
 

 

 
 
 
 

NORTH STAFFORDSHIRE COMBINED HEALTHCARE NHS TRUST 
TRUST BOARD MEETING HELD IN PUBLIC 

 
THURSDAY 9TH SEPTEMBER 2021, 10.00AM VIA MS TEAMS 

 
ITEM TIMING REF TITLE LEAD ACTION ENC 

1 1000 P107/21 Welcome and Apologies for 
Absence. 
 

David Rogers Note  

2 1002 P108/21 Declarations of Interests – 
and changes to be notified 
 

David Rogers Note  

3 1003 P109/21 Minutes of the Previous 
Meeting held on 8th July 2021 
 

David Rogers Approval Enc 1 

4 1005 P110/21 • Action Monitoring 
Schedule  

• Matters arising not 
covered by the rest of the 
Agenda 

 

David Rogers Note Enc 2 

       
5 1010 P111/21 Patient Story – Clinical 

Timeline 
 

Kenny Laing Note Enc 3 

6 1025 
 

P112/21 REACH Recognition 
Individual Award Specialist 
Services – Chris Reynolds, 
Prescriber, Stoke CDAS 
Hope St 
 

Peter Axon Note Verbal 

       
7 1035 P113/21 Chief Executives Report 

 
Peter Axon Note Enc 4  

8 1050 P114/21 Chairs Report David Rogers Note  Verbal 
 

9 1100 P115/21 Questions from Members of 
the Public 
 

David Rogers Note Verbal 

                                                   10 minute break  
   QUALITY    
10 1120 P116/21 Safer Staffing Monthly Report 

June and July 2021  
 

Kenny Laing Assurance Enc 5 & 6 

11 1130 P117/21 Infection , Prevention and 
Control Annual report (DIPC) 
2020/21 
 

Kenny Laing Assurance Enc 7 

12 1135 P118/21 Mortality Surveillance Annual 
Report 2020/21  
 

Dr Buki 
Adeyemo 

Assurance Enc 8 

13 1140 P119/21 Mortality Surveillance Quarter 
1 Report 2021/22 
 

Dr Buki 
Adeyemo 

Assurance Enc 9 

14 1145 P120/21 Serious Incident Quarter 1 
Report 
 

Dr Buki 
Adeyemo 

Assurance  Enc 10 



 

15 1150 P121/21 Research and Development 
Annual Report 2020/21 

Dr Buki 
Adeyemo 
 

Assurance Enc 11 

16 1155 P122/21 Professional Standards 
Activities in 2021/22  
 

Dr Buki 
Adeyemo 

Assurance  Enc 12  

17 1200 P123/21 Quality Committee Assurance 
Report from the meeting held 
on 5th August 2021 and 2nd 
September 2021 
 

Patrick Sullivan Assurance Enc 13 & 
14  

18 1205 P124/21 Improving Quality and 
Performance Report (IQPR) 
Month 4 
 

Eric Gardiner Assurance Enc 15 
 

   PEOPLE    
19 1210 

 
P125/21 Service User Carer Council 

Update 
 
 

Sue Tams Assurance Enc 16 

20 1215 P126/21 Workforce Race Equality 
Standard (WRES) 
 
 

Shajeda 
Ahmed 

Assurance Enc 17 

21 1225 P127/21 Workforce Disability Equality 
Standard (WDES) 
 

Shajeda 
Ahmed 

Assurance Enc 18  

22 1235 P128/21 People, Culture and 
Development Assurance 
Report from the meeting held 
on 2nd August 2021 
 

Janet Dawson Assurance  Enc 19  

   PARTNERSHIPS    
23   Items discussed in Private 

Session of the Board.  
 

   

   SUSTAINABILITY    
24 1240 P129/21 Finance Report Month 4 

 
Eric Gardiner 
 

Assurance Enc 20 
 

25 1245 P130/21 Finance and Resources 
Committee Assurance Report 
from the meeting held on 5th 
August 2021 and 2nd 
September 2021 
 

Russell 
Andrews 

Assurance Enc 21 & 
22  

26 1250 P131/21 Charitable Funds Committee 
Assurance Report from the 
meeting held on the 8th 
September 2021 
 

Joan Walley Assurance Verbal 

   CONSENT ITEMS    
27 1255 P132/21 Any Other Business David Rogers Note Verbal 

 
 

 
Date and Time of Next Public Board Meeting 

Thursday 14th October 2021 at 10.00am Via MS Teams 



 
 

  
 

1 

 
TRUST BOARD 

 
Minutes of the Public Section of the North Staffordshire Combined Healthcare NHS Trust 

Board meeting held on Thursday 8th July 2021 
At 10:00am via MS Teams 

 
Present: 

 
Chairman: 

 
David Rogers 
Chairman 
 

 
 

Directors: 
 

  

Janet Dawson 
Non-Executive Director / Vice Chair 
 
 

Pauline Walsh (until 12.25pm) 
Associate Non-Executive Director 

Dr Buki Adeyemo 
Executive Medical Director 
 

Peter Axon 
Chief Executive Officer 
 
 
Tony Gadsby 
Associate Non-Executive Director 
 
Chris Bird 
Director of Partnerships, Strategy and 
Digital 
 
Joan Walley (until 12.25pm) 
Non-Executive Director 
 
 

Phil Jones 
Non-Executive Director  
 
Shajeda Ahmed  
Director of People, Organisational 
Development and Inclusion 
 
Eric Gardiner 
Executive Director of Finance, 
Performance and Digital 
 
 

Patrick Sullivan 
Non-Executive Director / SID 
 
  
Kenny Laing 
Executive Director of Nursing and Quality 
 
Laurie Wrench 
Associate Director of Governance 
 

In attendance:  
 
Lisa Wilkinson  
Corporate Governance Manager 
 
Joe McCrea 
Associate Director of Communications 
 
Members of the Public 
Adam Bairstow – Service User 
Maria Walthall-Thomas 
Jayne Simner 
Steve Genus 
Michelle Churton 
Sarah Boulton-Lear 
 

 
 
Liz Mellor                                             Zoe Grant  
Deputy Director of Operations                   Freedom to Speak Up Guardian 
 
Jenny Harvey                                   
 Union Representative                            
                                                               
 REACH Team Award  
Moorcoft Reception Administrative Team  
Kim Stanyer 
 
 
 
 

  
The meeting commenced at 10:00am 
 

75/2021 
 

APOLOGIES FOR ABSENCE 
Sue Tams, Chair, Service User and Carer Council, Jonathan O’Brien, Executive 
Director of Operations, Dr Keith Tattum, GP Associate Director, Russell 
Andrews, Non-Executive Director, Toyin Higgs, Trainee Non-Executive Director 
(NExT Director Programme) 

Action  
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The meeting was undertaken remotely due to the COVID19 pandemic and was 
completed in accordance with the recent governance guidance circulated within 
the Trust in relation to the functioning of the Board and Committees.  
 

76/2021 DECLARATION OF INTEREST RELATING TO AGENDA ITEMS  
There were no declarations made.  
 
Noted 
 

 

77/2021 MINUTES OF THE OPEN AGENDA – 13th May 2021 
The minutes of the open session of the meeting held on 13th May 2021 were 
approved. 
 
Joan Walley requested clarification in terms of the discussions had at the last 
meeting regarding the presentation received from the Collaborative Network.   
The Board did not come to a conclusion as to whether this should be pursued or 
not and Joan Walley asked for this to be agreed.  It was agreed further discussion 
would be had outside of the meeting. 
 
Received 
 

 
 
 
 
 
 
 
CB/JW 

78/2021 
 
 

ACTION MONITORING SCHEDULE AND MATTERS ARISING FROM THE 
MINUTES  
The Board reviewed the action monitoring schedule and agreed the following:-  
 
55/21 - Carers Story - Natalie Omelas - Edward Myers and Greenfields 
Centre - 14.05.21 - Peter Axon asked Joe McCrea to ask Natalie for her 
consent to share the story / video at the ICP Stakeholder group, to explain 
to Natalie the nature and role of the group and ask Natalie if she is able to 
attend - The Patient Story was shown at the ICP Programme Board and was 
very positively received. 
 
63/21 - Service User Carer Council - 14.05.21 - Russell Andrews asked if it 
would be possible to hear more about the work the Youth Council are 
undertaking in more detail and how the Council might engage more broadly 
with the Board. Sue Tams advised work was being undertaken as part of 
the strategy and she would provide more detail at the next Board as part of 
the Service User Carer Council report. Verbal update to be provided under 
Service User Carer Council Update Item. 
 
64/21 - Staff Survey Results and Next Steps 14.05.21 - Tony Gadsby noted 
from the Terms of Reference that there was not a specific equality diversity 
and inclusion representative for the steering group and asked if there was 
a particular reason for this. Shajeda Ahmed advised she was not sure why 
this was the case and she would take this back to the group but gave 
assurance that inclusion was a golden thread through everything we do. 
Completed.  
 
Received  
 

 
 
 
 
 
 
 
 
 
 
 

79/2021 PATIENT STORY – ANDREW BAIRSTOW 
Kenny Laing, Executive Director of Nursing and Quality introduced Andrew’s 
Story. 
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Adam Bairstow had used several of the services provided by the Trust. He 
described his experiences as a service user and how he had now taken on the 
role of peer support worker supporting other people. He described peer support 
workers as ‘the hope and inspiration of the Trust. 
 
Adam had two questions for the Board. 1. Are there any services to support 
people once discharged form secondary care to help people through that 
transition 2. Have the Board got any views about how easy it was for people to 
access mental health services during COVID.  
 
