needed to
determine if the staff were temporary or if other factors were
involved. SR suggested coordinating with Lindsey Leach,
Senior Governance Manager, to track actions through the
Datix system, and SEA offered to track actions through the
palliative and end-of-life care group. The Chair emphasised
the importance of following up on missed opportunities for
improvement and questioned whether further understanding is

Partial
Assurance

The chair requested
a deep dive into
Whitchurch in
October.
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needed regarding several serious incidents at Whitchurch.
CHob acknowledged ongoing concerns at Whitchurch and
mentioned efforts to address issues related to leadership and
culture. CHob also requested that for further assurance
relevant actions to address issues of learning should be
included in future reports and actions monitored via the End-
of-Life Steering Group.

8. Annual IPC Report

SEA presented the annual IPC (Infection Prevention and
Control) report for 2024/25, structured around the 10 criteria of
the Health and Social Care Act. She noted that the contents
page dates need updating from 2023/24 to 2024/25. The
report highlighted a significant number of audits completed,
annual hand hygiene assessments consistently above 95%,
and the achievement of the MRSA screening target at 97%.
However, challenges included 11 outbreaks during the year,
with two norovirus outbreaks lasting several weeks, and
exceeding the C. Diff threshold with nine cases against a target
of four. The report also detailed achievements against the IPC
strategy and outlined focus areas for the coming year, with
external assurance received from NHSE and ICB colleagues.

TL and the Chair praised the IPC annual report, describing it
as excellent and among the best received. TL expressed
strong approval for it to go to the Trust Board, acknowledging
the challenges faced but emphasising the positives. The Chair
supported the report's progression to the Trust Board, with the
only amendment being to update the dates on the contents
page. She also suggested that the report should include an
increased focus on identifying people at risk of developing an
infection, particularly regarding C. Diff, for the next year.

Full Assurance

Approved by
committee to go to
Board

9. IPC BAF

SEA presented the IPC BAF (Infection Prevention and Control
Board Assurance Framework), noting that it had been
reviewed by a multidisciplinary group and is now on version
five. Out of 54 key performance indicators, 38 are fully
compliant and 14 are partially compliant. No further detailed
content or the full text of the BAF was included in the transcript.

Full Assurance

Committee were
happy to approve
the IPC BAF for
onward submission
to Trust Board.
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TL asked for clarification about the food hygiene training,
specifically whether any training was happening across the
organisation, as she had read it as if there was none. SEA
clarified that staff had received training, but some refresher
training was overdue. TL confirmed that her concern was
about ensuring no one was handling food without training and
was satisfied with the explanation.

10. Fuller Update

SEA provided an update on the Fuller Inquiry, explaining that
this was an update to the original paper. Phase One of the
inquiry was published in November 2023, and out of the 17
recommendations, five are not applicable to the organization
due to the lack of an HTA licence or mortuary management
responsibilities. Phase Two of the inquiry was launched in
early February 2024, but the final report has not yet been
published. An interim report was released, but it was only
relevant to the funeral sector. The paper presented updates on
the Phase One recommendations and actions relevant to the
organization, detailed in Appendix A, with six actions
completed and three in progress.

The chair thanked SEA for the comprehensive report.

TL asked whether any of the three amber (in progress) actions
in the Fuller report carried significant risk for the organization
until completed. SEA responded that she did not think so,
explaining that further assurance was being sought on external
contractors' DBS checks, but current processes ensure no one
is unaccompanied in mortuaries and CCTV is in place, so high-
risk actions have been completed. It was confirmed that when
the final Phase Two report is published, a final report will be
brought to the Committee for an update.

Full Assurance

11. Thematic review of Patient Absconsion

It was confimed that the thematic review on patient absconsion
had already been discussed at the Patient Safety Committee,
where there was thorough satisfaction with the actions lan is
proposing. CHob noted that the review will return to the
Committee in a few months. CHob also mentioned the Wander
Guard system referenced in the report, stating she had asked

Full Assurance
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lan Gingell, to pause purchasing batteries for it while CHor and
SEA’s teams assess whether it is still the right solution for
these types of patients.

SR highlighted that the thematic review was prompted by two
cases at Bishop's Castle, noting that historically, there had
been a good track record except for these isolated incidents.
She concluded that this provides assurance, as there have
been no further incidents since, suggesting the organisation is
effectively managing this area.

CHob added that the team at Bishop's Castle has received
significant support and training around patient absconsion,
which should prevent such incidents from happening again.
Sharon include ICB title inquired about the recommendations
and action timelines, and CHob responded that a further report
with comprehensive details is scheduled to come back to the
Committee.

The Chair concluded that the Committee is satisfied with the
thematic review, with the understanding that the
recommendations and actions will be revisited in future
meetings.

12. Fire Safety Group Update

The Fire Safety Group has met and established administrative
processes, including the ability to produce minutes and a
Chair’s report, aligning with other reporting Committees.
Estates work required for fire safety is on track, with either
completion or scheduled dates for outstanding items. SR has
met with the fire service multiple times, with another meeting
scheduled to conclude their audit and receive findings. The
Fire Service is reportedly comfortable with the current state of
the buildings. Staffing and evacuation drills have been
reviewed and completed, with staffing increased where
necessary, and the fire service is satisfied with these
measures. A challenge remains in identifying the responsible
person for fire safety management in each building and
ensuring they have the appropriate training, with a plan
expected by the next meeting.

Full Assurance

Full assurance
taken on the basis
that a briefing note
would be circulated
to the committee
following the
meeting with the fire
service to conclude
their audit and
receive findings. An
extraordinary
meeting may be
scheduled in August
dependant on the
outcome of the
upcoming meeting
with the Fire
Service.
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The fire safety policy has been reviewed and updated, but
several supporting protocols are missing, which Rob Lamb is
prioritising for completion by autumn. Governance has been
strengthened by establishing the Fire Safety Group, with
responsibilities now moved to the governance team and
tracked in Datix. Lindsey Leach, has developed a dashboard
for fire safety, providing a one-stop oversight tool. SR
expressed confidence in the Trust’s position ahead of the Fire
Service meeting and thanked the operational and governance
teams for their efforts.

The Chair questioned the appropriateness of the Fire Safety
Group reporting to the Quality and Safety Committee, but SR
explained that it provides the necessary level of assurance
given recent regulatory concerns. CHob agreed with this
structure, and Ganesh raised concerns about practical fire
safety at the frontline, which Shelley acknowledged, stating
that efforts are ongoing to ensure every building has a
nominated, trained person responsible for fire safety.

The Chair suggested receiving virtual assurance in the
meantime, and Shelley agreed to provide a briefing note after
the upcoming fire service meeting.

13. Chairs Reports

Infection Prevention & Control

CHob highlighted Susan Watkins, the Chief Pharmacist, for
consistently providing exemplary assurance through her
reports. CHob raised an ongoing concern about uniform
compliance, urging colleagues to call out non-compliance
during visits, as she frequently notices issues. She mentioned
a specific point about self-audits, where one division failed to
complete audits because the Housekeeper was absent to
remind them. CHob found this unacceptable, emphasising that
qualified Nurses should know their responsibilities and
proceed without reminders. She concluded that, apart from
these points, there was full assurance on most matters and
nothing else to escalate. CHob also noted that there was no
ICB member present at the meeting.

Clinical Effectiveness Committee

Full Assurance

Full Assurance

10
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DrG reported that some audits had been completed and would
be presented at the next meeting. The audit data showed
improvements in pressure ulcer and malnutrition, while other
areas were lagging but expected to improve. He discussed a
new software tool called AMAT, which had been demonstrated
to the audit lead, Michelle Bramble. The tool was praised for
its capabilities in capturing audits, tracking, and learning, and
the executive team would review it for potential adoption. The
Committee agreed on the importance of a structured process
to review audit outcomes, which the AMAT system would
support. DrG also noted an expression of interest from
research staff to join the group and had invited them, believing
their participation would be useful.

TL asked about the low number of audits regarding lower limb
assessments from a CQUIN perspective and whether this
should be addressed by the Q&S or another subgroup. CHob
responded that the details would come through the CQUIN
report. CHor commented on the need for flexibility in
standardising clinical documentation audits for different
professional groups.

The Chair asked if there were enough operational people in
the Clinical Effectiveness meeting, and DrG responded that
audit topics are discussed in their SDGS groups, with clinical
leads co-opted as needed. CHob emphasised the need to
review Committee membership to ensure the right people are
present for effective assurance. CHor  highlighted the
importance of having clinical leads in the Committee and
supported bringing the research and innovation team into the
forum.

Patient Safety Committee

The meeting was lengthy and heavy, partly because it is now
held bimonthly to free up capacity for busy staff. Full assurance
was given in most areas, but only partial assurance was given
on the NEWS2 audit, which was disappointing. CHob was not
satisfied with the action plan, noting the actions were not
SMART and would not deliver the needed improvements. The
audit will be brought back to the next Committee and then to
QSC for further assurance.

Full Assurance

NHS Trust
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A resuscitation meeting paper was submitted, but no one was
present to answer questions, so the Chair refused to accept it
and requested the responsible person attend the next
Committee. Additionally, a serious case involving a patient and
their mother who died in a house fire was discussed,
highlighting learning points around emollients, air mattresses,
and professional inquisitiveness in the home environment.
Due to its sensitivity, this powerful story is proposed to be
shared with the Board in a private session.

Health & Safety Committee

The report covered the June meeting, where one reportable
RIDDOR incident and 15 health and safety incidents were
discussed, with no needle stick injuries reported. The Fire
Safety Group terms of reference were approved but later
decided to be sent to the Quality and Safety Committee
instead. Additionally, the asbestos policy was approved.

SR mentioned that the HSE is currently at RJAH, conducting
checks on skin conditions and needle stick injuries, primarily
in the occupational health space. lan noted that similar reviews
are being conducted across organisations as part of routine
spot checks by the HSE. SR emphasised that the absence of
needle stick injuries is positive and that the HSE visits are
routine rather than triggered by specific issues, although there
is a possibility they may visit this organisation as well.

The Chair inquired about the progress on the bed rails alert
and when the work would be concluded to which she was
informed there is a risk-based approach and ongoing work
through a system group.

CQC Steering Group

The main topic discussed was the recent CQC engagement
meeting, which CHobb had already briefed the Committee on.
There was concern about the patient and public information
policy and the length of time it is taking to complete, noting it
is a joint policy with SaTH and is on the QSC policy tracker.

CHob commented that the statement of purpose, which the
Exec signed off, is now out for consultation with Divisional
managers. CHob clarified that if there are suggested

Full Assurance

Full Assurance

NHS Trust
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amendments, it will need to come back to Execs before going
to CQC, as the report currently reads like it will go straight to
CQC after divisional managers review it. CHob also
referenced last month's QSC, where Nicola Dixon presented
on briefcases and noted that 31 areas hadn't accessed them.
CHob asked SEA to escalate to Execs if, after the next CQC
meeting, there are still services that haven't accessed
briefcases, so action can be taken to support them.

Learning from Deaths

This was not discussed as it had all previously been discussed
in the Learning from Deaths Quarterly Mortality report.

Full Assurance

NHS Trust

14. Bi-Annual Quality Dashboard Review

SEA provided an update on the quality indicators for all four
Community Hospitals, following up on the Bishops Castle
Improvement plan, covering the period from January to June
2025. She acknowledged concerns about Whitchurch, noting
a significant increase in reported incidents and three patient
safety investigations commissioned. The top three incident
types at Whitchurch in June were pressure ulcers, medication,
and staffing/workload, with the medicine safety officer
supporting improvement work on missed doses and
signatures.

Across the four hospitals, there were 17 acquired pressure
ulcers, mostly category 2, with one category 4 at Whitchurch,
which is a PSI. There has been significant improvement in the
completion of pressure ulcer and nutrition risk assessments.
Falls remained largely consistent, but SEA recommended
future reports drill down to ward level and use SPC format for
better trend analysis. IPC audit improvements were seen at
Bridgnorth and Whitchurch, but Ludlow showed a decline in
compliance in the last two months. Housekeeper recruitment
and standardisation need prioritisation. Patient experience
data has been strengthened, now including a drill down of
inpatient survey questions, with a theme around
communication and discharge prompting a request for a deep
dive. The Committee was asked to note the information, gain
assurance that processes are in place to monitor quality

Full Assurance

The Chair
suggested that it
might be beneficial
for one of the
Community Hospital
Managers to
present the
progress they've
made against these
recommendations at
a future meeting,
framing this as a
development
opportunity for the
managers.

Committee
approved the
recommendations.
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metrics, and approve the recommendations at the end of the
report.

TL commented on the inpatient surveys, asking for a
breakdown by Community Hospital for clearer data
presentation.

15. Approvals

Learning from Deaths Terms of Reference

- Amendments were made to the membership,

- DoN will be included within the membership

- Deputy Director of Nursing is to be removed from the
membership and will act as a deputy to the DoN if
needed

- Non-Executive Director was removed from the
membership

Committee approved following the amendments

Fire Safety Group ToR
Approved

16. Meeting Evaluation and AOB

Following concerns that were raised at the last Committee
about ShropDoc cover ending out of hours cover on the RRUs,
work has been ongoing to resolve the issue. CHob confirmed
that a solution has been found and SaTH colleagues will
support out-of-hours cover for the RRU’s during the interim
period, so the risk is now resolved.

4. Approvals
ltem: Status:
Learning from Deaths Terms of Reference Approved
Fire Safety Group Terms of Reference Approved

5. Conclusion

The Board of Directors is asked to note the meeting that took place, and the assurances obtained.
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1. Purpose of Paper

1.1.
This

paper aims to provide assurance to the Board to support the organisation in the provision of

evidence against key lines of enquiry and to contribute to the Trust strategic goals and priorities.

2. Executive Summary

2.1 Co

ntext

The report aims to:

* Provide the Board with an executive summary focusing on areas for and areas of improvement.

» Provide access to the suite of detailed quantifiable information from the Trust’s single data
performance repository for reliability and accuracy.

» Track progress of actions being taken to improve areas identified as requiring improvement

2.2Sum

mary

5 of the 19 Quality and Safety dashboard KPIs are showing special cause variation of a concerning

nature
[ ]

The PSI
ongoing

in Month 3 (June)

Clostridium Difficile — There has been no further cases reported in June. The organisation has
had 4 Hospital-onset healthcare associated (HOHA) C-difficile cases YTD. Thematic reviews are
scheduled quarterly. Actions for improvement are ongoing with a specific focus on cleanliness.

E-Coli bacteraemia has remained at 2 cases for the rolling 12 months. There were no cases reported in
June.

There was 1 unexpected death in June; a patient was found in their home by a community team. On
further investigation, the Coroner did not require any further investigation and death was attributable to
natural causes.

The Information department have changed how they are reporting the ‘National Patient Safety Alerts not
completed by deadline’ KPI, so this will show as 1, from March 24 to date. An initial breach of deadline was
reported 15t March 2024 in relation to the Bed Rails Safety alert and this action plan is monitored through
Patient Safety Committee.

There were two Category 4 pressure ulcers reported in June. All appropriate actions were taken, and both
cases were discussed at PSIP.

RF priorities although not demonstrating special cause variation have been included to demonstrate the
improvement actions being taken:
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In June 2025 there were 20 inpatient falls reported within our care at the Community Hospitals and
Rehabilitation and Recovery Wards compared to 23 in May. There is a minor discrepancy with the rate of
falls per occupied bed days and discussions are being held with the information team to review the way we
measure falls data. Falls thematic reviews are presented quarterly to Patient Safety Committee. Falls
related to new onset confusion and cognitive impairment amounted to 7 cases, constituting 35% of the
total falls this month.

There were zero category 3 pressure ulcers reported in June.
There were zero medication incidents resulting in patient harm reported in June.

There were 2 PSlI's declared for June 25. The first involves review of a January ligature death occurring at
HMP Stoke Heath and further receipt of initial PPO findings shared through Health and Justice
Commissioners. The second relates to treatment and management of a diabetic patient at Whitchurch
Hospital.

Trajectories for both Falls and Medication KPls demonstrate seasonal variation rather than month on
month improvement based on analysis of last 24 months data.

Safer staffing data

Data reporting period covers May 2025 and is an improving picture.

Average fill rates for RNs were over target at 103% for day and 104% for night shift, this was due to
escalation beds open on Ward 36.

Average fill rates for non-registered workers were over target at 125% for day and 139% for night, this was
due to escalation beds and higher dependency of patients requiring enhanced supervision.

Harm review data remains in the report in previous format and awaiting addition to the Quality and Safety
Dashboard. This has been highlighted as a potential new KPI with a draft definition in place to add to the
performance framework that will require Trust Board approval. Moderate harm incidents are reviewed as part of the
Trust's weekly Patient Safety Incident Panel.

2.3. Conclusion

The Board is asked to:

¢ Note the information in the report.

o Take assurance from the report that appropriate actions are being taken to address any areas of
concern.

e Request any future information that will increase assurance.
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Quality and Safety Committee - SPC Summary

Committee

Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quaiity & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quaiity & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality 8 Safety Committee

Quaiity & Safety Committee

Domain

Well Led
Safe
Safe
Safe
Responsive
Safe
Effective
Safe
Safe
Safe
Safe
Safe
Safe
Well Led
Safe
Safe
Safe
Safe
Safe

Metric

Acting to improve safety - safety culture theme in the NHS staff survey
Category 3 Pressure Ulcers

Category 4 Pressure Ulcers

Clostridium difficile infection rate

Complaints - (Open) % within response timescales

Consistency of reporting patient safety incidents

Deaths - unexpected

E coli bloodstream infection rate

Falls per 1000 Occupied Bed Days

Medication Incidents with Moderate Harm

Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia infection...

Mational Patient Safety Alerts not completed by deadline

MNever Events

Overall CQC Rating

Patient Safety Incident Investigations

Safer Staffing - Average Fill Rate Non-Registered Nurses - Day
Safer Staffing - Average Fill Rate Non-Registered Nurses - Night
Safer Staffing - Average Fill Rate Registered Nurses - Day

Safer Staffing - Average Fill Rate Registered Murses - Night

Latest Date

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-05-31
2025-05-31
2025-05-31
2025-05-31

Variation

DOROEERARERE®

OO®

Month
Value

Good

125%
139%
103%

Month
Target

Good

95%
95%
95%
95%

Month
\ariance

30%
445
B%
9%

Good

125%
139%
103%
104%

YTD Target YTD Variance Assurance

Good

95%
95%
95%
95%

30%
44%
8%
9%

CeCReLOCECEEROLE®

)@

QOC
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Exception Report - Action Plan

Clostidium difficile infection rate

KPI Description h‘;";‘;st;g Jan-25 | Feb-25| Mar-25 | Apr-25 | May-25 | dun2s | ymo |©
Clostidium difficile| Number 9 9 9 12 13 12 12
infection rate Target 4 4 4 4 4 4 4
Trajectory| Jul-25 | Aug-25| Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26
Number 0 0 0 0 0 0 0

Closiridium difficile infection rate. Trust

There has been zero C-Diff cases reported in June. The rolling 12 months total now stands at 12 and there have been 4 cases YTD against an annual threshold of 4. APost Infection Review is

o
-%_ completed for each case with many patients having been on multiple courses of anti-biotics for other infections identified as the most probable cause. Quarterly thematic reviews will continue for 25/26
5 to identifyimprovements in systems and processes required.
7
3
% The four cases YTD for 2025/26 are:
2 April: Ward 36 x2 and Ludlow x1
I May: Ludlow x 1
©
4
Start Date | End Date Status Outcome
Dec-24 Feb-25
Thematic review of all C-Diff cases Complete Report presented at March IPCC. For Quarterly thematic reviews in 25
Rolling annual deep clean programme for Community Hospitals and RRUs to be Jan-25 Apr-25 Whitchurch has been deep cleaned in July 2024. Lludlow, BCCH and
developed Complete Bridgnorth have had bay by bay deep cleans following recent
outbreaks. Plan in place for 25/26 for Community Hospitals.
£ Apr-25 Mar-26
o Request Ribotyping for potentially linked cases In progress Will be monitored as part of quarterly thematic reviews
c
g May-25 Jul-25
2 Observation and mapping of deep clean process to be completed by IPC team Complete
Jun-25 Aug-25 Paper went to IPCC April 2025 demonstrating need for
. . . standardisation and increase of Housekeeper hours available on
Increase number of Housekeeper hours available across the Community Hospitals In progress . . ) : - ) oo
each inpatient ward. Discussions taking place with Divisional
Clinical Managers to implement.
Create visual aids (videos or posters) on how to clean key pieces of equipment (i.e. Jun-25 Aug-25
In progress
beds)
Author Sara Ellis-Anderson - Deputy Director of Nursing and Quality and Deputy| Date 21/07/2025
DIPC
SEETIEID Clair Hobbs - Director of Nursing, Quality and Clinical Delivery Date 21/07/2025
Officer Approval
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Category 3 Pressure Ulcers: Trust
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g There were two category 4 pressure ulcers developed in service in June 2025, both of which are to be presented at PSIP. The Tissue Viability team provides monthly support through caseload
= reviews, discussing complex wounds and pressure ulcers, as well as offering customised training required by the IDT teams. Additionally, "Back to Basics" virtual sessions on pressure ulcers are
15 scheduled for all teams to update them on classification and PURPOSE T.
(7]
3
% The graph refers to three category 4 pressure ulcers however when assessed one was not developed in service. The data and graph will be adjusted for future reports.
2
s
G
z
Start Date | End Date Status Outcome

Roll-out PURPOSE T implementation to community hospitals Dec-24 Apr-25 Complete

Recorded training videos for Pressure Ulcer Prevention (How to complete . . .
c PURPOSE T assessment, how to measure a wound etc) Jan-25 May-25 Complete Completion date for videos is 16th May
]
c Bitesize Pressure Ulcer classification virtual sessions to include Q&A section on May-25 Sep-25 In progress Training dates have gone outand staff booking onto sessions
o PURPOSE T
k3]
<

Revising pressure ulcer competencies in line with NWCS core corriculum Mar-25 Jul-25 In progress

QEIAto be completed with suggestion to make Pressure Ulcer Awareness training 01/06/2025

) Mar-25 In progress
mandatory and role specific Aug 2025
Author Jodie Jordan - Tissue Viability Service Lead Date 18/07/2025
A ntabl
ElTi=l D Clair Hobbs - Director of Nursing, Clinical Delivery and Workforce Date 21/07/2025
Officer Approval
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Exception Report - Action Plan

Falls per 1000 occupied bed days

Latest 6 @ Falls per 1000 Occupied Bed Days: Trust
KPI Description Jan-25 | Feb-25| Mar-25 | Apr-25 | May-25 | Jun-25 YTD
months
Falls per 1000 Number 4.34 5.19 6.71 5.19 5.27 5.36
OBDs Target 4 4 4 4 4 4 T T :
Trajectory| Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26
Number 4.50 4.00 4.50 4.50 4.50 4.50 4.50
In June 2025 there were 20 inpatient falls reported within our care atthe Community Hospitals, Rehabilitation and Recovery Units. This equates to a rate of 5.36 falls per 1000 Occupied Bed Days
& (OBDs). The number of falls and OBD reflects the removal of duplicated falls recorded in Datix.
g The number of falls per individual Community Hospital site is as follows: a reduced falls rate at RRU PRH Ward 36 (1). Number of patient falls remained static at Bridgnorth (3), Bishops Castle (5),
2 RRU RSH Ward 18 (3), Whitchurch (6) and Ludlow (3). The Community Hospital sites with the highest number of falls per 1000 OBDS, were Bishops Castle (10.8) followed by Whitchurch (9.8). The
o indicated level of harm recorded is falls recorded as no harm/injury, (4), Low harm falls (14), moderate harm, falls (2) with injuries including head injury/lacerations and bruising.
5 The new mandatory field in Datix includes detailed contributory factors linked to each individual fall. It was noted that (3) patients had a new onset of confusion or change in medical condition, which
e contributed to their falls. (4) patients had a diagnosis of confusion related to cognitive impairment. Two falls were related to continence, occurring when patients were mobilising from the bay to the
"§ bathroom. Additionally, (6) falls occurred in bathrooms.
s The data collected this month reveal that 14 falls occurred during the daytime (between 8 am and 8 pm), whereas (6) falls took place at night (between 8 pm and 8 am). There were (15) unwitnessed
= falls recorded. There were 7 falls linked to new onset confusion or cognitive impairment, accounting for 35% of all falls, with 5 occurring unwitnessed. This issue is currently being addressed through
the development of the ETOC project.
Start Date | End Date Status Outcome
Slight delayin project due to staff sickness in Ludlow . However ,
Improving Hydration, reducing UTIs pilotin Ludlow Community hospital . Sep-24 Sent 2025 In Progress Jug lids have been ordered and training has commenced with an
P aim to go live from 1st August .
Pilot of chair, bed and toilet sensors commencing July 15th at
s Digital falls equipment pilot at Brignorth and Whitchurch community hospital Jan-25 Jul-25 In Progress Whitchurch and 16th at Bridgnorth Community Hospital. Results of
o pilot will feed into August QSC report.
c
S
S
< " Ludlow Dinham ward assessed on 30/6/2025 with the Alzheimer's
roting Society Dementia Friendly Environment checklist. Project Lead now
NEW Re-invigorated Project re: Dementia friendly environment standardisation. Jun-25 p;ro?ralitmz— In Progress allocated to Admiral Nurses Cheryl Scarrott; Emma Butler and QI
rstsite by faciliator is Hayley Grice, Clinical Lead for Quality and Holly Grainger,
end of year
IPC Nurse.
) L . 01/06/2025 ETOC programme is underway, a new policy will be developed and
Review and update of Enhanced Supervision Policy Apr-25 Aug-25 In Progress shared on completion of the project.
Accountable Sarah Venn - Clinical Lead for Quality Date 09/07/2025
Officer Approval - - - — -
Clair Hobbs - Director of Nursing, Clinical Delivery and Workforce Date 21/07/2025
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Exception Report - Action Plan

Medication Incidents with Moderate Harm

LateSt 6 @ Medication Incidents with Moderate Harm: Trust
KPI Description Jan-25 | Feb-25| Mar-25 | Apr-25 | May-25 | Jun-25 YTD
months
Medication
Incidents with
Moderate Harm Number 2 4 0 6
Target 0 0 0 0 0 0 0
Trajectory| Jul-25 | Aug-25| Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26
Number 2 5 5 5 5 6 6
E g All of these incidents are included in the Patient Safety Incident Response Framework (PSIRF) quarterly thematic review.
s 2
© =
:":, a < There were no moderate harm incidents reported in June 2025.
za
Start Date | End Date Status Outcome
£ LBE has now setup T&F group to finalise documentation due to
o MSO to Ilalsg with education team regarding re-implementation of insulin Sep-24 Oct-25 i) s document not being approved at team Ief':\der megtlng (|tyvas
c documentation booklet reported that the document would not suit all district nursing
-% services).
Review and update of inpatient medicines administration chart Apr-25 Sep-25 In Progress zlrra]?tl changes submitted to printers by SW on 7/7/25. Awaiting final
Author Lucy Btar.rass-Evans - Medicines Safety Officer and Non-Medical Date 08/07/2025
Prescribing Lead
Accountable Clair Hobbs - Director of Nursing, Quality and Clinical Delivery Date 21/07/2025
Officer Approval
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Exception Report - Action Plan

Deaths - Unexpected

KPI Description ﬁ";‘ﬁ;g Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 | vro  |© '
Deaths - Number 1 0 0 0 3 1 3
unexpected | Target 0 0 0 0 0 0 0

Trajectory| Jul-25 | Aug-25| Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26

Number 0 0 0 0 0 0 0

L e e e R e e T R E R L PP

In accordance with the Trust's Learning from Deaths Policy, all deaths that are unexpected are required to be added to the Trust's Incident Reporting System and a Learning from Death
Review Completed. There was 1 unexpected death recorded in June of a patient found in their home by a Community team. On further investigation, the Coroner did not require any further
investigation and death was attributable to natural causes. No problems in care identified through discussion at Patient Safety Incident Panel.

Action Plan |Narrative/Description]

Start Date | End Date Status Outcome
The Trust's Learning from Death Policy was ratified at January's Patient Safety Committee and Jan-25 Comblete
formally approved at January's Quality and Safety Committee. P
Author Amy Fairweather - Patient Safety Officer Date 10/07/2025
Accountable Dr Mahadeva Ganesh Date 21/07/2025
Officer Approval
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Exception Report - Action Plan

Safer Staffing - Average Fill Rate Registered Nurses - Day: Trust

o Latest 6 @ Saler Stalling - Average Fill Rale Registered Nurses - Day: Trust
KPI Description Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 YTD
months t
% 112.0% | 105.0% | 108.0% | 106.0% | 103.2% | 103.2%
Safer Staffing
Target 95.0% | 95.0% | 95.0% | 95.0% 95.0% 95.0% :
Trajectory| Jun-25| Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 — -
% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | = --oooeommmmmmmemommimieeieecemeee b

Bishops Castle - 102%
g Bridgnorth - 98%
5 Ludlow - 101%
B Whitchurch - 90%
2 PRH RRU Ward 36 - 109% 9% for escalation beds being opened
% RSH RRU Ward 18 - 104% 4% High acuity
=
s
s
z

Start Date | End Date Status Outcome

Bi-annual safer staffing review to review establishements against SNCT Jan-25 Jun-25 Complete

data sets and whether any changes are required
E National ETOC programme application for cohort two and to collect Mar-25 Apr-25 Complete Data submission 28th March 2025. Have bee approved for the ETOC
o baseline data for submission programme.
c
-% Further education with the ward managers around the health roster and Feb-25 Apr-25 Completed and |Check and challenge meeting to address this action
< adding additional shifts ongoing

Apr-25 Jun-25 Complete
ICB Peer review of staffing fill rates
Author Tracie Black, Associate Dfrectorfor Nursing Workforce and Date 14/07/2025
Professional Standards
Accountable |[Clair Hobbs - Director of Nursing, Quality and Clinical Date 21/07/2025

Officer Approval

Delivery
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Exception Report - Action Plan

Safer Staffing - Average Fill Rate Registered Nurses - Night: Trust

Latest 6 @ Saler Stafling - Average Fill Rate Registered Nurses - Night: Trust
KPI Description Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 YTD
months :
% 109.0% | 109.0% | 104.0% | 108.0% | 103.9% | 103.9%
Safer Staffing
Target 95.0% | 95.0% | 95.0% | 95.0% 95.0% 95.0%
Trajectory| Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 [ Dec-25
% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%
5 Bishops Castle - 100%
E_ Bridgnorth - 100%
h Ludlow - 100%
2 Whitchurch - 98%
% PRH RRU Ward 36 - 148% 48% escalation beds being opened
= RSH RRU Ward 18 - 100%
©
=
©
=z
Start Date | End Date Status Outcome
Bi-annual safer staffing review to review establishements against SNCT Jan-25 Jun-25 Szl
data sets and whether any changes are required
= National ETOC programme application for cohort two and to collect Mar-25 Apr-25 Complete Data SmeISS.IOr‘I 28th M?rch 2025 (regional request received wc
i . L 17/3/25). Await confirmation as to whether we have been succesful
o baseline data for submission S
= in joining cohort two.
.f_j Feb-25 Apr-25 Completed and |Check and challenge meeting to address this action
O Further education with the Ward Managers around the health roster and ongoi
< . L ) going
adding additional shifts
Apr-25 Jun-25 Complete
ICB Peer review of staffing fill rates
Author Tracie Black, Associate D.|rector for Nursing Workforce and Date 14/07/2025
Professional Standards
I-‘tccountable Cla!r Hobbs - Director of Nursing, Quality and Clinical Date 21/07/2025
Officer Approval|Delivery
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Exception Report - Action Plan

Safer Staffing - Average Fill Rate Non-Registered Nurses - Day: Trust

LateSt 6 Saler Stalling - Average Fill Rate Nan-Registered Nurses - Day Trust
KPI Description Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 YTD
months . "
% 146.0% | 151.0% | 134.0% | 137.0% | 125.1% | 125.1% y
Safer Staffing
Target 95.0% | 95.0% | 95.0% | 95.0% 95.0% 95.0%
Trajectory| Jun-25| Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25
% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% [ 100.0% | 100.0%
'g Bishops Castle - 110% 10% one to one shifts
5 Bridgnorth - 104% 4% for one to one shifts
5 Ludlow - 98%
2 Whitchurch - 134% 34% one to one shifts
% PRH RRU Ward 36 - 182% 22% one to one shifts and 60% escalation beds being opened.
= RSH RRU Ward 18 - 136% 36% one to one shifts
£
©
2
Start Date | End Date Status Outcome
Daily review of patients requiring enhanced supervision at the Jan-25 Feb-25 Complete
Red/Amber staffing meeting to ensure parity across all inpatient areas SOP in place
with agreed maximum levels.
Review of Enhanced Supenvison policy and behaviour charts to allow for Mar-25 Jul-25 HICOIES . .
. Reivew underway and will be completed by end of July 2025
more timely step down
National ETOC programme application for cohort two and to collect Mar-25 Apr-25 Complete Data subm|S§|on 28th M.arch 2025 (regional request received wc
R L 17/3/25). Await confirmation as to whether we have been succesful
baseline data for submission .
= in joining cohort two.
5 Apr-25 Jul-25 Complete and
5 Quality Improvement Project following peer review ongoing meeting held to commence work on ETOC qualityimprovement
8
< Ppr-25 Jun-25 Complete
ICB Peer review of staffing fill rates
Apr-25 Aug-25 In Progress
Review of Memory and Health and Wellbeing worker role to be completed Under review
Apr-25 Jul-25 Complete
Review of shift patterns for inpatient areas shift patterns reviewed and paper to JNP
Author Tracie Black, Associate Dl|rector for Nursing Workforce and Date 17/07/2025
Professional Standards
Accountable Clair Hobbs - Director of N.ursmg, Quality and Clinical Date 21/07/2025
Officer Approval Delivery
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Exception Report - Action Plan

Safer Staffing - Average Fill Rate Non-Registered Nurses - Night: Trust
L L at e St 6 '@ Saler Stalfing - Average Fill Rale Non- Registered Nurses - Night Trust
KPI Description Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 YTD
months g
% 177.0% | 166.0% | 156.0% | 159.0% | 139.4% | 139.4% -
Safer Staffing
Target 95.0% | 95.0% | 95.0% | 95.0% | 95.0% 95.0% E 5
Trajectory| Jun-25 | Jul-25 [ Aug-25 | Sep-25 | Oct-25 [ Nov-25 | Dec-25
% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%
.. Bishops Castle - 122% 22% one to one shifts
é Bridgnorth - 106% 6% one to one shifts
2 Ludlow - 118% 18% one to one shifts
o Whitchurch - 159% 41% one to one 18% escalation beds being opened
8 PRH RRU Ward 36 - 160% 31% one to one 29% escalation beds being opened
E RSH RRU Ward 18 - 167% 67% one to one shifts
.‘E
£
2z
bridgnorth Start Date | End Date Status Outcome
Daily review of patients requiring enhanced supervision at the Jan-25 Feb-25 Complete
Red/Amber staffing meeting to ensure parity across all inpatient areas SOP in place
with agreed maximum levels.
National ETOC programme application for cohort two and to collect Mar-25 Apr-25 Complete Data submlsspn 28th Mgrch 2025 (regional request received wc
. s 17/3/25). Await confirmation as to whether we have been succesful
baseline data for submission o
in joining cohort two.
X X . . Mar-25 Jul-25 In Progress . . . . .
Review of Enhanced Supervison policy and behaviour charts to allow for Policy being reviewd and charts reviewed will be completed by end of]
= more timely step down July 2025
©
o Apr-25 Jul-25 In Progress
E Quality Improvement Project/ETOC following peer review Work commenced on Qualityimprovement project
<
Apr-25 Jun-25 Complete
ICB Peer review of staffing fill rates
Apr-25 Aug-25 In Progress
Review of Memory and Health and Wellbeing worker role to be completed Under review
-25 Jun-25 Complete
Review of shift patterns for inpatient areas Apr un P Shift patterns reviewed and to process to LD at all sites with flexiblity
P P included for staff not wishing to go to LD
Author Tracie Black, Associate Dllrectorfor Nursing Workforce and Date 14/07/2025
Professional Standards
Accountable Cla!r Hobbs - Director of Nursing, Quality and Clinical Date 21/07/2025
Officer Approval|Delivery

14

54



18 Week Referral to Treatment (RTT) Pathways — Harm Proformas

Harm Proformas have been completed for all new patients seen over 52 weeks as an essential, but also for follow up patients if the clinician deems necessary. 1293 harm proformas
have been completed to date; with 85.46% indicating no harm and 13.00% indicating low harm and can be treated and resolved.

There have been 20 cases (1.54%) of moderate harm identified up to April 2025; 14 following delays to first appointment, 4 due to delayed follow up appointments, 1 due to patient

choice delay to commence medication and 1 due to delay of referral onward. All 20 cases have been reviewed by the Clinical Lead who has agreed with the assessment of moderate
harm. These cases have been escalated to the governance team for discussion at weekly panel meeting.

The service is routinely conducting a review of 10% of the harm proformas completed which equates to 129.

The below table and charts display the number of harm proformas completed and percentages of low and no harm - over a 12-month period.

18 week RTT Jun-24 Jul-24| Aug-24| Sep-24| Oct-24/ Nov-24| Dec-24| Jan-25 Feb-25| Mar-25 Apr-25| May-25
Harm proformas completed 537 544 550 586 699 844 968 1064 1111 1132 1212 1293
Number of low harm 114 116 118 127 134 143 151 155 157 162 168 168
Number of moderate harm 8 9 10 13 14 15 15 15 15 19 20 20
Percentage of no harm 77.28%| 77.03%| 76.73%| 76.10%| 78.83% 81.27%| 82.85%| 84.00%| 84.52% 84.02%| 84.50%| 85.46%
Percentage of low harm 21.22%| 21.32%| 21.46%| 21.68%| 19.17%| 16.94%| 15.60% 14.60%| 14.13%| 14.31%| 13.85%| 13.00%
Percentage of moderate harm 1.50% 1.65% 1.81% 2.22%| 2.00% 1.80% 1.55% 1.40% 1.35% 1.67% 1.65% 1.54%

The current harms policy has been reviewed and has been approved at Quality and Safety Committee. Outcomes of harms reviews will be reviewed at Divisional Governance
meetings with escalation to Patient Safety Incident Panel. The harms review form is now live for use of RiO and the Deputy Director of Nursing will work with the informatics team to

review how we can report harm reviews completed in SPC format going forwards with the KPI definition requiring Trust Board sign off.
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1. Purpose of Paper

1.1. Why is this paper going to the Quality & Safety Committee, and what
input is required?

To provide the Learning from Deaths Committee with assurance that Shropshire Community
Health NHS Trust (SCHT) has a robust internal Learning from Deaths review process to
ensure that we learn from any patient deaths and ensure patient safety, clinical effectiveness
and user experience form the core practice and principles of services.

To meet the National Learning from Deaths Framework requirement to collect and publish
data to monitor trends in patients’ deaths within the Trust and report quarterly to the Trust
Public Board meeting.

To provide an update on work to learn from deaths beyond that required by statute and the
emergent system (ICS) approach to Learning from Deaths.

2. Executive Summary

2.1 Context

This report provides the Quality & Safety Committee with assurance that the Trust is meeting
its requirements under the National Learning from Death Framework and the Learning from
Deaths in relation to patients who have died within our direct care. This report also notes how
SCHT is learning from these deaths and the impact of this work, with the aim of providing high
quality, integrated and personalised care.

This includes our wider ambition both to demonstrate impact of learning from Community
Hospital deaths but also to learn from deaths in the wider community (where patients are in
the direct care of another organisation, but we have been involved in their care) and play a
part in evolving a system approach to learning from deaths.

2.2 Summary

The key points of this report are:

+ Nineteen deaths were reported for Q1 2025-26 across Community Hospitals,
Recovery and Rehabilitation Wards and Virtual Ward.
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¢ No patients had COVID-19 recorded as their primary cause of death in Q1.

e There were no reported deaths of Autistic People or people with a diagnosis of
Learning Disability in Q1.

e All Deaths across the Trust's Community Hospital and Recovery and Rehabilitation
Wards are referred to The Medical Examiner Service for independent review of the
Cause of Death.