Kenny Laing thanked Adam for sharing his story and highlighted it demonstrated 
that recovery was not a linear process and involved a number of different 
services and it was important that whatever we provide as an organisation people 
can have different options in terms of what support was available. In relation to 
Adam’s questions Kenny Laing advised in terms of support during discharge the 
Trust was looking to establish a Wellbeing College this year.  During the 
pandemic all Trust services continued to see people and in fact saw more than 
usual.  The Access Centre was well resourced and was open 24/7.  
 
Joan Walley highlighted the importance of receiving the story particularly at a 
time when the Trust was looking to make changes adding that she was 
particularly interested in Growthpoint and the part that service provided as an 
anchor for Adam.  Adam described how positive his experience had been at 
Growthpoint.  
 
Adam was thanked for attending and sharing his story and the story was made 
available on the Public Website. 
 
Noted 
 

80/2021 REACH RECOGNITION TEAM AWARD  
The REACH Recognition Team Award for July 2021 was presented to the 
Moorcroft Reception Administrative Team, the video of which was made 
available on the Public Trust Website.  
 
The Reception Administrative Team at Moorcroft Medical Centre were the first 
contact for patient’s urgent, life-threatening and complex needs. Their work on 
reception and on the phone line could be extremely stressful and complicated. 
They needed excellent communication, patience and understanding to carry out 
their jobs well. This year the team had excelled. 
 
Throughout the pandemic the administration team had been on the frontline, 
literally risking their health to serve the practices population. Not only did they 
have to help frightened patients who looked to them for advice but they also had 
to deal with an unprecedented increase in telephone calls. They managed to 
work with the Senior Directorate Team and the Operations Managers to 
dramatically reduce call waiting times despite the continually increasing number 
of calls.  
 
The Administrative Team were vital in the success of the influenza and COVID-
19 vaccine service. With very little notice they were able to contact eligible 
patients and book first and second doses. They dealt with a significant number 
of queries and used their judgement to solve logistical issues for certain 
vulnerable patients. 
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Prior to the pandemic, the team adapted to post integration changes 
implemented in the practice. They took a greater role in sign posting and made 
total triage possible. The Reception Administrative Team were recognised as the 
unsung but vital heroes of Moorcroft and were thanked for their dedicated and 
important work. 
 
The Board offered their thanks acknowledging that primary care had been under 
relentless pressure for a long time which seemed unlikely to be going away in 
the near future.   
 
Noted 
 

81/2021 CHIEF EXECUTIVES REPORT 
Peter Axon updated the Board on activities undertaken since the last meeting 
and drew the Board’s attention to other issues of significance or interest.  
 
OUR “PEOPLE” STRATEGIC THEME 
 
OUR WORKING ARRANGEMENTS 
Peter Axon reported that the Trust had undertaken an extensive piece of work 
on working arrangements going forward. These were deliberately designed to be 
staff-led and heavily shaped by engagement with teams and managers - 
including via the staff survey feedback, Regroup-Reflect-Recharge initiative, 
individual team meetings, discussion at a range of staff and managers' forums 
including the Senior Leadership Team meeting, Clinical Professional Advisory 
Group, the Corporate Recovery Group, Clinical Recovery Project, Incident 
Management Group and the Executive Team. 
 
The outcome being we were able to provide everyone with some clarity and 
certainty. We were also able to agree a set of core principles which could be 
used to achieve consistency and structure around any individual discussions 
between frontline staff and their line managers. We are now moving forward with 
a set of working arrangements and principles our arrangements are centred on 
three key messages, clarity, safety and support.  
 
We know from staff feedback that the approach we took over the COVID period 
communicating and engaging with everyone was welcomed and useful. Peter 
took the opportunity to thank each and every person who had contributed to the 
discussion and debate. 
 
 SUMMER CELEBRATION OF LONG SERVICE  
The contribution of our staff through decades of service to the NHS was 
recognised over the summer through the Summer Celebration of Long Service. 
The three weeks of celebratory films were produced jointly by the Organisaitonal 
Development and Communications Teams as an entirely online event. 
 
The event was opened by our Executive Director of People, OD and Inclusion 
Shajeda Ahmed on the NHS’ 73rd birthday and will be closed by our Vice Chair 
Janet Dawson.  
 
Our films celebrated and highlighted the contribution of over 400 members of 
staff who had devoted decades of their working lives to the NHS. 
Staff were grouped into six strands – those who had worked at least 20 years in 
the NHS, or 25, 30, 35, 40 or incredibly 45 years.  Each of these six groups was 
represented by one person who provided a brief video snapshot insight into their 
personal story and individual history with the NHS. 
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All were sent a personal card of congratulations and commemorative badge. 
 
OUR “QUALITY” STRATEGIC THEME 
TRANSFORMATION PROGRAMMES  
 
PROJECT CHRYSALIS 
Project Chrysalis is an exciting programme to update the inpatient wards at the 
Harplands Hospital. The initial driver for Project Chrysalis was the Trust’s 
successful bid for available national capital funding for the eradication of 
dormitories in mental health hospitals. On reviewing the options for this, it was 
soon recognised that there was an opportunity to also extend improvements of 
the estate and ward configurations in line with the clinical estate strategy.  
 
It sets out to improve the inpatient facilities and patient experience for three 
services delivered by the Trust, specifically adult inpatient services, LD services 
and neurological services. The proposal designs have been clinically led with 
specialist input from our subject matter experts and are available to view on our 
CAT intranet, where colleagues can also submit questions. The works are 
proposed to commence later this year, subject to approvals and the target date 
for completion will be Summer 2024. 
 
Jenny Harvey talked about staff working from home which she felt had generally 
been well received and commended the clarity of that message.  Every Trust has 
had a conversation about working life post COVID but Jenny Harvey felt North 
Staffordshire Combined Healthcare was in a much better place due to having 
those conversations early. Jenny Harvey asked how easy the message would 
be when receiving a different message from the Government and how that would 
be managed. Peter Axon commented that the Government had to find a balance 
between the economy and health and wellbeing of the population and it was hard 
to get right. The NHS and healthcare environment need to be treated 
exceptionally and staff recognise and respect that point, we have seen nationally 
the number of Healthcare Support Workers having to isolate due to COVID that 
in itself irrespective of the significance of the illness affects the ability to provide 
healthcare services and particular in the winter.  Peter Axon talked about various 
aspects of the Trust estate being void and the need to conclude discussions 
around that.  David Rogers felt it was best to seek opportunities and make 
buildings more socially interactive places and areas in which ambition and 
innovation could thrive.   
 
Tony Gadsby referred to the story of Charles in Uganda and noted there was 
reference to the People, Culture and Development Committee possibly agreeing 
to fund the outgoing balance of £1k to enable shipment to go ahead.  Janet 
Dawson advised as Chair she had encouraged people to sign up to Just Giving 
page and asked Laurie Wrench to see whether the charity trustee was able to 
look to a proposal to assist and to that end the Committee had not made the 
decision to fund shipment. It was agreed an amendment was required to the 
Chief Executives Report to reflect this. Laurie Wrench confirmed she was looking 
into what could be utilized in terms of charitable funds. 
 
Received  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JMc 
LW 
 
 
 

82/2021 CHAIRS REPORT 
David Rogers provided a verbal update.  
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David Rogers recognised the impact of the long service recognition had been 
enormously beneficial and thanked all for their contribution. 
 
David Rogers talked about the Health and Care Bill was moving forward despite 
the change of personnel noting it retained some things that there had been 
concerns about i.e. political intervention.  David Rogers was certain that would 
be discussed in Parliament and the Confederation and Providers were putting 
forward strongly items they wanted to remove from that bill.  David Rogers 
acknowledged the need to brief local Members of Parliament (MPs). 
 
David Rogers commented that the new Secretary of State had acknowledged 
mental health was a priority and needed a plan.  David Rogers acknowledged 
the demand on services had been increasing annually and a workforce plan was 
required that would enable the Trust to meet that demand, strengthening various 
roles. 
 
Noted 
 

83/2021 QUESTIONS FROM MEMBERS OF THE PUBLIC 
The Trust continued to encourage the use of Ask the Board Online as part of its 
ongoing commitment to openness, transparency and innovation. 
 
Brief responses to questions were listed below; detailed responses from 
members of the Board were included within the recorded section of ‘Ask The 
Board’ and made available on the Trust’s Public Website. 
 
The Board received the following questions: 
 
Question 1:  
The Trust must embed digitalization very quickly. It’s silly, a waste of money and 
resources writing prescriptions. Patients need to focus on their recovery and 
carers spend all their time caring they should not be chasing prescriptions that 
the trust write.  
 
When will the Trust consider moving over to digital prescriptions that can be 
sent to the pharmacist?   
Chair - PEGIS 
 
Response: 
Dr Buki Adeyemo advised the Trust had committed funding for the 
establishment of electronic prescribing as part of the Digital Aspirant 
Programme.  It was advised that the project was ongoing and would be rolled 
out across the Trust. Dr Adeyemo advised that the Trust was aware of an early 
national pilot taking place which was being closely watched and the Trust was 
committed to joining a soon as NHSX provide the go ahead. 
 
Question 2: 
Will the Child and Adolescent Mental Health Service (CAMHS) team be given 
training about writing and producing reports for Education, Care and Health 
(EHC) plans? At the moment many CAMHS workers don’t understand their role 
and importance in this process.  
Chair - PEGIS 
 
Response: 
Liz Mellor provided a response advising the Trust was working with Local 
Authorities to consider how to ensure as a health provider it was sufficiently 
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contributing and ensuring information required was accurate and appropriate.  
Liz Mellor advised this was an ongoing process and included the upskilling of 
staff when needed. 
 
Question 3: 
How will the Trust address the long waiting lists for CAMHS? Many children are 
struggling due to the very long waiting lists and it’s not acceptable. 
Chair – PEGIS 
 
Response: 
Liz Mellor advised the Trust recognised there were some waiting times for some 
parts of Children and Young Persons (CYP) services and this was not 
acceptable and some increase in demand was visible at various parts of the 
CYP pathway. To address this the Trust were implementing a number of new 
initiatives which included, increased recruitment, better use of technology for 
greater access,  investment in commissioning and working with partner 
organisations and meeting demands in different and more innovative ways as 
part of transforming services. 
 
Question 4: 
Can you please explain the role of the QB testing for Attention Deficit 
Hyperactivity Disorder (ADHD) patients? At the moment I’m hearing parenting 
saying this is used as a diagnostic tool. Which is what it’s not intended to. 
Chair - PEGIS 
 
Response: 
Liz Mellor explained that QB testing was one of a number of screening tools used 
which formed part of the decision making process for diagnosis.  Liz Mellor 
confirmed it was a tool the Trust used alongside others to form the assessment. 
 
Question 5:  
Can you please tell me how many young people with ADHD get transferred over 
to adult services?  
Chair - PEGIS 
 
Response: 
Liz Mellor explained that the Trust did not collect this data Trust wide as yet but 
it was available in local teams. All CYP were assessed as part of the transition 
policy at 17 years old. Liz Mellor advised there were some opportunities to 
expand CYP services up to 25 years old to enable better transition as outlined in 
the Long Term Plan. 
 
Question 5a: 
How many of these young people will regularly see a psychiatrist to meet the 
nice guidelines? 
Chair – PEGIS  
 
Response: 
Liz Mellor provided a response. Children and Young people have access to 
psychiatrists when their needs determine it but the Trust operates a multi-
disciplinary team approach across all service areas with a range of professionals 
dictated by patient need and agreed with patients and carers as part of the care 
planning approach. Most of children and young people do not need to see a 
psychiatrist and benefit from the range of experience we have within the Trust 
and we feel fortunate we are able to offer that range.  
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Joan Walley welcomed the detailed questions from PEGIS and asked if there 
were mechanisms in place to ensure further engagement.  Kenny Laing gave 
assurance that regular and fluid discussions took place with PEGIS and they also 
held a seat on the Service User Carer Council. Tony Gadsby asked if there was 
an equivalent to PEGIS covering Staffordshire.  Liz Mellor confirmed there was 
an Autism Group but not something that was exactly the same.  
 
Chris Bird advised the Trust had established relationships with PEGIS at Director 
level through Jonathon O’Brien and felt there was a wider point regarding partner 
engagement via the Partnership Strategy which might be worth exploring rather 
than being specific to one group 
 
Noted 
 

 
 
 
 
 
 

84/2021 NURSE STAFFING MONTHLY REPORT (May 2021) 
Kenny Laing, Executive Director of Nursing and Quality presented the report. 
 
During May 2021, an overall fill rate of 94.7% was achieved; this had decreased 
from 96.8% in April 2021. 
 
The fill rate for Registered Nurse shifts increased to 78.1% in May 2021 from 
77.6% in April 2021. Ward occupancy levels increased in 5 areas and decreased 
in 8 areas. 
 
Registered Nurse vacancies increased by 6.26 WTE to 30.49 WTE. The 
Healthcare Support Worker vacancy position increased to 2.53WTE in May 2021 
from a previously over established position. Recruitment to vacancies remains 
challenging. 
 
Phil Jones recognised the vacancy rate theme throughout board papers today 
and queried if there was a need for session to delve further into that. Phil Jones 
acknowledged the use of agency staff to cover registered nurse vacancies and 
asked if this resource would effectively dry up. Kenny Laing advised even when 
using framework agencies there was not a huge availability of staff, what the 
Trust tends to do for nursing is block book members of staff to ensure continuity 
of staff who get to know patients and clinical areas which was also better from a 
sustainability perspective.  Agencies are having the same workforce pressures 
as it is a national issue.  
 
Received 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

85/2021 SAFEGUARDING QUARTER 4 AND ANNUAL REPORT 
Kenny Laing, Executive Director of Nursing and Quality presented the report.  
 
Quarter 4 Report 
Took report as read.  
 
Annual Report 
Kenny Laing highlighted the governance structure had continued to be in place 
during 20/21. The safeguarding group had good representation from the clinical 
directorates in terms of offering assurance.  The team had continued to pick up 
activity to support clinical teams and performance had been positive.   
 
Training, supervision and activities continued to be consistent. Slight dip in 
compliance associated with issues around accessing E-learning for Level 3 plan 
in place to improve confident will see improvement in Quarter 2 2021/22.   
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Joan Walley highlighted the rise in domestic abuse and suggested it may be an 
appropriate time for the Board to have an in-depth presentation in terms of 
domestic abuse. Joan Walley advised she was mindful of some correspondence 
there had been about particular cases in terms of the Trusts strategic role in 
waiting lists for people referred for support for domestic abuse. Kenny Laing gave 
assurance the Trust was in a good place and had a good working relationship 
with Staffordshire Police around domestic abuse.  The Trust regularly attended 
MARAC meetings, had an extensive amount of training supplied and had been 
working in partnership to train people to be domestic abuse champions.  Laurie 
Wrench to add Safeguarding / Domestic Abuse to the forward plan for further 
discussion 
 
Received 
 

 
 
 
 
 
 
 
 
 
 
LW 

86/2021 MORTALITY SURVEILLANCE QUARTER 4 REPORT 
Dr Buki Adeyemo presented the report. 
 
During Quarter 4 the mortality surveillance group reviewed the care of 20 people. 
 
Excellent care was acknowledged within Learning Disabilities Community 
Services. 
 
Phil Jones referenced one example where the Trust had failed to follow up 
multiple missed appointments and asked if there was a system that enabled 
monitoring of follow ups. Dr Buki Adeyemo advised this was in relation to people 
who attended services who had co-morbid physical health symptoms that were 
supported to attend for physical health appointments as opposed to attending 
Trust services.  Dr Buki Adeyemo gave assurance any issues highlighted were 
followed up with the team and the process was reaffirmed. David Rogers asked 
if the Trust used a messaging system to remind people of appointments. Dr Buki 
Adeyemo advised there was not but there was a tailored process for individual 
teams if required.   
 
Received 
 

 

87/2021 
 

QUALITY COMMITTEE ASSURANCE REPORT 
 
Patrick Sullivan, Non-Executive Director / Chair presented an assurance report 
from the meeting held on the 1st July 2021.  Patrick highlighted the following: 
 
Risk Register –     The Committee reviewed the risks contained in the Trusts Risk 
Register that fall under the remit of the Quality Committee.  The Committee 
agreed to reduce the score of the risk associated with the community pathway 
for patients with a personality disorder from 12 to 8.  
 
Quality Account - The Committee approved the Quality Account on behalf of the 
Trust Board. The final draft was circulated to all members of the committee prior 
to the meeting and following amendments the Chair advised that it be approved, 
and this was agreed. The document was circulated to all Board members prior 
to publication. Patrick Sullivan thanked people involved in the production of the 
document. 
 
 Directorate Dashboards - Each Clinical Director (or nominated deputy) 
presented their report and the balanced scorecard for their area of responsibility.  
Detailed performance information was available to the Committee supported by 
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a presentation on key quality issues from the Clinical Director. The presentations 
focused on quality issues, quality assurance and quality improvements.  
 
Overall, several themes were identified across directorates. These included: 
• Increased calls into access suggest we are starting to see the increase in 

demand predicated because of the pandemic 
• All directorates had significant challenges in relation to the number of 

vacancies, problems in recruitment, levels of turnover and significant service 
developments. Where recruitment is successful, turnover continues to 
negate gains. Assurance was provided regarding the development of an 
overall strategic approach to workforce planning and a structured approach 
to the management of operational vacancies. This is a major strategic and 
operational challenge for the organisation 

• Long waiting times in the ASD service for children – assurances were 
provided that these are being addressed and significant reductions are now 
starting to be seen 

• Positive developments in redesigning services through the primary care 
networks 

• Specialist services focused their presentation on the Community hospital 
alcohol team (CHAT). 
 

Policy Report - The following policies were approved;  
• 1.24 Nutrition & Hydration – extend for 6 months 
 
Approved for 3 years;  
• Medical Gases Policy 
• Management of Medical Devices 
• Environmental Ligature Risk Assessment Policy 
• Complimentary Therapy Policy 
• SOP - The use of pinpoint systems within Stoke CDAS 
• The Medical Management of Alcohol Withdrawal within Harpland’s Acute 

Wards: Services Standard Operating Procedure (SOP) 
• Harplands Acute Inpatient Protocol for Alcohol Detoxification 
• Protocol for Non- Medical Referring to Radiology 
• SOP - Side by side assessments between the Mental Health Liaison Team 

(MHLT) and the Emergency Department 
 
The Board was asked to ratify the approval of each of the above policies.  
 
Ratified / Received 
 

88/2021 IMPROVING QUALITY PERFORMANCE REPORT (IQPR 2020/21) – Month 2 
Eric Gardiner, Executive Director of Finance, Performance and Estates 
presented the report:  
 
Month 2 presented a positive position overall. There were 25 rated measures 
that met the required standard and 7 that had not met the required standard and 
were highlighted as exceptions.  
 
There were 4 special cause variations signifying concern, there were IAPT 90 
day waiting time standard between the first and second treatment contact, 
agency spend, vacancy and statutory and mandatory training which remained 
above standard. 
 