In addition to exploring and responding locally to learning from each Community Hospital
death, the following theme continues to be addressed and impact demonstrated through our
Learning from Deaths Lessons Learnt Improvement Plan:

e Improving inter-organisational collaboration for Learning from Deaths. Child Deaths
and End of Life care including systems for promoting continuity of care.

2.3. Conclusion
The Quality and Safety Committee is asked to:

. Note the report and themes detailed.

° Agree the level of assurance provided by this report, proposing substantive
assurance that the Trust are meeting their requirements under the National
Learning from Death Framework including learning from deaths in relation to
patients who have died within our direct care and in addition taking
opportunities to learn from all deaths within our direct care and in the wider
Community Services.

3. Main Report

3.1 Introduction

The Trust’s Learning from Deaths process is covered in the Learning from Deaths Policy and
details the processes we undertake to carry out a review or investigation of a death of a patient
under our direct care (Community Hospitals, Virtual, Recovery and Rehabilitation Wards and
HMP/YOI Stoke Heath). We are also willing to be involved in any investigation of a patient
death where that patient has been cared for by our staff but where that patient’s direct care is
the responsibility of another organisation. It is acknowledged that, for patients not under our
direct care, we will sometimes have to rely on those other organisations to notify us of a
patient’s death as there is currently no national system in place that will notify us directly. It is
noted that we do carry out Learning from Deaths Level 1 reviews in the Community when
instigated by our Teams.

3.2 Community Hospital and Sub-Acute Ward Deaths

Local Learning from Deaths Level 1 reviews are carried out on every patient death within the
Community Hospitals and, since January 2024, in the two Recovery and Rehabilitation Wards
(RSH Ward 18 and PRH Ward 36), and since April 2025, in Virtual Wards. These reviews are
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written by the staff involved in the care and treatment of the Patient and reviewed by Clinical
Governance and the Medical Director.

Patient deaths reported in Community Hospitals, Recovery and Rehabilitation Wards, and
Virtual Ward are shown below:

No. Episodes Grand Total
Apr-25|  May-25 Jun-25 Jul-25|  Aug-25 Sep-25| Oct-25| Now-25 Dec-25| Jan-26| Feb-26( Mar-26| Total for|

Bishops Castle 1] 1 1 leg 261

i 1 1] 416
Ludlow 4 1| 5| 455
Whitchurch 3 1] 4 523
SubAcute RSH18 0 10
SubAcute PRH36 0| 5
Virtual Wards 3 6 6
Total 5 11 3 0 0 0 0 0 0 0 0| 0 19| 1676

Data is updated continuously and reported quarterly within the Trust to the Learning from
Deaths Committee and to the Public Board in accordance with the national framework
guidance.

3.3 Causes of Death

The main causes of deaths within Community Hospitals, Recovery and Rehab Wards and
Virtual Ward for Quarter 1 of the year 2025-26 were Malignancy (5 deaths), Frailty — Old Age
(3 deaths) and Cardio Vascular (3 deaths). The highest cause of death so far for 2025-26 is
Malignancy as depicted in the graph shown below, and representing 28% of the deaths
recorded for this financial year.

DATA FOR APR 2025 TO MAR 2026

m Cardio Vascular m Frailty - Old Age W Respiratory
m Malignancy M Infectious Diseases W Gastro Intestinal
W Neurological m Other W Renal

W Awaiting Cause of Death Confirmation
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34 Unexpected deaths

There was one unexpected death in Q1 for Community Hospitals, Recovery and Rehabilitation
Wards, and Virtual Ward.

The patient had been referred to Virtual Ward by her GP due to breathing/respiratory concerns
and seen on 02/05/2025, with known Heart Failure and Mental Health issues, noted to be very
anxious and distressed on the first visit. During the seven days the patient was under our care,
she stabilised, and her discharge/physiotherapy referral was underway by 09/05/2025.

Virtual Ward was contacted by the patient’s GP on 13/05/2025 to advise that the patient had
been found deceased on 11/05/2025 and the cause of death was to be determined. The Virtual
Ward team at this time hadn’t seen the patient for six days due to the patient being processed
for discharge and a physiotherapy referral. The cause of death for the patient was confirmed
as 1a) Ischaemic Heart Disease and 2) Frailty of old age following a post-mortem.

The case was presented at the Trust’'s Patient Safety Incident Panel (PSIP) on 04/06/2025
where the panel required further information regarding the cause of death (which was not
know at this time) and whether there was a requirement for coroner involvement. Due to the
confirmed cause of death later received, there was no further action required by the team.

To note, an unexpected death in the Community Nursing Team occurred in June 2025
whereby a patient on our caseload was found at home deceased when the team came to visit
for a pre-arranged appointment. This has been captured within the Trust’'s KPI figures for June
2025, however would not be included within the graphs and overall data captured within this
report.

3.5 COVID-19

No patients had COVID-19 recorded as their primary cause of death on the death certificate
for Q1.

4.0 Deaths in Custody
There were two Deaths in Custody reported in Q1.

The first patient had been found in their cell in the Segregation and Reintegration Unit (SRU)
by officers and found to have a ligature around their neck. Attempts to resuscitate had been
undertaken by the Prison Officers until the Paramedic and ambulance staff arrived. On-site
GP pronounced death.

The second patient was found in their cell on the wing by officers and found to have a large
amount of vomit in their airway. Attempts to resuscitate had been undertaken by the Prison
Officers until the Paramedic and ambulance staff arrived. the air ambulance doctor
pronounced death approximately 1 hour and 15 minutes from the point of notification.

Both deaths have been reported to the Prison and Probation Service in accordance with
Procedure for their Clinical Review of the Patient’s care and treatment.
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5.0 Deaths of People with a Learning Disability and Autistic People (LeDeR)

LeDeR is responsible for facilitating local reviews of deaths of people with learning disabilities
(aged 4 to 74 inclusive) and autistic people registered with a GP in England at the time of their
death. All deaths will be reviewed, irrespective of the cause or place of death. There were no
deaths of patients with a formal learning disability diagnosis in the Community Hospitals,
Virtual Wards and Rehabilitation and Recovery Wards in Q1.

6.0 Learning and Good Practice

The Trust takes the opportunity to learn from each Level 1 Learning from Death Review and
these learning points are discussed and shared at the quarterly meetings. This section of the
report brings together all the lessons and observations made throughout the year.

7.0 Opportunities to improve across the system:

o Reports reflect that some patients were not in their preferred place of death however
this was due to fast deterioration and team’s being unable to organise preferred place
of death within the time and funding available.

Reports reflect an increase in RESPECT forms not being completed.
o There was one death at Whitchurch where some of the staff were unfamiliar with End
of Life care which resulted in a reluctance to give prescribed medication.

8.0 Good practice to share:

o Reports reflect prompt access to End-of-Life side room with open access for visitors
for their privacy and Patient’s dignity.

¢ Involvement of Families in End-of-Life care plan conversations
Reports reflect Medications given in a timely manner for any symptom management.
o Reports reflect that RESPECT was in place.

9.0 Conclusion
The Learning from Death Group are asked to:
¢ Note the mortality data and themes detailed.

o Agree the level of assurance provided by this report, proposing substantive Assurance
that the Trust are meeting their requirements under the National Learning from Death
Framework including Learning from Deaths in relation to patients who have died within
our direct care. The Trust continues to take opportunities to learn from all deaths within
our direct care and in the wider Community Services.
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LIST OF APPENDICES

Appendix 1. Deaths in Community Hospitals

- -]

Community Hospitals & Sub-Acute Wards
Deaths 2025-26 compared to 2024-25

—2024-25 e 2025-26

B 6

5

4

3 3

2

1

Apr May Jun Jul Aug Sep Oct Nov Dec lan Feb Mar
Apr May Jun Jul Aug Sep Oct MNov Dec Jan Feb Mar total

2024-25 4 4 1 G 2 5 4 3 4 5 3 47
2025-26 2 2 13

Appendix 2. Hospital Mortality Monthly Report

T ———————

Ape-25 May-25 Jun-25 Total

No. Episodes

60-69

0-79

90+

Total

Lo

Total for 60-69
Bishops Castle
Whitchurch

Total for 70-79

Bishops Castle
Ludlow .
Whitchurch
Total for 80-89
Bishops Castie
Bridgnorth
Ludiow
Whitchurch
Total for 90+

1
1

| B =

.

';mr-ur-h-hur-uuunup

NHS Trust

Average 24-25 3.9167

Average 25-26 4.3333
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- ity Hospitals - Patient Deaths by Age Band

60-69
8%

31%
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Community Hospitals - Admissions

Community Hospital | 2013-201 | 2014-201 [ 2015-2016 2016-2017 | 2017-2018] 2018-2019] 2019-2020 | 2020-2021 | 2021-2022 | 2022-2023 [2023-202[ 2024-202[2025-202]  Totals
4 5 4 5 6
Bishops Castle 271 288 318 328 245 317 299 232 139 0 0 211 75 2,723
Bridgnorth 767 722 696 722 416 570 534 412 500 545 378 534 125 6,921
Ludlow 668 583 474 434 451 537 548 379 448 495 330 396 75 5,818
Whitchurch 445 560 576 632 589 653 617 549 623 708 453 393 127 6,925
SubAcute RSH18 0 0 0 0 0 0 0 0 0 0 0 507 122 629
SubAcute PRH36 0 0 0 0 0 0 0 0 0 0 0 499 95 594
Virtual Ward ) 0 0 0 0 0 0 0 0 0 0 0 0
Total 2451 | 2,153 [ 2,064 [ 2,116 1,701 2,077 1,998 1,572 1,710 1748 | 1,161 | 2,540 | 619 23,610
Community Hospitals - Admissions
L ]

2013-2014

2014-2015  2015-2016  2016-2017  2017-2018  2018-201%  2019-2020  2020-2021  2021-2022  2022-20235  2023-2024  2024-2025  2025-2026

M Bishops Castle M Bridgnorth W Ludlow B Whitchurch W SubAcute RSH1E W SubAcute PRH36 W Virtual Ward

Cause of Death Categories - Apr 2014 to Date

B Awaiting Cause of Death
Confirmation, 42, 4%

® Respiratory, 166, 17%

B Cardio Vascular, 156, 16%

© Infectious Diseases, 28, 3%

® Frailty - Old Age, 57, 6%
® Other, 93, 9%

m Gastro Intestinal, 16, 2%

W Renal, 25, 3

B Neurclogical, 87, 9

® Malignancy, 302, 31%
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Grand Total from 2020

Hospital

nnnnnn
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Eridgnorth

Bishops Castle

Whitchurch

Sub-Acute Wards

Virtual Ward

Grand Total
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Foreword by Clair Hobbs, Director of Infection Prevention and Control

As Director of Nursing and Director of Infection Prevention and Control
X (DIPC), this annual report summarises the infection prevention and control

N |

/7;..;4 ~ work that has been undertaken for the year 2024/25.

\ _Itis my honour to present this annual report, which reflects our unwavering

commitment to safeguarding the health and well-being of our patients, staff,

§ and community. This document serves as a comprehensive guide to our
infection prevention strategies, protocols, and achievements.

Infection prevention and control are critical components of healthcare, and our team has
worked tirelessly to implement best practices, innovative solutions, and continuous
improvements. Our efforts have not only reduced the incidence of healthcare-associated
infections but also enhanced the overall quality of care.

This document highlights our journey through 2024-25, the challenges we have faced, and
the successes we have achieved. It is a testament to the dedication, expertise, and
collaboration of our IPC Team and our operational colleagues. | hope it serves as a
valuable resource for healthcare professionals and inspires continued excellence in
infection prevention and control.

| extend my heartfelt gratitude to all those who have contributed to our success and to
those who will continue to uphold our high standards in the future.

Clair Hobbs, Director of Nursing, Quality and Clinical Delivery and Director of
Infection Prevention and Control
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Introduction
Who We Are and What We Do

Shropshire Community Health NHS Trust
(SCHT) provides a range of community
and community hospital services for the
people of Shropshire, Telford and Wrekin,
serving a population of around 506,000
people. and some services to people in
surrounding areas, including Dudley’s
Family Nurse Partnership, School Nursing
and Health Visiting Services which joined
SCHT in April 2024.

Whitchurch

Market
Drayton

Shropshire is a mostly rural, diverse county
with over a third of the population living in
villages, hamlets and dispersed dwellings,
a relatively affluent county masks pockets
of deprivation, growing food poverty, and
rural isolation. By contrast, Telford &
Wrekin is predominantly urban with more
than a quarter of its population living in
some of the most deprived areas in
England. As over a third of our population
live rurally, our services are on the main organised geographically to enable us to be as responsive
as possible to meet the needs of our service users, their carers and families. SCHT serves its
population throughout life, with a wide range of services including but not limited to; 0-19s Services,
Community Therapy and Nursing, Urgent Care such as Minor Injury Units and Virtual Ward,
Outpatients and Community Inpatient Wards. As a member of Shropshire, Telford and Wrekin
Integrated Care System, we strive to transform the provision of our services by working in
partnership with others to meet the needs of those served.

Bishop's Ludlow
Castie

This annual report outlines the activities of SCHT relating to Infection Prevention and Control (IPC)
for the year from April 2024 to March 2025 and discusses the arrangements SCHT have in place to
reduce the spread of infections. It also reviews governance arrangements, policies and procedures
relating to monitoring and surveillance, the environment, cleaning, audit and education. The report
fulfils its statutory requirements under the Health and Social Care Act 2008: Code of Practice on the
prevention and control of infections and related guidance (Revised December 2022), which sets out
10 criteria of which a registered provider must be compliant. This sets the framework on which we
base our annual programme that is monitored at SCHT’s Quality and Safety Committee and IPC
Committee (IPCC). The prevention and management of infection is the responsibility of all staff
working in SCHT and is an integral element of patient safety programmes. The aim of the IPC
Team is to maintain organisational focus and collaborative working to ensure continued compliance
with IPC practices, and to actively contribute to quality improvement and safer patient care.

Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25
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Key Achievements of 2024/25

Our year in numbers

Quality Assurance Audits undertaken by IPC

2 A B o

» Community Hospitals

= Rehab and Recovery Units

= Podiatry

= Dental

= Wound Healing

= District Nursing

= Mills

= Rapid Response/Virtual Ward

= DAART

= Prison

= Theatre

= APCS

IPC Mandatory Training and Hand Washing
Compliance

00%, 98%
58%
I 97%
O6% 85.06%
95%
94%
93%
Infection Prevention Infection Prevention Hand washing
and Control -Level1- and Control - Level 2 - compliant
Jyears 1year
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Self-audits undertaken

= Children and Families and Planned
Care Division

= Whitchurch Community Hospital
= Bridgnorth Community Hos pital

= Ward 36 Princess Royal Hospital
{RRU)

= Ludlow Community Hospital

= Adults and Community Division

{excluding Community Hospitals)

» Urgent and Emergency Care
Division

= Ward 18, Royal Shrewsbury
Haspital {RRU)

= Bishop's Castle Community
Haospital

Outbreaks by Organism and Location

mr

Whitchurch Lurdlow Ward 18, Ward 36, Brdgnorth Bishop's

Hospital

Hospital RSH PRH Castle

Covid @ Norovirus
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MRSA Bacteraemia and C/ostridioides difficile cases in SCHT in 2024/25

Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Total Threshold
Healthcare Associated Infections — KEY: Green — below threshold Red — above threshold
MRSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Clostridioides difficile 0 0 1 0 0 0 2 4
MRSA Screening on admission to SCHT inpatient areas 2023/24
Percentage of inpatients screened for MRSA on admission to Community Hospitals — KEY: Green — above 97% Red — below 97%
Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Total Threshold
Average over Trust 98% 99% 99% 99% 98% 97% 97% 97% 97%
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Key Achievements

The Trust launched their first IPC strategy in January 2023 and the IPC team have continued to deliver
against the four ambitions set out; integrated working, education and training, digital technology and

enhanced engagement.

Our IPC Team key achievements for 2024/25 were:

Ambition 1: Integrated Working

Collaborate with other providers
across Shropshire Telford and
Wrekin to consolidate our
approach to IPC.

IPC team have attended and contributed to Shropshire, Telford
and Wrekin (STW) system IPC and Antimicrobial Resistance
(AMR) group regularly.

IPC team have contributed to system wide C-difficile
improvement plan sharing SCHT stool chart as best practice
example.

Outbreak meetings have been extended to system partners
where applicable to ensure shared learning.

IPC team have offered advice/support and peer reviews to the
Hospice.

Continued to build relationships with Telford College and
offered regular teaching sessions on Healthcare Support
Worker Academy

To establish relationships with
local higher education
establishments

3 out 5 IPC team members have completed Quality
Improvement (QI) fundamentals course

IPC team member has successfully completed MSc module in
IPC to ensure alignment to IPC National Education Framework

Community Nursing Specialist Practitioner Qualification (SPQ)
students have spent time with the IPC team as part of their
leadership course

IPC have developed and deliver IPC education session at core
clinical skills week as part of clinical induction

Participate in the system wide
Antimicrobial Group partnership
contributing to the worldwide
antimicrobial resistance
campaign.

IPC team have attended and contributed to STW system IPC
and AMR group regularly.

IPC team in conjunction with Pharmacy team an education
campaign to promote AMR awareness

Participate and support in local
EPRR exercises

IPC team members have participated in local EPRR exercises

Participated in Incident Management Teams (IMTs) for iGAS
and Avian Flu to support the wider community.

Innovate our approach to
education, creating a sustainable
future for the IPC workforce. This
will include implementing the IPC
National Education Framework
and ensuring that IPC training for
our staff is fit for purpose and
meets the new guidance set out

in the Health and Social Care Act.

IPC team member has successfully completed MSc module in
IPC to ensure alignment to IPC National Education Framework

Community Nursing SPQ students have spent time with the
IPC team as part of their leadership course

IPC have developed and deliver IPC education session at core
clinical skills week as part of clinical induction
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IPC team members to attend °
Quality Improvement
fundamentals course

3 out 5 IPC team members have completed QI fundamentals
course

Ambition 3: Digital Technology

Harness technology to make IPC
accessible and responsive. This
includes implementing software
platforms to enhance our audit and
reporting and surveillance software
increasing and maximising our
response to risks of infections.

e My Audit software module has been purchased and
designed for IPC Quality Assurance Audits in Community
Hospital inpatient wards.

Ambition 4: Enhanced Engagement and Involvement

Ensure IPC has Board to floor
involvement. This includes enhanced
communications, introducing IPC
campaigns and engaging with all staff
on IPC Roadshows.

IPC Campaigns have included:
o Back to Basics
o AMR
o Winter Well
e |PC Quality Assurance Audit themes presented at IPCC

Ensure approach is aligned with the
organisation Patient Safety Incident
Response Framework and promote
the use of After Action Reviews
following outbreaks or HAIs

¢ Implemented use of SBAR (Situation, Background,
Assessment, and Recommendation) reports for rapid
learning following outbreaks aligned to PSIRF

Engage with Quality Improvement
team to deliver identified Quality
Improvement projects

o |IPC team have worked with QI team on several
improvement projects:

o Hydration to reduce incidence of Urinary Tract
Infections (UTIs)

o Visual Infusion Phlebitis (VIP) document and
Intravenous (V) policy update to ensure early
removal of peripheral vascular access devices

The Criteria of the Health and Social Care Act (2008: revised 2022)

Cgmpllance What the registered provider will need to demonstrate
criterion

1 Systems to manage and monitor the prevention and control of infection. These systems
use risk assessments and consider how susceptible service users are and any risks that
their environment and other users may pose to them.

2 The provision and maintenance of a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections.

3 Appropriate antimicrobial use and stewardship to optimise outcomes and to reduce the
risk of adverse events and antimicrobial resistance.

4 The provision of suitable accurate information on infections to service users, their
visitors and any person concerned with providing further social care support or
nursing/medical care in a timely fashion.

5 That there is a policy for ensuring that people who have or are at risk of developing an
infection are identified promptly and receive the appropriate treatment and care to
reduce the risk of transmission of infection to other people.
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6 Systems are in place to ensure that all care workers (including contractors and
volunteers) are aware of and discharge their responsibilities in the process of

preventing and controlling infection.

7 The provision or ability to secure adequate isolation facilities.

8 The ability to secure adequate access to laboratory support as appropriate.

9 That they have and adhere to policies designed for the individual’s care, and provider
organisations that will help to prevent and control infections.

10 That they have a system or process in place to manage staff health and wellbeing, and

organisational obligation to manage infection, prevention and control.

NHS England (NHSE)'s Health and Social Care Act (H&SCA) guidance, builds on the previous H&SCA
code of practice and contains statutory guidance about compliance with the registration requirement
relating to IPC, including cleanliness. The H&SCA and regulations are law and must be complied with.
The Care Quality Commission (CQC) has enforcement powers that it may use if registered providers do
not comply with the law.

Any gaps in compliance and actions to address these are captured on the overarching Trust IPC
Improvement Plan.

Criterion 1: Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider the susceptibility of service users and
any risks that their environment and other users may pose to them

Duties, arrangements and assurance

The SCHT Board and ultimately the Chief Executive carries responsibility for ensuring that systems and
resources are available to implement and monitor compliance with IPC and is a vital component of
Quality and Safety. The Director of IPC (DIPC) provides oversight and assesses assurances on IPC
(including cleanliness), the built environment and antimicrobial stewardship reported to the Trust Board.
The responsibilities of the DIPC are discharged by the Deputy Director for IPC who is responsible and
manages IPC for the Trust. All managers and clinicians must ensure that the management of IPC risks is
one of their fundamental duties. Every clinical member of staff is expected to demonstrate commitment
to reducing the risk of Healthcare Associated Infections (HAI) through the application of standard IPC
measures aligned to the National IPC Manual. The IPC Team provide a comprehensive proactive
service, which is responsive to the needs of staff and public alike and is committed to the promotion of
excellence within everyday practice of IPC. Reports on all IPC activity are submitted through a series of
operational Groups, Committees and to Private and Public Board for oversight and assurance purposes.

Governance and Assurance Arrangements for 2024/25

Shropshire Community Health NHS Trust
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Infection Prevention and Control Governance Framework

Shropshire Community Health
NHS Trust Board
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1111
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Infection Prevention
| Quality and Safety Committee |7 and Control Committee === STW ICS IPC Meeting

| Audit Committee |~

Infection Prevention and
Caontrol Operational Group

SDG Operational Meetings

Infection Prevention and SCHT Water Safety Group
Control Link Staff Meetings

The Infection Prevention and Control Team

The Trust’s DIPC is Clair Hobbs, who is also Director of Nursing, Quality and Clinical Delivery, and
reports directly to the Chief Executive.

Deputising for the DIPC and leading the IPC Team and IPC programme, is Sara Ellis-Anderson, in the
role of Deputy Director of Nursing and IPC. Sharon Toland is the Clinical Lead Nurse for IPC. lan
McCabe and Eve Sampson are IPC Nurses and Holly Grainger also joined the Team in March 2025.
Admin Support is provided by Alison Davies.

SCHT’s committed IPC Team are very clear on the actions necessary to deliver and maintain patient
safety and quality of care. Equally, it is recognised IPC is the responsibility of every member of staff and
must remain a high priority for all to ensure the best outcome for patients. The IPC Team utilises a
proactive approach to engage with staff to develop systems and processes that lead to sustainable and
reliable improvements in applying IPC practices.

Infection Prevention and Control Service

Director of IPC (also Director of Nursing, Quality and Clinical Delivery) (1.0 WTE)
Deputy Director of IPC (also Deputy Director of Nursing and Quality) (1.0 WTE)
Clinical Lead Nurse, IPC (1.0 WTE)

IPC Nurse (1 WTE)

IPC Nurse (1 WTE)

IPC Nurse (0.6 WTE)

IPC Secretary (0.8 WTE)

SCHT has a Service Level Agreement for specialist support from a Consultant Microbiologist at
Shrewsbury and Telford NHS Trust (SaTH) to act as SCHT’s IPC Doctor. Medical microbiology support
is provided 24 hours a day, 365 days a year through on-call arrangement. SCHT also seek advice from
the UK Health Security Agency (UKHSA) and NHSE when required.

Trust Board — SCHT’s performance against the MRSA Bacteraemia, Clostridioides Difficile Infection
(CDI) national reduction thresholds are included in the monthly Integrated Quality Report. The IPC Board

Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25
Page 8 of 31

74



Assurance Framework (IPC BAF) is completed and presented at the SCHT Public Board Meetings bi-
annually and this IPC Annual Report is presented annually at the Public Board.

Infection Prevention and Control Committee (IPCC) — Membership is multi-disciplinary and includes
representation from the operational and quality directorates, estates department, medicines
management, Integrated Care Board (ICB) IPC Nurse IPC Nurse and SaTH IPC Doctor. The meeting is
chaired by the DIPC. The Terms of Reference (TOR) and membership are reviewed annually to ensure
responsibility for IPC continues to be embedded across the organisation. This meeting monitors the
progress of the annual IPC programme, approves IPC policies and monitors compliance with them.

Quality and Safety Committee (QSC) — SCHT’s performance against the MRSA Bacteraemia, CDI
national reduction thresholds are included in the integrated quality report. IPCC Chair reports, the IPC
Board Assurance Framework and the IPC Annual report are presented to Quality and Safety Committee
meetings.

Infection Prevention and Control Operational Group (IPCOG) Meeting — Primary membership is from
higher risk areas within the Trust, such as Community Hospitals, dental services and podiatry as well as
Health and Safety, Quality Improvement, EPRR and Estates representatives. Team leaders from other
services are invited to join if they have any IPC issues to discuss and/or address or where IPC audits fall
below expected standards and improvement plans are required. The meeting is chaired by the Deputy
DIPC and meets monthly. The TOR and membership are reviewed every year to ensure responsibility
for IPC continues to be embedded across the organisation.

Outbreak/infections review — Chaired by either DIPC or Deputy DIPC, this is a monthly meeting to
discuss any alert organisms or outbreaks to establish whether there were any lapses in care or lessons
to be learned and shared. Attendance is by invitation and may include Ward Manager or representative,
SaTH IPC Doctor, prescribing Doctor, pharmacist and ICB IPC Nurse. PIRs or after action reviews are
prepared and discussed and actions and findings disseminated.

Learning from Deaths Meeting — The membership is multi-disciplinary and includes representation from
the operations and quality directorates, IPC and medical directorate.

SCHT Water Safety Group — The membership is multi-disciplinary and has representatives from
Midlands Partnership Foundation NHS Trust (MPFT) and an Authorising Engineer and is chaired by the
Deputy DIPC. The TOR and governance structure is reviewed every two years. The Group continues to
monitor water risk assessments especially around Legionella, flushing regimens, Automated Endoscope
Reprocessor (AER) and capital developments and reports to the QSC. The annual SCHT Water Safety
audit was undertaken in October 2024. The Deputy Director of IPC is also a member of the MPFT
Operational Water Safety Group for Shropshire chaired by MPFT to oversee operational delivery of
Water Safety.

Integrated Care System IPC Meeting/IPC and Anti-Microbial Resistance Group — These System
groups aim to ensure a strategic overview across the local health economy and SCHT is represented by
the Clinical Lead Nurse for IPC.

In addition to the meetings mentioned above, the IPC Team also attend other regular and ad hoc
meetings where specialist IPC knowledge is required.

Infection Prevention and Control Link Staff — All IPC link staff and their line managers are asked to
sign a Roles and Responsibilities agreement. Our IPC link staff support the operational delivery of IPC
practice ensuring high standards of quality and patient safety in relation to IPC. Our IPC link staff are also
responsible for arranging for IPC audits and self-audits to be undertaken where required and for
disseminating IPC information to colleagues.

Divisional Clinical Managers, Locality Clinical Managers, Ward Managers, Sisters, Charge Nurses
and Team Leaders — Locality Clinical Managers, Ward Managers, Sisters, Charge Nurses and Team
Leaders are responsible for ensuring that their work environments are maintained at high levels of
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cleanliness. Our leaders are responsible for ensuring the IPC link staff are supported in performing their
role and have appropriate time and resources to do this effectively.

Organisational Development Team — Arrangements are in place for staff to attend corporate induction
and complete mandatory training programmes which include IPC. Training compliance is reported
monthly to the QSC. The IPC Team participates in Core Clinical Skills weeks, providing clinical staff with
a general overview of infection prevention and control, encompassing the importance of embedding
standard IPC precautions into practice to prevent the transmission of infection.

Roles and Responsibilities of all Staff — All staff in both clinical and non-clinical roles within the Trust
are responsible for ensuring that they follow standard IPC precautions at all times and are familiar with
IPC policies, procedures and guidance relevant to their area of work and this responsibility is included in
all SCHT job descriptions.

Alert Organism Surveillance and Management and Healthcare Associated Infection (HAI)

All organisms of IPC significance are monitored by the IPC Team and are termed Alert Organisms. The
local acute Trust, whose microbiology laboratory process specimens from SCHT patients, submit data on
SCHT’s behalf on MRSA Bacteraemia, MSSA Bacteraemia, Escherichia coli (E.coli) Bacteraemia
infections and CDI to UKHSA, as part of the national mandatory surveillance programme for HAls.

SCHT does not have nationally set thresholds for reducing HAIs. These thresholds are set for acute
Trusts and ICBs. However, SCHT recognises it does have a responsibility in contributing to the overall
reduction thresholds of Shropshire and Telford & Wrekin ICB and therefore agree local infection
thresholds.

Healthcare Associated Infections in SCHT 2023/24

Apr- | May- | Jun- | Jul- | Aug- | Sep- | Oct- | Nov- | Dec- | Jan- | Feb- | Mar-
23 23 23 23 23 23 23 23 23 24 24 24

MRSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total | Threshold

CPE Bacteraemia

Clostridoides difficile | 0 0 1 0 0 1 0 2 4
E-coli Bacteraemia 0 0 0 0 0 -T 0 0 0 0 0
jﬁ‘/’;’%’g’“ oo oo o o | o | o 0
Klebsiella spp 0 0 0 0 0 0 0 0 0
MSSA Bacteraemia 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0

olo|o|(O| ©
olo|o|(Oo| ©

VRE Bacteraemia

Green — under or equal to threshold
Red — exceeding threshold

MRSA Bacteraemia Trust Threshold

In the event of a patient contracting an MRSA Bacteraemia whilst under the care of SCHT, the Trust
would review the case through a Patient Safety Investigation to identify any potential lapses in care or
any common themes that may have contributed to the infection.

Clostridioides difficile Infection (CDI) Thresholds

The local threshold set for SCHT was to have no more than four cases of CDI diagnosed post 48 hours
after admission in the community hospitals attributed to SCHT.

There were nine incidences of CDI attributed to SCHT in 2024/25. Each case is reviewed to identify
learning and discussed at the monthly Outbreak/HAI meeting. A thematic review was completed of all the
cases which noted all patients had previous admissions in SATH and total hospitalisation exceeded four
weeks in all cases. Four of the cases were relapses and had previously had CDls. Eight out of the nine
patients had antibiotics in the 3 months prior to identification with CDI.
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The IPC Annual Programme continues to focus on key actions to reduce the number of CDI cases which
includes appropriate antibiotic prescribing and advice, with the earliest detection of CDI and prompt
isolation of all patients with diarrhoea. The IPC team have worked alongside the pharmacy team to
introduce a guide to de-prescribing Proton Pump Inhibitor (PPI) medication which can be a risk factor in
patients developing CDI with its long term use. SCHT IPC team have contributed to a Shropshire Telford
and Wrekin (STW) collaborative CDI improvement plan to share best practice and learning in response to
the increased incidence being seen across all system providers during 2024/25.

The graph shows the cases of CDI diagnosed in SCHT Community Hospitals since 2012/13 against the
threshold set by the commissioners.

Incidences of CDI in SCHT since 2012/13

CDlIs in SCHT Community Hospitals
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CDI 30-day Mortality Rate

The Consultant Microbiologist at SaTH monitors the local health economy CDI mortality data which
includes patients in SCHT. There were no deaths attributed to CDI at our Community Hospitals in
2024/25.

Periods of Increased Incidence (PIl)

Since April 2010, all Trusts have been asked to report Pll of infections on the Trust's electronic incident
reporting system, Datix. SCHT reported no PII during 2024/25.

Other Alert Organism Surveillance and Management

Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia.

Mandatory reporting of all MSSA bacteraemia commenced in January 2011. There is currently no target
associated with MSSA bacteraemia incidence. SCHT continues to fulfil its mandatory requirement and
contributes to this enhanced national surveillance scheme.

Carbapenemase-producing Enterobacteriaceae (CPE)

CPE are Gram negative bacteria which are so resistant to antibiotics that even our last line of defence,
carbapenem antibiotics, are ineffective. CPE continues to be included in the SCHT revised Prevention
and Control of Multi-Resistant Gram-Negative Bacteria policy and advice is included in the Guide to Multi
Resistant Gram-Negative Bacteria information leaflets available to all staff, patients and visitors.
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Glycopeptide-Resistant Enterococci (GRE) also known as Vancomycin-Resistant Enterococci
(VRE)

In all cases of GRE/VRE, IPC recommend source isolation for all community hospital patients as
prevention of transmission is through effective transmission-based precautions.

Extended Spectrum Beta-Lactamase (ESBL) including Escherichia co/i. and Klebsiella/AmpC
Beta-Lactamase

Within the Community Hospitals the most common site for these bacteria is in patients’ urine. Upon
notification of a positive result, the IPC Team contact the ward to discuss isolation, other precautions and
if treatment is required.

SCHT recorded two incidences of patients contracting E.coli bacteraemia whilst inpatients in the
Community Hospitals.

Investigation from the IPC team established that the first patient had no invasive devices and no breaks
in skin identified that could have provided a possible route of infection. It was agreed that the Trust
should develop a policy for staff taking blood cultures to identify how blood cultures are taken, and how
this is documented.

The second patient to be diagnosed with an E.coli bacteraemia had a catheter in situ after a fall. An After
Action Review was carried out which highlighted the requirement for greater discussion with patients
around catheter use and for Trials Without Catheters to be considered. As a result of this, questioning
the use of indwelling devices has been introduced to daily huddles within wards.

Outbreaks

An outbreak of infection is described as two or more people with the same disease or symptoms or the
same organism isolated from a diagnostic sample and are linked through a common exposure, personal
characteristics, time or location.

The table below summarises the outbreaks declared in SCHT community hospitals during 2024/25.

Total outbreaks declared in SCHT in 2024/25

Hospital/Team Date Causative Organism
Royal Shrewsbury Hospital (RSH), Ward 18 05/09/2024 COVID-19
Whitchurch 17/09/2024 COVID-19/ respiratory
Ludlow 02/10/2024 | COVID-19
Princess Royal Hospital (PRH), Ward 36 02/10/2024 COVID-19
Bridgnorth 15/12/2024 Norovirus
Ludlow 12/12/2024 Norovirus
Bishops Castle 28/12/2024 Norovirus
Bridgnorth 10/01/2025 Norovirus
Ludlow 03/01/2025 Norovirus

SCHT has continued to follow and adhere to National Guidance regarding COVID-19. In each of the
outbreaks, whether for COVID-19 or Norovirus, the IPC Team conducted Quality Ward Walks to offer
guidance on patient management and placement, adherence to control measures and advised the use of
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a range of tools designed to assist in the care and monitoring of affected patients. Daily discussions
were conducted with operational colleagues and ward teams. Close monitoring in this way meant that the
disruption to patients and SCHT services and teams was kept to a minimum.

Internal and external outbreak meetings were held on declaration of an outbreak with the ICB, UKHSA
and NHSE, and the Care Quality Commission were notified of any disruption of services.

The Trust witnessed Norovirus outbreaks lasting > 20 days in some instances. Indications showed there
were examples of patients transferred into re-opened beds that then become symptomatic having
incubated the virus prior to transfer. In response the Trust increased the length of time before cleaning
and re-opening beds from 48 hour to 72 hours with the understanding this can be risk assessed on a
case-by-case basis if there are extreme system pressures.

Auditing Programme

Auditing is the mainstay of the systems we use to manage and monitor the prevention and control of
infection and a summary of our audits is provided below.

Hand Hygiene Assessments

Effective and timely hand decontamination is acknowledged as the most important way of preventing and
controlling infections. The IPC Team continued its concerted efforts to ensure that hand hygiene
compliance remained a high priority.

Training on the importance of hand hygiene, being “bare below the elbow” and the World Health
Organisation (WHO) “5 moments for hand hygiene”, was provided locally to new clinical staff on induction
and was reinforced by members of the IPC Team at all IPC training events, during clinical visits and
whilst auditing.

Assessments to monitor effective hand washing are undertaken by all new staff within one week of
commencement of employment, and annual assessments undertaken for existing staff, including
students on placement. Hand washing assessments are included in clinical areas’ reports to the IPCC
meeting.

IPC Quality Assurance Audits

In total 115 audits were undertaken by the IPC Team. The objectives of the audits were to inform
services of their level of compliance to the National Infection Prevention and Control Manual (NIPCM),
local policy and procedures and allow improvements to be made based upon the findings. It also
identified target areas for IPC training.

Common themes identified within these audits were Estates remedial works required, missed moments of
hand hygiene, inappropriate use of and compliance with Personal Protective Equipment (PPE) and
cleanliness of equipment.

As well as audits undertaken by the IPC Team, IPC have encouraged the use of the self-audit/checklist
by ward staff and community staff to monitor ongoing IPC compliance. Any issues identified are
addressed immediately to ensure safety for the individual patient, other patients, and staff, and for
assurance as all self-audits are reported through IPC Committee meetings.

331 self-audits were undertaken at the Community Hospitals by ward staff — 127 at Bridgnorth
Community Hospital, 20 at Bishop’s Castle Community Hospital, 55 at Ludlow Community Hospital and
129 at Whitchurch Community Hospital. A total of 86 self-audits were undertaken at the two
Rehabilitation and Recovery Units (RRUs) — 63 at Ward 36, PRH and 23 at Ward 18, RSH.

Self-audits were also undertaken in non-inpatient areas. These monitored areas such as the
environment, cleaning standards and the condition and cleanliness of equipment, 47 such self-audits
were undertaken in the Adults and Community Division, 31 in Urgent and Emergency Care Division and
162 in Children and Families and Planned Care Division.
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External Audit

Following the Associate Director of IPC for NHSE in the Midlands visit in April 2023 when
recommendations included a long-term review of bed spacing at Whitchurch Hospital, a review of the
cleaning provision at Oswestry and identification and replacement of damaged equipment such as foot
stools, leg troughs and pressure cushions, a revisit was conducted on the 13" of June 2024.

The visit to the Trust took place over one day and covered three sites: Ward 36 at Princess Royal
Hospital, Whitchurch Community Hospital and Oswestry Health Centre. The day commenced with a
presentation delivered by the DIPC, Deputy DIPC and the IPC team where the current position and the
changes that have been made to IPC and to the governance structure since the previous visit were
outlined.

The Trust were previously assessed as enhanced monitoring and support on the NHSE - Midlands
Infection Prevention and Control (IPC) internal escalation matrix. The Trust have been re-assessed
against this matrix following the visit in June and it was confirmed that the Trust were assessed as
routine monitoring and support, this reflects the significant work that has taken place and the
improvements in the governance and assurance processes.

Sarah Game, the Infection Prevention and Control Nurse Specialist at NHS Shropshire, Telford and
Wrekin ICB, visited Bishop’s Castle Community Hospital on 25 July 2024, two weeks after the hospital

had reopened to patients. Her follow up report indicated many good areas of practice and had only a few

minor suggestions to improve.
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Criterion 2 — The provision and maintenance of a clean and appropriate environment in
managed premises that facilitates the prevention and control of infections

The 2025 cleaning standards encompass all cleaning tasks throughout the NHS regardless of which
department is responsible for it. They are based around being easy to use; freedom within a framework;
fit for the future; efficacy of the cleaning process; cleanliness which provides assurance; and
transparency of results. The 2025 standards reflect modern methods of cleaning, IPC and other changes
since the last review and important considerations for cleaning services during a pandemic; and
emphasise transparency to assure patients, the public and staff that safe standards of cleanliness have
been met.

All hospital wards have a hospital cleaning schedule and charter specific to the ward clearly displayed.
Key policies for this criterion are in place.

e Quality reviews and IPC audits are undertaken in all areas that include general cleanliness.
¢ Monthly cleaning scores for sites maintained by MPFT are reported to the IPCC meeting.

e Formal assessments using Patient Led Assessment of the Care Environment were re-
established and were reported through the Patient Experience Group.

e |PC Team continue to advise on refurbishment or redevelopment and new build projects to
ensure |IPC is adequately considered at all stages in line with Health Technical Memorandum
and Health Building Notes.

e All laundry is reprocessed at Elis Laundry Services via a contract agreement with Mid
Cheshire Hospitals NHS Foundation Trust. Compliance evidence against the contract
specifics is reviewed by the Trust and auditing of the laundry facilities is shared with
colleagues from RJAH.

e The Central Sterilising Services Department (CSSD) in Telford, operated by SaTH,
undertakes most of the decontamination of reusable instruments for SCHT.

e The SCHT dental service is compliant with the “essential quality” requirements contained in
the Health Technical Memorandum 01-05 — Decontamination in Primary Care Dental
Practices and use the NHSE Dental Audit tool to monitor IPC.

¢ An automated audit reporting system is now used for completion and monitoring of cleaning
audits at the Community Hospitals.

Water Safety

SCHT Water Safety Group meets quarterly with representatives from MPFT and NHS Property Services
(NHS PS) and reports through IPCC. The Trust employs an Authorised Engineer who conducts an
annual audit, and an action plan is developed to address any issues arising. The Group monitors and
manages water risks, especially around Legionella and Pseudomonas, flushing regimens, annual
disinfection and capital developments.
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Criterion 3 — Appropriate antimicrobial use and stewardship to optimise outcomes and to
reduce the risk of adverse events and antimicrobial resistance

Medicines Management Report

The Trust follows local prescribing guidelines and has access to a community antibiotic policy. All non-
medical prescribers have an induction competency assessment with a Pharmacist which includes
antimicrobial prescribing. Ward Pharmacy Technicians review all prescription charts daily and advise on
antimicrobial stewardship.

Antimicrobial prescribing and administration occur across various services within the Community Trust,
including Prisons, Community Hospitals, non-medical prescribers, Virtual Wards, and Dental Services,
among others.

Community Hospitals:

¢ Antimicrobial prescribing is monitored electronically daily by a designated member of the
Clinical Medicines Management Team.

+ The Lead Pharmacy Technician oversees antimicrobial stewardship (AMS) within the
Community Hospitals, actively monitoring prescribing practices and ensuring adherence to
guidelines. They regularly review data and provide reports to the Infection Prevention and
Control (IPC) Committee quarterly, contributing to efforts to optimise antimicrobial use and
improve patient outcomes.

e The lead Pharmacist for Community Hospitals conducts daily team huddles for Pharmacy
staff. These meetings reinforce the antimicrobial stewardship (AMS) message and emphasise
the importance of reviewing antimicrobial prescriptions. Technicians are reminded to check
each patient's drug chart daily, flagging any antimicrobial prescribing for further clinical
review. The Pharmacist then assesses prescriptions against Eolas Medical to ensure
compliance with local guidelines.

o Ward Pharmacists review antimicrobial prescriptions to ensure compliance with local
guidelines. If a prescription does not align with these standards, they challenge it and
document the outcome in the patient's record. This includes noting whether the prescription
was adjusted or recording the prescriber's justification for maintaining the original treatment.
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SCHT Community Hospitals Quantity of Courses Prescribed for each
Indication January to March 2025

Total | 1911
UTI N 66
Respiratory NG 61
Skin/Soft tissue/wound NN 50
No Indication Il 6
Other infections M 4

More than 1 infection M 4

0 50 100 150 200 250

A spreadsheet is also used to monitor antimicrobial use. The spreadsheet is used to record initiation of antibiotics along with the indication,
chosen antibiotic, dose and course length as assurance. This is reviewed daily by the Lead Pharmacist for Community Hospitals and Minor
Injury Units (MIUs). Any queries are relayed back to the specific hospital team.

Any prescribed antibiotic courses are recorded in each patient's RiO record, including the prescriber's name, the indication for treatment, and
any relevant microbiology results. This documentation supports auditing efforts and ensures prescribing decisions align with clinical
guidelines.

The System Eolas Medical is the reference source used to provide the most up to date information on resistance patterns.

The use of Intravenous (IV) antibiotics occurs in one Community Hospital only (Whitchurch Rehab), however, use is low.
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Prison Healthcare:

e The electronic patient record in prison (SystmOne) allows reporting on antibiotic use.
Antibiotic prescriptions are scrutinised and verified as clinically indicated.

¢ Antibiotic prescribing within HMP Stoke Heath averages 34 acute prescriptions per month.
The majority are for skin related conditions. Over the past six months, antimicrobial use for
acne treatment has declined due to an NHS England initiative aimed at educating prisoners
on the risks of long-term antimicrobial use.

e The prison GP has a good understanding of anti-microbial stewardship. The electronic
prescribing system facilitates adherence to formulary as the dose and the number of tablets
(course length) are automatically populated from the formulary.

¢ Antibiotic audits are extracted from the SystmOne software and shared with the Infection
Prevention and Control (IPC) Committee to provide assurance to the Director of Infection
Prevention and Control (DIPC), ensuring oversight of antimicrobial prescribing practices and
compliance with guidelines.

e Areportis produced and shared with the prison team at the bi-monthly Prison Medicines
Management Meetings. This report highlights any instances of prescribing that fall outside of
local guidelines, ensuring that prescribing practices can be reviewed and adjusted to align
with best practices and antimicrobial stewardship principles.

Stoke Health Antimicrobial Prescribing
January to April 2025

Trimethoprim 100mg tablets 1
Naseptin nasal cream |
Miconazole 1% cream 1

Co-trimoxazole 80mg/400mg tablets 1

N U U U

Aciclovir 5% cream |

Ketoconazole 2% shampoo

Terbinafine 250mg tablets

Doxycycline 50mg capsules

Nitrofurantoin 100mg modified release capsules
Phenoxymethylpenicilli...

Lymecycline 408mg capsules

Clarithromycin 500mg tablets

Metronidazole 400mg tablets

Flucloxacillin 500mg capsules

Doxycycline 100mg capsules

Amoxicillin 500mg capsules
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The Prison receives remote support from another pharmacist within the SCHT team, who clinically
screens prescribing on SystmOne. This Pharmacist plays a key role in antimicrobial stewardship by

Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25
Page 18 of 31
84



reviewing prescriptions and challenging any antimicrobial prescribing that does not align with Eolas
Medical or NICE guidelines.

Dental Services:

o The Dental Service is supported by a member of the Medicines Management Team. They
monitor the prescribing of antibiotics at all five dental clinics; these include Oswestry, Market
Drayton, Castle Foregate, Craven Arms and Dawley Telford.

¢ Antibiotic prescribing will generally occur during working hours. Clinics which are specifically
set up for emergencies such as Castle Foregate have the highest rate of antibiotic
prescribing. In these clinics, antibiotic prescribing can be 50% of all prescribing.

e Most of the prescriptions continue to be metronidazole and amoxicillin which is in line with
Eolas Medical guidance.

¢ Antibiotics are only recommended if there are signs of severe infection, systemic symptoms
or high risk of complications.

The antimicrobials recommended for the treatment of dental infections are as follows:

o First Line-Amoxicillin 500mg TDS or Penicillin V 500mg-1g QDS for up to 5 days

o Penicillin allergy-Clarithromycin 500mg BD for 5 days

o Severe infection-add Metronidazole 400mg TDS for 5 days or if allergy,
Prescribe Clindamycin alone 300mg QDS for 5 days.

¢ Clinics, which predominantly have a special care role, prescribe the least number of
antibiotics.

Patient Group Directions (PGDs):

o Patient Group Direction (PGD) are used to provide antibiotics to patients under strict criteria,
e.g., in Minor Injury Units.

e PGDs when reviewed are checked against evidence-based references such as NICE
guidance and the Shropshire, Telford, and Wrekin local antimicrobial guidelines (Eolas)

o All PGDs for supply of an antimicrobial have microbiology approval before publishing.

OPAT:

¢ OQutpatient Parenteral Antimicrobial Therapy (OPAT) refers to outpatient or community-based
management of an infection via the administration of an intravenous (V) antimicrobial while
residing at home. Patients are managed without admission or may transition to OPAT
following hospitalisation. By minimising hospital stay, OPAT is increasingly recognised as a
cost-efficient management strategy for a variety of patients requiring either short- or medium-
to long-term 1V antimicrobial therapy, while also reducing pressures on the acute hospitals by
reducing the need for hospital admissions.

e The main antibiotics prescribed by OPAT are, Ceftazidime, Ceftriaxone, Ertapenem and
Teicoplanin this is mainly due to their OD/BD regimes as these are logistically easier to
manage by the team. Antibiotics are prescribed either on a PSD or an authorisation to
administer form by the prescribers in the OPAT team.

e Since the service was created in Nov 2023, 4372 bed days have been saved.

¢ From launch to March 2025 referrals into the service are predominately from Shrewsbury and
Telford Hospital NHS Trust (SaTH) and these equate to 70%, 19% from GP, 6% from another
hospital, 3% Virtual Ward/ Diagnostics, Assessment and Access to Rehabilitation and
Treatment (DAART), 2% pre-OPAT launch.
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Indications treated by OPAT launch to March 2025
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Virtual Ward:

e Virtual Ward (VW) allows patients to access hospital-level care in familiar surroundings at
home, safely to speed up recovery while freeing up hospital beds for patients that are more in
need.

e There is a mixture of Non-Medical Prescribers (NMPs) and Doctors working within this
service. All antibiotics prescribed are either provided by OPAT for IV or on FP10 prescription
for oral medicines.

¢ Antibiotics are prescribed to patients following agreed pathways that mirror guidance in Eolas
Medical or via OPAT with medication then being supplied via SaTH Pharmacy.

¢ Antimicrobials are prescribed under the direction of microbiology, the Virtual Ward Consultant
or Virtual Ward GP.

e The Principal Pharmacist in Virtual Ward clinically screens all patient records to ensure that
they are following local antibiotic guidance.

Antimicrobials (Capsules/Tablets qty tabs/caps) Virtual Ward
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Antimicrobials (Liquids in mis) Virtual Ward
Quantity of Courses October 2024 to March 2025
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Community Nursing:

e With the introduction of OPAT, the number of IV antibiotics prescribed by Community Nurses
has been reduced. Non-medical prescribing is monitored via ePACT2 data by the Trust’s
Medicines Management team and the Integrated Care Board.

o Appropriate justification for prescribing is sought where necessary.

e There are 169 NMPs working for SCHT consisting of Nurses, Health Visitors, Paramedics,
Physiotherapists, Pharmacists and a Podiatrist.

¢ Indications for prescribed antibiotics routinely present as UTI, respiratory, wound infections
and cellulitis / bites.
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Recovery and Rehabilitation Units:

e In January 2024, SCHT opened two new wards which are based within the Acute Hospitals
(SaTH), with one being on the Royal Shrewsbury Hospital (RSH) site and the other at the
Princess Royal Hospital (PRH) in Telford.

¢ Antimicrobial data is provided to the Lead Pharmacy Technician in spreadsheet format, where it is
carefully reviewed to identify any anomalies. The validated data is then shared with the Infection
Prevention and Control (IPC) Committee to ensure oversight and assurance.
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Ward 18 and 36 RRU Oral Antimicrobial Prescribing November 2024 to January 2025

Flucloxacillin 500mg capsule:s e 1121
Doxycycline 100mg capsules NEEEEEEEEE——— 612
Amoxicillin 500mg capsules TEEEEEE——————— 430

Nitrofurantoin 100mg Modified-Release Capsules Immmm———— 231
Trimethoprim 200mg tablets T———— 176
Demeclocycline 150mg capsules 1 84
Flucloxacillin 250mg capsules 1| 79
Metronidazole 400mg tablets W=l 76
Cefalexin 500mg tablets . 71
Azithromycin 250mg tablets === 71
Vancomycin 125mg capsules B 63
Nitrofurantoin 50mg Capsules HH 62
Cefalexin 250mg tablets ™ 50
Co-amoxiclav 500mg tablets ™ 46
Pivmecillinam 200mg tablets ™ 30
Oxytetracycline 250mg tablets ™ 28
Cefalexin 500mg tablets B 21
Co-amoxiclav 250mg tablets T 15
Doxycycline 100mg dispersible tablets sugar-free 1 14
Cefalexin 750mg tablets 1 14
Cefalexin 500mg capsules | 6
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e This graph shows the quantity of tablets, capsules prescribed on Ward 18 and Ward 36 for oral
antimicrobials Nov 2024 to Jan 2025
e The top four oral antibiotics seen on RRU Wards 18 and 36 are Flucloxacillin, Doxycycline,

Amoxicillin and Nitrofurantoin.
The Pharmacy Department managing the units are employed by SaTH.

Summary:

e Frameworks to reduce HAls are being developed to prevent HCA LRTIs and UTls in
collaboration with the IPC team and are currently being trialed within our Community
Hospitals.

e The Medicines Management Team are active in ensuring compliance with the Antimicrobial
Stewardship.

o The Medical Director will support the medicines management team by challenging prescribing
when identified by SCHT Pharmacy that it is outside of guidance and there is no microbiology
to support the request.

¢ Any issues with the prescribing undertaken by SCHT are highlighted at the Trusts Infection,
Prevention and Control Committee meetings.

Lisa Pascall, Lead Pharmacy Technician - AMS and Vaccination Services
Susan Watkins - Chief Pharmacist, SCHT

Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25
Page 23 of 31
89



Criterion 4 — The provision of suitable accurate information on infections to service
users, their visitors and any person concerned with providing further social care support
or nursing/medical care in a timely fashion

Communication regarding appropriate guidelines has continued to be a key requirement in the provision
of care, the instigation of IPC initiatives as well as public and visitor safety as we moved to “business as
usual” introducing a traffic light system for wearing masks and face coverings in our hospitals, visits and
clinics.

The Communications Team are invited to attend IPC outbreak meetings if these may result in media
interest because of the nature or impact of the outbreak. The Communications Team also provides the
support and guidance and to prepare proactive and reactive media statements where required.

The IPC Team Secretary is responsible for updating the IPC Team intranet site and for the production of
staff and visitors’ leaflets. IPC updates are also provided to Team leads and an IPC newsletter is
designed, sent to all staff and published on the intranet.

As in Criteria One, SCHT report on all Alert Organism monitoring and surveillance through IPCC
meetings and Quality and Safety Committees. Our IPC Annual Report is a public document and available
to view or download on our Trust website. Details of Alert Organism cases and MRSA screening
compliance are also published on the intranet and the public website.

Criterion 5 — That there is a policy for ensuring that people who have or are at risk of
developing an infection are identified promptly and receive the appropriate treatment and
care to reduce the risk of transmission of infection to other people

The IPC Team perform a number of activities that minimise the risk of infection to patients, staff and
visitors including advice on all aspects of IPC; education and training; audit; formulating policies and
procedures; interpreting and implementing national guidance at local level; alert organism surveillance
and managing outbreaks of infection.

MRSA Screening

In addition to the local infection thresholds, a compliance threshold of 97% for MRSA screening for in-
patients on admission was agreed with the ICB. Compliance results are reported monthly to the Quality
and Safety Committee and IPC Committee with oversight by the DIPC to ensure good practice is shared
and action plans are completed and show improvement.

MRSA Screening Compliance for in-patient areas

We aim to screen at least 97% of patients on admission for MRSA each month. For 2024/25, our MRSA
screening compliance score was 97.3%, just above the 97% target. Work continues to ensure that this
figure is maintained or improved for 2025/26 which includes supporting our clinical teams with digital
solutions to form filling and helping reduce the amount of paperwork on admission to our Community
Hospitals.

Month | SonoPS | Briggnorth | Ludlow | Whitchurch Overall
astle Trust
Apr-24 | Not open 100% 100% 100%
May-24 | Not open 100% 100% 100%
Jun-24 | Not open 100%
Jul-24 100% 100% 97% 97% 100% 100% 99%
100% 100% 100% 97% 100% 98% 99%
100% 100% 100% 100% 100% 99%
100% 100% 98% 100% 100% 98%
Nov-24
Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25

Page 24 of 31
90



100% 100% 97%
100% 100% 97%
100% 98% |  98% 97%

Figures are rounded up or down to nearest whole number.

Criterion 6 — Systems are in place to ensure that all care workers (including contractors
and volunteers) are aware of and discharge their responsibilities in the process of
preventing and controlling infection

The Trust has information and processes in place to ensure that its staff, including agency staff,
contractors, and volunteers, are able to meet the requirements of this criterion.

All clinical staff receive induction and updated training and education in current IPC practices. IPC
mandatory training for clinical staff was delivered via e-learning and 98% of clinical staff were up to date
with mandatory Level 2 IPC training as of March 2025.

The IPC team have been engaging with the Clinical Education team and have a regular 2-hour training
session being delivered to SCHT staff as part of the clinical induction week programme. The IPC team
also support the Shropshire Telford and Wrekin (STW) Healthcare Support Worker (HCSW) academy by
delivering IPC training to new HCSW staff that have been recruited.

Other systems in place include:

e SCHT job descriptions include IPC compliance alongside mandatory training to show that
responsibility for IPC is delegated to every member of staff.

¢ “IPC working with patients in community hospitals” information booklet developed with the
Feedback Information Group, provides IPC advice and information for all volunteers working
with SCHT.

¢ An IPC information leaflet for health professional staff is available and is given to all
temporary and agency staff as part of their local induction.

e |PC Standard Operating Procedure for Building, Construction, Renovation and Refurbishment
Projects in available for all contractors working in the Community Hospitals.

¢ Information leaflet for contractors working in Community Hospitals.

e Monthly hand hygiene observational audits tools include volunteers and students.

It is important that the Trust can demonstrate that responsibility for IPC is effectively devolved to all
groups involved with delivering care and that we have the arrangements in place to inform relevant
authorities and System partners of outbreaks or incidents relating to infection. Surveillance of Alert
Organisms is covered under Criteria 1.

e Our IPC Arrangements and Responsibilities policy reflects the management and reporting
structure of SCHT outlining its collective responsibility for IPC from Board to floor,
demonstrating that responsibility is disseminated to all staff in the organisation.

¢ Responsibilities of groups and of staff are included in all SCHT IPC policies.

e |PC Link Staff Roles and Responsibilities for both community and Community Hospitals has
been revised and updated. The IPC link staff receive additional training in IPC and act as a
resource and role model and liaise between their clinical area and the IPC team.

e The IPC Self-audit programme encourages teams to own IPC practices and compliance as
part of their day to day work.
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e |PC Team access SaTH

e Laboratory IT systems to allow enhanced alert organism surveillance and on notification, the
IPC team report all outbreaks and incidents of infection to the CQC, ICB, UKHSA and NHSE.

SCHT IPC Ambitions were launched in January 2023 and a report on progress against the milestones
has been updated through the IPC report received at IPCC and the IPC annual report.

Figure: SCHT IPC Ambitions

Shropshire Community Health NHS Trust
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The IPC Team have maintained 100% compliance with their own mandatory training programme and
personal development reviews that support increasing knowledge and skills to assist in the delivery of
improved quality of care. IPC Nurses have revalidated with the Nursing and Midwifery Council.

Criterion 7 — The provision or ability to secure adequate isolation facilities

The Trust has robust isolation policies in place and has single room accommodation available to isolate
patients when this is required. The Trust is also able to implement cohort isolation processes within the
current estate and this process has been assured by NHSE Deputy Director of IPC. The Isolation policy
includes an Isolation Risk Assessment Tool which allows staff to consider individual requirements for
isolation to ensure patients are managed on a case-by-case basis.

Criterion 8 — The ability to secure adequate access to laboratory support as appropriate

The contract for laboratory services is with Shropshire and Telford Hospitals NHS Trust (SaTH) which is
fully UKAS (United Kingdom Accreditation Service) compliant under ISO 15189. The IPC Team have a
good working relationship with our IPC Doctor who is the Consultant Microbiologist at SaTH. Medical
microbiology support is provided by SaTH 24 hours a day, 365 days a year and the Trust is currently fully
compliant with this criterion.

Criterion 9 — That they have and adhere to policies designed for the individual’s care, and
provider organisations that will help to prevent and control infections

The Trust has many policies and Standard Operating Procedures (SOPs) in place to ensure it meets the
requirements of this criterion. The IPC Team have a rolling programme to update and review policies and
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compliance with the programme is monitored through IPCC. In addition, policies are updated prior to
review date if national guidance changes to ensure they reflect up to date, evidence based, best practice.
All policies are ratified and approved through SCHT governance arrangements.

Criterion 10 — That they have a system or process in place to manage staff health and
wellbeing, and organisational obligation to manage infection, prevention and control

Occupational Health Report 2024/25

Once again Occupational Health have offered advice and support to trust employees and managers with
regards to management of sickness absence, staff health and wellbeing and immunisations -- advice has
also been offered around staff working with and being in contact with infectious diseases and viruses with
help and support from the IPC team especially with regards to staff being in work or returning to work.

Between March 2024 and March 2025, Occupational Health have supported with 18
needlestick/splash/scratch or human bite injuries and have been part of conversations around managing
dog bites.

The team have almost completed the Measles project that has seen all patient facing staff records being
checked for evidence of immunity to Measles either by serology testing or vaccination and, where
needed, staff have been offered appointments to update the information held on record to ensure the
safety of both staff and their patients.

A second project has been started that looks at Pertussis or Whooping Cough — guidance suggested that
the first phase of the project should look at maternity staff and those working in Neonatal Units but after
discussion it was decided that our health visiting staff should be vaccinated if not already and this
programme has been started.

Health and Wellbeing days for staff have been offered at 6 sites that included cholesterol and blood
pressure checks and a stand from the IPC team that promoted staying well in winter.

Our 2024/25 Flu campaign was not as successful as in previous years with us vaccinating 51% of staff
but our data and figures reflected those from around the country and despite our figures being lower than
previous seasons we were still within the top quarter across the region.
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Occupational Health are currently working to assess the Measles status of any staff who have a patient facing role. They are looking at staff needing 2 x
MMR Vaccines or Measles Serology as proof of immunity. The Health Protection Agency suggest that having had 2 x MMR Vaccines offers 95%
efficacy. Each staff member with neither vaccines or serology recorded are being offered serology testing but we are noting that there is a high
percentage who are ignoring their invitation to attend — when they are invited to attend they are being sent information from The UK Health Security
Agency as reference.

Shropshire Community Health NHS Trust Infection Prevention Control Annual Report 2024/25
Page 28 of 31

94



Looking Forward to 2025/26

An Overview of Infection Prevention and Control Programme

The key aim in 2025/26 will be to continue to prevent HAI and to provide education and support to
SCHT staff to enable prompt management and control of infections. This will include meeting
thresholds and to evidence compliance with the Health and Social Care Act through completing the
IPC BAF. In addition, we will strive to achieve the IPC objectives and four ambitions in our IPC
Strategy.

Our focus will be to:

Ambition 1: Integrated Working

e Collaboration with providers to continue with particular focus on CDI and AMR for next 12 months

e Support and contribute to Emergency Preparedness, Resilience and Response (EPRR)
exercises and Pandemic planning

Ambition 2: Education and Training

o Develop scenario-based teaching for IPC

e Corporate student placements to be offered

o Develop IPC educational resources that are accessible such as videos to support bite-size
learning

Ambition 3: Digital Technology

¢ Contribute to development of digital quality dashboard to display key IPC metrics at
ward/department level

o IPC reports to develop use of SPC charts to enable overview of themes and trends

o Enhance digital communications for dissemination of key messages through use of IPC
WhatsApp group

Ambition 4: Enhanced Engagement and Involvement
¢ Continue collaboration with QI team with specific focus on:
o Catheter care
o Mouth Care
o Develop method for reward and recognition of excellent IPC practices
e Re-design brand of IPC team to focus on education and advise.

Conclusion

The IPC Annual Report 2024-25 highlights significant achievements and ongoing efforts in infection
prevention and control within the Shropshire Community Health NHS Trust. Despite challenges from
increased CDI cases and Norovirus outbreaks, the Trust has demonstrated resilience and effective
management. The positive outcome of the NHS England inspection further validates the Trust's
commitment to maintaining high standards of infection control.

Over the past year, the IPC Team has conducted numerous audits that underpin the Trust’s robust
governance arrangements, ensuring floor-to-board support for Infection Prevention and Control
initiatives. These audits have provided valuable insights and themes to drive improvements and
maintain high-quality standards.

The IPC Team has worked collaboratively with various departments across the organisation,
including EPRR, Occupational Health, Pharmacy, Estates, Quality Improvement, and Operational
teams, to ensure the safety of patients, staff, and the public for 2024/25. They have conducted
several educational and awareness campaigns ensure |IPC remains a key focus.

The IPC team has clearly defined key areas of focus for the 2025/26 period in alignment with the IPC
Quality Ambitions. The IPC Team remains committed to delivering these objectives while ensuring
the provision of a safe and effective IPC service for the Trust.
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Glossary of Terms

AMR Antimicrobial Resistance

Bacteraemia A bloodstream infection

CDI Clostridioides difficile infection. Clostridioides difficile is a bacterium which
lives harmlessly in the intestines of many people. Clostridioides difficile
infection most commonly occurs in people who have recently had a course of
antibiotics. Symptoms can range from mild diarrhoea to a life-threatening
inflammation of the bowel.

COVID-19 Coronavirus disease

CPE Carbapenemase-producing Enterobacteriaceae. Enterobacteriaceae are a
large family of bacteria that usually live harmlessly in the gut of all humans and
animals. They are also some of the most common causes of opportunistic
urinary tract infections, intra-abdominal and bloodstream infections.
Carbapenemases are enzymes that destroy carbapenem antibiotics, conferring
resistance.

CQC Care Quality Commission

DIPC Director of Infection Prevention and Control

E.coli Escherichia coli. E. coliis the name of a type of bacteria that lives in the
intestines of humans and animals.

ePACT2 Prescription database for authorised users

ESBL Extended-Spectrum Beta-Lactamases are enzymes that can be produced by
bacteria making them resistant to many of the commonly prescribed
antibiotics.

GRE/VRE Glycopeptide-Resistant Enterococci/Vancomycin Resistant Enterococci.
Enterococci are bacteria that are commonly found in the bowels/gut of most
humans. There are many different species of enterococci but only a few that
have the potential to cause infections in humans and have become resistant to
a group of antibiotics known as Glycopeptides; these include Vancomycin.

HAI Healthcare Associated Infection

H&SCA Health and Social Care Act

ICB Integrated Care Board. Previously known as the Clinical Commissioning
Group.

IPC Infection Prevention and Control

IPC BAF Infection Prevention and Control Board Assurance Framework

MPFT Midlands Partnership NHS Foundation Trust

MRSA Meticillin Resistant Staphylococcus aureus. Any strain of Staphylococcus
aureus that has developed resistance to some antibiotics, thus making it more
difficult to treat.

MSSA Meticillin Sensitive Staphylococcus aureus. Staphylococcus aureusis a
bacterium that commonly colonises human skin and mucosa (e.g. inside the
nose) without causing any problems. It most commonly causes skin and
wound infections.

NHSE NHS England

NMP Non Medical Prescriber

NICE National Institute for Health and Care Excellence

OPAT Outpatient Parenteral Antimicrobial Therapy
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Outbreak Two or more persons with the same signs, symptoms in time place and space.
PGD Patient Group Direction

Pl Period of Increased Incidence

PPE Personal Protective Equipment e.g. gloves, aprons and goggles
PRH Princess Royal Hospital

PSD Patient Specific Direction

Ql Quality Improvement

QSC Quality and Safety Committee

RRU Rehab and Recovery Unit

RSH Royal Shrewsbury Hospital

SaTH Shrewsbury and Telford Hospital NHS Trust

SBAR Situation, Background, Assessment, and Recommendation
SCHT Shropshire Community Health NHS Trust

TOR Terms of Reference

UKHSA United Kingdom Health Security Agency
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1. Purpose of Paper

1.1. Why is this paper going to the Executive and what input is required?
The aim of this paper is to provide advice and assurance to the Trust Board regarding the
provision of Safer Nurse Staffing and adherence to national policy.
2. Executive Summary
2.1 Context

NHS provider Boards are accountable for ensuring their organisation has the right culture,
leadership, and skills in place for safe, sustainable, and productive staffing that will support

safe

, effective, caring, responsive and well-led care.

2.2 Summary

The Community Safer Staffing tool was introduced to the Trust in January 2023, however
at the beginning of 2024 the National Team paused the tool due to issues with the efficacy
of the tool. It has now been re-launched with some changes. Data collection will be
undertaken from June 2025.

The service specification review continues in the Community District Nursing Team with
Commissioners however to date no changes have been agreed.

The updated SNCT tool for inpatient areas has added 2 further categories 1C/D this
allows us to capture patients requiring enhanced supervision, which in this data collection
has increased from June 2024.

The Trust continues to see increased need for enhanced care for our patients across all
inpatient wards which has increased the use of agency staff as staffing establishment
does not include any uplift for enhanced care.

The Trust has been successful on securing a place on to the NHSE second cohort of the
National programme for Enhanced Therapeutic Observation and Care Collaborative
(ETOC). This programme will help us understand how we can support our patients with
enhanced care needs whilst reducing the need for extra staffing for all patients.

Safe care is being used in all inpatient areas. Safe care provides staff with live visibility
of staffing levels matching with patient demand, it can highlight areas with short
workload-based care hours. It allows for the acuity and dependency of patients to be
visible daily so wards can demonstrate how dependant their area is at all times. A
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weekly report is circulated to the team to monitor consistency of inputting data; this is
also monitored and challenged at the monthly e-roster Check and Challenge meetings.

= Five of the six inpatient areas now have a second set of data however due to the launch
of the ETOC Programme and two of the wards having escalation beds opened no
recommendations should be made for change.

= Vacancy rates in our Community Hospitals have increased from June 2024 from 13.08
WTE to 25.41 WTE, this included all 4 inpatient areas and the Rehabilitation and
Recovery Units (RRUs). All vacancies are in various stages of the recruitment process.

= The inpatient wards have seen an increase in patients needing enhanced supervision,
this alongside escalation beds being open on Ward 36 and Whitchurch has adversely
impacted agency usage.

= The Trust is aware that NHSE will serve notice that all agency Band 2/3 will stop, this will
have an impact on the safer staffing of the wards and as a Trust will need to find ways to
mitigate this risk.

= Bishops Castle Community Hospital (BCCH) reopened the inpatient facility in July 2024
to 16 beds and so undertook the data collection for January 2025.

= The Workforce Safeguard Gap analysis action plan now has all 14 actions fully completed
and so the Trust is now fully compliant.

2.3. Conclusion

The report shows us that benchmarking statics continue to be roughly 50:50 RN to HCA
and we continue to see the RN to HCA ratio change when we have additional staff for
enhanced care but when we triangulate with quality and safety metrics and red flags
there are no concerns regarding safe staffing.

When reviewing the performance of the National Developing Workforce Safeguards, we
are fully complaint. (Attachment 1)

The Director of Nursing and Medical Director confirm they are satisfied with the safety,

effectiveness and current sustainability of staffing levels at Shropshire Community Heath
Trust.

3. Main Report

3.1 Introduction

NHS Provider Boards are accountable for ensuring their organisation has the right culture,
leadership, and skills in place for safe, sustainable, and productive staffing that will support
safe, effective, caring, responsive and well-led care.

Demonstrating safe staffing is one of the essential standards that all health care providers
must comply with to meet Care Quality Commission (CQC) regulation, Nursing and
Midwifery Council (NMC) recommendations and national policy on safe staffing. The
National Quality Board (2016) guidance and Developing Workforce Safeguards (2021) sets
out expectations for Nursing and Midwifery staffing levels to assist local Trust Board
decisions in ensuring the right staff, with the right skills are in the right place at the right time.

It is well documented that ensuring adequate Registered Nurse (RN) staffing levels in line
with national recommendations has many benefits including improved recruitment and
retention, reduction in staff stress, reduction in patient mortality and improved quality and
safety metrics.
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The Developing Workforce Safeguards national policy (2018) was established from safe
staffing work when system leaders identified a gap in support around workforce and builds
on the National Quality Board (2016) guidance. It identifies that NHS Trusts must ensure the
below three components are used in their safe staffing processes:

e FEvidence based tools and data.
o Professional judgement

e Qutcomes

Of which this paper confirms that we have adopted this triangulated approach. The Trust has
a Workforce Safeguards Gaps analysis action plan which has 14 recommendations of which
we are fully complaint (see attachment 1).

The Trust commenced using the validated inpatient tool (SNCT) in June 2023 once the
required licence had been received, this tool is used widely in other Community Hospitals.
The inpatient tool was updated in 2023 and released for use in 2024.The January 2025 data
is the second set of data using this updated tool. The National Community Safer Staffing
tool was introduced nationally in January 2023 but was paused in early 2024 by the National
Team whilst further checks are undertaken and has now been relaunched, and so data
collection will be undertaken in June 2025. This report outlines the Second set of data using
the refreshed tool for the community inpatient wards and the RRUs captured via this
validated, evidence-based method.

4.0 Nurse to Patient ratio — Inpatient wards

4.1 Nurse to patient ratios are a useful benchmark for assessing the average amount of
patients each Nurse is caring for.

4.2 It should be noted that this method may not always accurately reflect the needs of
the individual patient as their dependency on nursing input may differ at various
points. Nevertheless, the Royal College of Nursing (RCN) ‘Mandatory Nurse Staffing
Levels’ (2012) and NICE ‘Safe Staffing for Nursing in Adult Inpatient Wards in Acute
Hospitals’ (2014) suggest Acute inpatient wards must have a planned Registered
Nurse (RN) to patient ratio of no more than 1: 8 during the day. We acknowledge that
these recommendations are for acute wards, but the community wards work to these
numbers also alongside professional judgement as the model of care moves towards
a more sub-acute specialty. The ratios are followed due to the number of beds within
each inpatient area, making it difficult to reduce further. At present there is no
national guidance of Nurse-to-patient ratios for night duty however professional
judgement of the Director of Nursing (DoN) who is also a National CNO Safer
Staffing Fellow is 1:13.

4.3 Table 1 shows the average RN: Patient ratio at Shropcom during January 2025 for
our community and RRU inpatient areas It demonstrates that during January 2025 all
community and RRU inpatient wards met the national acute requirement of an overall
1:8 for day shifts at the time of the data collection although it should be noted this
national guidance is based on acute inpatient facilities.
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Table 1: Actual Averaie RN: Patient ratio durini Januai 2025

Ludlow 1:84
Bridgnorth 1:8.3
Whitchurch 1:8.3
BCCH 1:7.2
Ward 36 1:8
Ward 18 1:8.3
4.4 At Whitchurch the bed base was reduced to 25 beds In August 2024 due to IPC

4.5

4.6

issues, however due system pressures the beds were opened for escalation to 29
beds on the 28.11.24 and then to 32 beds on 20.12.2024 and reduced to 29 beds
24.01.25. For the January 2025 data collection, the ward was open to 32 beds up to
the 24.11.2025 then 29 beds. Ward 36 beds base is 20 beds but has the ability to
increase to 23 beds (3 side rooms) in escalation and on the 16t of December 2024
these beds were opened and a further 3 beds put into the bays (as temporary
escalation spaces) making a total of 26 beds, the beds were decreased on 16t
January 2025 to 23 beds and remain at 23. So, for data collection half of the month
was at 26 beds and half was 23 beds.

Nursing Associates (NA) are used in the Trust but have not yet been written into
National Policy to be included into the Registered numbers, as yet this policy has not
been launched however in the updated SNCT tool it includes NA in the Registered
Nurse (RN) count. The use of NA to the Trust is becoming embedded to many of our
areas but to ensure safety, professional judgement is applied with triangulation of
quality and safety data as a standard daily expectation of leaders and managers. It is
to be noted that within the Trust the count the qualified NA in the RN ratios.

Actual versus planned staffing numbers for January 2025 showed that for 4 inpatient
wards and the 2 RRUs 81.66% of all shifts (both RN and HCSW) were covered by
substantive staff; this is an increase from 78.6% on June 2024 data. (BCCH not in %
as ward not opened) 3.8% were filled by Agency staff and 15% were shifts filled by
Bank staff. This demonstrates that the fill rate was over 100% and this is due to the
need for enhanced care supervision and escalation beds being opened.

5.0 Safer Nursing Care Tool (SNCT)

5.1

5.2

5.3

The SNCT is an evidence-based tool that is recommended by NICE to measure
individual patient acuity and dependency. It is proposed that using SNCT offers
greater understanding regarding if actual hours match required hours.

The SNCT tool was updated in 2023, and the data collection period has changed
from 20 days to 30 days now including the weekends. The twice-yearly data
collection continues (January & June). The tool collects individual patient acuity and
dependency and in the updated version 2023 there has been 2 new categories
added which will monitor the use of enhanced care required by patients these are
categories 1C and 1D. The data collection is undertaken by the trained senior Nurses
in each team.

The SNCT allows clinical staff to assess the needs of every individual patient. It is
worth noting that as a generic tool, subjective application of SNCT has an expected
10% variation from ward to ward and is not designed to indicate required skill mix. It
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54

5.5

5.6

5.7

5.8

should be used as part of professional judgement and patient outcomes as is the
case with this review.

The Trust gained its licence in early 2023 but due to the refresh of the tool this data
collection is the 2 set of data collected, we will continue to collect 2 sets per year, as
this allows us to understand our adherence to the national standards and offer the
Board greater assurance.

Training is in place for staff undertaking the SNCT data collection and will continue.
Safe care is now being used in all inpatient areas, with weekly reports on compliance
and compliance is discussed in the monthly Check and Challenge Roster meetings.

Bridgnorth has 25 beds with the daily average at 23.91 patients at the time of the
data collection. (See appendix 1 for the SNCT score). The staffing split is 43:57 RN
to HCA. The data also suggests that and additional 5.30 WTE is required for the 1¢c &
1d patients. The agency/bank usage for January 2025 was 8.00 WTE which covered
enhanced supervision and vacancy gaps.

Beds | Level | Level | 1B 1C Actual Suggested
25 0 1a Establishment Establishment
5.5 0.26 16.50 | 1.65 RN 15.53 RN 23.82
HCA 20.29 HCA 15.88

Ludlow has 24 beds with the daily average at 23.34 patients at the time of the data
collection--The staffing split is 50:49 RN to HCA. The data suggests that an
additional 11.11 WTE is required for the 1c and 1d patients. With the actual
Establishment at 30.22 there is a deficit of 8.52 WTE without the consideration of
enhanced care. The agency/bank usage for June 2024 was 24.32 WTE this was a
mixture of RN and HCA to cover enhanced care patients and vacancy.

Beds | Level | Level | 1B 1C Actual Suggested
24 0 1a Establishment Establishment
5.35 0.03 17.00 | 3.46 RN 15.21 RN 23.24
HCA 14.99 HCA 15.50

Whitchurch has 25 beds but due to escalation they were on 32 beds until the 24t of
January 2025 when they dropped down to 29 beds. with the daily average at 29.03
patients at the time of the data collection. The staffing split is 42:57 RN to HCA. The
split is less than 50:50 due to the escalation beds being opened and having more
HCA on the ward to support the care of the extra patients.

When we look at the results of the data collection it suggests the ward needs 47.11
WTE to run the ward which would be an increase of 12.46 WTE and suggests that
the ratio of RN to HCA needs to change. It further recommends 6.42 WTE for
enhanced patients. It needs to be noted that the staffing recommendations is
based on escalation beds being opened which was an increase of 7 patients so

102



Bi- Annual Safer Staffing Paper

5.9

5.10

5.11

not a true reflection of the establishment of the ward. The agency/bank usage for
January 2025 was 19.60 WTE which covered escalation beds being opened and
enhanced care patients.

Beds | Level | Level | 1B 1C Actual Suggested
32/29 |0 1a Establishment Establishment
5.65 0.03 20.35 | 2.00 RN 14.67 RN 28.27
HCA 19.79 HCA 18.84

Bishops Castle reopened in July 2024 and has 16 beds with the daily average at
13.82 patients at the time of the data collection. The staffing split is 59:39. The
agency/bank in January 2025 was 14.00 WTE this was to support vacancy and
sickness.