Performance Improvement Plans: 

- Delayed Transfers of Care – remained open 
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- Referral to Treatment within 18 weeks (specifically the Neuro community 
service) – remained open 

- Delayed Transfers of Care – Closed 
- Referral to Assessment within 4 weeks (specifically the Community 

Learning Disability Team) – Closed 
- IAPT: Patients wait no longer than 90 days between 1st and 2nd 

treatment – Issued in Month 2. Performance is exceeding the standard 
between the first and second treatment contact at 42.9% in M2 (target 
10%) as a consequence of a waiting list that has built as a result of 
increased demand and a high number of vacancies. 
 

There were 4 special cause variations signifying improvement.   
 
Patrick Sullivan highlighted there were clearly some services with significant 
waits and asked if there was any way the Board could be alerted within the report 
where there were particular difficulties, perhaps in the narrative. Joan Walley 
agreed the greater the problems were the greater that pressure would be on the 
Trust and in those circumstances communications would be important and 
wondered how much that was factored into the report. Eric Gardiner agreed to 
think about how difficulties could be highlighted and acknowledged the 
importance of how the Trust managed communications internally and externally 
and agreed this needed some consideration and work with the operations team 
as to how to manage that going forward.  
 
Received 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EG 
 
 
 
 
 

89/2021 SERVICE USER CARER COUNCIL (SUCC) 
Kenny Laing, Executive Director of Nursing and Quality presented the report and 
highlighted the following: 
 
During the last month, there were a number of new members to join the SUCC; 
this was a direct result of recent engagement events which helped with the 
development of our Service User and Carer Engagement Strategy.  
 
Community Transformation Programme - Service users and carers from various 
teams across the Trust were involved in different aspects of service delivery 
including the Community Mental Health Framework Transformation program, 
service user pathways and service redesign. Plans are being developed to have 
an expert reference group to support the co-production elements of the program. 
 
Volunteers and Volunteer Peer Mentors - The Trust continued to recognise the 
huge value that volunteer peer mentors and peer support workers provide to the 
Trust and to people who use services.  Likewise, the work of all volunteers 
continued to provide a valuable supplementary service, enhancing the 
experience of patients and visitors and supporting staff across the Trust. As we 
began to see the continued unlocking of COVID-19 restrictions at a national level, 
we also received a number of enquiries from staff and current volunteers 
regarding their return and have a number of ideas of how volunteers could assist 
in new roles, which support the COVID19 response both inside the hospital, and 
in community teams. To this end, we developed a phased return of volunteers; 
this was supported by the Clinical Professional Advisory Group (CPAG) and will 
see the reinstatement of volunteers from September 2021.   
 
Tony Gadsby asked if the Trust had mapped out the experiences of the members 
of the council geographically over the patch and services to see if there were 
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areas that were underrepresented.  Kenny Laing acknowledged this and agreed 
this was something that would be address in the SUCC Strategy. 
 
Pauline Walsh acknowledged the positive way the Trust engaged with service 
users and highlighted learning from experiences was something she was 
interested in exploring more in terms of how some of the key learning from that 
could be shared in the undergraduate pre-registration programme.  
 
David Rogers suggested encouraging the Youth Council to have direct 
presentation into the board to ensure they knew their contribution was significant.  
Kenny Laing advised this would be addressed as part of the strategy that would 
come to Board. 
 
Received 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

90/2021 FREEDOM TO SPEAK UP (FTSU) 
 
Zoe Grant, Freedom to Speak Up Guardian presented the report. 
 
Zoe Grant highlighted the highest proportion of staff raising concerns throughout 
2020/21 were Registered Nursing staff; this represented 31% of all concerns.  
 
The highest proportion of concerns raised throughout 2020/2021 was from the 
Acute and Urgent Care Directorate. Fourteen of the twenty concerns were linked 
to behaviours and relationships; line management issues and bullying and 
harassment; 
 
Zoe Grant highlighted there had been a concerted and ongoing focus to promote 
FTSU Guardian and Champions with increased promotion through Trust 
communications; but more importantly ensuring the Champions are actively 
engaging with their own teams and surroundings to ensure that concerns are 
being voiced and responded to. 
 
More focus has been given to the Champions development programme and 
increased visibility.  
 
In January 2021, the Trust Board reviewed the self-assessment for Speaking Up, 
which was issued by the National Guardian’s office. The review acknowledged 
progress of the actions which were overseen by the Trust Board Secretary, with 
assurance to sign off the self-assessment as complete.  
 
This year’s index was based on the results from the 2019 NHS Staff Survey. The 
Trusts score was 80.5 % against a national average of 79% and the highest 
performing Trust scoring 86%. This was an improvement from the previous year 
when the Trust scored 79%, with the highest performing Trust scoring 87%.  
 
All concerns are now closed, however some staff have reported things have not 
being fully resolved due to their own reluctance to formalise their concerns via 
the Trusts HR processes. 
 
The highest theme throughout 2020/21 was related to patient safety and quality 
concerns. Of the ten concerns, two concerns related to a lack of service 
provision; both were appropriately escalated to senior managers within the Trust 
and responses provided to the individuals raising the concerns.  
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The FTSU Guardian had oversight of the ‘COVID Questions’ direct email which 
was used for all Trust staff to raise queries or concerns throughout the pandemic. 
This alongside oversight of Dear Peter activity enabled monitoring of potential 
themes and areas of concern. 
Zoe Grant highlighted priorities for 2021/22 which included leaders training, 
champion engagement, focus on themes and improvements. 
 
Phil Jones asked how results presented here aligned with results from the Staff 
Survey and if the incidents of senior staff inappropriate behaviour was isolated 
or if there was a wider issue.  Zoe Grant advised there was a correlation between 
the staff survey and themes through the FTSU network. With regards to the 
incidents of senior staff inappropriate behaviour, Zoe Grant confirmed these were 
relatively isolated but linked to leadership style. 
  
Tony Gadsby acknowledged the last 12 months had been difficult for staff. 
Shajeda Ahmed advised during COVID there had been a huge promotion around 
health and wellbeing which included FTSU champions alongside the 
comprehensive COVID communications. 
 
Jenny Harvey shared her concern around the mention of under development of 
champions and a role in change management.  Jenny Harvey asked what this 
meant.  Zoe Grant confirmed this was a change in cultures not change 
management or employee relations.  
 
Pauline Walsh noted the survey received 300 + responses and asked how there 
was assurance that everyone within the Trust was aware of the FTSU initiative. 
Zoe Grant advised that people were raising concerns from all directorates, the 
champions were a key resource in terms of socialising the message and integral 
to teams and directorates and there was also a piece around FTSU in the Trust 
induction and sessions were held with student nurse cohorts and at medical 
induction.  
 
Received 
 

91/2021 WORKFORCE PLAN 
Shajeda Ahmed, Director of People, Organisational Development and Inclusion 
presented the plan. 
 
The paper provided a position statement outlining the Trust’s updated current 
workforce plan submissions. 
 
Shajeda Ahmed advised the Trust was forecasting an in year increase of 
100.67wte, which was representative of 6.38% workforce growth.  This included 
a number of large scale investment programmes to transform and strengthen the 
services delivered to our local population, as a result of increased Commissioner 
funding.  Funding had already landed in Month 1 2021-22 financial plans.  Due 
to the minimal notice in Commissioner funding, there had been limited 
opportunity for services to robustly plan workforce needs aligned to service 
transformation programmes.  The vacancy position in 2020/21 was 10.13% and 
inclusive of 6.38% workforce growth, increased to 13.49%.  The predicted month 
4 2021/22 vacancy rate is 11.69% factoring in the turnover and vacancy 
positions.  Vacancy rates were estimated to continue to be particularly high within 
the professionally registered staffing groups, Nursing, Medical and Allied Health 
Professionals (AHP’s). 
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A number of internal workforce development actions are underway including the 
growth of qualified Nurses through the Apprenticeship route but this was not 
anticipated to immediately meet the vacancy needs across the organisation.  
Additionally, the Trust has a number of work streams focusing on short, medium 
and long-term on workforce supply and retention strategies.  The Trust’s has an 
aging workforce profile with approximately one fifth of the workforce being aged 
56 years and over, creating an added risk to workforce retention.  There are an 
additional 44 people with Mental Health Officer status, 38 of which could retire at 
any point or retirement will imminently be an option to them. 
 
The Trust has regulatory responsibilities in relation to workforce plan reporting 
including collaborative workforce planning within and across the ICS and external 
workforce plan reporting to NHSE / I, all responsibilities continued to be met with 
favourable feedback. 
 
Balancing the opportunities and challenges of Commissioner Investment and 
capital is critical to workforce planning.  The ongoing co-development and co-
design of workforce plans between Service Leads, Associate Directors and 
Professional Leads with support from our People, Organisational Development 
and Inclusion function is crucial to mitigate against further long term workforce 
vacancy challenges. 
 
Phil Jones felt attracting 50 staff was a huge ask and asked if there was a plan 
B if we did not achieve these numbers.  Shajeda Ahmed advised there was no 
quick fixes but a primary aim was to stabilise retention, encouraging retire and 
return.  Workforce growth takes time but the Trust was utilising temporary 
workforce supplies, trying to increase bank and encourage agency staff to work 
on the bank. Shajeda Ahmed advised conversations were ongoing in terms of 
workforce mobilisation, the Trust had been looking at skill mix, rotation, Band 6 
nurses etc. as part of workforce planning processes.  
 
Elizabeth Mellor advised we could do more innovatively and creatively in our 
service areas. We know it’s a fantastic organisation to work for and people do 
stay as demonstrated in the number of long service awards received.  Peter Axon 
advised the Trust vacancy management plan, that described the "how" included 
innovative workforce solutions. The Trust will not and cannot assume Registered 
Nurses are the solution if the short term pipeline simply did not enable this. 
 
Janet Dawson asked if there was confidence we had the leadership skills and 
training in place to handle this different approach and if there were cultural 
barriers we need to work on to facilitate this approach.  Shajeda Ahmed advised 
there had been conversations around people’s perceptions and the business 
partners were working closely with service managers in terms of coproduction 
management of the plan and looking at what the art of the possible was in terms 
of what could be implemented.  
 
Tony Gadsby noted there was a focus on nursing and asked about administrative 
staff and succession planning. Shajeda Ahmed advised all professional areas 
would be addressed within the strategic trust wide workforce plan but the focus 
at the moment was around workforce deficit roles.  
 
Received 
 

93/2021 PEOPLE, CULTURE AND DEVELOPMENT COMMITTEE 
Janet Dawson, Chair and Non-Executive Director presented a summary from the 
Committee held on the 7th June 2021 
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The People Culture and Development Committee reviewed all risks which were 
detailed within the summary. 
 
The Committee received a staff story from a Staff Nurse/BAME representative 
based on Ward 7 who gave a presentation that detailed his life-story to date, of 
growing up in Uganda, moving to the UK in 2009 and gaining his Mental Health 
qualification in 2018 from Keele University.  For over 8 years the Staff Nurse and 
his wife had been making charity collections of items such as children’s clothes, 
reading books, shoes, paying school tuition fees and raising Mental Health 
awareness for people in Uganda.  They meet the shipping costs of the donations 
themselves. Harplands staff continue to contribute to the charity collections and 
the donations and offers of support had been overwhelming.  
 
High Potential Scheme - An event in April enabled participants to share how they 
have grown during the pandemic. As the only National Leadership Academy 
programme that has continued through the pandemic, our commitment to 
continue to value, leadership development has been commended at national 
level.  
 
Staff Survey Results - Directorates were asked to use their results to identify 3 
key areas for action this year, with exception in the acute setting where senior 
leaders would discuss how to manage their results. 
 
The following policies were approved for 3 years, subject to ratification at Trust 
Board via the Committee summary: 
 
• Temporary Staffing Policy 
• Flexible Working and Employment Break Policy 
• Roster Policy (following slight amendments raised at JNCC) 
 
Ratified / Received 
 

94/2021 MONTH 2 FINANCE REPORT (2021/2022) 
Eric Gardiner, Executive Director of Finance, Performance and Estates 
presented the report. 
 
Trust Board are asked to note the reported year to date position of £77k surplus 
against a planned break even, a favourable variance of £77k. The cash position 
of the Trust as at 31st May 2021 with a balance of £16.0m. 
 
Patrick Sullivan asked if there was any risk to the capital programme as a result 
of increased costs. Eric Gardiner advised the Trust had not spent much on capital 
this year and needed to develop different plans due to shortage of supply.   
 
Received 
 

 
 
 
 
 
 
 
 
 

95/2021 ASSURANCE REPORT FROM THE FINANCE AND RESOURCES 
COMMITTEE  
 
Russell Andrews, Chair / Non-Executive Director presented a summary from the 
Committee held on 1st July 20021. 
 
The Committee received an update across all live projects and discussed the 
prioritisation of projects that were on hold and the impact of any delays.  
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Emphasis was drawn to the submission of the Data Security and Protection 
Toolkit which was required before 31st June 2021 where the Trust submitted 
compliance with all 149 assertations.  
 
The Committee received an update on the work of the Digital Aspirants 
Programme which highlighted the approval of the target operating model and 
roadmap for implementation. The committee were informed that all Digital 
Clinical Leads were now in post and had been allocated workstreams to lead and 
were supporting the directorates around these developments. The update also 
highlighted the pilots of Clinical Aide and Community aide applications to support 
the offline and remote access to service user information stored within the 
Lorenzo System. 
 
Project Chrysalis is the name for three elements that comprise the Inpatient 
Reconfiguration programme i.e. dormitory eradication, re-provision of the 
Assessment & Treatment Learning Disability Unit and early planning for 
improvement of CAMHS tier 4 provision. The Director of Operations presented a 
paper to the Committee detailing approvals process that the Dormitory 
Eradication business case had previously been through and included the 
required timeline of approvals needed for additional schemes over and above 
including the Learning Disability Assessment & Treatment business case.  The 
sources of funding (Public Dividend Capital and Trust Capital) were included in 
the paper alongside a financial forecast of the current schemes at stage 3 design 
phase.  The Committee discussed extensively the stakeholder engagement into 
the project design which included all affected services, professional fees and 
service user representation. 
 
The Director of Operations advised the Committee that a paper regarding where 
the programme was up to in terms of the transfer, procurement and contracts 
would be coming through to the next Committee.  Assurance was given that the 
process was where it was expected to be at this time in terms of transition and 
as we move into the second half of the year we could move to the transformation 
of service agenda.  A thorough discussion took place regarding responsibilities 
relating to a number of areas including quality management. 
 
Policies 
A number of policies had extension requests agreed by the Committee as 
detailed below: 
• Mobile Devices Policy 
• Safe Use of Mobile Phones Policy 
• Safe Haven Policy 
• I.T Asset Management Policy 
• Business Continuity Policy 
 
Ratified / Received  
 

96/2021 EXTRAORDINARY AUDIT COMMMITTEE ASSURANCE REPORT 
Phil Jones, Non-Executive Director / Chair, presented the summary from the 
meeting held on the 14th June 2021 and highlighted the following:: 
  
Approval of Annual Accounts 
The three unadjusted “judgemental” differences were noted as follows: 
1. Overstatement of the valuation of the Trust land and buildings 
2. £46k prepayment missed extrapolated over sample size 
3. Income risk over the cash receipt of s.75 income. 
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In relation to the Public Sector Payment Policy (PSPP), it was noted the Trust 
had achieved 94% of NHS Payables within 30 days but when added to Non-NHS 
Payables the Trust had achieved the 95% target. Following the move of Section 
75 to Stoke on Trent City Council, Russell Andrews queried if this would remove 
the Trust’s Local Government Pension Scheme (LGPS) liability. It was confirmed 
this had been dealt with within the 2020/21 accounts, and no further items related 
to LGPS. 
 
The Audit Committee received and approved the Annual Accounts. 
 
Annual Report and Annual Governance Statement were received.  
 
Received 
 

97/2021 CHARITABLE FUNDS UPDATE 
Joan Walley, Non-Executive / Chair provided a verbal update from the meeting 
that took place on 18th June 2021. 
 
Joan Walley reported the next Committee meeting was scheduled for the 8th 
September 2021 after the holiday period, and there would be a report from that 
to the next Corporate Trustees meeting. Prior to this there would be a task and 
finish group to help shape next steps which could be considered at Committee. 
 
The Committee had already discussed charity commission requirements plus 
other issues which included Gift Aid arrangements, aligning expenditure levels 
within the Trust, cycle of future business and input from the Trust including 
Communications Team, engagement with staff and user groups and encouraging 
their input to work with the Committee.  
  
Noted 
 

 

98/2021 BOARD MEMEBERS DECLARTIONS OF INTEREST REGISTER 
Laurie Wrench, Associate Director of Governance presented the report.  
 
The report was approved and will be uploaded to the Trust Public Website.  
 
Approved / Received 
 

 

99/2021 ANNNUAL REPORT 
Joe McCrea presented the report. 
 
The report was taken as read. Joe McCrea thanked everyone involved especially 
operational colleagues for their fast turn around. 
 
Received 
 

 

100/2021 QUARTER 1 STRATEGY UPDATE  
Chris Bird, Director of Partnerships, Strategy and Digital presented the report.  
 
The report provided an update on the promotion and implementation of the Trust 
Strategy as at Quarter One 2021/22.  
 
The report set out a summary of the actions that had been taken since the launch 
of the strategy and reported on headline progress towards implementation. There 
were a number of positive developments to be reflected with no significant risks. 
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Received 
 

101/2021 QUALITY COMMITTEE ASSURANCE REPORT  
Patrick Sullivan, Chair / Non-Executive Director presented the summary from 3rd 
June 2021 for information only.  
 
Received 
 

 
 
 
 
 
 
 

102/2021 FINANCE AND RESOURCE COMMITTEE ASSURANCE REPORT  
Russell Andrews, Chair / Non-Executive Director presented the summaries from 
24th May 2021 and 3rd June 2021 for information only.  
 
Received 
 

 

103/2021 AUDIT COMMITTEE ASSURANCE REPORT  
Phil Jones, Non-Executive Director presented a summary from the 14th May 2021 
for information only 
 
Received 
 

 

104/2021 SAFER STAFFING MONTHLY REPORT – APRIL 2021 
Kenny Laing, Executive Director of Nursing and Finance presented the report for 
information only 
 
Received 
 

 

105/2021 SERIOUS INCIDENTS QUARTER 4 AND ANNUAL REPORT 
Dr Buki Adeyemo, Executive Medical Director presented the report for 
information only.  
 
Received 
 

 

106/2021 ANY OTHER BUSINESS 
 
There were no other items of business. 
 

 

 DATE AND TIME OF NEXT MEETING 
 
The next public meeting of the North Staffordshire Combined Healthcare Trust 
Board will be held on Thursday 9th September 2021 at 10.00am via MS Teams. 
 
 

 

 MOTION TO EXCLUDE THE PUBLIC 
 
The Board approved a resolution that representatives of the press and other 
members of the public be excluded from the remainder of this meeting, having 
regard to the confidential nature of the business to be transacted. 
 