Beds | Level | Level | 1B 1C Actual Suggested
16 0 1a Establishment Establishment
6.73 0.16 6.93 | 0.0 RN 11.24 RN 15.80
HCA 7.49 HCA 6.14

Ward 36 has 20 beds however on 26" December the ward opened 6 escalation beds
then reduced to 23 beds on the 16" °f December 2024 and have remained at 23
beds. The daily average of 23.18 patients at the time of the data collection. The
staffing split is 54:46 RN to HCA. The data suggests a further 6.10 WTE for the 1¢/1d
patients. The agency/bank usage for June 2024 was 26.60 WTE which was cover for
the enhanced care patients and vacancy and escalation beds being opened and so
the recommendation for increased staffing is not a reflection of established staffing

Beds | Level | Level | 1B 1C Actual Suggested
26 0 1a Establishment Establishment
5.35 0.03 17.45 | 1.96 RN 21.17 RN 23.24
HCA 16.50 HCA 15.50

Ward 18 has 26 beds with a daily average was 24.34 patients at the time of the data
collection. The staffing split is 56:44 WTE. The data would suggest an increase of
1.07 WTE. It further suggests 11.11 WTE for enhanced care patients. The
agency/bank usage for January 2025 was 24.32 WTE which covered vacancy and
enhanced care.
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5.12

5.13

5.14

5.15

Beds | Level | Level | 1B 1C Actual Suggested
24 0 1a Establishment Establishment
5.35 0.03 17.00 | 3.46 RN 15.21 RN 23.24
HCA 14.99 HCA 15.50

The community Wards and RRU have seen an increase in the need for enhanced
care for our patients, which is seen in the increased 1c patients, and this is not
isolated to our Trust but a national picture. NHSE have introduced a programme
called the Enhanced Therapeutic Observation and Care Collaborative (ETOC) to
help support Trust work differently to support our patients without always increasing
staff. They have just launched their second cohort, and we have been successful in
being included in this cohort.

Due to Whitchurch and Ward 36 wards being opened to escalation beds and 1 ward

only having 1 set of data, at this present time we should not make recommendations
for change but should maintain monitoring. Staffing is monitored on a daily basis with
risk being assessed.

The gold standard for skill mix of staff would be 70% RN to 30% (Royal College of
Nursing 2012) HCA linking to evidence suggestive that increasing RNs within a ward
skill mix reduces mortality and increases patient safety and quality of Care. (Aiken et
al 2010, 2013, 2016, 2018, Ball et al 2018, Blegan et al 2011, Estabrook et al 2005,
Griffiths et al 2016, RCN 2021). Within the Community Wards the skill mix is often
circa 50:50. It is to be noted that when benchmarking, most Trusts including acute
Trusts, do not reach the standard of 70:30, the aim is to work towards increasing the
Nurse-to-patient ratio on a trajectory to eventually get to 60% and that the 60% would
include NAs. This is the professional judgement of the Director of Nursing. The data
collection recommendations are based on a 60:40 skill mix.

The cost to the Trust in January 2025 for substantive RN/HCA staff was 418,204K
with an additional bank cost of 104,721K and an agency cost of 164,441K, which is a
total additional cost of 269,162k for staffing in January 2025. (see Table below)

Table 2 staffing costs for January 2025
Cost for January 2025

Site Substantive RN Substantive HCA Bank RN Bank HCA AgencyRN Agency HCA
Whitchurch Hospital Ward 68,737 49484 7003 9827 16,019 2,155
Bridgnorth Hospital Ward 61,502 50,784 2,763 6,882 272 9,062
Bishops Castle Hospital Ward 42,700 18390 508 5315 20,318 7,588
Ludlow Hospital Ward 37,908 41,820 11,067 6261 15797 31,751
Rehab & Recovery Unit - Shrewsbury (Ward 18, RSH) 57,368 40,156 12,826 14,646 9,043 132711
Rehab & Recovery Unit - Telford (Ward 36, PRH) 59,833 43212 10,747 16,79 6,893 122712
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6.0 Community Safer Care Tool (CNSST)

6.1

7.0
7.1

7.2

The data for the CNSST has not been included following national instruction to pause

it's use whilst further testing is undertaken. The tool has now been updated and
launched, and so training is being undertaken, and the next data collection will take
place in July 2025 and this data will be included in the next report.

Fill rates for inpatient wards

Trusts are required to collate and report staffing fill rates for external data submission
to NHSE monthly. Fill rates are calculated by comparing planned (rostered) hours
against actual hours worked for both RN and HCA.

The position for January 2025 Source (January 15t — 31st January 2025) is shown in
table 2.

Table 3 - Fill rates (January 2025)

7.3

7.4

7.5

7.6

Day Night
Hospital Site Average fill Average fill | Average fill Average fill
rate — rate — care rate — rate — care
Registered staff (%) Registered staff (%)
nurses (%) nurses (%)
Bridgnorth 101.2% 106.5% 106.5% 123.1%
Ludlow 101.6% 177% 107.7% 205.2%
Whitchurch 114.1% 145.8% 101.1% 238.1%
BCCH 120.2% 99.7% 112.2% 105.0%
Ward 36 143.2% 222.8% 152.6% 202%
Ward 18 109.6% 136.9% 100.1% 158.3%

We can see from the table that the fill rates for both RN and HCA are predominately
over the 100% fill rates. HCA day and night shifts were higher than planned to
maintain ongoing management and safety for patients requiring enhanced
supervision. For Whitchurch and RRU Ward 36 have had escalation beds opened
which has been and increase maximum of 13 beds. This is particularly noticeable at
both Whitchurch and Ludlow where they have seen high numbers of patients needing
enhanced supervision.

Fill rates do not take into account the skill mix within an area including what
percentage of this fill was temporary staff, all of which are contributing factors to
quality and safety within the clinical environment.

Bed occupancy rates reported for January 2025 were 95.4%. This breakdown for
bed occupancy at each site as 92.3% Bridgnorth, 98.1% Ludlow, and 96.7%,
Whitchurch, Ward 36 PRH, 96.9% and Ward 18 RSH 94.7%.

For the 4 community inpatient areas, 5 shifts were reported in January 2025 as 100%
RN agency staff. These were in relation to 4 shifts at Ludlow all for night duty and
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7.7

staff on shift were regular agency to Ludlow and 1 shift at BCCH again RN for night
shift.

All 6 ward areas were above the 90% fill rate for both days and nights in January
2025.

8.0 Care Hours per Patient Day (CHPPD)

8.1

Care Hours per Patient Day (CHPPD) is a useful means of benchmarking against
other NHS Trusts via the Insight-Model Hospital website. SCHT data is available on
the Model Hospital site and on performing benchmark analysis, for the last quarter
(January 2025) the average overall for our Trust is 6.6 care hours per patient day
(CHPPD), compared to with average of other similar community NHS trusts of 7.3
(as shown in table 3). This data cannot be viewed in isolation and when triangulating
with other data and professional judgement and quality and safety indicators there is
not a cause for concern. CHPPD will continue to be monitored monthly. In table 3
you can see that the Trust sits in the 3™ quartile, and this remains a consistent
picture.

Table 4 - Model Hospital Benchmarking table

‘Shropshire Community Health NHS Trust Select chart type | Variation v

Select level

Quartie 1-
Lowest 25%

Provider v Scope | National - [ ] Highlight system providers | Include independent provider data? (1) Chart View C' Table View

Care Hours per Patient Day - Total Nursing, Midwifery and AHP staff, National Distribution = bownioad

Quarlie 2 Quartie 3 Quartile 4 -

Highest 25%

T

5

&« 100
3
5 80
&
& a0
© 2
a0
| [—

n order of t
. My Peers II Pon-Peer Providers —— Peers (COG - Good) Metian (7.3) —— Provider Median (7.3)
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Organisation Name CHPPD - overall
Derbyshire Community Health Service Foundation Trust 1.4
Kent Community Health NHS Foundation Trust 7.8
Central London Community Healthcare 7.5
Hertfordshire Community 7.4
Overall average 7.3
Leeds Community Healthcare NHS Trust 7.3
Shropshire Community Health 6.6
Norfolk Community Health and Care 6.8
Sussex Community 6.5
Bridgwater Community Healthcare 5.8

8.2 Table 4 shows the rolling care hours per day for the last year. Care hours per patient
day are calculated by dividing the total number of nursing hours on a ward by the
number of patients in beds at midnight. The calculation provides the average number
of care hours available each patient on the ward and thus there is variation each
month and for each ward.

Table 5- Care hours per patient day — total staffing

Jan|Feb| Marl Apr| May| Juneduly Aug| Sept] Nov| Dec| Jan

24| 24 24 24 24 2424 24 240ct24) 24 24 25
Bridgnorth

6.7 6.7 6.7 6.4 6.9 B.7 6.20 [7.26 .61 .40 p.05/6.86 6.5
Ludiow

8.3 8.3 [7.0 7.3 75 ©6.85 6.39 6.61 B.05 .45 pB.41[.77 [7.11
Whitchurch

6.4 6.4 6.2 6.3 6.1 B.41 .90 6.81 B.65 6.25 6.436.43 [7.10
BCCH 6.88 6.37 55.96 .20 [7.636.3 P.67
RRU Ward
36 6.0 6.70 6.466.32 6.20 6.07 B.71 6.10
RRU Ward
18 5.9 6.20 .61 .92 [5.62 @©.946.27 6.03

9.0 Incidents

9.1 During January 2025 there were 4 reported staffing issues, 2 at ward 18 and 1 at ward
36 and 1 at Ludlow, on review these all related to bank/agency staff not turning up for

a variety of reasons. No harm to patients occurred.

10
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9.2 During January 2025 there were 5 occasions that the Community inpatient wards had
100% RN agency on night duty, 4 were at Ludlow and 1 at BCCH. There were no
harms reported due to the 100% agency.

9.3 During January 2025 there were 19 inpatient falls reported which occurred across 5 of
our inpatient areas which equates to a rate of 4.34 falls per 1000 Occupied Bed Days
(OBDs)

9.4 Table 6 below shows the rolling year for falls, when we triangulate the data for falls in
January 2025 in all areas staffing was not recorded or datixed as being attributed.

Table 6 — Falls Data

Year M1_ M2 | M3 (M4 (M5 [ M6 M7 | M8 M9 M10
April May June July |Aug [Sept |Oct [Nov Dec Jan
Falls 26 |15 [ 11 [21 [ 12 | 10 |24 |14 10 18
2022/23 Falls/ {11.46 |6.69|5.18 |9.01|5.35 |4.29 [9.87 |5.79 4 7.29
1000
OBDs
Falls 1 |11 5 (14| 9 [ 13| 5 |15 17 25
2023/24 | Falls/ |4.56 (4.5 [2.15 |5.84|3.79|5.43|1.97|6.09 6.67 7.1
1000
OBDs
Falls 16 |14 | 17 [ 17 |15 | 21 | 17 | 22 22 19
2024/25 | Falls/ | 4.31 |13.58|4.65 |4.19(3.92|5.26 |5.04|5.44 5.02 4.34
1000
OBDs

10.0 Red Flags (Appendix 2)

10.1 There are 6 elements to the Nice Red Flags (see appendix 2), these include:

1. Omission in providing medication
2. Delay of more than 30 minutes in providing pain relief
3. Patients vital signs not assessed in line with care plan

4. Delay or omission of regular checks on patients to ensure care needs are
met as outlined in the care plan

5. A shortfall of more than 8 hours or 25% (whichever is reach first) of registered
nurse time available compared to the actual requirement of the shift.

6. Less than 2 Registered Nurses present on a ward during any shift

11
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Table 7 shows the monthly metrics that are captured that relate to red flags. This
metrics are reviewed in Quality and Safety Committee and actions are taken when

Datix is used to monitor any delays in pain relief, vital signs not being assessed and
delays or omissions or regular check on patients. In January 2025 there were no

In line with safer staffing requirement, red flags are reported where there is a shortfall
of more than 8 hours or 25% (whichever is reached first) of RN time available
compared with the actual requirement for the shift or where fewer than two RNs are
present on a ward during any shift. There have not been any incidents for any of the

10.2
metrics are not compliant.
10.3
datixes relating to these.
10.4
inpatient wards in January 2025.
10.5

When we review the incidents in table 7 for January 2025, we can see 6 incidents
relating to workload resource incidents, this were reviewed and all relate to
bank/agency not attending shift and although further support sort, part of shift left short,
no harm to patient documented. There were no PSII or Pressure Ulcers in January
2025. There were 6 medication incidents, 1 at Ludlow, 1 at Whitchurch and 4 at
Bridgnorth. All incidents were related to storage and labels and not due to staff error
or staffing. January 2025 there were 18 falls, and when triangulated staffing was not a
contributing factor.

Table 7 - Monthly Quality data

Bishops Castle Aug-24 Sept-24 Oct -24 Nov-24 Dec-24 Jan-25
Number of patient Safety incident
investigation (PSII) 0 0 0 0 0 0

3,
Numbe:r of Qategory Y4 pressure 0 0 0 0 0 0
ulcers in Service
Workload Resource Incidents 2 0 0 0 0 1
Medication Incident 3 2 1 & 0
Bridgnorth Aug-24 Sept-24 Oct -24 Nov-24 Dec-24 Jan-25
Number of patient Safety incident
investigation (PSII) 0 0 0 0 0 0

3,
Numbe'r of Qategory Y4 pressure 0 0 0 0 0 0
ulcers in Service
Workload Resource Incidents 2 0 1 0 0 0
Medication Incident - 2 2 1 0 4

12

109



Bi- Annual Safer Staffing Paper

Ludlow

Number of patient Safety incident
investigation (PSII)

Number of Falls

Number of Category % pressure
ulcers in Service

Workload Resource Incidents

Medication Incident

Whitchurch

Number of patient Safety incident
investigation (PSII)

Number of Falls

Number of Category % pressure ulcers
in Service

Workload Resource Incidents

Medication Incident

RRU ward 36

Number of patient Safety incident
investigation (PSII)

Number of Falls

Number of Category % pressure
ulcers in Service

Workload Resource Incidents

Medication Incident

RRU ward 18

Number of patient Safety incident
investigation (PSII)

Number of Falls

Number of Category % pressure
ulcers in Service

Workload Resource Incidents

Medication Incident

Aug-24 Sept-24 Oct -24 Nov-24 Dec-24 Jan-25

11.0 Risks to Safer Staffing

11.1  NHSE have given all Trusts a directive to reduce costs for both agency and bank in
this next financial year. The Trust has robust plans in place to monitor and approve

13
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both bank an agency, however we have been told by NHSE that we must cease the
use of agency for band 2/3 by around September 2025. This will pose a risk to the
staffing in our community wards as due to the demographic of our ward areas it is not
easy to pull from other and so reliance on bank and agency is high.

Work is being undertaken to increase the bank so ensure that we have sufficient
temporary staffing when gaps occur.

The Trust is moving to a centralised bank as this will help to move staff to the areas
of gaps as at present bank workers only work in one ward and it is not easy to be
flexible.

The Trust has commenced the NHSE ETOC programme that will help us work with our
staff to find better ways to care for our patients with enhanced care needs, this will
involve training programmes for staff and working together as an MDT to ensure safe
and effective care for our patient. This work should enable us to reduce our
dependency on Agency/bank staff for enhanced care patient needs without impacting
patient safety.

12.0 Recommendations available to review and accept

12.1

12.2

12.3

12.4

12.5

12.6

12.7

To continue to embed the twice-yearly data collection tool for the Community inpatient
areas.

To relaunch the Community District Nursing teams staffing tool in the July 2025 data
collection.

To continue to monitor the E-roster Safe Care weekly to ensure consistent
compliance.

To introduce E-community to the District Nursing teams. This is IT system that links
with E-roster, some of benefits of this product are:

> Improved fairness of allocation process
>Avoids staff being given unachievable workload due to the inclusion of travel time.

>Completion of visits in real time

> Reports and daily panning screen allow for the prediction of skills gaps and
changes in service demands, identifies pressure points and under -utilised workforce
> Dynamically redeploy staff based on patient needs

> Provide robust data

Due to the NHSE directive to stop the use of agency for band 2/3 in our inpatient wards
by September 2025 we need to monitor the effect this has on safer staffing and need
to escalate concerns in an appropriate manner.

Montor the work undertaken on the ETOC programme and what effect that has on the
need for enhanced supervision staffing for patients and patient safety.

Work continues on the recruitment and retention plan, to support the Trust in filling the
vacancy gaps thus improving overall safer staffing substantive numbers.

14
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12.8

12.9

For the inpatient data collection, the January 2025 is the second set data with the
refreshed tool with the exception of BCCH which is their first data collection. However,
with escalation beds being opened and the Trust about to undertake the ETOC
programme the data does not show a true picture and so is difficult to make
recommendation on changes to establishment. Mitigations are in place and risk
remains well controlled with daily staffing checks to maintain safety. The Director of
Nursing is comfortable that existing staffing and processes that are in place is
maintaining patient and staff safety during this time.

Consideration in the future should be taken to the cost of bank and agency that is being
used for staffing gaps, enhanced care and escalation beds as for January 2025 the
additional cost staffing was 262,162K, which equates to 25.04% bank and 39.03%
totally 64.36%. It may be more cost effective to add additional substantive staff to the
establishment. The cost for an RN is 42,575k and HCA 30,903K (mid-point-including
on costs). This would give 6.3 WTE RN or 8.7 WTE HCA and would then significantly
reduce agency/bank costs in the following months. This consideration should be
measured once the 90-day ETOC cycle has been completed, and a further review of
June data has taken place.

13.0 Revalidation of Registered Nurses/Pharmacy/ HCPC registered staff

13.1

13.2

13.3

13.4

13.5

13.6

13.7

Registered Nurses get notification from the NMC regarding their revalidation at the
100 and 60 days prior to revalidation and emails via ESR at 12, 8 and 4 months.

HCPC registrants receive natification from the HCPC regarding their renewal 2
months prior to renewal and emails via ESR at 3 and 1 month.

Registered Pharmacy staff receive notification from GPhC regarding their revalidation
2 months prior to revalidation and emails via ESR at 3 and 1 month

Whilst the Trust puts reminders in place for staff it is the responsibility of the
registrant to ensure that their registration is valid at all times.

The Trust has 642.02 WTE which equates to 900 individual Registered Nurses and
Registered Nursing Associates that need to renew their PIN by paying their annual
fee and revalidate every 3 years. In the last 12 months March 2024 to March 2025
there has been 3 occasions where staff have failed to revalidate, immediate action
was taken, and all 3 staff did not work without a current pin number.

The Trust has 194.53 WTE and 5.75 WTE Psychology Professional registered with
the HCPC. Re-registration takes place on a biannual basis for each profession,
whereby the registrant both pays their annual fee and completes a self-declaration of
adherence to professional standards. In the last 12 months, April 2024 to March
2025, Dietitians, Podiatrists and Psychology Practitioners have renewed their
registration, there have been no occasions where staff have failed to re-register.

The Trust has 25.4 WTE Pharmacy staff which equated to 19 Pharmacists and 15
Pharmacy Technicians registered with GPhC. Revalidation takes place on an annual
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basis, whereby the registrant both pays their annual fee and revalidates. In the last
12 months, April 2024 to March 2025, there have been zero occasions where staff
failed to revalidate.

14.0 Conclusion

The report shows us that benchmarking statics continue to be roughly 50:50 RN to HCA
and we continue to see the RN to HCA ratio change when we have additional staff for
enhanced care but when we triangulate with quality and safety metrics and red flags
there are no concerns regarding safe staffing.

When reviewing the performance of the National Developing Workforce Safeguards, we
are fully complaint. (Attachment 1).

The Director of Nursing and Medical Director confirm they are satisfied with the safety,

effectiveness and current sustainability of staffing levels at Shropshire Community Heath
Trust.

Supporting Literature

Aiken, LH., Sloane, D., Griffiths, P. Rafferty, A.M., Bruyneel, L., McHugh, M., Maier, C.B.,
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Appendices

Appendix 1 — Inpatient Decision matrix

[ LevelO [ Care requirements may include the following
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(Multiplier =0.99* ) Patient requires hospitalisation
Needs met by provision of normal ward cares.

Elective medical or surgical admission
May have underlying medical condition requiring on-going treatment
Patients awaiting discharge

= Post-operative /post-procedure care - observations recorded half hourly

initially then 4-hourly

« Regular observations 2 - 4 hourly

- Early Warning Score is within normal threshold.

+ ECG monitoring

« Fluid management

= Oxygen therapy less than 35%

= Patient controlled analgesia

« Nerve block

« Single chest drain

« Confused patients not at risk
- Patientsrequiring assistance with some activities of daily living, require the
assistance of one person to mobilise, or experiences occasional incontinence

.

Level 1a (Multiplier =1.39* )
Acutely ill patients requiring intervention or those who are
UNSTABLE with a GREATERPOTENTIAL to deteriorate.

Care requirements may include the following:

« Increased level of observations and therapeutic interventions

« Early Warning Score - trigger point reached and requiring escalation.

« Post-operative care following complex surgery

« Emergency admissions requiring immediate therapeutic intervention.

« Instability requiring continual observation / invasive monitoring

« Oxygen therapy greater than 35% + / - chest physiotherapy 2 - 6 hourly
« Arterial blood gas analysis - intermittent

« Post 24 hours following insertion of tracheostomy, central lines, epidural or
multiple chest or extra ventricular drains

« Severe infection or sepsis

Level 1b

(Multiplier = 1.72*) Patients who are in a STABLE condition but are dependent
on nursing care to meet most or all of the activities of daily living

Care requirements may include the following

« Complex wound management requiring more than one nurse or takes more
than one hour to complete.

« VAC therapy where ward-based nurses undertake the treatment

« Patients with Spinal Instability / Spinal Cord Injury

« Mobility or repositioning difficulties requiring the assistance of two people

« Complex Intravenous Drug Regimes - (including those requiring prolonged
preparatory / administration / post-administration care)

« Patient and / or carers requiring enhanced psychological support owing to poor
disease prognosis or clinical outcome

« Patients on End of Life Care Pathway

« Confused patients who are at risk or requiring constant supervision

« Requires assistance with most or all activities of daily living

« Potential for self-harm and requires constant observation

« Facilitating a complex discharge where this is the responsibility of the ward-
based nurse

Level 1c
Patients who are in a STABLE condition but are requiring additional intervention
to mitigate risk and maintain safety

« Patients requiring arm’s length or continuous observation as per local policy

Level 1d

Patients who are in a STABLE condition but are requiring additional intervention
to mitigate risk and maintain safety

« Patients requiring arm’s length or continuous observation by 2 or more
members of staff(provided from within ward budget)as per local policy

Level 2 (Multiplier = 1.97%)

May be managed within clearly identified, designated beds,
resources with the required expertise and staffing level OR may
require transfer to a dedicated Level 2 facility/unit

« Deteriorating / compromised single organ system

« Post operative optimisation (pre-op invasive monitoring) / extended post-op
care.

« Patients requiring non-invasive ventilation / respiratory support;
CPAP / BiPAP in acute respiratory failure

« First 24 hours following tracheostomy insertion

« Requires a range of therapeutic interventions including:

« Greater than 50% oxygen continuously

« Continuous cardiac monitoring and invasive pressure monitoring

« Drug Infusions requiring more intensive monitoring e.g. vasoactive
drugs (amiodarone, inotropes, gtn) or potassium, magnesium

« Pain management - intrathecal analgesia

« CNS depression of airway and protective reflexes

« Invasive neurological monitoring

Level 3 (Multiplier = 5.96*)

Patients needing advanced respiratory support and / or therapeutic support of
multiple organs.

» Monitoring and supportive therapy for compromised / collapse of two or more
organ / systems

« Respiratory or CNS depression / compromise requires
mechanical / invasive ventilation

« Invasive monitoring, vasoactive drugs, treatment of
hypovolaemia / haemorrhage / sepsis_or neuro protection

Appendix 2
Red Flags (NICE2021)
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1 Unplanned omission in providing patient medications.

2 Delay of more than 30 minutes in providing pain relief.

Patient vital sighs not assessed or recorded as outlined in the care plan

Delay or omission of regular checks on patients to ensure that their fundamental
care needs are met as outlined in the care plan. Carrying out these checks is often
referred to as 'intentional rounding' and covers aspects of care such as:

— Pain: asking patients to describe their level of pain level using the local pain
assessment tool.

— Personal needs: such as scheduling patient visits to the toilet or bathroom to
avoid risk of falls and providing hydration.

— Placement: making sure that the items a patient needs are within easy reach.

— Positioning: making sure that the patient is comfortable, and the risk of pressure
ulcers is assessed and minimised.

5 A shortfall of more than 8 hours or 25% (whichever is reached first) of registered
nurse time available compared with the actual requirement for the shift. For
example, if a shift requires 40 hours of registered nurse time, a red flag event
would occur if less than 32 hours of registered nurse time is available for that shift.
If a shift requires 15 hours of registered nurse time, a red flag event would occur if
11 hours or less of registered nurse time is available for that shift (which is the loss
of more than 25% of the required registered nurse time).

6 Less than 2 registered nurses present on a ward during any shift.

Attachment 1 — Workforce safeguards gap analysis
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Developing Workforce Safeguards Gap analysis action plan

Executive Sponsors

Clair Hobbs - Director of Nursing & Clinical Delivery

Responsible Officers

Tracie Black - Associate Director for Workforce, Education and Professional Standards

Corporate Nursing

. 01.06.2025
Review
Report signed b . . . .. .
pore 318 Y |Clair Hobbs Director of Nursing & Clinical Delivery
(Executive Lead)
Developing Workforce Safeguards Action Plan
ID Recommendation Site Compliance Actions required Deadline Status
SOP in progress for annual calendar for training, data collection and inter-rater
reliability checks being organised for completeness in regards to the bi-annual 30.03.2025
Recommendations 1 & 2 staffing process.
1. Trusts must formally ensure NQB's 2016 guidance is embedded in their
safer staffing governance.
8 . . i Trust Fully compliant T n ) . ) . ; :
2. Trusts must ensure the 3 components are used in their sfaer staffing Training on acuity and dependency ratings delivered by National Team. All 30.06.2023 Delivered ongoing
processes (evidence based tools, professional judgement and patient community staff to be trained and band 7 and 6 to be trained in the inpatient areas. o monitoring
outcomes).
Ensure yearly renewal of safer Nursing Care Tool licence 30.05.2023
. Director of Governance to add statement to future annual governance i i
Recommendations 3,4 & 5 & 31.03.2024 Del'vere.d oneoing
. . . . . statement. monitoring
Trusts will be required to confirm their staffing governance processes are )
. . Trust Fully compliant T
safe and sustainable, based on national assessment on the annual ] ' _ _ _
governance statement, Biannual staffing reviews will have been reviewed and statement from the 30.05.2023 Dellvere.d ongoing
Director of Nursing regarding assurances in relation to safer staffing. monitoring
Additional training with senior staff on acuity and dependency. 30.05.2023 Delivered ongoing
monitoring
A further full biannual staffing review to take place in June 2023. 20.05.2023
Recommendation 6 Organisational wide process for vacancy oversight from department/ward Delivered ongoing
As part of the safe staffing review, the Director of Nursing and Medical upwards 31.01.2024 monitoring
Director must confirm in a statement that to their Board that they are Trust Fully compliant P
satisfied with the outcome of any assessment that staffing is safe, effective Development of a local Safer Staffing Policy which includes establishment
and sustainable. setting and will note the requirement to have QEIAs for all changes to staffing | 31.06.2024
establishments — signed off by the Director of Nursing.
Commence an inaugural Safer Nursing Care Tool assessment in the 31.06.2023 Delivered ongoing
Community Hospitals o monitoring
Commence an inaugural Safer Nursing Care Tool assessment in the 31.01.2023 Delivered ongoing

Community District Nursing Teams

monitoring
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Not yet sta PRH
In progress RSH
Delivered Both
Delivered ¢ Trust
Overdue

Weekly
Bi-weekly
Monthly
Adhoc
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1. Purpose of Paper

1.  Why is this paper going to Trust Board and what input is required?

The purpose of this report is to provide an oversight of the key areas of performance which
are most relevant to this Board based on the Trust’'s Performance Framework.

The paper is intended to provide information and assurance on the key workforce performance
metrics that support delivery of our operational plan.

2. Executive Summary

2.1 Context

This report focuses on the key areas of performance relevant to People Committee, including
a review of performance against the month 3 workforce plan position. The KPI's throughout
the report are key drivers of performance, which underpin the delivery of the 2025/26
workforce plan.

2.2 Summary
The key points for Trust Board to consider are:

¢ The table below summarises the number of KPIs highlighted as a concern.

Committee Variation Assurance Both Variation Total KPIs Total
concern concern of an and Assurance reviewed Requiring
improving nature Attention
People 1 15 0 19 16 (84.2%)

There have been improvements this month in appraisals, leaver rates, temporary staffing,
mandatory training, and vacancy rates. Sickness absence and total shifts exceeding NHSI
capped rates have slightly increased compared to month 2 but are special cause variations of
an improving nature that will pass the target if nothing changes.
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Action Plans have been developed included as Appendix 4.

2.3. Conclusion
The Board is asked to:

o Consider the performance across relevant indicators to date

Discuss the actions being taken to mitigate any risks relating to either the resources
available to the Trust or the Trust’s performance

e Consider the level of assurance provided through the revised reporting processes and
SPC charts.

3. Main Report
3.1 Introduction

The full list of KPIs to be reviewed as per our Performance Framework, are shown in Appendix
1 of this document.

The dashboards include icons that describe both variation and assurance against target and
Appendix 2 includes more detail on the icon descriptions.

3.2 Summary of key points in report

The workforce plan for 2025/26 set a 41.72 WTE increase from the start of the year, which
incorporated a 34.74 WTE increase in substantive workforce. The target set to reduce
agency usage was a 42% reduction, to be off set with increases in the permanent workforce.
At month 3 the total workforce is under plan by 46.80 WTE.

There is a difference in 20 substantive WTE between the current plan and the submitted
plan due to non-recurrent services/funding, which was confirmed post submission, however
this aligns to changes within the Finance plan.

Our agency usage is 2.5 WTE under plan predominately due to a reduction of additional
usage in Community hospitals, where agency is being used to cover staff absences
(maternity, long term sickness and recruitment to vacancies) and enhanced care where
agency Healthcare Assistants are needed to meet patient needs.

Bank usage is 18.8 WTE over plan, however given the costs are comparative to substantive
workforce this is not expected to create a cost pressure and overall, we are expecting to
deliver against our planned levels for total workforce.

Month 3 Position

Plan (WTE) Jan-25 Feb-25 Mar-25 Apr-25 May-25 June-25
Substantive 1655.16 1655.16 | 1655.16 | 1689.90 | 1688.40 1689.80
Bank 58.00 58.00 58.00 65.90 65.9 62.9
Agency 37.12 37.12 37.12 36.50 36.5 36.2
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Total 1750.28 | 1750.28 | 1750.28 | 1792.20 | 1790.70 | 1788.90
Actual (WTE) Jan-25 Feb-25 | Mar-25 | Apr-25 | May-25 | June-25
Substantive 1624.74 | 1627.49 | 1634.07 | 1617.30 | 1623.80 | 1626.70
Bank 79.58 84.63 85.46 101.00 87.7 81.6
Agency 56.98 53.17 55.20 42.70 35.6 33.7
Total 1761.30 | 1765.29 | 1774.73 | 1761.00 | 1747.10 | 1742.10
X:‘,?E;‘ce Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | June-25
Substantive -30.42 -27.67 -21.09 (72.50) | (64.50) (63.1)
Bank 21.58 26.63 27.46 35.10 21.8 18.8
Agency 19.86 16.05 18.08 6.2 (0.9) (2.5)
Total 11.02 15.01 24.45 (31.30) | (43.60) (46.8)

All NHS Trusts are being asked to reduce costs, improve productivity and create a
sustainable workforce with less reliance on temporary workforce. To address these
challenges an Integrated Workforce Strategy is being developed to provide a clear direction
for the Trust identifying what and when workforce is needed, how it will be used and
understand why it is needed. The Integrated Workforce Strategy will consider the
following:

Review of national and local context
Workforce profile

Workforce challenges and risks
Future service developments
Demand and Supply analysis
Actioning planning

The development of the strategy will involve all stakeholders including Operational
and Clinical leads with clear links to our financial and operational plans.
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There are several workforce KPI's under the delivery of our plan including:

e Appraisals

e Leaverrates

e Vacancies

e Temporary staffing

e Absence management
e Price cap compliance

SPC charts are included in the Action Plans and Appendix 3 for further consideration from a
people perspective.

As well as the actual trend line itself, the red dotted line is the target and the two dotted grey
lines the control limits one upper and one lower. The blue data points indicate a positive
theme and the amber a concerning one.

Of the KPIs that the People Committee is responsible for, the following are currently
highlighted as special cause variation of a concerning nature and/or the process is not capable
and will fail the target without process redesign:

One KPI is a variation concern only — special cause variation of a concerning nature.

1. Vacancy rate

Fifteen KPIs are an assurance concern only — all of these KPI's are now of an improving
nature and will pass or continue to pass the target if nothing changes.

1. Aggregate score for NHS staff survey questions that measure perception of leadership
culture®

2. Appraisal Rates

3. Leaver rate — below target for the second consecutive month

4. Mandatory Training Compliance - below target for the second time since March
2025

5. Proportion of staff in senior leadership roles who are from a) a BME background*

Proportion of staff in senior leadership roles who are from c) are disabled staff*

Proportion of staff who agree that their organisation acts fairly with regard to career

progression/promotion regardless of ethnic background, gender, religion, sexual

orientation, disability, or age*

8. Proportion of staff who say they have personally experienced harassment, bullying or
abuse at work from managers*

9. Proportion of staff who say they have personally experienced harassment, bullying or
abuse at work from other colleagues®

10. Proportion of staff who say they have personally experienced harassment, bullying or
abuse at work from patients/service users, their relatives, or other members of the
public*

11.Proportion of temporary staff — below target for the second consecutive month

12.Sickness Rate

13. Staff survey engagement theme score*

No
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14. Total shifts exceeding NHSI capped rate
15. Total shifts on a non-framework agreement

In June 2025, Mandatory Training Compliance significantly increased from 94.69% in May to
95.82%. This is the second time the KPI target of 95% has been achieved since March 2025.
There were significant improvements in Resus Level 2 (increased their compliance by over
3%) and Resus Level 3 (increased their compliance by over 2%). Manual Handling Level 2
again saw another increase in compliance this time by 3.73%. In the June monthly compliance
report only 1 topic had a drop in their compliance, and this was a very small decrease from
0.05%. This month, a significant change has been implemented: Fire eLearning will now be
renewed every two years instead of annually. This adjustment is in response to a request from
NHSE to align renewal periods with national recommendations.

Metric Target | Jan-25 | Feb-25 Mar-25 Apr-25 May-25 | June-25
Appraisal 90% 87.88% | 87.37% | 87.78% 88.00% 88.45% 88.89%
Leavers 9.6% 10.44% | 10.60% 9.86% 9.82% 9.32% 8.89%
Temporary 34% | 46% | 3.9% 4% 3.2% 3.1% 2.7%
Staff
Vacancies 8% 10.68% | 10.91% | 10.56% 9.83% 9.39% 9.14%
Sickness 4.75% | 5.30% 5.32% 5.28% 5.28% 5.29% 5.32%
Total Shifts
exceeding No
NHSI capped | Target 60 63 64 49 50 56
rate

Appraisals

The compliance rate has been slowly increasing since February 2025. The June compliance
is 1.11% below target. With the implementation of the Community Services SOP the
Community Therapies teams have increased their compliance and are no longer a hot spot.
It should be noted that the Community Services Division has gaps in operational
management.

Actions to Deliver Improvements - Current Focus

e Detailed appraisal reports are sent to Managers to ensure they have sight of those
appraisals out of date on ESR and regular appraisal training is in place. The focus is
on setting a plan for the services with the lowest completion rates and to set dates for
completion by no later than end of July except in exceptional circumstances.

e A process for monitoring progress is in place, with target support for managers and
alerts and reminders to ensure completion.

e There has been changes in leadership which has left gaps and access to ESR being
problematic within the Rehabilitation and Recovery Service, there is a recovery plan
in place to complete all appraisals.
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Turnover

The Leaver rate has seen a gradual improvement with the rate continuing to fall below our
target. The main driver of the turnover is retirement which based on the age profile is likely
to remain over coming years and the second highest reason for leaving is related to work life
balance. Highest leavers headcount is within the Nursing and midwifery group followed
closely by Administration and Clerical.

Actions to Deliver Improvements — Current Focus

e Implement flexible working practices - initiatives to support more flexible retirement
may support people to work longer before full retirement and encourage more retire
and return.

e Health and wellbeing support and initiatives to support more flexibility in how people
work are underway to support retention.

o The South East Community Nursing Service is a hot spot however a new Team
Leader, a change of base and ways of working have been implemented which will
hopefully have a positive impact on leaver rates.

Absence

Since March 2025 the rate continues to remain above target but relatively static. Month 3
sickness rate is 5.32%. The main drivers are stress, anxiety and depression conditions.
The Managing Attendance Policy is in place and has been reviewed to ensure it is fit for
purpose. As per our operational plan submission we have planned for a reduction during
summer months and an increase to 5% by the end of the year.

Actions to Deliver Improvements - Current Focus

e Support around health and wellbeing, resilience and flexibility to support reduction in
absence levels and are being implemented by the People Team.
¢ Implement the Health & Wellbeing Action Plan

Vacancies

Month 3 vacancy position is 9.14% (164 WTE) a reduction compared to Month 1 which was
9.83% (177 WTE). Month 3 hotspots are: Community Services: (Bishops Castle, Ludlow &
Whitchurch), Community Nursing (Telford North and South and Shrewsbury North and South).

Actions to Deliver Improvements - Current Focus

e Focussing recruitment efforts by prioritising recruitment hotspot areas. The recruitment
team are liaising with managers on shortlisting times/interview dates and follow up on
successful applicants and prioritise pre-employment checks.

Development of a trust recruitment video continues

o The recruitment team have held 2 targeted recruitment events, in May and June to

recruit bank HCA to limit the need for agency with a total of 36 offers being made on

6
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the dates of the recruitment events. A further event is planned for 29" July at
Whitchurch Hospital.

Agency Spend

Month 3 agency use is 33.7 WTE with an expenditure of £73.6K against a plan of 36.2 WTE
and £92.4k, a variance of 18.8 WTE and £18.8k respectively.

Hospital Inpatients and Community Nursing are the highest users of agency in Month 3 with
both areas being above plan: 0.62 WTE and 0.2 WTE variance which is a much-reduced
position from month 1 when the variance was 3.31WTE and 3.20WTE respectively.

As at 30/6/25 we are Price Cap compliant (PCC) for nursing, specialist nursing, HCA and AHP
staff groups. Next steps will be for Medical and Dental staff groups to become compliant with
a current move to the regional West Midlands Price Rate Card by the end of July.

Actions to Deliver Improvements - Current Focus:

e Cease all HCA agency usage by end of Q2 in 25/26 including identifying initiatives to
address the demand and supply of enhanced care. This includes the implementation
of NHSP National Bank. A Working Group has been established to identify any further
actions and support required due to the cessation of Band 2 and Band workers.

e Centralised Bank - funding has been approved for the additional e-roster licenses for
the bank staff module of e-roster. There is however, no additional staffing resources
identified at this stage which will mean that a fully functioning centralised bank may not
be possible. Consideration is being made as part of the People team structure review
of how this may be appropriately resourced / mitigated. Without sufficient resourcing
the provision of a central bank would be limited. This would need managers to
undertake some of the tasks associated with a centralised bank e.g. monitoring and
ensuring mandatory training.

o Improve absence management practices reducing sickness by 1% across high use
agency teams.

e Price Cap Compliance - All nursing, specialist nursing, HCA and AHP providers are
supplying at price cap rates. Medical and Dental will follow the West Midlands Regional
Rate card later in this year, a date yet to be agreed.

¢ Implement changes to recruitment practices and introduce recruitment plans to support
reducing vacancies with an expected improvement of 25% improvement from current
vacancy position.

o Maximise the availability of our workforce through monitoring and improving roster
practices. Check and Challenge meetings are held monthly with rostered areas
managers. We have seen an improvement in Roster Approval Lead Times, which have
increased from 43 days to 50 days, which helps increase opportunity to fill with bank.

3.3 Key Issues & Recommendations

The key issues are summarised within this report and appendices.

3.4 Conclusion
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The Board is asked to:

Consider the performance across relevant indicators to date

o Discuss the actions being taken to mitigate any risks relating to either the resources
available to the Trust or the Trust’s performance

e Consider the level of assurance provided through the revised reporting processes and
SPC charts.
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People Committee — SPC Summary
Month 3 (June) 2025/2026 Performance

Shropshire Community Health m

NHS Trust

Month
Variance

Variation Month Month YTD

Value

Committee Domain Metric Latest Date

YTD Target YTD Variance Assurance

People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee

People Committee

Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led

V'

Aggregate score for NHS staff survey questions that measure perception of leadership ...
Appraisal Rates

CQC well-led rating

Leaver rate

Mandatory Training Compliance

Net Staff in Post Change

Proportion of staff in senior leadership roles who are from a) a BME background
Proportion of staff in senior leadership roles who are from b) are women

Proportion of staff in senior leadership roles who are from c) are disabled staff
Proportion of staff who agree that their organisation acts fairly with regard to career pr...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of temporary staff

Sickness Rate

Staff survey engagement theme score

Total shifts exceeding NHSI capped rate

Total shifts on a non-framework agreement

Vacancies - all

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30

GlOIVIGIBlGIOIBIBIGIGIOICIOIGIBIOIGI6

7.5
88.82%
Good
8.89%
95.82%
2.08
9.52%
69.57%
4.76%
58.89%
5.4%
9.2%
19.2%
2.7%
5.32%
7.2

56

0
9.14%

Target

7.5
90.00%
Good
9.60%
95.00%
0.00
20.00%
66.00%
4.00%
60.95%
0.0%
0.0%
0.0%
3.4%
4.75%
7.2

0

0
8.00%

0.0
-1.18%

-0.71%
0.82%
2.08
-10.48%
3.57%
0.76%
-2.06%
5.4%
9.2%
19.2%
-0.7%
0.57%
0.0

56

0
1.14%

7.5
88.42%
Good
8.89%
95.82%
742
9.52%
69.57%
4.76%
58.89%
5.4%
9.2%
19.2%
3.0%
5.32%
7.2

52

0
9.45%

7.5
90.00%
Good
9.60%
95.00%
0.00
20.00%
66.00%
4.00%
60.95%
0.0%
0.0%
0.0%
3.4%
4.75%
7.2

0

0
8.00%

0.0
-1.58%

-0.71%
0.82%
742
-10.48%
3.57%
0.76%
-2.06%
5.4%
9.2%
19.2%
-0.4%
0.57%
0.0

52

0
1.45%
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Appendix 2
People Committee
Month 3 (June) 2025/2026 Performance

?
N

o

Specia cause vanation of an IMPROVING nature whesa the meaasurs & _|:': i3] cauze vanation of an IMPROVING nature where the measure is |Specal cause vanstion of an IMPROVING natore whers the measure is | Spacial cauzs varistion of an IMPROVING naturs where the measura is
significanthy HIGHER. significancly HIGHER j;|-;|’-'|-:.a":'_.' HIGHER significanthy HIGHER

Thits process is capable and wall consistently PASS the target it nothing | This process will not consistenthy HIT OR MISS the target as the target | This process is not capabde and wil FAIL the targst without process RIsuFance cannot be given &= thers iz no target
changss 23 betwesn process Bmits. radesign

Specal cause varation of an IMPROVING naturs whesa the measurs 1= |Special cause variation of an IMPROVING nature whers the maasure i3 _.|_ cauza varistion of an IMPROVING naturs whare the msasure iz | Special cause variation of an IMPROVING naturs where the measare is
significanthy LOWER significantly LOWER g "I'Il:"'"_' LOWER ssgnficantly LOWER

process is cepable and will consistently PASS the targetif nothing  |This process wll ot consistently HIT OR MISS the mrgetas the target | This process is not capabie and will FAIL the mrget without proces: AsEurAncs cannot be given s thers iz no target
1EngEs == betwesn process lmits redesign.

Common cause varigtion, MO SIGNIFCANT CHANGE ammon cause variation, NO SIGNTFICANT CHANGE Common cause variation NO SIGNIFICANT CHANGE common cause vanation, NO SIGRIFICANT CHANGE

Thiz process is capable and vall consistenthy PASS the target f nothing | This process will not consistently HIT OR MISS the target as the target . | This process 15 not capabde and will FAIL the target without prooss: AsEUTancs cannot be given 25 thers i3 no target

’ changas =5 betwesn process [mits. radesign.

- LTk

Specal cause vanation of a COMNCERNING nature whers the measurs & :F-E':-EI cause vanation of 3 COMCERNIMNG nature whers the measure B (Spedial cause vanstion of 3 CONCERNING naturs whers the meazure 1= | Spacial causs vanation of 3 CONCERMNING nature where the measure is
significantly HIGHER. significently HIGHER sapranicantsy HIGHER

significanthy HIGHER.

This process = capable and will consistantly PASS thetarget if nothing | This process will not consistenthy HIT OR MISS the target as the target - | This process is not capabls and will FAIL the target without proces: Assarance cannot be given as thers i no tanget
changes =z betiesn process Bmits. radesign.

Variation

Special catse vanation of 3 COMNCERNING nature where the messurs B |Spedial cause vaniation of a COMCERNIMNG nature where the measure s |Speoal causa vaniztion of 3 CONCERMNING naturs whare the measure iz | Speacial cause varizton of 3 CONCERMING naturs whare the measume is
signifcamnthy LOWEE significancly LOWER significantty LOWER cagrwicantly LOWWER.

") |

L hiz process is cepable and will consiztenthy PASS the tarmget if nothing | This process will not consistenthy HIT OR MISS the mrgatas the target [ This process is not capasbie and will FAIL the =rget without proces: AEIUTANCE cannot be given a3 thers iz no target

changsas =z betwesn process lmits. redesigm.

—

Special causzs vaniation of an increaszing nature wherz UP
neCEssanly iImproving or Cconderming

o ——

ASSUTANCS Cannot be gi'.--I-". &= TNEne 25 T T2Met

Speacial causs vanzton of an increasing neture where DOWN iz not
MECcEssanity IMDoving or Conceming

Azsurancs cannot be gi'.E"' 8% There i no target

Thers i mot encugh data for an SPC chart. so vanation and assurance
cannot be given

Asurance cannot ke gi'.--':l' gz thers are no process limits
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Appraisal Rates: Trust
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Exception Report - Action Plan

Appraisal Rates

KPI Description I;:::?;: Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 YTD
Appraisals % 87.88% | 87.37% | 87.78% | 88.00% | 88.45% | 88.89% | 88.42%
Target 90.0% | 90.0% | 90.0% 90.0% 90.0% | 90.0% [ 90.0%

[ Sep25 | Oct-25

[ Nov-25 [ Dec-25 |

[ Trajectory [ Jun-25 | Jul-25 | Aug-25
[

% | 88.80% | 89.00% | 89.20% | 89.75% | 90.00%

[90.00% | 90.00% |

Appraisal Rates: Trust

Reason for
performance
gap

The compliance rate has been slowly increasing since February 2025. The June compliance is 1.11% below target. Detailed appraisal reports are sent to Managers to ensure they have sight of those appraisals out
of date on ESR and regular appraisal training is in place. The focus is on setting a plan for the services with the lowest completion rates and to set dates for completion by no later than end of July except in
exceptional circumstances. A process for monitoring progress is in place, with target support for managers and alerts and reminders to ensure completion. There has been changes in leadership which has left gaps
and acces to ESR been problematic within the Rehabilitation and Recovery Service, there is a recovery plan in place to complete all appraisals. With the implementation of the Community Services SOP the
Community Therapies teams have increased their compliance and are no longer a hot spot. It should be noted that the Community Services Division has gaps in operational management.

Team (hotspot areaas are teams with 10 or

more staff members with compliance of

less than 81%)
825 Recovery and Rehal

tion Unit Service

Appraisals
Required

Appraisals
In-Date

825 Shrewsbury Community Nursing Service

825 Wheelchair Service

825 Enhanced Care Home Service

Action Start Date| End Date Status Outcome 825 Community Neuro Rehabilitation Service

Hot Spot - Shrewsbury Community Nursing Team (predominantly this is the South team To ensure there is an action plan in place to complete the outstanding 825 Ludiow Hospital Inpatient Service
12 out of the 14 outstanding). A proportion are people who have returned from maternity May-25 Jul-25 On Track appraisals for teams with low completion. 825 Ludiow Hospital Hotel Service : .
leave and now on annual leave; these will be completed when individuals return. The 4 825 South East Shropshira Community Nursing Service
Team Leader is relatively new in post and being supported as required 825 Padiatry Service
Hot Spot - Ludlow Hospital Hotel Services - Renewed focus by Hotel Services Manager To ensure appraisals are correctly inputted.
following urgent review of H&S procedures on site completed by end of July Apr-25 Sep-25 On Track
Hot Spot - Ludlow Hospital inpatient services, Deputy Ward Managers to complete Ensure appraisals completed.
outstanding appraisals and undertake a look forward to ensure all appraisals remain in Apr-25 Jul-25 On Track
date

E Hot spots - Planned care Wheelchair Services, Podiatry, CNRT Service lead to review Ensure appraisals completed.

% and ensure completion by mid August at teh latest Jul-25 Aug-25 On track

o

] Check and challenge with the Service Lead for Team Leaders to ensure that appraisals To ensure teams with low compliance are supported to increase their

< N . .
are compliant now and in the future. Mar-25 Mar-26 On Track compliance rates.
Hot Spot - RRU - From a trend perspective RRU has an improving picture, however, they Ensure appraisal compliance.
remain a hot spot. Clinical Services Manager to support completion of outstanding May-25 Jul-25 On Track

i with all appraisals to be by mid July 2025 with the Service Lead
CCN Improving picture as a hot spot last month A recovery plan to be developed to Ensure appriasal compliance
ensure appraisals are completed by mid July (Mid July is due to the reason of Special May-25 Jun-25 On Track
School holiday period)
Hot spot - South East Community Nursing Team, this is an improving picture overall (4 Appraisals complete.
oustanding). Clinical Services Manager will support Team Leader to complete final Mar-25 Aug-25 On Track
appraisals
Hot spot - Wheelcahir services (3 outstanding appraisalsl), discuss with Clinical Services
Manager to ensure completion Jul-25 Aug-25 On Track
Service Lead to share worsening trend details with relevant services Teams can identify if they are improving with their compliance
Jul-25 Dec-25 On track
Undertake a cultural review using the Mckinsey 7s model at Stoke Heath to include the Apr-25 To understand any concerns around culture of the team and impact on all
triangulation of all workforce KPI's. Aug-25 On track KPI's
Author
Accountable .
Dat .07.
Officer Approval Fiona MacPherson ate 18.07.25
Rhia Boyode Date 18.07.25

% Compliance
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Leaver rate

KPI Description I;::;T:‘se Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 YTD
Leaver rate % 10.44% | 10.60% | 9.86% | 9.82% | 9.32% | 8.89% | 8.89%
Target 9.6% | 9.6% | 9.6% 9.6% 9.6% 9.6% 9.6%

[Trajectory [ Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec25 |

[ % | 884% | 8.84% | 8.84% | 8.84% | 8.84% | 8.84% | 8.84% |

Teaver rate: Trust

Reason for
performance
gap:

impact on leaver rates.

The Leaver rate has seen a gradual improvement with the rate continuing to fall below our target. The main driver of the turnover is retirement which based on the age profile is likely to remain over coming years.
Initiatives to support more flexible retirement may support people to work longer before full retirement and encourage more retire and return. The second highest reason for leaving is related to work life balance. Health
and wellbeing support and initiatives to support more flexibility in how people work are underway to support retention. Highest leavers headcount is within the Nursing and midwifery group followed closely by
Administration and Clerical. The South East Community Nursing Service is a hot spot however a new Team Leader, a change of base and ways of working have been implemented which will hopefully have a positive

Action Start Date | End Date Status Outcome

Deep dive into the leaver data for the top 2 teams with the highest leaver rate (Dudley To understand if there is a theme around leavers and whether support is
Health Visitors & RRU). Jul-25 Sep-25 On Track required.
Deep dive into the leaver data for Nursing & Midwifery and Administration and Clerical To understand if there is a theme around leavers and whether support is
Groups. Mar2s | Sep-25 OnTrack | required.
A cultural review has been commissioned at Stoke Heath along with additional clinical To evaluate any further support required for teams.
leadership Feb-25 Aug-25 On Track

=

S

o Review and monitor leavers with less than 12 months service. Ensure new starters are receiving appropriate onboarding processes, 30,

5 Feb-25 Dec-25 On Track 60, 90 day conversations.

S

2 Undertake a campaign to remind managers of the 30, 60, 90 days conversations tool in Ensure 30, 60, 90 day conversations are taking place and being recorded
place May-25 Dec-25 On track on ESR
Review the leavers information in relation to work life balance to establish next steps To evaluate the reasons for work life balance as a reason for leaving and
alongside flexible working requests recorded on ESR. Feb-25 Aug-25 On Track develop further support as required.
Review the staff survey data around flexible working and alongside ESR data for flexible Apr-25 Aug-25 On Track To ensure teams receive support to make informed decisions around
working to provide targeted support to teams. pr- ug- WUDEE flexible working requests.
Refresh the NHS Self-Assessment Retention Tool. Feb-25 Sep-25 On Track Revisiting the self-assessment tool will provide us with the information to

b- ep- ALEE refresh our recruitment and retention action plan.
Author Fiona MacPherson Date 18.07.25
Accountable .
Rhia Boyode Date 18.07.25

Officer Approval

oos |~ |

825 Paediatric Phlebotomy Service

825 Whitchurch Outpatient Service

825 Dudley CYP&F Management Services
825 Temporary Staffing Service

825 Estates Service

825 Telford PHNS Admin Service

825 Occupational Health Service

825 Community Therapies Central Service
825 Children's Continence Service

825 Non-Executive Directors Service

92.86%
88.76%
85.96%
69.12%
50.00%
49.33%
48.48%
43.01%
37.50%
36.36%

Org L6 Leavers

825 Health Vis

g Dudley Service

11

825 Recovery and Rehabilitation Unit Service

825 South East Shropshire Community Nursing Service

825 Bishops Castle Hospital Service

825 Community Therapies Central Service

825 5-19 School Nursing Telford Service

825 Bridgnorth Hospital Inpatient Service

825 Health V!

iting Shropshire Service

825 Ludlow Hospital Inpatient Service

o n| v o o] N~

825 MSK Shropshire & Telford (MSST) Service

[

825 Podiatry Service

825 Stoke Heath YOI Service

Leaving Reast Leavers

53
Voluntary Resignation - Work Life Balance 36
Voluntary Resignation - Relocation 23
Voluntary Resignation - Promotion 12
Voluntary Resignation - Health 11
Voluntary Resignation - Lack of Opportunities 7
End of Fixed Term Contract [3
Voluntary Resignation - Incompatible Working Relationships 6
Voluntary Resignation - Other/Not Known 5
Voluntary Resignation - Pay and Reward Related 5
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Sickness Rate

KPI Description I;:;ij:]se Jan-25 | Feb-25 [ Mar-25 | Apr-25 | May-25 | Jun-25 YTD
) % 5.30% | 5.32% | 5.28% 5.28% 5.29% 5.32% 5.32%

Sickness Rate
Target 4.75% | 4.75% | 4.75% | 4.75% 4.75% 4.75% 4.75%

[ Trajectory [ Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 [ Nov-25 |
[ % [ 5.10% | 5.00% | 4.90% | 480% | 4.75% | 4.75% |

Dec-25
4.75%

Sickness Rate: Trust

= MR Since March 2025 the rate continues to remain above target but relatively static. The main drivers are stress, anxiety and depression conditions. Support around health and wellbeing, resilience and flexibility are critical to
6, E® o o N RN ! L ;
0550 support reduction in absence levels and are being implemented by the People Team. The Managing Attendance Policy is in place and has been reviewed to ensure it is fit for purpose. As per our operational plan
g Al E o submission we have planned for a reduction during summer months and an increase to 5% by end of the year.
o c
Action Start Date | End Date Status Outcome
Adult Community SDG - Inpatient services are a worsening trend over last 12 months. Deep To better understand the detail behind absences and what bespoke support
dive into absence on inpatient wards to see what interventions would prevent and reduce Jul-25 Nov-25 On Track needs to be put in place.
length of absence
People Team to work with the new Team Leader at BCCH to support and ensure relevant To better understand the detail behind absences and what bespoke support
support is in place Mar-25 Jul-25 On Track needs to be put in place.
Hot spot Dudley CYP&F Management Services - moving FNP to correct place on ESR as To ensure the structure in ESR is correct and support is in place
reporting structure is incorrect. People Team to work with FNP to ensure appropriatre May-25 Aug-25 On Track
unnart is in place
Implement HWB Action plan Ensure appropriate HWB support is implemented for staff
May-25 Mar-26 On track
c Targeted support for areas with high MSK absence to implement preventative measures. MSK is the third highest reason for absence and we are looking at
5 Nov-24 Dec-25 On Track preventative actions as well as curative.
3
.g Develop online Physio drop in sessions with topics for discussion based on the highest MSK To provide staff with the opportunity to discuss any issues as a p
2 reasons for absence (e.g. bad back) for staff to discuss any MSK issues. Feb-25 Aug-25 On Track measure to absence.
Deep dive into MSK absences to establish bespoke support for example workstation Establish practices in place to ensure the appropriate equipment,
assessments. Mar-25 Aug-25 On Track knowledge and support is in place.
Identify hot spot teams for stress anxiety and depression and develop action plans to Develop action plans for teams identified as hot spots for stress anxiety and
establish preventative and ongoing support for those teams. Mar-25 Sep-25 On Track depression.
Implement sessions for staff and managers on mindfulness in line with NICE Guidelines. Provide support to staff and managers on techniques to reduce stress in
Mar-25 Sep-25 Completed line with NICE Guidelines
Work with hot spot teams to understand reasons for absence and tailor support e.g. stress To ensure appropriate support is in place.
risk assessment, MSK support. Mar-25 May-26 On Track
Raise awareness Trust wide of recording menopause related absences as menopause. To ensure menopause related absence is categorised correctly.
Mar-25 Dec-25 On Track
Cross check every month stress, anxiety and depression absences against referrals to OH to Ensure appropriate support is in place.
ensure compliance with the Policy. Mar-25 Dec-25 On Track
Author Fiona MacPherson Date 18.07.25
Accountable .
Rhia Boyode Date 18.07.25

Officer Approval

825 Dudley CYP&F Management Services

825 Ludlow Outpatient Service

825 Research and Development Service

825 Wound Healing Service

825 Community Therapies Central Service

825 Single Point of Referral Service

825 Continence Specialist Nursing Service

825 Bishops Castle Hospital Service

825 Children’s Continence Service

825 Outpatient Parenteral Antimicrobial Therapy Service

825 CYP Nurse Manzgement Team

825 Child Development Centre Admin Team

825 Ludlow Qutpatient Service Clinical Team

825 Urgent Community Response - North West Team
825 Urgent Community Response - North East Team
825 MSK Rheumatology Team

825 Urgent Community Response - South East Team
825 CYPF Operational Management Team

825 Ludlow Hospital Radiclogy Team

825 Telford Wound Healing Service Clinical Team

270.60
168.01
230.80
739.40
854.83
345.77
321.27
988.49

52.27
172.00

138.00
61.00
168.01
58.80
43.00
80.20
64.24
132.60
54.42
700.40

902.48

832.23
1,340.40
4,424.00
5,393.35
2,566.53
2,403.07
7,491.08

412.00
1,433.60

29.98%
20.19%
17.22%
16.71%
15.85%
13.47%
13.37%
13.20%
12.69%
12.00%

229.00
177.64
569.40
218.40
182.00
396.80
318.24
673.48
296.20
3,909.00

60.26%
34.34%
29.51%
26.92%
23.63%
20.21%
20.19%
10.69%
18.37%
17.92%

st FTE oserce T %0+ |

120,109.20
231,733.39

Additional Clinical Services 8,286.24
Mursing and Midwifery Registered 13,652.76
Medical and Dental 444.27
Estates and Ancillary 758.34
Administrative and Clerical 5,245.05
Allied Health Professionals 2,549.88
Add Prof Scientific and Technic 368.95
Students 32.00

7717.37

17,641.44
124,601.34
68,067.68
14,398.70
3,508.00

6.90%
5.89%
5.76%
4.30%
4.21%
3.70%
2.56%
0.91%
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Exception Report - Action Plan

Total shifts exceeding NHSI capped rate @ Total shifts exceeding NHSI capped rate: Trust -
© O
- Latest 6
KPI Description months Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 Yyt | | e NN
Shifts Number 60 63 64 49 50 56 52
Target 0 0 0 0 0 0 0
I
Trajectory | Jun-25 [ Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 . .. .,
% 56 50 40 30 25 20 0 - e
"""""""""""""""""""""""""""""""""""""""""""" [ 2 S S
\\ ¢
= g For Telford teams there is an issue with patient medications which is being worked through to ensure a reduction in agency usage. Demand for medical agency workers and market rates is contributing to high price of
8 o E ,% agency shifts above price cap. The NHSE price cap programme and the work already undertaken across our system will improve price cap compliance through a targeted strategy working collaboratively to set rate
o L g g reductions over the coming months. Price Cap for agency nursing/HCA, specialist nursing roles and AHP all in place. We have not yet been advised by NHSE of a date for price cap compliance for medical and dental staff
12 g o but working towards West Midlands Region Price Rate card by end of July.
Action Start Date | End Date Status Outcome
Medical and Dental and AHP staff groups to be agreed with regional NHSE group. AHP now Reduction in price cap provision by agency. Working towards the West
set see below Apr-25 Sep-25 On Track Midlands Regional Price Rate Card by the end of July.
AHP Price Cap advised to be 30 June 2025. Write to Agencies to advise of supply at these Reduction in price cap provision by agency for AHPs. Currently only 1 AHP
rates. 10/6/25 Letters sent to agencies. May-25 Jul-25 Completed in place and agency will provide at PCC from 1 July. Due to end mid
Auagust
s Grow our bank and implement the use of centralised bank to support reduction in agency Timetable of recruitment events and venues agreed and staffing attendance
o usage. Resourcing team to work with operational managers and recruitment team to plan identified (will need support from ops admin for some events) First event
c recruitment events and rolling bank adverts to be held over the next 12 months. First event held on May 16. 11/06/25 25 Bank HCA recruited, 6 with start dates.
-f—.’ planned for May 16. Apr-25 Mar-26 On Track 14/7/25: Ludlow event held 25/6/25 13 Bank HCA offered. A total of 15 from
&’ cohort 1 commenced shifts in June, 1 further to commence in July and 7
others who are being followed up by the recruitment team to complete their
onboarding. Next event: Whitchurch 29/7/25
Author Gina Billington Date 7/14/2025
Accountable .
Officer Approval Rhia Boyode Date 18.07.25
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Exception Report - Action Plan

Proportion of temporary staff: Trust

Proportion of temporary staff 6
- Latest 6
KPI Description T Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 YTD
Prop Temporary % 4.6% 3.9% 4.0% 3.2% 3.1% 2.7% 3.0%
staff Target 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4%
[ Trajectory [ Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 [ Dec-25 d A A
| % | 3.40% | 3.40% [ 3.40% | 3.40% | 3.40% | 3.40% | 3.40% | A/ AR S 1\ .
= 8 For Telford teams there is an issue with patient medications which is being worked through to ensure a reduction in agency usage. UEC consultant recruitment has resulted in no suitably qualified applicants and this post is being reviewed by the
2 I Medical Director/ops. The Long Covid team are using a locum GP to support the service. To support the costs reduction of our temporary workforce we will be focusing on both volume reductions and price of agency. he NHSE price cap programme
g E % and the work already undertaken across our system will improve price cap compliance through a targeted strategy working collaboratively to set rate reductions over the coming months. Price Cap for agency nursing/HCA, specialist nursing roles
e g o and AHP all in place. We have not yet been advised by NHSE of a date for price cap compliance for medical and dental staff but working towards West Midlands Region Price Rate card by end of July. NHSE notice due on the cessation of Band 2
g & and Band 3 agency use to be advised, working on this in place by 30/6/25.
Action Start Date | End Date Status Outcome
Medical and Dental and AHP staff groups to be agreed with regional NHSE group. AHP now| Reduction in price cap provision by agency. Working towards the West Midlands Regional Price Rate
set see below. Apr-25 Sep-25 On Track Card by the end of July.
AHP Price Cap advised to be 30 June 2025. Write to Agencies to advise of supply at these Compliant with price cap provision by agency for AHPs.
rates. May-25 Jul-25 Completed
UEC Consultant: Advert closed - not able to shortlist - UEC to review options of recruitment Medical Director/Ops review complete and an agreed solution for this post.
with medical director and director of ops. JD currently being reviewed by Medical Director - Apr-25 Jul-25
may need Royal College approval.
the ilability of our through and improving roster Improve assignments where the duty's grade type doesn't match the person's qualification / grade.
practices. Comms sent to roster approvers regarding use of roster to send unavailable shifts Limited, improvement from current 2.2% to 1%. - Net Hours Balance %. The % contracted hours left
to bank/agency 11/3/25. Programme of continuous improvement workshops in place for Mar-25 Jul-25 On Track unused. Currently at 5.08%, potential to reduce to align with system average 3%. - Roster Approval Lead
q roster approvers. Check and Challenge meetings in place with teams to review KPIs and Time. Moving from current 43 days to 48 days to help increase opportunity to fill with bank. - Additional
K] roster efficiencies. Duty %. % of assigned duties that are in addition to the budgeted demand move from current 6.7% to 3%.
o
5 Impending NHSE notice on cessation of Band 2 and Band 3 agency use. To set up a Working Group set up. To successfully recruit Band 2/3 bank roles to increase the bank pool in
'E Working Group to include Resourcing/ops/recruitment to tap into the current plans for preparation of the cessation of agency B2/3 use. Timetable of recruitment events and venues agreed and
< recruitment events. Targeted HCA/HCSW bank and substantive adverts out currently to be staffing attendance identified (will need support from ops admin for some events) First event held on May
interviewed on May 16 at the focused interview event (see below action). 41 bank B3 Apr-25 Sep-25 On Track 16. 11/06/25 25 Bank HCA recruited, 6 with start dates. 14/7/25: Ludiow event held 25/6/25 13 Bank HCA
applications shortlisted and invited to interview on 16/5/25. 25 offers made on the day. offered. A total of 15 from cohort 1 commenced shifts in June, 1 further to commence in July and 7 others
Further events organised for June and July. who are being followed up by the recruitment team to complete their onboarding. Next event: Whitchurch
29/7/25
Grow our bank and implement the use of centralised bank to support reduction in agency Timetable of recruitment events and venues agreed and staffing attendance identified (will need support
usage. Resourcing team to work with operational managers and recruitment team to plan from ops admin for some events) First event held on May 16. 11/06/25 25 Bank HCA recruited, 6 with
recruitment events and rolling bank adverts to be held over the next 12 months. First event Apr-25 Mar-26 On Track start dates. 14/7/25: Ludlow event held 25/6/25 13 Bank HCA offered. A total of 15 from cohort 1
planned for May 16. commenced shifts in June, 1 further to commence in July and 7 others who are being followed up by the
recruitment team to complete their onboarding. Next event: Whitchurch 29/7/25
Implement the use of NHSP national bank to reduce agency use. Targeted work by NHSP Reduction in the use of agency. Increased levels of bank workers available.
to convert current agency workers to the NHSP bank.
gency Jun-25 Sep-25 On Track
Author Gina Billington Date 7/14/2025
Accountable .
Officer Approval Rhia Boyode Date 18.07.25
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Exception Report - Action Plan
Vacancies -all

KPI Description ';:;f;:‘: Jan-25 | Feb-25 | Mar-25 | Apr25 | May-25 | Jun-25 | YTD
% | 10.68% | 10.91% | 10.56% | 9.83% | 9.39% | 9.14% | 945%
Vacancies
Targel | 80% | 8.0% | 80% | 80% | 8.0% | 8.0% | 80%
[ Sep-25 | Oct-25 | Nov-25 | Dec-25 |

Trajectory | Jun-25 | Jul-25 | Aug-25 [
% | 830% | 8.00%

9.14% | 9.10% | 8.75%

[
| 800% | 8.00% |

3 Corporate Updates - Focus on the areas with vacancies that are creating demand for temporary staffing which will be across in patient areas. NHSE is introducing new Time to Hire targets - 8 weeks. Recrutment team Division < Cotummi[= [ Cotumnz <] Budgot WIE <[ Vacancy WIE_[<]% vacancy[<
g is holding a B3 0.44 WTE vacancy. et Oparating Oficer 218 @) ©0)
£ Urgen Caro (Aduts) 12653 2057 a4
5 Operational Updates - Adult Community SDG - RRU Shrewsbury have some posts held whilst not operating at 32 beds - no current plans to open the remaining beds due to no additional space. RR teams have been Communty Senices (Aduls) 205 016 a1
Sa working on the staffing model and recruitment to support this is taking place over the next 4-6 weeks. UEC vacancies in process. UEC consultant recruitment has been unsuccessful - Medical Directoriops team to Plamned Care DG 21308 2921 7
ig review. Adult Therapy Central are being supported by the AHP lead on a skills mix review to inform future recruitment. Stoke Heath are reviewing the mental health offer working with MPFT on a mode Chidren and Famites Dvision 5915 206 70
5 Criet Executne 251 200 158
< Month 2 Hotspots: Updates below. Month 3 hotspots: Adult Community therapies are in the process of a service review and although Dudiey Health Visiting are showing as a hotspot they are holding several vacancies Diectorof Finance and IMST @21 64 75
2 due o a estructure process.  There are a number of adminstrative vacancies across the Trust that have not been approved for advertisting which is impacing on the vacancy positon. e o En o o9
4 Disctor of Hursing and AHPs 3933 155 a1
jon Start Date | End Date Status :”::I"‘ et T 19; :: ‘f:f‘” ““y"’
Resourcing (o undertake a deep dive into vacancy hotspots including community. o identify areas for targeted recruitment support on a monthly bass.
hospitas. Feb-25 Mar-26 On Track
Urgent Care (Aduis) ~ Column - [Cost Centre| | Budget WTE |- | Vacancy WTE_|~|% vacancy
Urgent Care Hotspot: Recruitment tear to prioritse vacancies in UEC, Virtual Ward, ‘Applicants processed and in post July (subject (o their notice periods). - s e - o
IDT: aise with managers on shorlisting imesfinterview dates and folow up on successful 1316125 12.31 WTE vacancies on Trac, 3.51 WTE in pre-interview e wanss s s 2 e
applicants and prioritise pre-employment checks. - UEC vacancies, those gone through stages, 1 WTE at interview 1.8 WTE at offer, 6 WTE with starl dates e e 2 = o
VRF, which ones have been recruited 10 etc to have a true picture of what vacancies are | 1o oo Juizs Competa | o0Ked. 147125 Urgont Care: 2 ofer, & wihsart s, BCCHN, e i o e o3
remaining w & Wchurch: 1 at advertising, at interview, 9 in offer, 3 starting. Vrtoa Vard South £ast Vit e o B
CDmmunlW Nursing: 9 n offer, 2 started, 2 with start dates, 2 in interview Vitus Wards. south west vazss 2 100 139
stage, 3 in advertising. Stoke Heath: 1 starting, 1 shortist, 1 in interview Vitual ards- Teford vias? 104 128 e
stage and 1 in advertising opar vazss sz 008 17
UEC Consultant: Advert closed - not able (o shorlist - UEC o review options of Medical Director/Ops review complete and an agreed solution for this Urgent Community Response- Teford 700 122 ©3: )
recruitment with medical director and director of ops. 11/06/2025 - JD being reviewed by post. IR e Rty S it} 78 057 73]
Medical Director o nlcude reference to the planned move to a Group Model. This may | APr-25 Jun-25 Urgent Communy Response. North East oz 24 o5 125
thon reuire Royal Colloge input Urgent Community Response- North est w0 s02 162 223
rgent Community Response- South East 708 a5 “a 43
Community Services Hotspot: Recruitment team to prioritise vacancies BCCH, LCH, Applicants processed and in post Jul 25 (subject to their notice periods) \urgent Comminky Aespone- Soigh West 08 s o20 4
WCH: liaise with managers on shortlisting times/interview dates and follow up on Care Transter Hub, Tva0z 2474 524 22
successful applicants and prioritise pre-employment checks. BCCH has 5.18 WTE — 4 staff nurses & 2 HCAs vacancies on Trac. 2 Total L) 2008 139,
WTE have a start date booked in July, 2.59 WTE at offer stage and 0.59 Communty Senices ey
atinterview.
Va2 e ONTIREK | Ludow has 4 WTE vacancies on Trac. 1 t shortisting stago and 3 WTE Tnpationt Wards = Column = Cost Contro[~  Budgot WTE [~ Vacancy WIE [~ T% vacancy
at offer stage( 2 HCAs & 1 RN B5) Bishops Castle Hospital Ward. 163 654
Bridgnorth has 1.25WTE vacancies n Trac 1 at offer stage & 1 with a Codon ospta v plyes e s e
start date in July Whitchurch Hospital Ward ™0 041 611 161
WCH has 1 WTE with a start date in July Bridgnorth Hospital Ward T30 4135 186 45
Community Nursing Hotspot: Recruilment tearn (o priorilise vacancies Telford North, “Appiicants processed and in post Jul 25 (subject (o their notice periods) Rehab & Recovery Unit - Shrewsbury (Ward 18 RSH) Y4260 s0s3 1245 214
= ‘Shrewsbury North: liaise with managers on shorlisting times/interview dates and follow up 1477125 : 1 HCA ~ 0.96 WTE perm at longlisting, 1 wte Nurse associate, Rehab & Recovery Unit - Tefford (ward 36 RH)__va270 351 626 14
s on successful applicants and prioritise pre-employment checks. started, 9 RCN (8.24 WTE) at shorlisting, 5.64 at offer stage, 1.8 at Total 7255 w07 175
T intorvew & 0.8 at longlisting, 1 wlo matron B7 at ofer. 2 wie caseload
s Mar-25 k25 Complete | holder; 1 atoffer & 1 at longlisting.
g vacancies of which: E 7 =
Community ursing -Teford South 0o 3238 on 22
Totor Noth & Souh 2 WTE at o stae, 1 wta an interview Community Nursing - Shrewsbury North Tca00 532 a7 21
hrewsbury North & South - 3.64 WTE at offer Community Nursing - Shrewsbury South ca01 3108 0ss 21
~Horth East 00 22 015 o5
Planned Gare: Recrufment sar o prioise StokeHealh vacanie:aiss wih ‘Applicants processed and in post Jul 25 (subject to their notice periods) Community fursing - North West a0 5201 251 75
inagers on shortisting times/interview dates and follow up on successful applicants and 13/6125: Total of 5.2 WTE in recruitmen stage Community Nursing - Sauth East Twaot 34 247 o
pioriee pr-ampioyment chacks. Senics Load o ensu 4l vacances have peen May-25 0Oct25 OnTrack |2 posts (3 WTE) in shortisting and 3 posts (2.2 WTE) at offer South West Twsoo 2511 aon @3
processed. Recruitment Team willprioritise pre-employment checks Total 24557 1231 50,
Recruitment policy in draft stage. Includes new f To ensure managers are up o dale with recruitment processes and Communiny Thoray Services || Comai=[Cost Contr{ =~ BudgetWie |< Vacaney wit =% vacaney |
and toalkit of managers. 145125, Policy being eviied e 1 review of DBS process o | Jun-25 Sep25 OnTrack | provides the tools for them to recrui “Adult Commanity Therapy Centra oo e 0
align with system partners - revised target date set. Adult Community Therapy North East Ta0cs 1719 021 2
Recruitment continue 10 review their processes (o ensure imely recrutment Time to hire June 25 was 43.2 working days. There are currently 25 (o Comamires Ty Motk West AT i) oe] s
Apr25 Dec-25 OnTrack | ook with start dotos in Jly ‘Adult Community Therapy Soutn East Ta00s 18 200 203
west ra00e 1535 188 122
Lok at internal moves due (o vacancies and identify holspols for this movement "Areas identiied and work with managers on implications and considered Total 753 922 122
Apr-25 Jul-25 OnTrack | for further action,
Resourcing team to work with operational managers and recrutment team to plan Timetatleof ecrufment avents and venues agroed and siafing [T [CouzalCon Comi unet W [ ek a v ]
recruitment events and rolling bank adverts (o be held over the next 12 months, attendance identified (will need support from ops admin for some events) e o ot —ws o it e
Fistovent holdon May 1, 14106725 25 B O roqtned 6 oith st T - o . -
Apr25 Mar-26 On Track 1417125 Ludiow event held 25/6/25 13 Bank HCA offered. A total e poivdd o by s
o 15 om oot commencod it Ao, 1 rht 1o commonca i e ) = ] -
July and 7 others who are being followed up by the recrutment team to Family turse Partnership Teord wPeos 505 w055 )
complete their onboarding. Next event: Whitchurch 29/7/25 e A e i e = o e
Health Visiting Dudiey Ser we20s 527 1027 125
Family Nurse Partnership Ducley Senice weeoz 535 089 o
5-19 Sehool Nursing Dudiey Senice we200 52 204 0
5.19 School Nursing Shropshire 22 243 89
5119 Sehool Nursing Tetfora wezz0 1359 150 4
Tota s 844 )
Author Gina Billington Date 711412025
Dontat i Planned Care. ~Columnl = Cost Contr ~ | Budget WIE ~ | Vacancy WiE |~ % vacancy ~
Dental Central Admin Wais00 £ =
e Rhia Boyode Date 18.07.25 Dental spec core an Access wisto 308 230 7
Dental Market Drayton wiis20 25 036 270
Dental Craven Arms whisz0 201 034 s
ot w 62 12 22
Tota w02 o1z 155,
Plannod Core ~Cotumn! ~ Cost Contr ~ Budget WIE ~ Vacancy WiE |~ % vacancy ~
TeMs Thera Tez 7 040 s
K MOT Clinic T2 4z o000 00
Mk Podiatry Tezss 1 005 ©0
MK Rheumatology Tezs o 000
Tems Admin w240 862 110 ss
wiss Tezs0 1297 010 s
Total 4503 155 55,

Vacancy wre

~TColumn{ = Cost Centr - udget WIE|~
552

~ ot vacancy ~
o

282

s05

18
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Exception Report - Action Plan
Mandatory Training Compliance

KPI Description ';:;if;: Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun25 | YTD
Mandatory % | 94.53% | 94.72% | 95.01% | 94.20% | 94.69% | 95.82%" | 95.82%"
Training Target 95.0% | 95.0% | 95.0% | 95.0% | 95.0% 95.0% 95.0%

*bank IG now excluded from overall compliance

Jan-26_|

[ Trajectory | Jul-25 [ Aug-25 [ Sep-25 | Oct-25 [ Nov-25 | Dec-25
[ % | 95.85% ] 95.90% | 95.90% | 95.95% | 95.95% | 96.00%

| 96.00% |

Mandatory Training Compliance: Trust

compliance report.

change to Fire Warden.