 

 
The meeting closed at 12.50pm 
 
 
Signed: ___________________________  Date_____________________ 
 Chairman 



Board Action Monitoring Schedule (Open Section)

                                                            

Action Meeting Date Minute No Action Description Responsible Officer Target Date Progress / Comment

1 14-May-21 66/21 Month 12 Finance Report

14.05.21 - Jonathan O’Brien advised the Trust had submitted its first draft of the spending plans for the 

Mental Health Investment Standard (MHIS) money for the system on the 6th May 2021.  Jonathan 

O’Brien confirmed the plan was scheduled to be sighted at the Mental Health Programme Board and 

would be brought to Board following that meeting. 

Jonathan O'Brien 09-Sep-21 An MHIS update was taken to the 3rd June MH system 

Board. This will be further updated and presented to the 

Board as part of a wider MHIS / MH LTP discussion at a 

future Development session. 

2 08-Jul-21 81/21 Chief Executive Report (1)

08.07.21- Tony Gadsby referred to the story of Charles in Uganda and noted there was reference to the 

People, Culture and Development Committee agreeing to fund the outgoing balance of £1k to enable 

shipment to go ahead.  Janet Dawson advised as Chair she had encouraged people to sign up to Just 

Giving page and asked Laurie Wrench to see whether the charity trustee was able to look to a proposal 

to assist and to that end the Committee had not made the decision to fund shipment. It was agreed an 

amendment was required to the Chief Executives Report to reflect this. 

(2) Laurie Wrench confirmed she was looking into what could be utilized in terms of charitable funds.

Joe McCrea

Laurie Wrench

09-Sep-21

09-Sep-21

Chief Executive Report has been amended to reflect 

discusisons staff have been encouraged  thorugh line 

managmn route are enciuraged to look at the story 

Charitable Funds Committee discussed this area of 

funding on the 18th June 2021, it was confirmed it was 

not appropriate to fund. 

3 08-Jul-21 85/21 Safeguarding Quarter 4 and Annual Report

08.07.21 - Joan Walley highlighted the rise in domestic abuse and suggested it may be an appropriate 

time for the Board to have an in-depth presentation in terms of domestic abuse. Laurie Wrench to add 

Safeguarding / Domestic Abuse to the forward plan for further discussion

Laurie Wrench 09-Sep-21 Safeguarding session to be included once capacity 

allows within the work schedule. 

4 08-Jul-21 88/21 IQPR Month 2

08.07.21 - Patrick Sullivan highlighted there were clearly some services with significant waits and asked 

if there was any way the Board could be alerted within the report where there were particular difficulties, 

perhaps in the narrative. Joan Walley agreed the greater the problems were the greater that pressure 

would be on the Trust and in those circumstances communications would be important and wondered 

how much that was factored into the report. Eric Gardiner agreed to think about how difficulties could be 

highlighted and acknowledged the importance of how the Trust managed communications internally and 

externally and agreed this needed some consideration and work with the operations team as to how to 

manage that going forward. 

Eric Gardiner 09-Sep-21 Following the Board meeting the Performance Team 

prepared a paper outlining a number of challenges 

relating to recording activity which has been discussed 

by the Executive Team and SLT.  As a consequence, a 

Task & Finish Group will be established to work through 

the issues highlighted.  The outputs of this will 

ultimately be incorporated into the IQPR.

Trust Board - Action monitoring schedule (Open)



 

A Patient Story: Clinical Timeline. 
The name of the service user has been changed to protect confidentiality for the 

purpose of the Service User story he will be referred to as Joanne. 

Joanne accessed the Crisis Care Centre for an assessment with Access on the 5th 

June 2021 following her son raising concerns about her mental well-being. Joanne 

has been experiencing low mood for 2 weeks prior to referral and had been consuming 

large amounts of alcohol. Joanne was voicing suicidal ideations. This appears to be a 

long-standing cycle for Joanne who has a history of abuse as child and adult, Joanne 

typically binges on alcohol to get respite from emotions and during this period neglects 

her activities of daily living and self-care. The outcome of the Access assessment was 

for Joanne to be referred to the Sutherland Centre for consideration of Psychological 

Intervention and to the STR Pathway to provide structured practical support to enable 

her to set daily goals and return to sensible nutritional intake then to explore social 

outlets. 

The STR Pathway completed an initial assessment on the 6th June 2021 to commence 

engagement. The STR Pathway supported Joanne for 32 days, during this time 

Joanne was supported with the following: 

1. Joanne collaborated in completing her intervention plan with the STR Team. 

2. Joanne was supported in forming a safety plan. 

3. The Alcohol Audit Tool Complete scoring 27 by STR Worker– this was able to 

support rationale and understanding for Joanne who then provided informed 

consent to be referred to Community Drug and Alcohol Service. This was 

actioned and Joanne is due to have an appointment July 2021. Joanne was 

also provided with Northumberland Tyne and Wear Trust Self-help guide 

‘Alcohol + You’. During STR Intervention Joanne reduced and become 

abstinent from alcohol. 

4. Joanne has not been taking her Mirtazapine consistently therefore medication 

education was provided and Joanne started to take this consistently- she was 

also advised to contact her GP who increased her dose.  

5. STR Worker support Joanne in arranging her Psychology Screening 

appointment with the Sutherland Centre. The Psychology Screening 



appointment was facilitated 7th July 2021 with recommendations for Joanne to 

self-refer to Savana.  

6. STR worker worked with Joanne to complete goal-setting and practical support- 

on one occasion supporting Joanne to peg out the washing and take rubbish 

bags out to the bin- motivating Joanne to continue completing activities of daily 

living independently.  

7. Joanne was discharged 8th July 2021 – she was signposted to self-refer to the 

Walking for Health Group and Savana. STR Pathway explored the ‘next-steps’ 

for Joanne’s ongoing and sustaining her recovery, with this in mind, it was 

mutually agreed for Joanne to be referred to Step-on.  

8. The short Warwick-Edinburgh Mental Well-being Scale (SWEMWBS) was 

completed when Joanne initially engaged with the STR Pathway this scored 16, 

this was repeated again at point of discharged scoring 33 supporting and 

evidencing positive signs of recovery.  
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Chief Executive’s Report to the Trust Board 

9 September 2021 
 
PURPOSE OF THE REPORT  
 
This report updates the Board on activities undertaken since the last meeting and draws the 
Board’s attention to any other issues of significance or interest.  
 
 

 
OUR “PEOPLE” STRATEGIC THEME 
 
SUMMER LONG SERVICE CELEBRATIONS 
 
We’ve had an absolutely fantastic Summer Celebration of Long Service over the past few 
months for over 400 members of current staff who have dedicated decades of service to us. 
Thank you to every member of the staff for their work and outputs over the years, it’s truly 
valued.  
 
With an opening film by Shajeda Ahmed, Director of People, OD and Inclusion, we launched 
our Summer Celebration of Long Service on the NHS’ 73rd birthday. We celebrated and paid 
tribute to all of the staff receiving recognition in our virtual Long Service Awards with ‘rolls of 
honour’ and interviews. Our films featured colleagues from Combined Healthcare giving 
insights into their personal stories within the NHS – why they joined, what the NHS means to 
them and what it has enabled them to do. We also took a light-hearted look at what was going 
on in the country at those particular moments in time, from the launch of the iPod, to Nelson 
Mandela’s visit to the UK.  
 
You can watch the films online here – we’ve had over 2,000 views so far, which is great profile 
for our brilliant staff! 
 
We also had brilliant feedback from colleagues to the Long Service Recognition cards and 
badges that have landed in people’s homes. It’s been brilliant to see how much they have 
been welcomed and appreciated. And, of course, initiatives like this show how much we value 
our people and why Combined Healthcare is such a great place to work.  
 
VACANCY MANAGEMENT PLAN (VMP) 
 
The Trust’s Vacancy Management Plan (VMP) focuses on new recruitment and the retention 
of existing staff, and has been established due to the increased workforce needed to 
transform and develop services resulting in the organisation expanding at pace. 
 
It has been developed and influenced by Regroup, Reflect, Recharge activity, staff survey 
findings, Senior Managers, Ward Managers, Matrons and other staff representatives.  
 
A Task and Finish Group has been established and will meet fortnightly over the next 12 
months, and is chaired by the Deputy Director of Operations Liz Mellor. 33 schemes have 
been recorded as part of the plan – four are completed, and 29 are on track or require some 
further development. The success will be measured by a baseline of 14.2 percent vacancy 
rate, and 10.36 percent staff turnover rate (June 2021).  

https://www.youtube.com/playlist?list=PLuLnRckD7bTceRGRMEOYPv_0JVizk5es1
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COACHING AT COMBINED  
 
Coaching is a great mechanism to help staff unlock their personal potential and to achieve 
their goals. We are developing a Coaching culture at Combined Healthcare, and have recently 
hosted two ‘Conversations that Count’ workshops to help colleagues learn more about the 
value of coaching, and what a coaching conversation looks, feels and sounds like.  
 
Conversations that Count are everyday interactions between colleagues that focus on 
supporting and helping each other to be the best they can be in their roles, feel confident in 
their knowledge and abilities, recognise and develop their skills, use on-the-job learning 
opportunities, and feel trusted and empowered to make decisions and take action.  
 
Participants in the workshops built a practical understanding of the differences between 
coaching, mentoring, supervision and training and an appreciation of the value and impact of 
coaching in the workplace, as well as learning a clear and simple process that enables them 
to hold effective everyday coaching conversations, and a tool for reviewing and developing 
your own coaching skills. 
 
Well done to everyone who took part, as we nurture and support colleagues through 
Conversations that Count.  
 
SUPPORTING FLEXIBLE WORKING FURTHER  
 
We have recently undertaken a staff survey, throughout August 2021, to understand if there 
is more we can do to support flexible working in the Trust.  
 