We are continuing to adhere to the newly i

Reason for performance
gap:

compliance rate. Additionally, we will monitor all other areas, and any (hat fall below the 95% compliance threshold will also receive

Corporate Updates — The compliance rate for June has increased to 95.82%, we have reached over 95% compliance since the introduction Moving and Handling Level 2 in April 2025. We have made a significant
change to Fire and Information Governance. Following the recommendation from NHSE to align our renewal with national guidence, Fire has now changed from being renewed on an annual basis to every 2 years.
Information Governance has also been bought in line with all other topics, Bank Staff are no longer being included in the monthly compliance figures. This will still be monitored by the Governance Team outside of the
We have seen improvement in all topics with the exception of 2, Fraud which has had a very small drop (0.05%) and High Risk Fire. This is still being reviewed by the Estates department, with regards the possibly
There has been significant improvement with regards to the Resus Training, Resus Level 2 Adults and Paediatrics have increased by over 3% and Resus Level 3 Adults and Paediatrics have increased by over 2%.

and we have observed improvements in these areas. We will persls( with this process, to ensure we maintain the 95%

regarding

All non-compliant sectors

Substantive

staff count
| - | [~ |

825 Trust Board Sector
825 Stoke Heath YOI Sector

825 Operations Directorate Management
Sector

825 South East Sector

825 North West Sector

% Compliance

Action Start Date | End Date Status Outcome 825 North East Sector
Hotspot - Compliance Overview - BLS training - The Workforce Team will liaise with the Higher BLS compliance rates among staff at SaTH sites, ensuring that 825 Telford Sector
SaTH OD team to request access to BLS courses conducted by SaTH. This is necessary as mandatory training requirements are met. This improvement would 825 Central Sector
the room provided by SCHT's SME is unsuitable for delivering training effectively. Feb-25 25 OnTrack | enhance staff preparedness, meet regulatory and organisational ! !
ESRLM Team have chased SaTH to see if they are able to support with this training. standards, and contribute to safer and more effective patient care. It would 825 Service Delivery Group - Adult
also address logistical challenges that may have previously hindered Community Services Management Sector
trainina acce:
Hotspot - Compliance Overview - Ops Teams to focus efforts on improving compliance To improve overall compliance rates across Resuscitation Training,
rates for Resuscitation Training, Moving & Handling Training and Corporate Induction. Moving & Handling Training, and Corporate Induction, ensunng staff meet
The ESR Learning Management Team have identified gaps in these topics and provided 'y training . This would i
with a detailed of jiance to support targeted interventions. Mar-25 Jul-25 On Track workforce readiness, increased operational efficiency, and alignment with - -
These emails encourage managers to prioritise and allocate time for their staff to complete organisation's compliance targets. It would also address any gaps in June 2025 Compliance Overview
mandatory training training that could impact service delivery or regulatory standards. opic May
Hotspot - Compliance Overview - ESRLMS to focus efforts on improving compliance rates Mandatory Training Group asked for a Business Case to be put forward < e nduction Comprance
for High Risk Fire. The Associate Director of Estates has attended Mandatory Training with the various options and costings available for High Risk Fire and Fire Equallty, Diversity and Human Rights - 3 Years
Group with proposal that High Risk Fire is replaced with Fire Warden Training. Aor25 Dec.25 On Track Warden, to be taken to the execs for final approval. Fire Warden would be Fire sife’wr 2 Years
pr- ec- alES for all locations in the trust with 5 or more staff. Currently High Risk Fire is Fire Safaty - High Risk~ L Year
for Community Hospitals only Fraud Awareness- 3 Years
Health, Safety and Welfare - 3 Years
Infection Prevention and Control - Level 1-3 Years
Hotspot - Compliance Overview - Ops Teams to focus efforts on improving compliance To improve overall compliance rates across SGC L2 ensuring staff meet Inf ection Prevention and Control -Level 21 Year
a rates for Safeguarding Children Level 2. The ESR Learning Management Team have 'y training . This would il to Information Governance and Data Security - 1 Year
8 identified gaps in these topics and provided managers with a detailed breakdown of non- workforce readiness, increased operational efficiency, and alignment with Moving and Handling - Level 1- 3 Years
- compliance to support targeted interventions. These emails encourage managers to May-25 Sep-25 On Track organisation’s compliance targets. It would also address any gaps in Moving and Handling - Level 2 - 2 Years
S prioritise and allocate time for their staff to complete mandatory training training that could impact service delivery or regulatory standards. i (England) - 3 Years
B -Level 1- 3Vears
< - Prevent SYears
Hotspot - Compliance Overview - ESRLMS to focus efforts on improving compliance rates Bank Staff have now been removed from the compliance figures. To -Laval 2 - Adult Basic Lifa St rt-1Year
for Information Governance. The ESR Learning Management Team has identified that improve overall compliance rates across IG ensuring staff meet -Level 2 - Paediatric Basic Life Support - 1 Year
bank staff are currently being included in for (IG). As no| mandatory training requirements. This would contribute to enhanced Resuscitation - Level S - Adult Immediate Life Support - 1 Year
other topic includes bank staff, this should be moni Itis that | Jun-25 Sep-25 workforce readiness, increased operational efficiency, and alignment with tion - Level 3 - Paediatric iate Life Support - 1Year
1G compliance be aligned with all other mandatory topics. organisation's compliance targets. It would also address any gaps in :geg::::::g :::::: t:::; ;::::
training that could impact service delivery or regulatory standards. sif:u"dini e i e
Hotspot - Sector - Stoke Heath will utilise the rostering system to schedule staff time for Improved mandatory training compliance. |Safeguarding Children - Level 2- 3 Years
completing mandatory training, which will take place at a local base. [The Oliver McGowan y Training on L Autism P
Apr-25 Jul-25 On track
A bespoke training session for Resus has been arranged for June 2025.
Community Services to implement a check and challenge session in a monthly basis to Improved mandatory training compliance.
discuss hot spots for areas of low compliance
Jun-25 Jul-25 On track
Hotspot - All Sectors below 95% - The ESRLMS Team will contact all Sectors who have a Improved mandatory training compliance.
compliance rate of below 95% to ask managers to schedule time for staff to complete their May-25 Sep-25 On Track
outstanding mandatory training. Detailed mandatory training reports will be provided for Y P
each of these areas.
Author Jen Deakin Date 18.07.25
of‘;zf;r"“\’::ﬂfm Rhia Boyode Date 18.07.25

Juna
Compliance

Variance
against
compliance
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Exception Report - Action Plan

Aggregate score for NHS staff survey questions that measure perception of leadership culture

KPI Description

~Aggregate score
for NHS staff
Lsurvev auestions

Latest6 | oo o4 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
months
Number 7.4 7.4 7.4 7.4 7.54 7.54 7.54
Target 7.5 7.5 7.5 7.5 7.53 7.53 7.53
Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25
% 7.54 7.54 7.54 7.54 7.54 7.54 7.54

©

Aggregate score for NS staff survey questions that measure perception of leadership culture: Trust

o o o o o o o o o o o

Reason for
performance gap:

The target is 7.53 and we are close to this with a score of 7.54. There have been changes over the last 24 months which have included change management across leadership roles which will take time to embed and
change culture. The Culture Change team has been launched with Board Conversations and Leadership survey will support changing this score over time. The quantitative and qualitative data gathered by the Culture

Change Team will be instrumental in supporting leadership culture.

s Action Start Date | End Date Status Outcome
o - - - - - - - - - —
c Identify and Implement actions identified from the Cultural Maturity Audit. Mar-25 Sep-25 On Track To lmplemeqt actions where gaps have been identified through the Cultural
0 Maturity audit.
° Commence the Culture and Leadership Programme to include Board Interviews and a Dec-24 Dec-25 On Track To understand the culture and develop a culture action plan.
< Leadership survey.
Author Fiona MacPherson Date 18.07.25
Accountable .
Officer Approval Rhia Boyode Date 18.07.25
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Proportion of staff in senior leadership roles who are from a BME background

KPI Description 'ﬁ;ﬁ;: Dec-24 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
[PToportion of St

FOP;:] é‘;’;i‘;rsa“ Number | 952% | 952% | 952% | 952% | 9.52% | 952% | 9.52%

| leadershin roles | _Target | 20.00% | 20.00% | 20.00% | 20.00% | 20.00% | 20.00% | 20.00%

Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25

% 9.52% | 952% | 9.52% | 952% | 952% | 952% | 9.52%

©

2

Proportion of staff in senior leadership roles who are from a) a BME background: Trust

Reason for
performance gap:

The WRES 2023/24 report shows our colleague representation for Asian, Mixed, Black and other minority people has increased year on year since 2020 and makes up 7.82% of our workforce. The 2021 census showed
population by ethnicity in Shropshire as White people 96.7% and Asian, Mixed, Black, and other minority people as 3.3%. The population by ethnicity for Telford and Wrekin in the 2021 census was White people 88.2%
and Asian, Black, Mixed and other minority people 11.8%. While this indicates our senior leadership workforce is over representative when compared to our local Shropshire community, we do recognise that our senior

leadership workforce is not representative compared to our local Telford & Wrekin community.

Officer Approval

Action Start Date | End Date Status Outcome
c - - - - -
g Embed fair and |nglu5|ve recrwtme.nt prf)cesses and talent management strategies that target Nov-24 Nov-25 On Track Ensure recruitment processes are fair, inclusive and transparent.
e under-representation and lack of diversity.
o Develop and implement an inclusive recruitment toolkit. To suppoer inclusive recruitment processes
2 P P Jan-25 Sep-25 On Track pp! p
< Explore Scope for Growth conversations. Mar-25 Aug-25 On Track Ensure talent mapagement conversations take place on a regular basis to
support progression.
Author Fiona MacPherson Date 18.07.25
Accountable .
Rhia Boyode Date 18.07.25
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Proportion of staff who agree that their organisation acts fairly with regards to career progression

KPI Description

[PToportion of start
who agree that
Ltheir oraanisation

Latest6 | ho o4 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
months
Number 55.80% 55.80% | 55.80% | 55.80% | 58.89% | 58.89% | 58.89%
Target 63.90% | 63.90% | 63.90% | 63.90% | 60.95% | 60.95% | 60.95%
Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25
% 58.89% | 58.89% | 58.89% | 58.89% | 58.89% | 58.89% | 58.89%

@y oPeriion of stall Who agree that thelr organization acts fairy With regar lo career progression/promotion regardless of ethnic background. gender, rellgion,
sexual orientation. disability or age: Trust D (E

® 6

Reason for
performance gap:

There was a gap of 8.1% for 2024/25 between the national average and SCHT's score, however this has decreased to 2.06%. For a period of time leadership courses have not been available internally for our staff to attend
however, more recently we have been working in collaboration with SaTH and places have been offered to our staff on their leadership courses.

Officer Approval

Action Start Date | End Date Status Outcome
Embed fair and inclusive recruitment processes and talent management strategies that target Nov-24 Nov-25 On Track Ensure recruitment processes are fair, inclusive and transparent.
= under-representation and lack of diversity.
g Develop and implement an inclusive recruitment toolkit. Jan-25 Sep-25 On Track In draft - to review with Trust networks.
c - -
o Work with the Workforce Race Equality Network to understand development needs and how i i indivi ' i
e ! y p Apr-25 Aug-25 On Track Ensure support is appropriate and meets individual's needs
7] their careers can be supported.
< Publicise positive staff stories around career and development opportunities. Dec-24 Dec-25 On Track Raise awareness of career development.
Explore implementing ‘scope for growth’ conversations. Mar-25 Aug-25 On Track Ensure all staff have the opportunity to discuss careers aspirations.
Author Fiona MacPherson Date 18.07.25
Accountable .
Rhia Boyode Date 18.07.25
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Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from managers

KPI Description 'ﬁ;ﬁ: Dec-24 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
[PToportion of St
roporton OT SN Nymper | 7.1% 7.1% 7.1% 7.1% 5.4% 5.4% 5.4%
who say they > 5 > > 5 5 5
have bersonaly | Target 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25
% 5.4% 5.4% 5.4% 5.4% 5.4% 5.4% 5.4%

©

Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from managers: Trust

®6

a When reviewing the information retained by the People team not all cases of individuals feeling bullied are reported. The aim is to reduce cases by implementing the action plan and encourage people to speak up about
~ g their experiences.
<3
=
S5
7]
c £
e
't
@
o
s Action Start Date | End Date Status Outcome
t Develop a Civility & Respect booklet to support the Civility and Respect programme. Mar-25 Oct-25 @nATack Create an environment free of bu[lyihg and harassment and raise
o awareness of the importance of civility and respect.
2 Explore the commencement of Active Bystander training for all staff. Mar-25 Oct-25 On Track Provides individuals with the skills to challenge inappropriate behaviour.
Author Fiona MacPherson Date 16.6.25
Accountable .
Officer Approval Rhia Boyode Date 16.6.25
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Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from colleagues

KPI Description 'ﬁ;ﬁ: Dec-24 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
[PToportion of St
roporton or SN Nymper | 12.8% | 12.8% | 12.8% | 12.8% | 9.2% 9.2% 9.2%
who say they > 5 > > 5 5 5
have hersonaly | Target 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25
% 9.2% 9.2% 9.2% 9.2% 9.2% 9.2% 9.2%

@ Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from other colleagues: Trust

®6

Reason for
performance gap:

When reviewing the information retained by the People Team not all cases of individuals feeling bullied are reported. The aim is to reduce cases by implementing the action plan and encourage people to speak up about

their experiences.

Officer Approval

Rhia Boyode

s Action Start Date | End Date Status Outcome
% Develop a Civility & Respect booklet to support the Civility and Respect programme. Mar-25 Oct-25 O Tk Create an environment free of bullying and harassment and raise
o awareness of the importance of civility and respect.
2 Explore the commencement of Active Bystander training for all staff. Mar-25 Oct-25 On Track Provides individuals with the skills to challenge inappropriate behaviour.
Author Fiona MacPherson Date 18.07.25
Accountable
Date 18.07.25
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Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from patients

© Proportion of staff who say they have personally experienced harassment, bullying or abuse at work from patients: Trust

KPI Description 'ﬁ;ﬁ;: Dec-24 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD

I"Proportion of St
roporton orstam - Ny mper [ 22.0% | 22.0% | 22.0% | 22.0% | 19.2% | 19.2% | 19.2%

who say they
_have nersonally Target 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Trajectory | Jun-25 Jul-25 | Aug-25 | Sep-25 [ Oct-25 | Nov-25 | Dec-25
% 19.2% 19.2% 19.2% 19.2% 19.2% 19.2% 19.2%

Staff experience bullying by patients, the aim is to raise awareness of the impact of this behaviour and support staff as required.

Reason for
performance gap:

Action Start Date | End Date Status Outcome
% Launch work without fear campaign. Mar-25 Sep-25 On Track Raise awareness to our patients, relatives and members of the public.
% Develop nudge posters around zero tolerance. Mar-25 Aug-25 On Track Raise awareness to our patients, relatives and members of the public.
§ Work with the System on EDI 90 day conversation Apr-25 Aug-25 On Track Raise awareness to our staff, patients, relatives and members of the
public.
Explore the commencement of Active Bystander training for all staff Mar-25 Aug-25 On Track Provides individuals with the skills to challenge inappropriate behaviour.
Author Fiona MacPherson Date 18.07.25
Accountable .
Officer Approval Rhia Boyode Date 18.07.25




Exception Report - Action Plan

Staff survey engagement theme score

G) Staff survey engagement theme score: Trust

L Latest6 | | ok | mror | mraoe | A o | nrae o | v | e e .
KPI Description r:;if;: Dec-24 | Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | YTD
St SUVey Number 7.0 7.0 7.0 7.0 7.2 7.2 7.2 :
engagement
theme score Target 7.3 7.3 7.3 7.3 7.23 7.23 7.23 N R
Trajectory | Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec25 | |
% 7.2 7.2 7.2 7.2 7.2 7.2 7.2
5 o SCHT's score is close to the national average, however work continues around engagement.
- -
o
GEw
n oD
3t
g
Action Start Date | End Date Status Outcome
c Implement a reward and recognition programme to include a recognition calendar and events To increase engagement across the Trust and enable staff to network.
© Dec-24 Jul-25 Completed
o
g Implement HWB action plan To ensure staff have the HWB support
2 May-25 Dec-25 On track
]
< Roll out the Culture change Team Create an open culture
Dec-24 Mar-26 On track
Author Fiona MacPherson Date 18.07.25
Accountable .
Officer Approval Rhia Boyode Date 18.07.25
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1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is
required?

The purpose of this report is to provide oversight of the key performance indicators included
within the Trust’'s Performance Framework.

The paper is intended to provide information and assurance and consider for action.

2. Executive Summary

2.1 Context

The purpose of this report is to provide oversight and an assessment of the key areas of
performance relevant to the Trust’'s Performance Framework.

This report focuses on the measures relevant to the Resource & Performance Committee and
any areas of exception in relation to Quality and Safety or People Committee measures are
reported separately to the Trust Board.

2.2 Summary
The key points for the Trust Board to consider are:

e There are 69 performance indicators reported in this period across all committees.

o The table below summarises the number of KPIs highlighted as a concern against each
responsible committee. 32 indicators are highlighted as a concern (46.4%), although there
are interdependencies across many of these.

Committee Variation | Assurance | Both Variation Total Total
concern concern and KPIs Requiring
Assurance reviewed | Attention
People 1 12 0 19 13 (68.4%)
Quality & Safety 4 3 1 19 8 (42.1%)
Resource & Performance 3 5 3 31 11 (35.5%)

Each committee is responsible for reviewing its KPls, seeking assurance and agreeing actions
to improve performance where required, and subsequent reporting to the Board.

150


https://www.shropscommunityhealth.nhs.uk/

NHS

Shropshire Community Health
NHS Trust

Performance Update

There have been the following changes to the Trust's KPIs flagged as a concern during the
month:

o People Committee - No change.

e Quality and Safety Committee
1. Medication Incidents with Moderate Harm is no longer flagged as a variation concern

¢ Resource and Performance Committee
1. Financial efficiency — variance from efficiency plan is now flagged as a variation
concern
2. Toftal patients waiting more than 52 Weeks fo start consultant-led treatment (National
target) was previously flagged as both assurance and variation concern, now flagged
as only an assurance concern

Action Plans have been developed in a workshop with Operational Leads and Support
Services and are included at Appendix 3 for the measures flagged as a concern within this
report, with the exception of Financial efficiency — variance from efficiency plan.

The variation concern for ‘Financial efficiency — variance from efficiency plan’ was impacted
by 2024-25 recurrent delivery; although recurrent delivery was below plan in year this was
offset by non-recurrent schemes. In addition, the full year effect of recurrent schemes was
marginally in excess of plan. The 2025/26 recurrent position is slightly favourable to plan and
so an action plan has not been developed at this stage.

Please note that the RTT measures for June are subject to change as the validation for
the national submission continued at the time of preparing this paper/dashboards.

The Board should note that whilst other performance indicators are not flagged as an area of
concern there are instances where the dashboards/SPC charts are showing that an
indicator/process will not consistently hit or miss the target. Further details are included in the
appendices should members wish to review this position.

2.3. Conclusion

The Trust Board is asked to:

¢ Consider the Trust’s performance to date and the actions being taken to minimise risks
and improve performance where required, as set out within the action plans.

e Consider the current action plan reporting and if any amendments are required in order
to strengthen the assurance provided to the Board in relation to the actions being taken
to improve performance.
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3. Main Report

3.1 Introduction
An agreed set of KPIs is in place to monitor the Trust’'s performance. The full list of KPIs
monitored across three of our key committees is shown in Appendix 1 of this document.

Our dashboards include icons that describe both variation and assurance against target and
Appendix 2 includes more detail on the icon descriptions.

3.2 Summary of key points in report

This report focuses on the 31 indicators which are reviewed by the Resource & Performance
Committee (RPC). Of these, 11 require focused attention with 9 of the 11 relating to access
to services and waiting times.

SPC charts are presented within the action plans, including the actual trend lines; the red
dotted line is the target and the two dotted grey lines the control limits one upper and one
lower. The blue data points indicate a positive theme and the orange a concerning one.

Of the KPlIs that the Resource and Performance Committee is responsible for, the following
are currently highlighted as special cause variation of a concerning nature and/or the process
is not capable and will fail the target without process redesign:

Three KPI are a variation concern only — special cause variation of a concerning nature.
1. Outpatient follow-up activity levels compared with 2019/20 baseline
2. Urgent Care 2 hour response
3. Financial efficiency — variance from efficiency plan

Five KPI are an assurance concern only - the process is not capable and will fail the
target without process redesign.
1. Data Quality Maturity Index
2. Proportion of patients who have a first consultation in a post-covid service within six
weeks of referral
3. Total patients waiting more than 65 Weeks — All services (Local target)
4. Total patients waiting more than 78 Weeks — All services (Local target)
5. Total patients waiting more than 52 Weeks to start consultant-led treatment (National
target)

Three KPI are both an assurance concern and special cause variation concern.
1. 18 week Referral to Treatment (RTT) incomplete pathways (National target)
2. Proportion of patients within 18 weeks (Local target)
3. Total patients waiting more than 52 Weeks — All services (Local target)

There have been two changes to note since the last report to Board:-

 Now flagged as having a variation concern
1. Financial efficiency — variance from efficiency plan

e Previously flagged as both assurance and variation concern, now flagged as only an
assurance concern
1. Total patients waiting more than 52 Weeks fo start consultant-led treatment
(National target)
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June 2025 position:

Measure Nationally Mandated Local Waiting List

Referral to Treatment Management
(Consultant-led Services) (All Our Services)

Patients waiting over 52 weeks 168 648

Patients waiting over 65 weeks 0 135

Patients waiting over 78 weeks 0 14

Patients waiting over 104 weeks 0 0

Since the last report to Board there has been improvement in all the high wait KPlIs in the table
above and this is clearly visible from the SPC charts in the appendices.

‘18 week Referral to Treatment (RTT) incomplete pathways’ has shown an improvement from
59.38% in May to 63.42% in June, although the June position was still being validated at the
time of preparing the paper/dashboards. Further detail is included in the action plan.

The indicator for ‘Proportion of patients within 18 weeks’ has improved, with performance of
68.07% in June compared with 66.29% in May.

The data issue previously reported in relation to Continence products was resolved for
2024/25 data. However, a similar issue still existed for the start of 2025/26 with April and May
being up to date but only part of June data being available when the dashboards were created.
This issue has been previously raised and subsequently escalated with the system supplier.
The issue, as of 23 July, has now been resolved and the measure will be refreshed for the
next reporting cycle. This impacts the ‘total activity undertaken against current year plan’ KPI.
This measure has also been refreshed as a discrepancy was identified. The refresh has had
no impact on the making data count icons.

3.3 NHS Oversight Framework

On 26 June 2025, NHS England published the NHS Oversight Framework for 2025/26 which
is the first publication since the NHS Oversight Framework for 2022/23.

The Oversight Framework for 2025/26 is a one year framework and will be reviewed in
2026/27, taking into account the 10 Year Plan. The 2025/26 framework includes Integrated
Care Boards (ICBs), NHS trusts and foundation trusts. The new framework is underpinned by
a scoring approach to performance and this score is strongly influenced by benchmarking
against other trusts.

The domains within the framework have also been reviewed and the metrics now fall under a
number of domains:

Access to services

Effectiveness and experience of care

Patient Safety

People and Workforce

Finance and productivity and

Improving health and reducing inequality (non-scoring).
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Due to the changes within ICBs, their score will not be introduced until 2026/27. Where
providers are part of a provider collaborative or group model, they will be measured as a trust
and not as a wider group. It is anticipated that the scores for organisations will be published
in late August/September.

An assessment in relation to the application of this Framework is underway and a proposal
to amend the Trust’s KPIs to fully reflect it will be presented through committees and Trust
Board for approval, as required by our Performance Framework.

3.4 Key Issues & Recommendations

The key issues are summarised within this report and appendices.
3.5 Conclusion

The Trust Board is asked to:

e Consider the Trust’s performance to date and the actions being taken to minimise risks
and improve performance where required, as set out within the action plans.

e Consider the current action plan reporting and if any amendments are required in order
to strengthen the assurance provided to the Board in relation to the actions being taken
to improve performance.
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Resource and Performance Committee - SPC Summary

Committee

Domain

Metric

A

Latest Date

Variation Month
Value

Month
Target

Month

Variance

YTD

YTD Target

YTD Variance

Assurance

Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...
Resource & Performance...

Resource & Performance...

Responsive

Use of Resources
Use of Resources
Effective
Responsive
Effective
Responsive

Use of Resources
Use of Resources
Caring

Caring

Caring
Responsive
Effective
Responsive
Responsive
Responsive

Responsive

18 week Referral To Treatment (RTT) incomplete pathways
Agency spend - compared to the agency ceiling

Agency spend - Price cap compliance

Available virtual ward capacity per 100k head of population
CQC Conditions or Warning Notices

Data Quality Maturity Index

Diagnostics for Audiology and Ultrasound - DMO1
Financial efficiency - variance from efficiency plan
Financial stability - variance from break-even

New Birth Visits % within 14 days - Dudley

New Birth Visits % within 14 days - Shropshire

New Birth Visits % within 14 days - Telford

Number of patients not treated within 28 days of last minute cancellati...

Outpatient follow-up activity levels compared with 2019/20 baseline

Patients no longer meeting the criteria to reside

Proportion of patients spending more than 12 hours in an emergency ...

Proportion of patients who have a first consultation in a post-covid ser...

Proportion of patients within 18 weeks

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-03-31
2025-06-30
2025-06-30
2025-06-30
2025-05-31
2025-05-31
2025-05-31
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30

QOROEOOLOEEOOOEOOO®®

63.77%
74.19%
73.53%
38.76

0
94.6%
99.47%
0.17%
1.35%
87.46%
86.34%
93.24%
0
104.56%
20.8%
0.00%
66.67%
68.07%

92.00%
100.00%
100.00%
38.76

0

95.0%
99.00%
0.00%
0.00%
90.00%
90.00%
95.00%
0
75.00%
21.3%
1.99%
92.00%
92.00%

-28.23%
-25.81%
-26.47%
0.00

0

-0.4%
0.47%
0.17%
1.35%
-2.54%
-3.66%
-1.76%
0
29.56%
-0.5%
-1.99%
-25.33%
-23.93%

63.77%
74.19%
73.53%
38.76

0
94.6%
99.47%
0.17%
1.35%
89.08%
85.10%
91.52%
0
109.65%
20.8%
0.00%
80.00%
68.07%

92.00%
100.00%
100.00%
38.76

0

95.0%
99.00%
0.00%
0.00%
90.00%
90.00%
95.00%
0
75.00%
21.3%
1.99%
92.00%
92.00%

-28.23%
-25.81%
-26.47%
0.00

0

-0.4%
0.47%
0.17%
1.35%
-0.92%
-4.90%
-3.48%
0
34.65%
-0.5%
-1.99%
-12.00%
-23.93%

GIGICICICICICICICICI CLICI I CL LA,

155



Resource and Performance Committee - SPC Summary (continued)

Committee

Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...

Resource & Performance ...

Domain

Effective

Effective

Effective

Responsive
Responsive
Responsive
Responsive
Responsive
Responsive
Responsive
Responsive
Responsive

Effective

Metric

o

Total activity undertaken against current year plan

Total diagnostic activity undertaken compared with 2019/20 baseline

Total elective activity undertaken compared with 2019/20 baseline

Total patients waiting more than 104 weeks - all services

Total patients waiting more than 104 weeks to start consultant-led treatm...
Total patients waiting more than 52 weeks - all services

Total patients waiting more than 52 weeks to start consultant-led treatment
Total patients waiting more than 65 weeks - all services

Total patients waiting more than 65 weeks to start consultant-led treatment
Total patients waiting more than 78 weeks to start consultant-led treatme...
Total patients waiting more than 78 weeks - all services

Urgent Care 2 hour response

Virtual ward bed occupancy

Latest Date

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30

CQOOOOOOOOG®E®CE

Variation Month
Value

89.08%
306.06%
127.21%
0

0

648

168

135

0

0

14
69.96%
69.34%

Month

Target

100.00%
120.00%
103.00%

o O o O o o o o

70.00%
63.81%

Month

Variance

-10.92%
186.06%
24.21%
0

0

648

168

135

14
-0.04%
5.53%

YTD

98.59%
161.80%
124.94%
0

0

648

168

135

0

0

14
69.96%
69.34%

YTD Target YTD Variance

100.00%
120.00%
103.00%

o O o O o o o o

70.00%
63.81%

-1.41%
41.80%
21.94%
0

0

648
168
135

14
-0.04%
5.53%

Assurance

COOOOLEEEEOLOOC
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Quality and Safety Committee - SPC Summary

Committee

Ao

Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee

Quality & Safety Committee

Domain

Well Led
Safe
Safe
Safe
Responsive
Safe
Effective
Safe
Safe
Safe
Safe
Safe
Safe
Well Led
Safe
Safe
Safe
Safe
Safe

Metric

Acting to improve safety - safety culture theme in the NHS staff survey
Category 3 Pressure Ulcers

Category 4 Pressure Ulcers

Clostridium difficile infection rate

Complaints - (Open) % within response timescales

Consistency of reporting patient safety incidents

Deaths - unexpected

E. coli bloodstream infection rate

Falls per 1000 Occupied Bed Days

Medication Incidents with Moderate Harm

Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia infection...
National Patient Safety Alerts not completed by deadline

Never Events

Overall CQC Rating

Patient Safety Incident Investigations

Safer Staffing - Average Fill Rate Non-Registered Nurses - Day

Safer Staffing - Average Fill Rate Non-Registered Nurses - Night

Safer Staffing - Average Fill Rate Registered Nurses - Day

Safer Staffing - Average Fill Rate Registered Nurses - Night

Latest Date

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-05-31
2025-05-31
2025-05-31
2025-05-31

OlGIGIOI0lOIOIGCIOIOIOICICICIGIGICGION6

Variation Month

Value

6.43

0

3
300.00%
100.00%
100.00%
1
200.00%
5.83

0

0

1

0

Good

125%
139%
103%
104%

6.49

0

0
100.00%
95.00%
100.00%
0
100.00%
4.00

0

0

0

0

Good

95%
95%
95%
95%

Month
Variance

-0.06

0

3
200.00%
5.00%
0.00%

T
100.00%
1.83

0

0

1

0

30%
44%
8%
9%

6.43

0

3
300.00%
100.00%
100.00%
1
200.00%
5.83

6

0

1

0

Good

125%
139%
103%
104%

YTD Target YTD Variance Assurance

6.49

0

0
100.00%
95.00%
100.00%
0
100.00%
4.00

0

0

0

0

Good

95%
95%
95%
95%

-0.06

0

3
200.00%
5.00%
0.00%

T
100.00%
1.83

6

0

T

0

30%
44%
8%
9%
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People Committee - SPC Summary

Committee

A

People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee
People Committee

People Committee

Domain

Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led
Well Led

Metric

Aggregate score for NHS staff survey questions that measure perception of leadership ...
Appraisal Rates

CQC well-led rating

Leaver rate

Mandatory Training Compliance

Net Staff in Post Change

Proportion of staff in senior leadership roles who are from a) a BME background
Proportion of staff in senior leadership roles who are from b) are women

Proportion of staff in senior leadership roles who are from c) are disabled staff
Proportion of staff who agree that their organisation acts fairly with regard to career pr...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of staff who say they have personally experienced harassment, bullying or a...
Proportion of temporary staff

Sickness Rate

Staff survey engagement theme score

Total shifts exceeding NHSI capped rate

Total shifts on a non-framework agreement

Vacancies - all

Latest Date

2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30
2025-06-30

GlOIVIGIBlGIOIBIBIGIGIOIGCIOIGIBIOIGI6

Variation Month

Value

7.5
88.82%
Good
8.89%
95.82%
2.08
9.52%
69.57%
4.76%
58.89%
5.4%
9.2%
19.2%
2.7%
5.32%
7.2

56

0
9.14%

Month
Target

7.5
90.00%
Good
9.60%
95.00%
0.00
20.00%
66.00%
4.00%
60.95%
0.0%
0.0%
0.0%
3.4%
4.75%
7.2

0

0
8.00%

Month

Variance

0.0
-1.18%

-0.71%
0.82%
2.08
-10.48%
3.57%
0.76%
-2.06%
5.4%
9.2%
19.2%
-0.7%
0.57%
0.0

56

0
1.14%

YTD

7.5
88.42%
Good
8.89%
95.82%
742
9.52%
69.57%
4.76%
58.89%
5.4%
9.2%
19.2%
3.0%
5.32%
7.2

52

0
9.45%

YTD Target

7.5
90.00%
Good
9.60%
95.00%
0.00
20.00%
66.00%
4.00%
60.95%
0.0%
0.0%
0.0%
3.4%
4.75%
7.2

0

0
8.00%

YTD Variance

0.0
-1.58%

-0.71%
0.82%
742
-10.48%
3.57%
0.76%
-2.06%
5.4%
9.2%
19.2%
-0.4%
0.57%
0.0

52

0
1.45%

Assurance

COOOOOOEOOEEE® COEO®
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Appendix 3

Exception Report - Action Plan

Data Quality Maturity Index

@ Data Quality Maturity Index: Trust

KPI Description Iﬁ;i?;g Oct-24 | Nov-24 | Dec-24 | Jan-25 | Feb-25 Mar-25 YTD S vl ’
% 95.0% | 94.9% | 94.6% 94.9% 94.9% 94.6% 94.6%

DQMI

Target | 95.0% | 95.0% | 95.0% | 95.0% | 95.0% | 95.0% [ 95.0% | | oot

Trajectory | Nov-24 | Dec-24 | Jan-25 | Feb-25 [ Mar-25 Apr-25 May-25

% 94.0% | 94.5% | 95.0% 94.6% 94.6% 94.6% 94.6%

Reason for performance gap:

Performance Analysis:

In June/July 2023, there was a decline in performance due to multiple errors in the dataset submissions as the Trust implemented a new dataset submission standard. Although these datasets have since been corrected and
resubmitted, and performance has gradually improved, several areas still need enhancement.

The Plan is to achieve the 95% target by the end of quarter 2 and all individual action plans align to this deadline. In addition to this however it is vital that as well as reaching target education sessions take place to support
teams to understand the importance of good data quality and in particular how this relates to health inequalities.

Data Quality Issues:

Persistent data quality issues remain in various data items, particularly in:
Chief Complaint and Acuity for MIU.

Clinical Coding for Admitted Patient Care, Rehab and Recovery Units.
Ethnicity and Spoken Language.

The risk for clinical coding has increased for Rehab and Recovery Units due to a lack of capacity for SaTH to continue to support. We are currently seeking alternative arrangements.

Main Challenges:

The primary challenge affecting this metric is compliance with recording ethnicity. Ongoing education efforts emphasise the importance and relevance of this metric. However, challenges persist due to limited admin capacity,
aligned with NHSE controls, impacting the completion of this action. We are collaborating with informatics to ensure certain fields supporting data quality improvement become mandatory for completion.

There is an additional risk to adherence to DQMI elements, particularly ethnicity, due to collective action by primary care. As a result, services no longer receive proformas that previously provided some of this information,
which would have been inputted into RiO
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Action Plan

Status

Start Date | End Date
Clinical Audit Tool feedback to be strengthened through Divisional meetings Jun-24 Nov-24
Stabilisation of clinical coding workforce Nov-24 Jan-25
Operations to work together to devise a plan to educate staff in the requirement to ask service Jan-25 Jul-25

users regarding Ethnicity/Spoken Language, etc. Workshops in Planned Care to take 3 pronged
approach (Referral/Booking/Attendance) devise plan to bring to DQ Subgroup in February

On Track

Outcome

Results from quarterly discussions at DQ Subgroup are now a standing
agenda item through Divisional meetings which ensures DQ specific actions
at Divisional and Service level are collated and tracked.

A focused meeting with senior operations leads and Bl has taken place this
month and reviewed both high-performing and underperforming areas.
Targeted actions were developed, and a follow-up meeting is scheduled in
six weeks to monitor progress and provide support as needed to drive
improvement.

Compliance for Planned Care is improving, and they have made
considerable progress with their recovery plan this is now to be shared
across other areas and at DQ Subgroup in May, to replicate and drive
improvement further.

July 25 Update

This month admin academy has again been approached to scope options
for internal training and uptake was not successful. Job descriptions and
person specifications have been reviewed for external advertising and will go
through VRF for consideration.

As well as a further attempt to recruit conversations have also been held this
month with MPFT who outsource coding. This has been explored previously
but this means that this option can be revisited and scoped with
procurement. This month operational teams are meeting the company used
by MPFT to explore feasibility, cost and time frames for implementation. If
successful a procurement process will then commence mid August.

July 25 update

A session has taken place in June as part of the recovery action plans to
provide a quality facilitated programme to lead the education of staff in the
way forwards and understand importance of ethnicity reporting. This need to
expand as a rolling piece of work and currently ops are working with Comms
to provide a comms message to go out mid August.

Rio updated to change "Not Stated" to be "Patient Declined to State" to
attempt to remove the over inflation of use of "Not Stated" inappropriately.
Teams this month have been informed of importance of this and auditing has
taken place to understand where teams are using these domains incorrectly
and support provided to correct.

Improvements in June have been seen in MSST following the work
completed to educate teams on the need to ensure demographics checked
at every contact with patient. Also linked with Information Analyst to obtain
detail on patients that Ethnicity was missing from, to work through and
update. Included on core scripts when seeing patients of questions to ask.

MSST are also continuing to align My Recovery to assist with sending out
questions to patients as part of their work around FFT, etc. Working with Rio
team to look at the use of EBO and whether that can populate Ethnicity as
part of Demographic checks and pull of information.

CYP&F have developed champions to promote the importance of Data
Quality, including Ethnicity, which includes attending DQ Subgroup on a rota
basis and cascading issues from the performance meetings through team
meetings, etc. This will be rolled out to all divisions by end of July.
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July 25 Update

Monthly meetings in place. Awaiting future months SUS DQ Dashboards in
order to assess evidence of impact. A step by step guide is now in draft and
will be disseminated to all teams to share with relevant staff.

A drill down session with further education has also been arranged for
August.

MIU - Team leads are now in place and so Clinical Service Manager (CSM) will meet on a Jan-25 Feb-25
monthly basis with Information Analyst, to understand the hotspots. CSM will then take that to
Team Leads on a monthly basis, in order to drive improvement in required areas
Alastair Campbell/Helen Cooper/Mark Onions/Sam
Author . . Dat 09/07/2025
° Townsend/Sarah Robinson/Edliz Kelly/Jade Thomas e
Accountable Officer Claire Horsfield Date 15/07/2025
Approval
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Exception Report - Action Plan

Outpatient follow-up activity levels compared with 2019/20 baseline

KPI Description ';:;ﬁ;g Jan-25 | Feb-25 | Mar-25 | Apr-25 | May25 | Jun-25 | YTD
Outpatientfollow- | % | 118.24% | 122.60% | 150.15% | 113.18% | 111.49% | 104.56% | 109.65%
up Target | 75.0% | 75.0% | 75.0% | 750% | 75.0% | 750% | 75.0%
Trajectory | Feb-25 | Mar-25 | Apr-25 May-25 Jun-25 Jul-25 Aug-25
% 99.0% | 99.0% | 99.0% | 99.0% | 99.0% | 99.0% | 99.0%

Appendix 3

Outpatient follow-up activity levels compared with 2019/20 baseline: Trust

Jul 2024 Jan 2025

Reason for performance gap:

Decision taken to alter trajectory for remainder of 2025, due to the level of MSST activity increasing and attainment of PIFU.

There continues to be a focus on ensuring clinically appropriate follow-up activity and the positive adherence to utilising PIFU (Patient Initiated Follow Up) across MSST. PIFU performance is currently overperforming at 16.7% against
the target of 5.5% demonstrating an effective use of the pathway and best practice approach. From a local perspective SCHT are modelling a best practice approach performing consistently above the national target and also above
local peers (SaTH are at 4.7% and RJAH at 4.9%)

The difficulty with this KPI is that MSST was not in existence in 19/20 so there is no baseline to compare to, hence the continued demonstration of overperformance seen above. This would be similar for the TeMS service as the
TeMS model is significantly different now than it was compared to 19/20.

| Plan

Service Jun-25 (Rounded to 0 dp)
APCS 1%
Bridgnorth Outpatients 57%
DAART 85%
Ludlow Outpatients 7%
MSST 15225%
TEMS 0%
Whitchurch Outpatients 31%
Start Date| End Date Status Outcome
Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 Complete July 25 Update
New Referrals ceased coming into TeMS 14th February. MBI validation of
TeMS has been completed and transfer was completed on the 12th June.
Continue to focus on rolling out PIFU across wider services and utilise the learning from other teams.| Jun-25 Sep-25 On Track July 25 Update

Significant progress has been made in MSST which has helped support increase utilisation in other
services, such as APCS and community outpatients.

Significant increase already starting to be seen in APCS (now at 14%) and
an increase within areas of community outpatients.

PIFU will cotninue to be a foucs as part of the admin productivity project to
help focus on increasing utilisation across other services.
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Jan-25 Mar-25

H Investigate the make-up of DAART Follow up activity, to understand what is being recorded, is it
T appropriate and can PIFU be explored and rolled out in this area to support productivity This month briefing taken place with team re options to use PIFU and
< working with informatics to ensure this is a recorded field through RIO.
Definition of follow up activity shared with team to support improvement in
data capture. Information analyst for DAART to establish reports to
support and provide feedback loop to the teams in terms of performance.
Plan also established this month with Daart clinical lead re feedback and
discharge back to primary care to support follow up in most appropriate
setting.
Author Alastair Campbell/Helen Cooper/Edliz Kelly/Jade Thomas Date 09/07/2025
Accountable Claire Horsfield Date 15/07/2025
Officer Approval

July 25 Update
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Exception Report - Action Plan

Appendix

18 week Refel"ral TO Treatment (RTT) Incomplete Pathways \@ 18 week Referral To Treatment (RTT) incomplete pathways: Trust @ ©
KPI Description 'ﬁ;ﬁ;: Jan-25 | Feb-25 | Mar-25 |Apr-25| May-25 | Jun-25 | YTD N A N NI D
RTT Incomplete % 57.09% 57.44% 58.97% [58.28%| 59.38% | 63.42%* | 63.42%* :
Pathways Target 92.0% 92.0% 92.0% | 92.0% | 92.0% 92.0% 92.0%
Trajectory | Apr-25 May-25 Jun-25 | Jul-25 | Aug-25 Sep-25 Oct-25
% 60.5% 61.0% 62.0% 62.5% 62.5% 62.5% 63.0%
M5K Incomplete Position

Apr-23| Jul-23| Oct-23| Jan-24| Apr-24| Jun-24| Aug-24| Sep-24| Oct-24| Nov-24| Dec-24 Jan-25 Feb-25 Mar-25

STW 61.2%| 55.3%| 53.1%| 57.6%| 41.3%| 41.2%| 48.7%| 42.0%| 48.4%| 46.7%| 45.2%| 47.2%|  47.5%|  48.7%

SCHT 86.8%| 67.2%| 59.7%| 53.6%| 50.7%| 51.9%| 52.7%| 52.4%)| 56.7%| 57.4%|55.10%| 56.8%|  57.7%|  59.5%

National | 54.4%| 57.0%| 56.8%| 54.5%| 54.0%| 54.6%| 63.8%| 47.7%| 56.0%| 57.6%| 57.1%| 56.5%|  56.3%|  56.7%

Regional | 53.0%| 54.9%| 54.3%| 51.9%| 45.8%| 53.6%| 60.7%| 49.8%| 56.2%| 55.9%| 55.2%| 55.0%|  55.1%|  55.1%

Benchmarking:- The benchmarking data is taken from NHS
England's official statistics for referral to treatment waiting times.

This data is focused on MSK due to the size of the service and its

associated performance against RTT overall for SCHT. As the data
evidences SCHT continue to perform closely with the national
average and slightly above the regional average. The data also
shows a continued increase in performance and significantly above
the average for STW.
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3

Reason for performance gap:

The current position has improved by 4.04% with the position currently being unvalidated.
Overall improvement in recovery has been seen since December.

Internally there has been focus on recovering to the 18 week position however prioritisation has been around high week waits in line with national guidance. New guidance was published in January 2025 (Reforming Elective Care for
Patients) which details the requirement for 65% by March 2026 and 92% March 2029. At the action plan workshop the above ongoing trajectory and plan to achieve the mandated targets in line with the Reforming Elective Care.
Current performance against the trajectory provides a high level of confidence that 65% by the end of March 2026 is achievable.

Following initial delays the transfer of the TeMS orthopaedics service has now been completed. MSST has experienced ongoing issues with capacity within Level 3 which is the highest contributing factor to the risk of 52 weeks and
overall RTT performance. Demand and capacity modelling shows that capacity meets demand however this does not account for the current backlog. Work has been ongoing to increase capacity with the use of an insourcing
company to support recovery of this backlog through superclinics. The first of these was succesfully undertaken in June with circa 100 patients being seen. There are plans for further dates through to September.

APCS and GA Dental continue to make progress with reducing the number of patients at the top end of the pathway. APCS longest wait is 38 weeks and Dental is 39 weeks.
Community Hospital Outpatients has a number of patients across the waiting list with 8 patients now waiting above 52 weeks. There are ongoing challenges with consistent capacity being provided across all SLA with the acute Trust,

particularly seen within ENT and Respiratory. Diagnostic delays has an impact on these services in community outpatients too. Again this is being overseen at system level and escalated through Tier 1 national calls to maintain
ongoing focus and flow through the service. Discussions continue to be have with system partners about how to streamline and approve some these serices across the system with particualr focus on ENT.

Action Plan

Start Date | End Date Status Comments

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 Complete July 25 update
New Referrals ceased coming into TeMS 14th February. MBI validation of
TeMS has been completed and transfer was completed on the 12th June.

Implementation of digital systems to support with validation and waiting list management. Jul-24 Dec-24

July 25 update
The digital systems proposed were My Recovery and Strata to support
MSST waiting list management.

The Initial implementation date was October this was extended to March for
My Recovery which is now live.

Strata (referral management system) was the initial digital plan for MSST
as part of the transformation programme. Strata currently in process of
User Accepting Testing and it will go live August.

MSST team working with insourcing company to provide additional capacity to support recovery of Mar-25 Jun-25 Complete July 25 update

MSST level 3 backlog with a focus on superclinics. MSST have implemented 18 weeks a company who will provide 8 super
clinic sessions working with MSST clinicians to (ensure good governance)
from July to September. This will equate to an increase of 1500 new
appointments.

The first super clinic was completed 27th June with circa 100 patients being
seen.

Increase APP capacity to manage spike in demand whilst D&C is completed Feb-25 Jun-25 The initial findings of D&C completed in Q4 have demonstrated that level 3
profiling is now more in line with original assumption. Therefore, the focus
has been to continue to be on reducing long waits and overall waiting lists
to better understand demand and supporting a long-term sustainable
service with a workforce plan attributable to each Level 2 and 3.

July 25 update

D&C modelling will be revised in July to assess impact. Additional hours
have been planned by Level 3 and Level 2 staff to support recovery through
to September as part of the super clinics waiting list initiative.

Author

Alastair Campbell/Helen Cooper/Gemma Mclver Date 09/07/2025

Accountable
Officer Approval

Claire Horsfield Date 15/07/2025

*Please note that the actual performance for the month is subject to change as the validation for the national submission continued at the time of updating the action plan

166



Exception Report - Action Plan
Total patients waiting more than 52 weeks to start consultant-led treatment

KPI Description ';:;if;: Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 | YTD
RTT 52+ week | Number 383 344 321 281 277 168 168
waits Target 0 0 0 0 0 0 0
*unvalidated position
Trajectory | Feb-25 [ Mar-25 | Apr-25 | May-25 | Jun-25 | Jul-25 [ Aug-25
Number 150 300 150 0 230 100 80

Appendix 3

Total patients waiting more than 52 weeks to start consultant-led treatment: Trust

®S

Jul 2022

Jan 2023 Jul 2023

Reason for performance
gap

This is the ninth consecutive month demonstrating improvement across the 52-week cohort. The initial aim was to ahcieve zero 52 weeks by the end of March. Due to a inability to secure the additional capacity via a
locum APP required to support MSST and the dealys in TeMS transfer this was not possible. The trajectory has been reivewed, stress tested and revised with the aim of implementing additional capacity for Level 3
MSST via superclinics that went live in June and will then support zero 52 weeks for the MSST service by the end of October. The revised date for October will support to mitigate the ongoing risk of 52 week breachesl in
August due to ongoing challenges accessing diagnostics and capacity.Work has commenced in partnership with SaTH to work this through further aligning to the contracted amount of sessions, additional clinics as

appropriate and a combined plan to support and streamline diagnostic access.

In terms of reportable RTT services there remains 0 52 week waits in APCS and Dental. The 52 week cohort therefore now only applies to Community Outpatients and MSST with the majorty sitting within MSST.

Prioritisation of long waits has been the key focus nationally and is reported at the weekly Tier 1 NHSE call.

Start Date

End Date

Status Outcome

Implementation of digital systems to support with validation and waiting list Jul-24

management.

Dec-24

July 25 Update
The digital systems proposed were My Recovery and Strata to support
MSST waiting list management.

The Initial implementation date was October this was extended to March for
My Recovery which is now live.

Strata (referral management system) was the initial digital plan for MSST as
part of the transformation programme. Strata currently in process of User
Accepting Testing and it will go live August.
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July 25 update

MSST have implemented 18 weeks a company who will provide 8 super
clinic sessions working with MSST clinicians to (ensure good governance)
from July to September. This will equate to an increase of 1500 new
appointments.

The first super clinic was completed 27th June with circa 100 patients being
seen.

The initial findings of D&C completed in Q4 have demonstrated that level 3
profiling is now more in line with original assumption. Therefore, the focus
has been to continue to be on reducing long waits and overall waiting lists
to better understand demand and supporting a long-term sustainable
service with a workforce plan attributable to each Level 2 and 3.

July 25 update

D&C modelling will be revised in July to assess impact. Additional hours
have been planned by Level 3 and Level 2 staff to support recovery through
to September as part of the super clinics waiting list initiative.

MSST team working with insourcing company to provide additional capacity to support Mar-25 Jun-25
g recovery of MSST level 3 backlog with a focus on superclinics.
o
c
]
k3]
<
Increase APP capacity to manage spike in demand whilst D&C is complete Feb-25 Jun-25
Author Alastair Campbell/Helen Cooper/Gemma Mclver Date 09/07/2025
Accountable Claire Horsfield Date 16/07/2025
Officer Approval

*Please note that the actual performance for the month is subject to change as the validation for the national submission continued at the time of updating the action plan
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Exception Report - Action Plan

Proportion of patients within 18 weeks

Latest 6 @ Proportion of patients within 18 weeks: Trust ]
KPI Description months Jan-25 | Feb-25 | Mar-25 | Apr-25 [ May-25| Jun-25 YTD ®@ e
Proportion of % | 62.39% | 63.02% | 64.15% |65.89%66.29%| 68.07% | 68.07%
patients within 18
weeks Target | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% 92.0% - .. -
Trajectory Mar-25 | Apr-25 | May-25 | Jun-25 [ Jul-25 | Aug-25| Sep-25| Oct-25 S ° °
% 61.5% | 65.0% | 65.5% | 66.0% | 66.5% | 67.0% | 67.5% 68.0%

2021 2022 2023 2024 2025

Reason for performance gap:

Performance has continued to improve with a further 1.78% increase which is ahead of trajectory. Majority of activity aligns to MSST. Internally there has been focus on recovering the 18 weeks position however
prioritisation has been around high week waits in line with national guidance. One of the challenge with recovery from a MSST/ TeMS perspective aligns to the delay in transfer of orthopaedics and the higher than
anticipated numbers of level 3 than were originally modelled for the service although this is now stabilising. There is a high demand in the waiting lists for APP patients post their first treatment and to manage this
accumulated demand job planning with APP’s has taken place across the system to enhance productivity with some short-term agency workforce also aligned.

Community Paediatrician vacancies and sickness continue to have an adverse impact on the waiting list for Community Paediatrics in addition to the increased number of referrals for complex cases. This in turn also
adversely affects the Child Development Centre waiting lists. A recruitment plan has been implemented to modernise the model with enhancing Specialist Nursery Nurses, to support scheduling of growth skills
assessments. This will then support productivity in the team and ensure the limited paediatric resource is best utilised. Following a successful round of recruitment a Paediatrician has now been appointed has
commenced. Successfull recruitment to a speciality doctor post sees further addition clinical capacity to the team in May 25.

Community outpatients waiting list continues to be challenged due to a disparity between the demand and capacity and the reliance on external providers particularly with ENT, Respiratory and Gynae with the teams
focusing on reducing and mitigating the longest waiting patients on the pathways.

The deteriation in performance Diabetic nursing is due to sickness, vacancies and use of temporary staffing to meet demand, there will be a focused piece of improvement work that will be operationally led to look at
triage, follow-ups and more productive ways of working.

There are other services which contribute to not meeting this performance target such as APCS, Dental, CNRT, Continence, Bridgnorth Hospital Day case, Adult Physio, Paediatric Physio, Interdisciplinary Teams,
Pulmonary Rehab and Wheelchair Services.
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Action Plan

Start Date

End Date

Status

Outcome

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to
SaTH

Apr-24

Sep-24

Complete

July 25 Update
New Referrals ceased coming into TeMS 14th February. MBI validation of
TeMS has been completed and transfer was completed on the 12th June.

SLT to implement an enhanced Triage offer

Jan-25

Jun-25

Complete

July 25 Update

Recruitment of locum and enhancement of triage and waiting list has started.
Extended additional capacity on the advice line until August 2025. The
triage/validation has now commenced. June 25.

CDC to sub contract 70 assessments to support with longest waiting children

Mar-25

Jun-25

On track

Following a procurement exercise (with external non recurrent funding)
additional capacity was externally purchased as a waiting list initiative.

July 25 Update

The intention was to have 0 52 weeks by end of June however due to a delay
in the external provider going live the end date for delivery has been extended
to end of July with a plan to have 0 65 week waits by close August and 0 65 by
close of September.

Increase capacity to deliver SOGS to all children waiting over 52 weeks and
release clinical time for Comm Paediatricians to manage waits

Apr-25

Aug-25

Complete

Implementation of digital systems to support with validation and waiting list
management.

Jul-24

Dec-24

MSST team working with insourcing company to prpvide additional capacity to
support recovery of MSST level 3 backlog with a focus on superclinics.

Mar-25

Jun-25

Complete

Increase APP capacity to manage spike in demand whilst D&C is complete

Feb-25

Jun-25

Author

Alastair Campbell/Helen Cooper/Gemma Mclver Date

09/07/2025

Accountable
Officer Approval

Claire Horsfield Date

16/07/2025

July 25 Update

Revised SOG process signed off at QEIA, initial triage process commenced
June 2025. Intitial appointments using new SOG process are booked in July.
Audits to take place at the end of August

July 25 Update
The digital systems proposed were My Recovery and Strata to support MSST
waiting list management.

The Initial implementation date was October this was extended to March for My
Recovery which is now live.

Strata (referral management system) was the initial digital plan for MSST as
part of the transformation programme. Strata currently in process of User
Accepting Testing and it will go live August.

July 25 Update

MSST have implemented 18 weeks a company who will provide 8 super clinic
sessions working with MSST clinicians to (ensure good governance) from July
to September. This will equate to an increase of 1500 new appointments.

The first super clinic was completed 27th June with circa 100 patients being
seen.

The initial findings of D&C completed in Q4 have demonstrated that level 3
profiling is now more in line with original assumption. Therefore, the focus has
been to continue to be on reducing long waits and overall waiting lists to better
understand demand and supporting a long-term sustainable service with a
workforce plan attributable to each Level 2 and 3.

July 25 Update

D&C modelling will be revised in July to assess impact. Additional hours have
been planned by Level 3 and Level 2 staff to support recovery through to
September as part of the super clinics waiting list initiative.
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Exception Report - Action Plan

Total patients waiting more than 52 Weeks — All services ) TR v T i B et~ T
&S
KPI Description "n':‘ct)‘::;: Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 | YTD
52+ Week waits -| Number | 1455 1295 1093 872 779 648 648
All services Target 0 0 0 0 0 0 0

Trajectory [ Apr-25 [ May-25 [ Jun-25 Jul-25 | Aug-25 | Sep-25 | Oct-25
Number 1200 769 669 569 469 369 269 e mmmomomomemooooeoeeoeessogln e e e e e e e e e e e e s e annmamammmmmmmmmmmmmmmmmomooomooooos

Jul 2022 Jan 2023 Jul 2023 Jan 2024 Jul 2024 Jan 2025

The reduction of 52 weeks is on track with trajectory showing further improvement this month and in line with trajectory. This progress has been driven through efficiency gains with digital solutions and admin process driving
productivity.

CNRT have a number of patients within the 52 weeks KPI due to the last 12 months challenges with access to Psychology provision. The service has been without substantive Psychology support for over 18 months and this is
where the waits are attributable to. The service mitigated impact by securing an SLA with Circle to provide some Psychology support. Given that Circle has not been able to provide a sustainable and reliable solution a demand and
capacity review has taken place with an alignment of workforce requirements. A substantive Neurposychologist started in the service in April 25 with high week waits reducing more quickly.

Majority of activity still aligns to MSST, the main challenge with recovery from a MSST/ TEMS perspective aligns to the delay in transfer of orthopaedics and the higher than anticipated numbers of level 3 than were originally modelled
for the service. There is a high demand in the waiting lists for APP patients post their first treatment and to manage this accumulated demand job planning with APP’s has taken place across the system to enhance productivity with
implementation of superclinics due within May/June. The superclinics started at the end of June

Community Paediatrician vacancies and an increase in the number of complex case referrals continue to have an adverse impact on the waiting list for Community Paediatrics, however mitigation is in place with locums and active
recruitment. There are 59 children waiting to be seen at 52 weeks or above this is an decreasing picture (13 less from last month). All children waiting longer than 52 weeks in Community Paediatrics are attributable to Children waiting|
for Schedule of Growth Skills (SOGS) appointments. This had been due to the decreased capacity of our Specialist Nursery Nurse Team and reduced admin capacity to support with managing clinics and validation. These vacancies
gone through successfull recruitment. Recovery has been dependent upon enhanced locum support within Community Paediatrics with the assumption that this will remain. There are regular meetings with the team to review the
waiting list and clinical priorities, new speciality Doctor has started with increased capacity moving forward to continue to reduce the 52 week cohort. Trajectory is 0 52 week waits by October 2025

CDC (Child Development Centre) is currently holding 40 children above 52 weeks. Nursery Nurses continuing to support assessment processes. The trajectory for this service was due to demonstrate 0 52 weeks by July 25. Part of
this was reliant on a third party to support however delays in the procurement process has adversely impacted the recovery plan by 3 months. Current forecasting of performance shows that improvements will commence from June
with a plan to reduce month on month and achieve 0 52 weeks by November.

Reason for performance gap:

Speech and Language therapy also have a cohort over 52 weeks and now have 93 children. This is due to an increase in clinically urgent referrals and staff vacancies in the team impacting clinics. A demand and capacity piece of
work has been completed leading to some reduction of waits within certain caseloads. An enhanced triage tool is also being implemented to support waiting list management. The service trajectory plans for 0 52 weeks by November.

There are other services which contribute to not meeting this performance target such as Community Hospital Outpatients, APCS, Diabetic Nursing, Interdisciplinary Teams, Community Nursing, Podiatry, Pulmonary Rehab and
Wheelchair Services
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Start Date| End Date Status Outcome
Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 Complete July 25 Update
New Referrals ceased coming into TeMS 14th February. MBI validation of TeMS
has been completed and transfer was completed on the 12th June.
CDC to sub contract 70 assessments to support with longest waiting children Mar-25 Jun-25 On track Following a procurement exercise (with external non recurrent funding) additional
capacity was externally purchased as a waiting list initiative.
July 25 Update
The intention was to have 0 52 weeks by end of June however due to a delay in the
external provider going live the end date for delivery has been extended to end of
July with a plan to have 0 65 week waits by close August and 0 65 by close of
September.
Increase capacity to deliver SOGS to all children waiting over 52 weeks and release clinical Apr-25 Aug-25 Complete July 25 Update
time for Comm Paediatricians to manage waits Revised SOG process signed off at QEIA, initial triage process commenced June
2025. Intitial appointments using new SOG process are booked in July. Audits to
take place at the end of August
SLT to implement an enhanced Triage offer Jan-25 Jun-25 Complete July 25 Update
Recruitment of locum and enhancement of triage and waiting list has started.
Extended additional capacity on the advice line until August 2025. The
triage/validation has now started and is well underway but due to the size of the list
the end date has been extended to June 25.
SLT Revise analysis of management of complex needs caseload Jun-25 Sep-25 On track July 25 update
Revised triage has reduced the waiting list for waits between 41 and 52 weeks due
ﬁ to their pathway journeys. The complex pathways have seen an increase due to
o capacity and specialism of staff. Renewed triage on complex pathways with a view
g for holiday initiatives are being planned.
2
2 Implementation of digital systems to support with validation and waiting list management. Jul-24 Dec-24 July 25 update
The digital systems proposed were My Recovery and Strata to support MSST
waiting list management.
The Initial implementation date was October this was extended to March for My
Recovery which is now live.
Strata (referral management system) was the initial digital plan for MSST as part of
the transformation programme. Strata currently in process of User Accepting
Testing and it will go live August.
MSST team working with insourcing company to provide additional capacity to support Mar-25 Jun-25 Complete July 25 update
recovery of MSST level 3 backlog with a focus on superclinics. MSST have implemented 18 weeks a company who will provide 8 super clinic
sessions working with MSST clinicians to (ensure good governance) from July to
September. This will equate to an increase of 1500 new appointments.
The first super clinic was completed 27th June with circa 100 patients being seen.
Increase APP capacity to manage spike in demand whilst D&C is complete Feb-25 Jun-25 The initial findings of D&C completed in Q4 have demonstrated that level 3 profiling
is now more in line with original assumption. Therefore, the focus has been to
continue to be on reducing long waits and overall waiting lists to better understand
demand and supporting a long-term sustainable service with a workforce plan
attributable to each Level 2 and 3.
July 25 Update
D&C modelling will be revised in July to assess impact. Additional hours have been
planned by Level 3 and Level 2 staff to support recovery through to September as
part of the super clinics waiting list initiative.
Author Alastair Campbell/ Helen Cooper /Gemma Mclver Date 09/07/2025
Accountable Claire Horsfield Date 16/07/2025
Officer Approval
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Exception Report - Action Plan
Total patients waiting more than 65 Weeks — All services

Total patients waiting more than 65 weeks - all services: Trust
© o
KPI Description Lﬂ:‘;ﬁ;: Jan-25 | Feb-25 | Mar-25 | Apr-25 | May-25 | Jun-25 | YTD
65+ Week waits - | Number 532 414 292 156 148 135 135
All services Target 0 0 0 0 0 0 0 ||
Trajectory [ Apr-25 [ May-25 [ Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 200
Number | 425 136 116 96 76 56 36 | | A S

Reason for performance gap:

Performance continues to improve but is not in line with trajectory. Rapid imporvement was seen throughout March and April due to the transfer of TeMS Orthopaedics and increased activity within MSST due to clinical
validation. With the implementation of the super clinics in MSST in June and the plan for July and August the aim is to be back in line with trajecotry by end of August.

CNRT does still have a number of patients within 65 weeks due to the last 12 months challenges with access to Psychology provision. The service has been without substantive Psychology support for over 18 months and
this is where the waits are attributable to. The service mitigated impact by securing an SLA with Circle to provide some Psychology support. Given that Circle has not been able to provide a sustainable and reliable solution
a demand and capacity review has taken place with an alignment of workforce requirements. A substantive Neurposychologist started in the service in April 25 with high week waits and clinical need being priority enabling
the high waits to significantly reduce.The trajectory for this service will have 0 65 weeks by end of November.At service leve they are on track to achieve this.

Just over half of activity for over 65 week waits post initial treatment still aligns to MSST, the main challenge with recovery from a MSST/ TeMS perspective aligns to the delay in transfer of orthopaedics and the higher than
anticipated numbers of level 3 than were originally modelled for the service. There is a high demand in the waiting lists for APP patients post their first treatment and to manage this accumulated demand job planning with
APP’s has taken place across the system to enhance productivity.

There has been an improvement in the 65 week wait position for Community Paediatrics with 27 children waiting. These are all in relation to children waiting Schedule of Growth Skills (SOGS) appointments which the
enhanced nursery nurse workforce will continue to support the recovery of this position long term. The trajectory for this service will have 0 65 weeks by end of September.At service leve they are on track to achieve this.

CDC (Child development Centre) has decreased from 18 to 9 65 week waits in June. Nursery Nurses continuing to support assessment processes. The trajectory for this service will have 0 65 weeks by end of August at
service leve they are on track to achieve this.

Speech and Language therapy have seen a decrease in over 65 weeks and now have 1 which has decreased from 4 in May. This is due to an increase in clinically urgent referrals and staff vacancies in the team impacting
clinics. A demand and capacity piece of work has been completed in month leading to a reduction in overall waits. An enhanced triage tool has also being implemented to support waiting list management. The service
trajectory plans for 0 65 weeks by end of July and the service are on track.
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Start Date| End Date Status Outcome

SLT to implement an enhanced Triage offer Jan-25 Jun-25 Complete July 25 update
Recruitment of locum and enhancement of triage and waiting list has started.
Extended additional capacity on the advice line until August 2025. The
triage/validation has now started and is well underway but due to the size of the
list the end date has been extended to June 25.

SLT Revise analysis of management of complex needs caseload Jun-25 Sep-25 On track July 25 Update
Revised triage has reduced the waiting list for waits between 41 and 52 weeks
due to their pathway journeys. The complex pathways have seen an increase
due to capacity and specialism of staff. Renewed triage on complex pathways
with a view for holiday initiatives are being considered

CDC to sub contract 70 assessments to support with longest waiting children Mar-25 Jun-25 On track Following a procurement exercise (with external non recurrent funding) additional
capacity was externally purchased as a waiting list initiative.

July 25 Update

The intention was to have 0 52 weeks by end of June however due to a delay in
the external provider going live the end date for delivery has been extended to
end of July with a plan to have 0 65 week waits by close August and 0 65 by
close of September.

Increase capacity to deliver SOGS to all children waiting over 52 weeks and release Apr-25 Aug-25 On track July 25 Update

clinical time for Comm Paediatricians to manage waits Revised SOG process signed off at QEIA, initial triage process commenced June
2025. Intitial appointments using new SOG process are booked in July. Audits to

E take place at the end of August

o

.§ Implementation of digital systems to support with validation and waiting list Jul-24 Dec-24 July 25 Update

kil management. The digital systems proposed were My Recovery and Strata to support MSST

< waiting list management.
The Initial implementation date was October this was extended to March for My
Recovery which is now live.
Strata (referral management system) was the initial digital plan for MSST as part
of the transformation programme. Strata currently in process of User Accepting
Testing and it will go live August.

MSST team working with insourcing company to provide additional capacity to support Mar-25 Jun-25 Complete July 25 Update

recovery of MSST level 3 backlog with a focus on superclinics. MSST have implemented 18 weeks a company who will provide 8 super clinic
sessions working with MSST clinicians to (ensure good governance) from July to
September. This will equate to an increase of 1500 new appointments.

The first super clinic was completed 27th June with circa 100 patients being
seen.

Increase APP capacity to manage spike in demand whilst D&C is complete Feb-25 Jun-25 The initial findings of D&C completed in Q4 have demonstrated that level 3
profiling is now more in line with original assumption. Therefore, the focus has
been to continue to be on reducing long waits and overall waiting lists to better
understand demand and supporting a long-term sustainable service with a
workforce plan attributable to each Level 2 and 3.

July 25 Update
D&C modelling will be revised in July to assess impact. Additional hours have
been planned by Level 3 and Level 2 staff to support recovery through to
September as part of the super clinics waiting list initiative.
Author Alastair Campbell/Helen Cooper/Gemma Mclver Date 09/07/2025
Accountable Claire Horsfield Date 16/07/2025
Officer Approval
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Total patients waiting more than 78 Weeks — All services

KPI Description Lﬁ?:)i‘:’;g Jan-25 | Feb-25 | Mar-25 | Apr-25 May-25 Jun-25 YTD
78+ Week waits - | Number 277 181 101 26 24 14 14
All services Target 0 0 0 0 0 0 0
Trajectory | Apr-25 [ May-25 | Jun-25 | Jul-25 Aug-25 Sep-25 Oct-25
Number 225 21 16 11 6 1 0

Appendix 3

250

Total patients waiting more than 78 weeks - all services: Trust

®6

Jul 2022 Jan 2023 Jul 2023 Jan 2024 Jul 2024 Jan 2025

Reason for
performance gap:

The 78 week position has improved this month and is ahead of the trajectory. The main challenge with recovery from a MSST perspective aligns to the delay in transfer of orthopaedics and the higher than anticipated numbers
of level 3 than were originally modelled for the service. There is a high demand in the waiting lists for APP patients post their first treatment and to manage this accumulated demand job planning with APP’s has taken place
across the system to enhance productivity.

7 children within children’s services align to 78+ cohort and all have appointments to be seen by early September, the harms process has been adhered to.

There are other services which contribute to not meeting this performance target such as, Community Hospital Outpatients.

Action Plan

Status Outcome

July 25 Update

The digital systems proposed were My Recovery and Strata to support
MSST waiting list management.

The Initial implementation date was October this was extended to March for
My Recovery which is now live.

Strata (referral management system) was the initial digital plan for MSST
as part of the transformation programme. Strata currently in process of User|
Accepting Testing and it will go live August.

Start Date| End Date
Implementation of digital systems to support with validation and waiting list management. Jul-24 Dec-24
Increase APP capacity to manage spike in demand whilst D&C is complete Feb-25 Jun-25

The initial findings of D&C completed in Q4 have demonstrated that level 3
profiling is now more in line with original assumption. Therefore, the focus
has been to continue to be on reducing long waits and overall waiting lists
to better understand demand and supporting a long-term sustainable
service with a workforce plan attributable to each Level 2 and 3.

July 25 Update

D&C modelling will be revised in July to assess impact. Additional hours
have been planned by Level 3 and Level 2 staff to support recovery through
to September as part of the super clinics waiting list initiative.

175



Appendix 3

MSST team working with insourcing company to provide additional capacity to support Mar-25 Jun-25 Complete July 25 Update
recovery of MSST level 3 backlog with a focus on superclinics. MSST have implemented 18 weeks a company who will provide 8 super
clinic sessions working with MSST clinicians to (ensure good governance)
from July to September. This will equate to an increase of 1500 new
appointments.
The first super clinic was completed 27th June with circa 100 patients being
seen.
Increase capacity to deliver SOGS to all children waiting over 52 weeks and release clinical Apr-25 Aug-25 On track July 25 Update
time for Comm Paediatricians to manage waits Revised SOG process signed off at QEIA, initial triage process commenced
June 2025. Intitial appointments using new SOG process are booked in
July. Audits to take place at the end of August
Author Alastair Campbell/Helen Cooper/Mark Onions/Gemma Mclver Date 09/07/2025
Accountable Claire Horsfield Date 15/07/2025

Officer Approval
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Exception Report - Action Plan

Proportion of patients who have a first consultation in a post-
covid service within six weeks of referral

Proportion of patients who have a first consultation in a post-covid service within six weeks of referral Trust
© ®©o
KPI Description Lﬂ:‘;ﬁ;: Jan-25 | Feb-25 | Mar25 | Apr-25 | May-25 | un-25 | YTD : !
Proportion of % 35.71% | 100.00% | 100.00% | 75.00% | 100.00%| 66.67% | 80.00% Y S

patients within 6
weeks

Target 92.0% | 92.0% 92.0% 92.0% [ 92.0% 92.0% 92.0%

Trajectory [ Apr-25 [ May-25 | Jun-25 [ Jul-25 | Aug-25 | Sep-25 | Oct-25
% 92.0% | 92.0% 92.0% | 92.0% | 92.0% | 92.0% 92.0%

ul 2022 Jan 2023 Jul 2023 Jan 2024 1u1 2024 Jan 2025

Reason for performance gap:

The service continues to be performing well overall with only 1 patient on the waiting list over 6 weeks and this is attributable to patient choice.
This small number of patients on the wating list will therefore reduce movement of the reported percentages making performance often appear far from target when this is only attributable to less than 5 patients.

The service has seen a considerable drop in demand and high levels of DNA'’s (Did not Attend). Current referrals are on average 5 a week for same period this time last year the service were working at around 20 a week.
The current case load of patients still receiving active interventions in form of therapy, medical intervention, holistic advice and group work remains at C100. With patients reamaining on the service on average for 6
months. The service then utilise PIFU (Patient initiated follow up) effectively with 95% PIFU rates to support discharge and avoid unnecessary follow up appointments, empowering patients and effectively managing clinic
utilisation.

Conversations with commissioners are live regarding future longevity and design of the service. To help ease primary care pressures and address health inequalities, shown by research to affect long COVID risks and
experiences—the service has launched a self-referral pathway. The referral pathway will be available to all but will specifically also target through dedicated comms and community events those for example with lower
socio-economic groups, females and ethnic minorities more likely to have a higher prevalence for long covid. Learning from this targeted health population support will then be taken to support other services as
appropriate.

Digital is also fundamental to the self-referral process and reducing the levels of DNA’s as such the SMS service is continuing to develop. Self-referral will be accessed on the Elaro's digital platform which is an app, as well
as via telephone for those less comfortable with accessing IT or smart phone technology. An evaluation will be completed after a three-month pilot to support with longer term plans for the service.

on Plan

Start Date| End Date Status Outcome

Implement Self-Referral July 25 update
Processes being tested to ensure effective before full roll out in
Jul25 Sep-25 On track September. The evaluation will go back to QEIA in October.

Roll out education programme for long covid to SCHT clinical teams and promote self July 25 update
referal Jul-25 Sep-25 On track Roll out programme'developed, internal comms messages drafted and
plan to also share with SaTH
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On track

= Community promotion events for self referall arranged through neighbourhood meeting and
< networks Jul-25 Sep-25
Implement SMS appointment reminders Mar-25 May-25
Author Alastair Campbell Date 12/06/2025
Accountable Claire Horsfield Date 16/07/2025
Officer Approval

July 25 update

Plans to vist community hubs, places of workship, libraries etc and also
roadshow primary care network events.

Letters are being reviewed to include the necessary opt out statement.
Once complete the SMS reminder setup can be established.

July 25 update

Date for completion of this task is 31.07.25.
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Urgent Care 2 hour response

KPI Description | 2818 | jon 05 | Feb-25 | Mar25 | Apr-25 | May-25 | wun-25 | vTD
months
Urgent Care 2 % 55.25% | 68.37% | 66.81% | 76.02% | 73.37% | 69.96% | 69.96%
h
UrTesPonse 1 Target | 70.0% | 70.0% | 70.0% | 70.0% | 70.0% | 70.0% | 70.0%
Trajectory [ May-25 | Jun-25 Jul-25 Aug-25 | Sep-25 Oct-25 Nov-25
% 70.0% | 70.0% | 70.0% | 70.0% | 70.0% | 70.0% | 70.0%

Appendix 3

@ Urgent Care 2 hour response: Trust

Reason for performance gap:

Internal data indicates that we are very close to achieving the 70% target. Nationally when the data has been reported by NHSE the performance is considerably above at 88%. This is being reported through the

national dashboard and places SCHT at the 2nd quartile in terms of performance.

As a Trust (with other Trusts) we are actively working with NHSE to understand the difference in internal/ external reporting and how the first and second scheduled submissions impact against internal

performance reporting. This is a national challenge.

Current performance is above the national 2-hour target and although internal data indicates that we are underperforming marginally NHSE are confident with the validation and current high level of performance
against the national target. Internally there is a plan to scope how we can align our reporting to the national platform.

Although performance is in a good position it has declined throughout the Summer which was attributed to data quality challenges, seasonality and the change in the out of hours contract.
It is important to note that even when the national target was not met, 100% of activities were responded to within 4 hours evidencing overall effectiveness of the service to avoid admissions.

The rejection rate has also remained consistently low and praised at a regional level.

Start Date End Date Status Outcome
To confirm the ICB service review date, outcome and recommendations regarding future| May-25 Jul-25 On track July 25 Update
commissioning intentions on emergency falls since the pilot EMED project ended April Awaiting response from ICB re the named commissioner leading on
2025. project evaluation and outcomes. Monitor rejection rate to determine
impact on loss of the service.
Embed a validation process to review information for submission on weekly report for May-25 Jul-25 Complete July 25 Update

CSM aside from the daily DQ report to team leads.

Data quality reports are being sent to Team leads on daily basis to
action data quality issue as they arise. Final validation via CSM and
UEC leads prior to submission
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Productivity review for UCR, data review of service contacts versus establishment to May-25 Jul-25 On track Data analysis will provide an insight to the current activity v plan,
meet the demand of the service. workforce v demand and enable a drill down of the UCR demand
and capacity based on contract value/workforce/activity
July 25 Update
Initial review of SPC against certain measures has been conducted
with CSM and Information Team. Further scoping required for
understanding whether a full D&C Model is required.
It has been observed that differences have been found between national and local data Jul-25 Aug-25 On Track July 25 Update
c reporting. The Information Team has been assigned to reconcile internal Urgent The Information Team will start the process. Operationsal Lead has
5 Community Response (UCR) data with national datasets. met with Bl colleagues to begin discussing the issue.
c This involves identifying discrepancies, validating data accuracy, and supporting
-_9, decision-making through improved data integrity. The team will extract and compare Information Team have reviewed the datasets and carried out
&" datasets, perform detailed field-level checks, and document findings. The outcome will reconcilliation between local data and the national benchmarking.
be a reconciled dataset, a summary of discrepancies, and recommendations to enhance The KPl included in the Performance Framework is based on the
future reporting processes. number of UCR 2 Hour referrals and the percentage that then
receive a response in 2 hours.
The national benchmarking is a different approach that focuses on a
retrospective view with performance based on those 2 hour UCR
referrals seen in month and the percentage of those within 2 hours
This measure was introduced locally and now that the new Oversight
Framework is published, it will be reviewed accordingly. Further
detail behind the new definition has been requested from NHSE
A Task and Finish group will be mobilised to review the operational processes and Jun-25 Aug-25 On track July 25 Update
working practices between the Care Home MDT and UCR. The aim is to support PDSA recommendations to be implemented to support the 2 hour
improvement in care home referrals to UCR services and achieve 2-hour UCR response response times for UCR.
times. Additionally, a PDSA will be developed to increase the referral rate from the care
home team to UCR. Care Home MDT has moved to UCR division and therefore
alignment will be a seamless process.
Author Sarah Robinson / Edliz Kelly Date 16/07/2025
Accountable Claire Horsfield Date 16/07/2025
Officer Approval
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1. Purpose of Paper

1.1. Why is this paper going to the Trust Board and what input is required?

This paper presents key financial information in relation to our financial performance as at month
3 and is for action and assurance.

2. Executive Summary

2.1. Context

The Trust’'s 2025/26 Income and Expenditure (I&E) plan is to achieve a surplus of £2,000k; this
reflects the financial plan submission to NHS England (NHSE) on 30 April 2025. The Trust’s
2025/26 capital expenditure plan is £4,975k, which comprises operational capital of £2,818k and
IFRS 16 lease capital of £2,157k.

This paper summarises the Trust’s financial performance for the period ended 30 June 2025
against both the I&E and Capital plan.

2.2. Summary

The Trust is reporting a £292k adjusted surplus for month 3 compared to the planned surplus of
£289k, which is a small favourable variance of £3k.

Key areas for consideration are:

® Agency - spend is £693k after three months of the financial year; this is £150k favourable
to plan. The reduced agency spend is due to continuing controls and scrutiny and
prioritising bank staff use to cover clinical shifts. The agency plan becomes more
challenging as the year progresses and sustaining this position is therefore important.
Agency remains a key area of external scrutiny, and the Agency Scrutiny Group is
focused on maintaining agency spend within plan without compromising patient safety.
Agency usage must remain within overall planned pay levels to deliver the financial
plan.

e Bank pay spend is £1,087k after three months of the financial year; this is £348k adverse
to plan. The overspend is due to a higher level of vacancies than planned and staffing of
unplanned escalation beds. Bank pay is a key area of external scrutiny this financial year,
and the Vacancy Control Panel is focused on reducing bank staff spend as far as possible
without compromising patient safety. Bank usage must remain within overall planned
pay levels to deliver the financial plan.
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CIP delivery at month 3 is £1,090k, £34k favourable to plan. Delivery of the Trust’s
£5,359k annual cost reduction target for 2025/26 remains a significant financial risk;
although the Trust has now de-risked all high risk schemes and the medium risk schemes
reduced by £357k in month 3 to £1,133k. The Trust must deliver the CIP target in full
to deliver the financial plan.

Cost pressures — there are ongoing cost pressures in Prison Healthcare, Rehab and
Recovery Units (RRUs) and unplanned inpatient escalation beds and teams have
developed plans to mitigate these pressures where possible. The Trust must mitigate
all current and arising cost pressures during the year to deliver the financial plan.

Risk — At month 3 the Trust is reporting all financial risks are fully mitigated on the basis
that we are early in the financial year and have sufficient time to develop and deploy
mitigating actions as required. The level of financial risk has reduced since month 2; this
is largely in relation to the continued de-risking of our CIP programme.