We are keen to make sure colleagues have the right work/life balance, and responses will be 
kept completely anonymous and centrally collated via the Smart Survey system that we have 
in place.  
 
We will be analysing the results and using them to inform discussions about what else we can 
do to support the work/life balance of Combined Healthcare colleagues going forwards.  
 
OUR PEOPLE – SUCCESSES AND NEW DEVELOPMENTS  
 
The Trust is delighted that Sarah Wanjiku, Senior Mental Health Practitioner, has been 
selected as our Staffordshire and Stoke-on-Trent System participant on the Aspirant BAME 
Leaders programme. The programme commenced in June, and runs for 12 months. Well 
done to Sarah.  
 
It was a real Combined effort with five CAMHS clinicians at the Trust contributing to a book 
release by Dr Ann Cox entitled ‘Helping Your Child With Worry and Anxiety’; congratulations 
to Dr Kristina Keeley-Jones, Clinical Psychologist at South Stoke CAMHS, Ben Lea, MH 
Nurse and CBT Therapist at North Stoke CAMHS, Dr Ruth Fishwick, Clinical Psychologist at 
Paediatric Psychology, Lisa Dale, North Staffs CAMHS, and Dylesia McKnight, North Staffs 
CAMHS. This is an outstanding example of the knowledge and expertise we have within our 
CAMHS services.  
 
Lots of our staff are undertaking some phenomenal fundraising efforts at the moment. A group 
of colleagues from Ward 3 are participating in Race for Life’s Mud Run in September in aid of 
Cancer Research, and Rob Sillito is running the Potters ‘Arf Marathon – also that month – in 
aid of Parkinson’s UK.   
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Two healthcare support workers from Ward 5 Neuropsychiatry, Mark West and Rhys Howley, 
are bravely skydiving in November with all proceeds going to the Ward.  
 
David Jones from City Memory Services is raising money for Alzheimer’s Society, and has 
recently completed a 500-mile total cycle ride.   
 
We had some great staff support for the recent England and Team GB successes in the Euros 
and Tokyo 2020 Olympics and Paralympics over this summer. The Crisis Care Centre was 
decorated for the Euros final, and the Edward Myers Unit enjoyed making England flag 
bunting, hats and flags. And for the Olympics, Stevan Thompson created a beautiful piece of 
artwork on Ward 6.  
 
We had our own personal link to Team GB Tokyo 2020 too; three Trust members of staff – 
Dean Burgess (father), Carole McGranachan (mother), and Janine Burgess (stepmother) – 
proudly watched their son Adam Burgess, slalom canoeist, successfully reach the final round 
of his competition in Japan. A huge congratulations to Adam from everyone at Combined 
Healthcare.  
 
The Darwin Centre recently held a fun day, raising a fantastic amount of money. The day 
featured a car wash, a card tournament, a raffle and lots more, including some amazing prizes 
kindly donated by local businesses. The team and young people successfully raised £800. 
These funds will go towards activities for the young people who will be staying at the Darwin 
Centre over the summer holidays. Well done to the team and thank you to everyone who 
supported the day. 

OUR “QUALITY” STRATEGIC THEME 

PERFORMANCE 
 
The Performance and Clinical systems teams are effectively supporting Directorates remotely 
to ensure that the Trust continues to report our national, commissioner and internal measures 
and evidence the outstanding work that is taking place in all of our teams during the COVID-
19 pandemic. Performance overall remains positive – thank you to all staff for their efforts in 
ensuring this. Key highlights for month 4 are below - 
 
Highlights 
 
Workforce  

• 89 percent of staff have completed their Statutory and Mandatory Training  
• 87 percent of staff have received an annual performance development plan 

(appraisal). 
  
Access and waiting times  

• 97.3 percent service users referred have received an assessment within 4 weeks and 
99.2 percent received treatment within 18 weeks  

• 87.5 percent of referrals made to the Early Intervention team were treated within 2 
weeks 

• 100 percent of referrals made to the CYP Eating Disorders team received an 
assessment within 4 weeks and 100 percent received treatment within 18 weeks 

• 98.0 percent of Children and Young People referred received an assessment within 4 
weeks and 100 percent received treatment within 18 weeks  
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• 95.2 percent of service users referred to the MH Liaison team were seen within 1 hour, 
100% within 4 hours and 98.4 percent within 24 hours 

• 97.1 percent of 48 hour follow ups were completed against 95 percent target. 
 
Quality  

• 100 percent of all CPA service users discharged from an adult inpatient service were 
followed up within 7 days (95 percent target) 

• 15.4 percent service users on CPA have a recorded employment status (national 
target 8 percent) and 74.5 percent service users on CPA are in settled accommodation 
(national target 61 percent) 

• 95.8 percent of service users have a Care Plan in place and 96.1 percent of service 
users have received a completed risk assessment (target 95 percent) 

• 96.5 percent of service users have a risk assessment recorded (target 95 percent) 
• 94.3 percent of service users have an ethnicity status recorded (target 85 percent) 
• 92 percent of people who completed their Friends and Family Test survey said they 

would recommend Combined Healthcare 
• There have been no under 18-year-old admissions to adult inpatient wards during 

June. 
 
Data Quality  
Data Quality Maturity Index 

o  (DQMI) up to 98.1 percent (National average 84.8 percent). In top 10 Providers in 
England. 

 
Areas for Improvement 
 
Our vacancy levels remain high and although not out of line with Mental Health Trusts across 
the country they are of concern. We are mitigating this through use of Bank and Agency 
staffing however, this is on a long term solution. The situation is largely a result of converging 
multiple factors including the impact of Covid on training programmes (especially qualified 
nursing), personal decisions regarding work life balance and unprecedented investment into 
Trust services. The vacancy management plan detailed above holds within it a variety of key 
mitigations that over coming months will ensure various actions are put in place with an 
emphasis on qualified nursing and medical staffing gaps.  
 
 
FINANCE 
 
In month 3, the Trust delivered a small surplus of £0.185m due to vacancies. 
 
The Trust is forecasting to deliver a breakeven position for the first half of 2021/22 and 
£1.200m (FYE) of CIP schemes were transacted in month 3. Further savings projects are 
being produced through the autumn and will all be thoroughly assessed through our Quality 
Impact Assessment process. 
 
The Trust is awaiting planning guidance for the second half of 2021/22. 
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BLOOD SAMPLE LABELLING 
 
At the end of June, we completed the blood sample labelling project. This followed a 
successful pilot across inpatient and community teams. 
 
This now gives staff the ability, within Lorenzo, to print sample bottle-sized labels containing 
the required patient demographics, which can be attached to both the sample containers, and 
request cards. 
 
There are two label templates; one including the current date and time, and one with a blank 
space to write this information (useful if you are printing the labels ahead of time). 
 
There are two main benefits that this work has delivered: 

• Reduction in labelling errors leading to sample rejection – such as incorrect patient 
details, illegible handwriting etc. 

• Reduction in time – printing the labels is very quick, reducing the time spent hand 
writing information on the bottles and request cards 
 

Directorates have the information required to place purchase orders for printers and rolls of 
labels. Please speak to Sandra Wright, Ben Boyd, Rachel Birks, or Simon Wilson.  
 
AWARDS  
 
Although we did not win the national award, it was a great achievement for the All Age Mental 
Health Access Team, Crisis Care Centre to be named as the Regional Champion in the 
‘Excellence in Mental Health’ Care category of the 2020/21 NHS Parliamentary Awards – well 
done to everyone involved. 

The team was nominated by Jo Gideon MP and Jonathan Gullis MP, and Dr Nigel Sturrock, 
Regional Medical Director at NHS England and NHS Improvement in the Midlands, said: “I 
was impressed by the high standard of all entries from the Midlands this year…” 

Jodie Heath, Care Coordinator with the Early Intervention Team, has been shortlisted for a 
prestigious RCN Nursing Award, shortlisted in the Patient’s Choice Award after Michelle 
Craggs, the parent of a service user, nominated her. Jodie has made it as a finalist against 
hundreds of nominations and is down to the final six nominees. The winner of the category is 
decided by a public vote. Good luck Jodie!   

THE DIGITAL ASPIRANTS PROGRAMME 

Following the success of the Digital Exemplar project delivering the CAMHS Wellbeing Portal, 
the Trust has been selected to become an outstanding Digital Aspirant.  

We have already embarked upon an exciting new programme of work which will improve the 
experience of Trust staff, service users and partner organisations. The projects are: 

• Wellbeing Portal - development of an all-age portal to provide services for service 
users, carers and professionals 

• Smart Documentation – develop the core assessment, risk assessment and care plan 
to collect the right information and avoid duplicate entry  
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• Handheld and mobile working solutions – deploy digital technology that supports 
clinicians and service users at the point of care in the community or by the bedside  

• Clinical Insights – provide the ability to analyse and dashboard patient information 
direct from the clinical system 

• Electronic Patient Medication and Administration (EPMA) deployment – deploy 
Lorenzo EPMA to all inpatient wards  CAMHS optimisation – expand and enhance the 
current CAMHS Wellbeing Portal 

• Referral Strategy review – options appraisal and recommendations for change 
• Discharge process digitisation – improve the discharge process and the support given 

to service users after discharge 
• Smart Communications review - review the current communication methods and 

define better ways of engaging with service users 
• Integration – develop a solution to allow information exchange between disconnected 

systems. 

In order to deliver these projects a team has been assembled consisting of Trust and Dedalus 
staff. Clinical leads have each been given projects to lead on.  

Over the coming months, Digital Aspirant workshops will be held across the Trust to ensure 
the programme delivers what our staff need. We look forward to hearing more and continuing 
to drive forward this brilliant programme.  
 