2.3. Conclusion

The Trust Board is asked to:

Consider the adjusted financial position at month 3 is a surplus of £292k compared to
the planned surplus of £289k, which is a favourable variance of £3k.

Recognise that overall pay cost must remain within planned levels to ensure we deliver
our financial plan, the key to which is containing bank and agency spend within our targets
for the year.

Acknowledge that schemes are now fully identified to deliver the annual CIP target of
£5.4m with no schemes currently rated as high risk in terms of delivery.

Acknowledge that there are ongoing cost pressures in a small number of areas, plans
are being developed to mitigate these pressures as far as possible.
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3. Main Report
3.1. Introduction

The Trust is measured on its financial performance in several ways, but the principal measure is
total I&E at adjusted financial performance level. This excludes several technical accounting
adjustments and is the level at which performance is reported to and managed by NHSE.

3.1.1. Summary of key points in report

The following dashboard summarises key areas of performance in relation to our financial plan
as at Month 3.

Financial M03 YTD Annual Annual
Performance Variance Variance Forecast | Variance
against Plan (£k)
(138) (140) (2) (289) (292) (3) (2,000) (2,000) 0
(58) (89) (31) (48) (102) (54) (932) (932) 0
279 207 (72) 843 693 (150) 2,939 2,939 0
239 343 104 739 1,087 348 2,736 2,736 0
372 377 5 1,056 1,090 34 5,359 5,359 0
100 259 159 100 615 515 2,818 2,818 0

3.2. Adjusted Financial Performance — favourable variance to plan £3k

The adjusted financial position at month 3 is a surplus of £292k compared to the planned surplus
of £289k which is a favourable variance of £3k. Table 1 summarises the position.

YTD Plan YTD Actual Variance
£k £k £k
Income (32,200) (32,323) (122)
Expenditure excl. adjusting items 31,911 32,030 119
Adjusted financial performance total (289) (292) (3)
Adjusting items 32 32 (0)

Table 1: Income and Expenditure (Surplus) / Deficit Position as at 30 June 2025

3.2.1. Income - favourable variance to plan £122k

Table 2 summarises the income position.

YTD Plan YTD Actual Variance
£k £k £k

System income (25,153) (25,160)

Non system income (7,048) (7,162)

Table 2: Income Summary as at 30 June 2025
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System income comprises of agreed block income, variable income linked to the delivery of
elective activity plus non-recurrent funding from Shropshire, Telford and Wrekin ICB (STW ICB).

Data for elective activity is not yet available; therefore, variable income is assumed to be in line
with plan for month 3 reporting.

3.2.2. Expenditure — adverse variance to plan £119k

Table 3 shows a summary of expenditure by key categories.

YTD Plan YTD Actual Variance
£k £k £k
Substantive 21,981 21,561 (420)
Bank 739 1,087 348

Supplies & Services Clinical 2,737 3,025 288
Prison Escorts and Bedwatch 66 109 44
Drugs 354 340 (14)
Premises 2,412 2,321 (91)
Travel 421 352 (69)
Other 1,302 1,562 260

Trust-wide Central Charges

Table 3: Expenditure Summary as at 30 June 2025
3.2.3. Pay - favourable variance to plan £222k

The overall pay position is a favourable variance of £222k. This is due mainly to pay underspends
linked to substantive vacancies. The substantive pay underspend is partially offset by bank
spend; bank staff (paid at substantive rates) are utilised to cover vacant shifts wherever possible,
to avoid the use of agency staff. Pay spend also includes £66k temporary staffing to cover
unfunded inpatient escalation beds. This overspend is currently offset by underspends elsewhere
within the position, but mitigation is required to ensure that this unplanned cost does not result in
a risk in relation to delivery of our financial plan.

Bank spend was £343k in June, £104k adverse to plan. Year to date bank spend is £1,087k,
£348k adverse to plan, and represents 4.7% of total pay compared to plan of 3.1%. The
overspend is due to higher level of vacancies than planned. The annual plan is £2,736k, 2.9%
of the overall pay plan. It is of note that after 3 months of the financial year, 40% of the annual
Bank financial plan has been spent.

Agency spend was £207k in June, £72k favourable to plan. Year to date agency spend is £693k,
£150k favourable to plan, and represents 3.0% of total pay compared to plan of 3.6%. The
underspend is due mainly to the skill mix of agency staff utilised being weighted towards the
lower pay scales. The agency annual plan is £2,939K, 3.2% of the Trust’s total pay budget.
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The vacancy rate in June was 9.14%, a reduction from 10.9% in March 2025, which equates to
164 WTE vacancies, however it should be noted that there were 116 WTE of temporary staff (82
bank and 34 agency) utilised during the month with the majority covering clinical vacancies.

The vacancy position is kept under close review through the weekly Vacancy Control Panel and
the People Committee. Improved recruitment and retention remain crucial to reduce the Trust’s
reliance on temporary staff. NHSE financial controls require all recruitment to be subject to
review and approval by system partners.

3.2.4. Non-Pay and Central Charges — adverse variance to plan £341k

There are continuing cost pressures in the Prison Healthcare service and the RRUs which are
the key reasons for the non-pay overspend. We are continuing to pursue the identified
mitigations to minimise the impact on the Trust’s financial position.

3.2.5. Agency and Locum Expenditure — favourable variance to plan £150k

Table 4 shows agency spend is £693k compared to the plan of £843k, which is a favourable
variance of £150k. The underspend is due mainly to continuing controls and scrutiny on request
for agency usage and prioritising bank use ahead of agency staff to cover clinical shifts. The
favourable position is also influenced by the skill mix of agency staff utilised being weighted
towards the lower pay scales. Agency workers were employed to cover unfunded escalation
beds, and we are working with system partners to find a clinically safe solution that will remove
this cost pressure.

The target for the year is £2,939k with monthly expenditure decreasing to £228k from month 7.
The favourable position will need to be maintained as far as possible since there is no allowance
for the added pressures of the autumn and winter period.

£k

3,500

3,000

2,500

2,000 /’

1,500 /

1,000
0 m_ = = = =

Apr May Jun Jul Aug Sep Oct Nov Dec Jan

In Month Plan 282 282 279 260 234 234 228 228 228 228

In Month Actual 247 239 207

Cumulative Plan 25/26 282 564 843 1,103 | 1,337 | 1,571 | 1,799 | 2,027 | 2,255 | 2,483

== Cumulative Actual 25/26 | 247 486 693

Table 4: 2025/26 Agency and Locum Expenditure
3.2.6. Cost Improvement Programme 2025/26

The Trust’'s CIP target for 2025/26 is £5,359k comprising £3,574k of recurrent savings and
£1,785k of non-recurrent savings. This value is 4.4% against our opening recurrent cost base or
5.3% when we take account of the service areas upon which we cannot apply a CIP.

Table 5 shows overall CIP delivery of £1,090k as at month 3, which is £34k favourable to plan.
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Plan YTD Actual YTD Variance YTD
£k £k £k

Recurrent
Non-recurrent

Table 5: 2025/25 CIP delivery as at 30 June 2025

Recurrent delivery as at Month 3 is £717k, which is £19k favourable compared to the recurrent
plan of £698k. Non-recurrent CIP delivery is £373k, which is £15k favourable to plan.

Positive progress is being made in relation to the delivery risk of our CIP. At month 3, Table 6
shows that we have fully identified schemes to deliver the 2025/26 CIP target and that all high
risk schemes in terms of delivery have been de-risked. The focus now is de-risking medium risk
schemes which reduced by £357k in month 3 to £1,133k.

. Unidentified Total Full Year
Recurrent / Non Forecast Effect CIP
Recurrent
£k
Recurrent 2,943 631 0 0 3,574 3,574 3,574
Non Recurrent 1,285 1,785 1,785

Risk Percentages
Recurrent 55% 12% 0% 0% 67%

Non Recurrent 24% 9% 0% 0% 33%

Table 6: CIP 2025/26 full year breakdown

All relevant CIP schemes are reviewed by Quality, Equality Impact Assessments to ensure
changes made are safe and the anticipated impact is considered.

3.2.7. Statement of Financial Position

The summarised Statement of Financial Position (SoFP) for period ended 30 June 2025 is shown
in Table 7.

31 May 25 30 June 25 Movement in

Balance £k Balance £k Month £k
Property, Plant & Equipment 42,557 42,422 (135)
Inventories 205 205 0
Non-current assets for sale 0 0 0
Receivables 3,901 3,175 (726)
Cash 27,166 27,936 770
Payables (12,928) (12,772) 156
Provisions (3,800) (3,800) 0
Lease Obligations on Right to Use Assets (11,384) (11,322) 62

| TOTALASSETSEMPLOYED  4sm7 s e

Retained earnings 36,350 36,477 127
Other Reserves 9,367 9,367 0

Table 7: Statement of Financial Position as at 30 June 2025
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® Receivables (amounts we are owed) decreased by £726k due mainly to payment of
outstanding contractual payments

e Payables (amounts we owe) decreased by £156k which is in line with usual monthly
movements

e (Cash increased by £770k largely as a result of the above changes.

All movements are within the expected monthly range and there are no exceptions to bring to
Trust Board'’s attention currently.

3.2.8. Capital Expenditure

The plan for 2025/26 is to spend £4,975k which comprises operational capital of £2,818k and
IFRS 16 lease capital of £2,157k. These plans have been agreed with the ICS and were
submitted to NHSE as part of the Trust’s financial plan.

At Month 3 actual spend was £721k compared to planned spend of £1,117k. This is mainly due
a lease still progressing through the legal process as at month 3. This lease is now forecast to
complete in Month 4. Table 8 sets out capital expenditure for the year to date compared to our
plan.

Capital Expenditure Annual Plan £k YTD Plan £k YTD Actual £k | YTD Variance £k

Operational capital
IFRS 16 Leases

Table 8: 2025/26 Capital Expenditure as at 30 June 2025
3.2.9. Underlying financial position

The planned underlying position for 2025/26 is a surplus of £932k with a key enabler being
recurrent CIP delivery of £3,574k.

The underlying year to date position at month 3 is £54k favourable to plan. The favourable
variance is due mainly to recurrent CIP and income overperformance. The months ahead will
become increasingly challenging, therefore it is vital that we do not fall behind against our
recurrent plan in any month as recovering any shortfall will be difficult.

The non recurrent year to date position is a surplus of £190k which is £51k adverse to plan mainly
due to escalation costs and a small number of cost pressures, which are assumed to be non-
recurrent issues; these pressures were partly mitigated by non-recurrent pay savings.

Table 9 shows the underlying and non-recurrent position year to date and full year.
Forecast | Variance

£k

Recurrent/underlying (48) (102) (54) (932) (932)

financial performance
Non-recurrent financial
performance

(241) (190) 51 (1,068)  (1,068)

Table 9: 2025/26 Underlying financial position as at 30 June 2025
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This position will be regularly reported, so the Trust Board has sight of our recurrent position and
any variances which affect this.

3.2.10. Forecast Outturn and Financial Risk

At this early stage of the financial year, a summary forecast has been prepared which indicates
that the Trust should deliver its financial plan, subject to mitigating financial risks.

At month 3 the Trust is reporting all financial risks are fully mitigated on the basis that we are
early in the financial year and have sufficient time to develop and deploy mitigating plans as
required.

The level of financial risk has reduced since month 2; this is largely in relation to the continued
de-risking of our CIP programme. Our forecast outturn and financial risk assessment is overseen
through the Resource and Performance Committee at each of its meetings.

3.2.11. Monthly Monitoring Return to NHSE and NHS Oversight Framework

The Provider Financial Return (PFR) was submitted to NHSE on 15 July 2025 in line with the
national timetable.

3.3 Conclusion
The Trust Board is asked to:

o Consider the adjusted financial position at month 3 is a surplus of £292k compared to
the planned surplus of £289k, which is a favourable variance of £3k.

e Recognise that overall pay cost must remain within planned levels to ensure we deliver
our financial plan, the key to which is containing bank and agency spend within our targets
for the year.

e Acknowledge that schemes are now fully identified to deliver the annual CIP target of
£5.4m with no schemes currently rated as high risk in terms of delivery.

¢ Acknowledge that there are ongoing cost pressures in a small number of areas, plans
are being developed to mitigate these pressures as far as possible.
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1. Purpose of Paper

1.1. Why is this paper going to the Board and what input is required?

The Board is asked to consider and approve the risks to delivery of the Trust’'s strategic
objectives within its remit as cited on the Board Assurance Framework.

2. Executive Summary

The Board of Directors uses the BAF as a tool to ensure effective management of any risks
which have potential to impact on delivery of the Trust strategy.

The BAF has been reviewed with each Executive Lead. The report is presented to the
Board for consideration and approval and is asked to note the following changes to the BAF
since it’s last presentation:

e Updates are provided in relation to delivery of the objectives as at Q1

o Updates are provided on actions being taken to address identified control /
assurance gaps

o Therisk in relation to insufficient capital funding has been considered by the
Resource and Performance Committee and is recommended for closure

¢ The Audit Committee requested a colour coding for the actions to assist with
oversight of the completion:

Completed

On track

Missed original deadline but new deadline agreed with Committee and on
track to hit the new deadline

Overdue .

The Board is asked to consider the following:

e Are the risks identified correct and in line with the Board’s knowledge? Are there any
other risks that should be included?
Are there adequate controls and assurances identified?

o Are appropriate actions identified to address known gaps in controls and
assurances? Where actions have been identified are they on track?

Conclusion

The Board is asked to consider and approve the Board Assurance Framework
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New Risk Title Opened Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr Ma Jun Jul Movement Target
Ref 24 24 24 24 24 24 25 25 25 25 y25 25 25 in Month
1.1 Workforce Team Capacity Sept 23 16 16 16 16 16 16 16 16 16 16 16 16 16 > 6
1.2 Recruitment restrictions | Sept 23 16 16 16 16 16 16 16 16 16 16 16 16 16 o 6
impact on staff morale and
wellbeing
1.3 National, system and local June - - - - - - - - - - 16 16 16 - 6
changes impact on staff 2025
morale and wellbeing
3.1 Reliance on volunteer input | Sept 23 12 12 12 12 12 12 12 12 12 12 12 12 - CLOSED 4
for key patient experience
workstreams such as observe
and act
3.2 Quality Team Capacity Oct 24 - - - - 12 12 12 12 12 12 12 12 12 —
3.3 Completion of actions linked | May 25 - - - - - - - - - - - 12 12 — 4
to learning response
3.4 Demand exceeds capacity Apr 22 20 16 16 16 15 16 16 15 15 15 15 15 - CLOSED 6
3.5 Potential for patient harm due | Apr 23 16 16 16 16 16 16 16 16 16 16 16 16 16 - 6
to waiting times
3.6 Recruitment challenges Apr 22 16 16 16 16 16 16 16 16 16 16 16 16 16 > 6
4.1 Operational  capacity to Sep 23 20 20 20 20 15 15 15 15 15 15 15 15 15 - 10
undertake all programmes of
work
4.2 Internal governance and | Sep 23 15 15 15 15 15 15 15 15 15 15 15 15 15 - 5
operational oversight
arrangements for system
programmes
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41 Operational  capacity to | Sep23 20 20 20 15 15 15 15 15 15 15 15 15 15 > 10
undertake all programmes of
work
4.2 Internal governance and | Sep 23 15 15 15 15 15 15 15 15 15 15 15 15 15 - 5
operational oversight
arrangements for system
programmes
5.1 Cyber attack Sep 23 12 12 12 12 12 12 12 12 12 12 12 12 12 > 6
5.2 Digital Capacity Sep 23 20 20 20 12 12 12 12 12 12 12 12 12 12 > 8
5.3 Costs exceed plan Apr 22 20 20 12 12 12 12 12 12 12 12 16 16 © 6
54 Insufficient capital funding Sep 24 - - - 9 9 9 9 9 9 9 9 9 9 CLOSE 6
Risk Increasing H New Risk
Risk Decreasing Closed Risk
3
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Looking after our People

This objective will focus on the Trust's Culture and Leadership Programme (inc EDI and People Promise) and the Health and Wellbeing Programme

Full Year Opened: April 2025
s Reviewed Date:  July 2025

Sustained improvement compared to 24/25 across: e NHS E recognition for the improvement in all elements of the people promise in
v Staff sickness the staff survey results

v' Staff retention e Action plans in place for all KPIs

v’ Staff survey results o Wellbeing offering to staff continues and a focus in staff briefing on staff wellbeing
v' Temporary staffing efficiency and signposting

v" Apprenticeships completed

v" Clinical utilisation

o Various national toolkits o People promise resource available Workforce team capacity

1.1

1.2 Recruitment restrictions impacting on staff morale and wellbeing

1.3 National, system and local level changes impacting on staff morale and
wellbeing

Director of HR and OD People Committee

[uny
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Board Assurance Framework 2025-26
Principle Objective: We will ensure our workforce feels valued, engaged and healthy by continuing to create a culture of civility and respect, which is supported by
compassionate and inclusive leadership

Insufficient capacity results in key programmes of work not being delivered or insufficient traction being made in the areas of staff experience and engagement

Inherent Risk Residual Risk Vet (s Opened: September 2023
(Tolerance) Reviewed Date: July 2025
Consequence 4 4 3 eviewed Late: uly
Likelihood 4 4 2 Source of Risk: Internal Risk Assessment
[Toral G R 6 Corporate Risk Register

People Committee oversight on key programme metrics
Pulse checks

System People Board

Performance Board

Ongoing monitoring of team capacity and prioritisation
Revised workforce team structure

Streamlined workforce processes

Recruitment of a designated HRD

Increased leadership capacity through collaboration with SaTH

ANANENENEN
]

e}

C1: New workforce structure being developed o A1:Volume of reports going to People Committee minimises impact of assurance
C2: Capacity to progress with centralised bank
o  C3: Staffing vacancies in ESR team — being mitigated and will be addressed
through new structure
o  C4: People Promise Manager is a fixed term post with funding until Summer 2025

— being addressed through new structure

e}

Due | Progress

Ref | Action Lead
Cc2 Scoping of collaborative working options Director HR and OD

Collaborative working is underway with further opportunities being
scoped, with benefits to be realised in 25/26. Management of change in
progress, deadline extended to allow for consultation

Business case was rejected but new structure to address the gap — close
action

Completed

C4 Business case to be developed to ensure retention of Director HR and OD
People Promise Manager role

A1 Review of agenda / workplan

Director HR and OD /
Director of Governance
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Principal Objective: We will ensure our workforce feels valued, engaged and healthy by continuing to create a culture of civility and respect, which is supported by
compassionate and inclusive leadership

Additional scrutiny of non-patient facing roles resulting in vacancies not being recruited to / recruitment temporarily paused with an impact on the remaining staff

Inherent Risk Residual Risk UBIERSS Opened: September 2023
(Tolerance) Reviewed Date: July 2025
Consequence 4 4 3 eviewed Late: uly
Likelihood 4 4 2 Source of Risk: Internal Risk Assessment
[Toral G R 6 Corporate Risk Register

N

System panel for vacancy approvals
Collaborative working promoted

Civility and Respect training

Wellbeing conversations being rolled out

Quality & Safety Committee
Reduced leaver rate

v" QEIA process to ensure robust consideration of impact v' People Committee oversight

v" Scrutiny of vacancy panel decisions at Finance Recovery Group v Pulse checks

v' Case of Need proforma to assess options v System People Board Oversight
v" VRF panel chaired by Director of Ops and DoN v Staff Survey

v" VRF panel agreements — agreed and prioritised weekly by executive team v .

v Incidents

v v

v v

v

C3: Age profile of the organisation means high level of retirees o  A2:Board interview feedback to be shared
C4: Response to latest staff surve

o
O

Action Lead

C3 Promotion of flexible work and retire and return Director of HR
C4 Action plans to be put in place to take forwards staff Director of HR
survey results
A2 Board interview feedback to be shared with Exec Team Director of HR
before onward submission to the Board

Comms has been issued about flexible working and retire and return
Managers toolkit in place, local and corporate level improvement plans
being worked on
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Principal Objective: We will ensure our workforce feels valued, engaged and healthy by continuing to create a culture of civility and respect, which is supported by
compassionate and inclusive leadership

Required corporate office reductions will impact on staff and security of roles, the integration with SaTH will create significant organisational change, potential to impact on staff turnover, staff

morale and ierformance

Inherent Risk Residual Risk LEIEEE Opened: September 2023
{Tolerance) Reviewed Date: July 2025
Consequence 4 4 3 eviewed Date: uly
Likelihood 4 4 2 Source of Risk: Internal Risk Assessment
Total 2 Corporate Risk Register

v" QEIA process to ensure robust consideration of any changes v' People Committee oversight

v" Management of change cases to be developed to inform any organisational change v Pulse checks

v Organisational Change Policy in place v Reduced leaver rate

v" Wellbeing conversations being rolled out v

v’ Staff engagement sessions being held on group model Staff engagement outputs

v' Better together bulletin introduced

o  Management of change policy to be aligned across SaTH and SCHT — absence of o  A1: Staff engagement ongoing so outputs not yet collated / known

any reference to the management of integration

Due | Progress

Ref | Action Lead
A1 Ongoing staff engagement Director of Governance

Comms has been issued about flexible working and retire and return -
completed

Management of change policy has been reviewed by the Executive Team
and is going to JNP for consultation before final approval at People
Committee

C1 Review of management of change policy Director of HR
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Looking after our People

This objective will focus on the NHS Long Term Workforce Plan development and benefits realisation from the Admin Academy

Full Year

Forecast

Sustained improvement compared to 24/25 across:

AANENENENEN

o
(¢}

Staff sickness

Staff retention

Staff survey results
Temporary staffing efficiency
Apprenticeships completed
Clinical utilisation

Various national toolkits o People Promise Resource
People Promise Exemplar programme

o E—communiti roll out

Director of HR and OD

Opened: April 2025
Reviewed Date: July 2025

o Key people measures and trajectories agreed by the Board and will be reported
via People Committee going forward

Risks 1.1, 1.2 and 1.3 as above

People Committee

(9]
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Caring for Our Communities

This objective can be broken down into the following key components; continuing to deliver on the clinical quality strategy ambitions and achieving the annual quality performance targets linked
to the Patient Safety Incident Response Framework priorities

Full Year
Forecast

Opened: April 2025
Reviewed Date: July 2025

v' Delivery of Year 1 of Clinical Quality Strategy

Staff training in PSIRF compliant safety investigations AARs completed with

o Raise staff and stakeholder awareness possibility of funding further training via CPD being explored
o  Approved outline of the delivery plan necessary to achieve the specific e  Thematic reviews continue to be completed and taken through Q&S
Clinical Quality Ambitions Committee

v" Improved Patient Safety
o Reduction in falls per bed days
o Reduction in medication incidents resulting in harm
o Improved patient risk assessments to prevent pressure damage
o Decreased number of admissions to community hospitals out of hours

Observe and act schedule in place

Clinical Quality Strategy signed off by the Board

Work on new Datix system has commenced

Internal audit of PSIRF completed with no major flags

Patient Safety Oversight Board report put in place

Falls reduced for the last two months

Medication incidents have remained static

Assessments for pressure ulcer damage included in CQUIN and
improvements being seen

o  PSIRF Programme o  Upgrade / update to Datix
BAF 3.2 Quality Improvement Team capacity
BAF 3.3 Completion of actions linked to learning responses
BAF 3.5 Potential for patient harm due to waiting times
BAF 3.6 Recruitment challenges

Director of Nursing, Quality and Clinical Delivery Quality and Safety Committee
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Principle Objective: We will continue to support our staff to embed quality improvement methodology to improve staff and patient experiences in bringing care closer
to home

BAF 3.2

Operational pressures impacting on staff engagement with QI training, ability to measure clinical quality strategy implementation

Inherent Risk Residual Risk Target Risk Opened: October 2024
(Tolerance) .
C Reviewed Date: June 2025
onsequence 4 4 4
Likelihood 4 3 1 Source of Risk: Internal Risk Assessment
Total = & Corporate Risk Register
2

v" Regular team meetings v' Quality reporting
v" Risk based approach to prioritising quality improvement projects v' Oversight from Quality and Safety Committee
v Ql Training being rolled out v Executive and Non-Executive Walkabouts
v Clinical Safety Officer in Quality Improvement role

o  C1: Uptake on training / time needed to train staff o N/A
o  C2:Vacancies

Ref | Action Lead |Due | Progress

C1 Continued roll out of training with support from Director of Nursing / Number of trained staff has exceeded plan — close action
operational team to increase uptake Director of Operations

Cc2 Recruitment to quality posts Director of Nursing Recruitment completed and post holders have started — close action
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Principle Objective: We will continue to support our staff to embed quality improvement methodology to improve staff and patient experiences in bringing care closer
to home

Operational pressures impacting on staff ability to implement learning identified through PSIRF learning responses

Opened:
Reviewed Date:

Source of Risk:

May 2025
July 2025

Internal Audit

Inherent Risk Residual Risk Target Risk

(Tolerance)
Consequence 4 4 4
Likelihood 4 3 1
Total 12 4

v" All actions recorded on Datix and monitored by the Governance Team
v' Escalation via Divisional Governance Meetings of overdue actions
v Escalation to Director of Nursing with holding to account meetings held

o Cf1:
o Cz:
o  C8: Capacity of staff training in PSIRF to lead investigations

Divisional governance reporting still embedding
Complaints action reporting not as mature

Ref | Action Lead

C1 Review of PSIRF reporting at Divisional Governance Director of Governance /
meetings with Director of Nursing and Associate Director of Nursing
Director of Governance, Deputy Director of Nusing.

Cc2 Process for monitoring of complaints actions to be Director of Governance
brought in line with the process for incidents

A1 Board Oversight Report to be put in place Director of Governance

C3 Further PSIRF training to be rolled out Director of Governance /

Director of Nursing

Corporate Risk Register

]

Oversight from Quality and Safety Committee

PSIRF Audit

Patient Experience Committee oversight of complaints actions
Audit programme linked to learning response actions

o A1: Board oversight

Progress

Reporting has been put in place but this should be reviewed to assess
opportunity to strengthen further in light of internal audit finding -
completed

Actions have been logged on Datix and reporting has commenced -
completed

Draft report went to Board in April, full report went to Public Board in May
and to continue on a quarterly basis - completed

Oct 2025

Enquiries being made with training supplier for dates
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Board Assurance Framework 2025-26

Principle Objective: We will continue to support our staff to embed quality improvement methodology to improve staff and patient experiences in bringing care
closer to home

Increase in demand post-Covid and inability to meet demand, recover waiting times resulting in increased waiting times, poor patient experience and potential for harm. Regulatory and

sistem scrutini and loss of reiutation.

Inherent Risk Residual Risk LEIEEE Opened: April 2023
{Tolerance) Reviewed Date: July 2025
Consequence 5 4 3 eviewed Date: uly
Likelihood 4 4 2 Source of Risk: Internal Risk Assessment
[Toral RO SR 6 Corporate Risk Register

v" Programme of work to eliminate waits of in line with nationally mandated requirements v" Quality and Safety Committee oversight
v' Patient Safety Incident Panel reviewing any harms assessments with moderate harm v" National reporting on waiting times
L, ﬁ'r above X v System Delivery Committee
arms assessment process v . . .
v" Harms proforma on Rio with audit capability Patient Safety Committee in place

o C1: Harms assessment process has only embedded in some areas o  A1:Lack of formal tracking or reporting of harms process
o  C2: Consistency of application of policy across all areas

' Due | Progress

Ref | Action Lead

C1 Divisional Leads to take process forward Director of Nursing /
Director of Operations
Director of Operations /
Director of Governance /
Director of Nursing

Deputy director of Nursing has cascaded new policy and requested
divisional leads to take forward — Completed
Not yet started, policy has been ratified

Cc2 Training on harms review process to be rolled out
following revised policy being put in place

Director of Operations / Sept 2025
Director of Governance /
Director of Nursing

Director of Governance Sept 2025
and Director of Nursing

C2 Audit to be undertaken to assess consistency and
identify areas for training

A1 Director of Governance and Director of Nursing to
review reporting and tracking
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Board Assurance Framework 2025-26
Principle Objective: We will continue to support our staff to embed quality improvement methodology to improve staff and patient experiences in bringing care closer
to home

Inability to meet safe staffing requirements, reliance on agency staff, impact on service delivery, reduction in standards of care and patient experience

BAF 3.6

Inherent Risk Residual Risk VEIEEBIRE Opened: April 2022
(Tolerance) .
Reviewed Date: July 2025
Consequence 5 4 3 ) )
Likelihood 4 4 5 Source of Risk: Internal Risk Assessment / External Guidance and
- | 6 Controls

Corporate Risk Register

People Committee oversight

Safe Staffing reporting to Board biannually
Quality metrics

System People Board oversight

Recruitment programme

International recruitment as a system

Availability of system mutual aid

Planned early start to recruitment with potential ‘recruit as risk’ for key
posts approach to minimise service delays and financial consequences

ANANENEN
ANENENEN

C1: Electronic rostering solution to support staffing o
C2: Lack of centralised bank
C3: Cessation of HCA agency without mitigations

-N/A

Ref | Action Lead |Due | Progress
C1 Implementation of e-rostering Director of Nursing Collaboration with the system on e-rostering in its infancy with project plan
Director of HR developed ongoing but on track
C3 Explore options of third party NHS bank staff provider Director of Nursing / Exploring with NHSP
Director of HR
C3 Implementation of ETOC programme Director of Nursing In discovery phase to look at the data and then action plan to be
developed

10
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Board Assurance Framework 2025-26

Caring for Our Communities

This objective will focus on implementing integrated neighbourhood (INT) schemes — Phase 1 and partnership management prioritisation and approach

Full Year
Forecast

Evidence of left shift of work and care to community services

Strengthened relationships with system partners in developing INT model
Identify key partners beyond ICS and LA support SCHT in delivering its Strategy
through delivering against critical success factor for these relationships

AANEN

UEC o N/A
MSK
Shared Services
Development of Integrated Care
Coordination in system
o Development of Integrated
neighbourhood Teams
o Development of Frailty pathway
o  Further embedding of VW & RR
pathways

o

Director of Nursing and Clinical Delivery, Director of Operations

O O O O

Opened: April 2025
Reviewed Date:  July 2025

= Care Transfer Hub launched 1/10/24 with planned expansion in Q3

Ll Co-location of single point of access and SCHT UCR test if change completed and
to continue due to success

= Re-sequencing of Directory of Services enacted to re-direct flow away from EDs

. Active partners with ICB in neighbourhood model, leading on the MDT workstream

4.1 Operational Capacity to undertake all programmes of work

4.2 Internal governance and operational oversight arrangements for
system programmes

Resource and Performance Committee, Quality and Safety Committee

11
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Board Assurance Framework 2025-26

Principle Objective: We will work in partnership to constantly improve, recovery and redesign patient pathways and prevention

Potential for operational pressures to affect prioritisation of system programmes both internally and across the system

Inherent Risk Residual Risk Target Risk

(Tolerance)
Consequence 5 5 5
Likelihood 4 3 2
Total 10

Tru

AN NN

ES

st attendance at system programme meetings
Revised operational structure

Transformation Board and Programme Board in place for senior operational oversight
Review of OPEL level action cards to ensure capacity is prioritised during periods of
high escalation

IST and RSP Support

o  C1: System programme meetings not aligned to Trust’s operational meeting
framework

Opened:
Reviewed Date:
Source of Risk:

Corporate Risk Register

September 2023
July 2025

Internal risk assessment

v
v

Resource and Performance Committee oversight
System Delivery Committee with Trust representatives in attendance

@]

A1: System programme meetings not aligned to the trust’'s governance framework

Ref Action Lead

C1/A1 | Governance leads in system to meet to work through Director of Governance
the system governance arrangements to ensure they
link and align with provider governance frameworks

C1/A1 | Streamlined governance for system operational Director of Governance
programmes

C1 Chairs report from System Transformation Group to Director of Governance
feed into Trust Governance

Progress

MSK, UEC and Shared Services Forums established with reports into
Trust via Programme Board - Completed

As above, plus System Transformation Group now in place. - completed

Went to RPC in August and will continue to go to that Committee

12
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Board Assurance Framework 2025-26
Principle Objective: We will work in partnership to constantly improve, recovery and redesign patient pathways and prevention

Inherent Risk Residual Risk Target Risk

(Tolerance)
Consequence 5 5 5
Likelihood 4 3 1

v' Trust attendance at system programme meetings
v' Establishment of system transformation group to improve collaborative working
v" Weekly vacancy panel established at system level

o  C1: System programme meetings not aligned to Trust’s operational meeting
framework
o  C2: Alignment of risk management across the system

System programmes are taken through system governance and don’t have links into the Trust’'s governance and operational oversight arrangements, potential for risks to not be identified and
mitigated from a Trust perspective when SROs sit outside of the organisation

Opened:

Reviewed Date:

Source of Risk:

September 2023

July 2025

Internal Risk Assessment / Integrated System
Improvement Plan

Corporate Risk Register

v' Quality and Safety Committee oversight
v' System Delivery Committee with Trust representatives in attendance

o  A1: System programme meetings not aligned to the trust’s governance framework
o  A2: Alignment of risk management across the system

' Due [ Progress

Ref Action Lead

C1/A1 | Governance leads in system to meet to work through Director of Governance
the system governance arrangements to ensure they
link and align with provider governance frameworks

C2/A2 | Risk management to be aligned across the system Director of Governance

MSK, UEC and Shared Services Forums established with reports into
Trust via Programme Board - Completed

Trust's risk management strategy aligned with RJAH. SaTH and ICB
sighted on the changes required to complete full alignment across the
system — completed as ShropCom action completed

13
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Board Assurance Framework 2025-26

Managing Our Resources

This objective will focus on delivering an in year CIP and 3 year rolling CIP plan, achieving digital maturity (DCF) and the ten year sustainability plan annual goals

Full Year
Forecast Opened: April 2025
Reviewed Date: July 2025

v' Delivery of the financial efficiency targets sustained through attainment of both in year e Co Pilot licences rolled out and being used, Al opportunities being rolled out and
and updated rolling CIP schemes therefore digital modernisation is progressing well

v" Demonstrable productivity improvements through automation e Datix Cloud bring rolled out to improve the collation and use of patient safety data

v' Demonstrable improvement in patient access, quality of care and reduced risks to inform quality improvements

v" Continued improvements in our environmental efficiency and sustainability against e  E-community investment has been prioritised and a deployment programme is
clear goals from central government established

v' Demonstrating a financial return on investments e  Established CIP and productivity workstreams, on track for Q1

o EPMA Programme o Operational capacity to support 5.1 Risk of cyber attack
digital developments 5.2 Digital team capacity
5.3 Costs exceed plan

5.4 Insufficient Caiital Fundini Recommended for closure
Director of Finance Resource and Performance Committee
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Board Assurance Framework 2025-26
Principle Objective: We will maximise our productivity and efficiency using digital technology to modernise how and where we deliver services

Loss of data or operationality of systems, reputational damage, impact on service delivery.

Inherent Risk Residual Risk VBRI Opened: September 2023
{foleTanee} Reviewed Date: July 2025
Consequence 4 4 3 eviewed Late: uly
Likelihood 5 4 2 Source of Risk: Internal Risk Assessment
(ol (O 6 Corporate Risk Register
DSPT Toolkit compliance oversight v" Audit Committee Oversight
External expertise input into cyber risk management v Data Security Group

SIRO and Deputy SIRO oversight
Cyber security programme
Information asset owners and register
Business continuity plans in place

Board Ciber trainini comileted

o  C2:Information-asset owner compliance o A1:N/A
o C3: New standards require assessment and revision to systems and processes
to ensure compliance

ANANENENENENEN

Ref | Action Lead m Progress

Cc2 Additional training and support to be put in place for Director of Governance IG Manager appointed and additional support procured via CSU to
information asset owners address gaps in IG team and provide support with information asset
owner records and training. Forms part of DSPT Toolkit Improvement
Plan. -completed

C3 Full DSPT compliance to be achieved Director of Governance Submission of standards not met due to one area of weakness relating to
clinical coding, improvement plan in place with expectation DSPT
standards will be met by Dec 2025

15
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Board Assurance Framework 2025-26

Principle Objective: We will maximise our productivity and efficiency using digital technology to modernise how and where we deliver services

imirovement with RTT

Inherent Risk Residual Risk LET S

(Tolerance)
Consequence 4 4 4
Likelihood 5 5 2
Total 8

v" Digital strategy and programme of work in place
v" Regular team meetings with oversight from Director of Finance

o C1: Recruitment controls preventing appointments to vacancies
o C1: Exploring opportunities to share expertise with system partners

v

Lack of capacity results in programmes of work being paused or delayed, loss of momentum with digital agenda, staff unsupported with digital service needs. Potential to impact on

Opened:
Reviewed Date:

Source of Risk:

September 2023
July 2025

Internal Risk Assessment / Vacancy Rate

Corporate Risk Register

@]

Digital Assurance Group

Ref | Action Lead
C1 Digital B7 Case of Need to be presented to Execs Director of Finance
C2 Transformation Oversight Group to include digital input Director of Operations

Progress

Approved at system level and going through internal process for
recruitment - Completed

Approved ToR in place and meetings established and reporting to
Performance Board - Completed

16
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Board Assurance Framework 2025-26

Principle Objective: We will maximise our productivity and efficiency using digital technology to modernise how and where we deliver services

Escalation within system oversight framework and increased regulatory scrutiny, inability to invest, loss of opportunity to transform services

Inherent Risk Residual Risk VEIEEBIR

(Tolerance)
Consequence 4 4 3
Likelihood 5 41 2

v" Use of non-recurrent schemes to allow more time to implement recurrent

cost saving schemes
v" Productivity and Efficiency Group working on identifying additional CIP
schemes, and de-risking existing schemes
Robust QEIA process in place
Financial Recovery Group in place for operational oversight

o  C2: Unidentified risk relating to B2/B3 review

o  C3: Unfunded overperformance in relation to inpatient activity / increased

dependency of patients

Opened:

April 2022
Reviewed Date: July 2025
Source of Risk:

Corporate Risk Register

Resource and Performance Committee oversight
System Transformation and Digital Group oversight
System Finance Committee oversight

KPI Metrics

ANANENENEN

Value for Money audit

o A1: National oversight framework has only just been released and requires review for
impact on performance dashboards overall including financial performance

Ref | Action Lead

C2 Timeline and scope of review to be outlined to inform
risk assessment

Director of People

Timeline presented to execs to take to end of year, working through the
scope of the review with initial scoping done and comms out to staff.
System approach being looked at. Update has been provided to Execs,
plan in place to bring this back on track

C3 Mitigating actions to be explored with the ICB

Director of Finance

CEO has written to ICB CEO outlining the risks and a response has been
received. Financial risk assessment is updated each month, including
internal mitigations. Risks are flagged internally and discussed with
system partners each month.- Completed

A1l Review of National Oversight Framework

Director of Finance

The national Oversight Framework was released in July and is being
reviewed for presentation to RPC. Proposals to amend Performance
dashboards will be presented to each committee by September.

17
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Board Assurance Framework 2025-26

Make the most effective use of our resources moving back to and beyond pre- pandemic levels of productivity reviewing internal processes and reviewing
pathways with our partners

Potential for there to be insufficient funding for all required projects, where there are safety concerns there is potential for the Trust to breach statutory duty by exceeding capital resource limit

v' Capital and Estates Group in place and have reprofiled the plan with input
from clinical and operational colleagues to reduce in year capital spend
where possible

v' System appeal to NHS England regarding the gap

*|

Ref | Action

Inherent Risk Residual Risk LIS

(Tolerance)
Consequence 4 3 3
Likelihood 3 3 2
Total 6

Lead

Opened:
Reviewed Date:

Source of Risk:

October 2024
May 2025

Corporate Risk Register

e RPC Oversight

¢ Included in finance report to Board for oversight

o A1T:N/A

C1 Await outcome of appeal to NHSE

Director of Finance

Progress

No increase, capital funding confirmed with no increase, programme has
been modified to account for this. Oversight from Capital and Esates

Group

18
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1. Purpose of Paper

1.1. Why is this paper going to the Trust Board and what input is required?

The Board is asked to note the current self-assessment of the IPC BAF and gain assurance that
systems and processes are in place to comply with the 10 criterions of the Health and Social Care Act
(2008) recognising the mitigating actions outlined for those key lines of enquiry that are partially
compliant.

2. Executive Summary

2.1 Context

The National Infection Prevention and 