 
OUR “PARTNERSHIP” STRATEGIC THEME 
 
SYSTEM UPDATE 
 
The appointment process for our Integrated Commissioning Board Chief Executive is now 
under way with an announcement expected in mid-October.  
 
An array of national guidance was published during August and early September including – 
 

• ICS establishment guidance – defining items such as due diligence and workforce 
transition 

• Provider collaborative guidance 
• Thriving places guidance (Place based Partnerships) 
• Clinical leadership guidance  

 
All of the above is influencing the various work-streams that are in place to support the 
transition process. All work-streams report into an ICS Transition Committee that in turn 
reports into the system CEO group (Executive Forum). On a regular basis this Transition 
Committee also provide progress updates to NHSEI representatives. 
 
Our Place based Partnership programme is entering a key phase of work with two workshops 
planned thruoghtout September and October that intend to use key design principles (such 
as “subsidiarity”) to determine the roles and responsibilities of our Places as we enter the 
2022/23 period.  
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POSITIVE BEHAVIOUR SUPPORT TRAINING FOR CARE PROVIDERS IN 
STAFFORDSHIRE 
 
The Specialist Directorate is running a Positive Behaviour Support Project which will involve 
PBS training and supervision to external care providers in Staffordshire, supporting people 
with a learning disability, who may present with behaviours that challenge.  
 
Two half-day virtual training sessions will be offered, followed up by bi-monthly supervision 
and access to a PBS forum, to continue learning and development. 

Participants will also have access to a virtual platform designed for networking and sharing 
examples of good practice to further their learning. This platform will also help to improve 
relationships between care providers and offer awareness of what support is available locally. 

All participants will be expected to become Practice Leaders within their areas of work, who 
will champion PBS practice and help others to develop their own skills in PBS. 
 
 
MARKING SIGNIFICANT ‘WEEKS’ AND ‘MONTHS’  

First established in 2020, the month-long celebration of South Asian Heritage Month provides 
a platform to help people better understand the diversity of present-day Britain. Two members 
of staff - Amina Begum, Recruitment Administrator, and Sharon Jean Parke, Service Manager 
– LD & CAMHS IP – Community Health Services - took part in a video chat together to discuss 
their culture and experiences as part of South Asian Heritage Month, which was shared 
across our internal communications channels.  

Stoke Community Drug and Alcohol Service (SCDAS) raised awareness of World Hepatitis 
Day; the theme this year was ‘Hep Can’t Wait’, and the team shared their ‘Hep C U Later’ 
photos and messages across our social media and communications channels, and promoted 
how simple and painless a blood test is for testing.  
 
We also celebrated Eid-ul-Adha, Muharram, International Non-Binary People’s Day and 
Health Information Week.  

LET’S TALK NURSING 

We’re all well aware of the recruitment and supply challenges facing our nursing workforce 
over the next few years. The Trust, in collaboration with representatives from the University 
of Derby, recently held a ‘Let’s Talk Nursing’ online information event aimed at this year’s 
Year 13 school and college leavers to promote routes into mental health and learning disability 
nursing. There were opportunities to find out about apprenticeships, direct entry to university 
and work-based pathways, as well as gaining an understanding of what it means to be a nurse 
working in mental health and learning disabilities.  
 
CELEBRATING STOKE-ON-TRENT PRIDE 2021 

Members of the Trust and partner health and care organisations worked together to 
participate in Stoke-on-Trent Pride 2021. It was a truly fantastic day, with a constant stream 
of visitors to the Staffordshire and Stoke-on-Trent system stall throughout the afternoon – the 
first time we have attended jointly as a local health and care system. We were delighted that 
Dr Chandra Kanneganti, Lord Mayor of Stoke-on-Trent, visited our stall too.  
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OUR “SUSTAINABILITY” STRATEGIC THEME 

 
GREENER NHS – CALL TO ACTION 
 
Climate change poses a major threat to our health & planet –the environment is changing, 
change is accelerating, and this has direct and immediate consequences for our patients, the 
public and the NHS. The UK government has committed to reaching net zero carbon by 2050 
– health & care system contributes c4-5 percent of the country’s carbon footprint and therefore 
has a major role to play, 

The report Delivering a Net Zero Health Service sets a clear ambition and target for the NHS. 
Two clear and feasible targets are outlined:  

- The NHS Carbon Footprint: for the emissions we control directly, net zero by 2040 
- The NHS Carbon Footprint Plus: for the emissions we can influence, net zero by 2045. 

NHS Vision: To deliver the world’s first net zero health service and respond to climate change, 
improving health now and for future generations 
 
To support achievement of this ambitious agenda the following actions will be delivered by all 
NHS organisations in 2021/22:  
 
•Board-level net zero leads: every NHS trust and ICS will need to confirm a board-level net 
zero lead with accountability for this work, to their NHS regional team, by 1 October 2021. 
The lead for our Trust will be Chris Bird, Director of Partnerships, Strategy & Digital –Chris 
will also be leading the coordination of this programme across our NHS partners.  
 
•Organisational net zero strategies: To support our net zero ambition, every NHS trust needs 
to develop a board-approved, three-year Green Plan. These Green Plans will set out each 
organisation’s strategy and ambitions to reduce emissions in line with the national trajectory.  
 
•More than a million actions to tackle climate change: Delivering the world’s first net zero 
healthcare system will require support, shared learning, and energy from every part of the 
NHS and every member of staff. Throughout July, the launch of a new all-staff engagement 
campaign across the NHS will collect and share best practice from across the system, based 
on the idea that all staff have something they can personally do to tackle climate change while 
improving their own health and the health of their patients.  
 
Over the coming weeks, the Trust will be establishing a new Sustainability Group which will 
act as the coordinating vehicle for the development of the Trust’s Green Plan and all 
associated activity as well as enabling Sustainability Champions across the Trust; interested 
members of staff have been asked to contact Chris Bird if they would like to become a 
Champion.  
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THE BIG LAWTON CONVERSATION 
 
Falling also into sustainability discussions, is how we use our space at Lawton House in the 
best way possible for the Trust and how we can collectively transform the working lives and 
experiences of those of us primarily based up until now at Lawton House. 
 
We engaged colleagues in a ‘Big Conversation’ via sessions on Teams, as well as taking 
suggestions and comments via internal communications and a web form with eight simple 
questions on going forward.  
 
We will take all responses, suggestions and feedback, and consider them alongside the data 
analysis we have already done about Lawton working practices, financial information and 
other contexts such as its use by SSHIS.  
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Executive Summary: Purpose of report 

Purpose: 
This paper outlines the monthly performance of the Trust in relation to planned vs actual 
nurse staffing levels during June 2021 in line with the National Quality Board 
requirements.  

Key Findings: 

 During June 2021, an overall fill rate of 93% was achieved; this has decreased
from 94.7% in May 2021.

 The fill rate for RN shifts decreased slightly to 77.2% in June 2021 from 78.1%
in May 2021.

 Ward occupancy levels increased in 5 areas, decreased in 6 areas and
remained unchanged in 2 areas.

 RN vacancies increased by 5.01 WTE to 35.50 WTE.

 The HCSW vacancy position improved from 2.53 WTE in May 2021 to a 0.62
WTE over establishment in June 2021.

 Recruitment to vacancies continues to be challenging.

Recommendations: 
The Quality Committee and Trust Board are asked to receive the report, to note the 
challenges in filling shifts and with recruitment to nurse vacancies, and to acknowledge 
and support the mitigations that are currently in place. The Board should be assured that 
the Trust are continuing to maintain safe staffing levels within our ward inpatient areas. 

Approval ☐ 

Information ☒ 

Discussion ☒ 
Assurance ☒ 
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2. We will actively promote partnership and integrated models of
working

3. We will provide the highest quality, safe and effective services
4. We will increase our efficiency and effectiveness through

sustainable development

Risk / legal implications: 
Risk Register Reference 

Delivery of safe nurse staffing levels is a key requirement to ensuring that 
the Trust complies with National Quality Board standards. 

Resource Implications: 

Funding Source: 

Temporary staffing costs. 

Budgeted establishment and temporary staffing spend 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

There is no direct impact on the protected characteristics as part of the 
completion of this report. 

Shadow ICS Alignment / 
Implications: 

Nil 

Recommendations: To receive the report for assurance and information 

Version Name/group Date issued 

1 SLT 

2 Quality Committee 
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1.0 Introduction 

This report details the ward daily staffing levels during the month of June 2021 

following the reporting of the planned and actual hours of both Registered Nurses 

(RN) and Health Care Support Workers (Care Staff) to NHS Digital. Additionally 

from April 2018 Care Hours per Patient Day (CHPPD) have also been required 

to be reported to NHS Digital. The CHPPD calculation is based on the cumulative 

total number of patients daily over the month divided by the total number of care 

hours (appendix 1).  

2 .0 Background 

The monthly reporting of safer staffing levels is a requirement of NHS England 

and the National Quality Board in order to inform the Board and the public of 

staffing levels within in-patient units. 

In addition to the monthly reporting requirements the Executive Director of 

Nursing & Quality is required to review ward staffing on a six monthly basis and 

report the outcome of the review to the Trust Board of Directors. A 

comprehensive annual report for 2019 was presented to the January 2021 Board 

and the recommendations relating to safer staffing reviews are progressed and 

monitored through the Safer Staffing Group.  

3.0 Trust Performance 

During June 2021, the Trust achieved a staffing fill rate of 77.2% for Registered 

Nurses and 102.9% for care staff on day shifts and 75.2% and 104.5% 

respectively on night shifts.  Taking skill mix adjustments into account an overall 

fill-rate of 93% was achieved; this is a decrease from an overall fill rate of 94.7% 

reported in May 2021. 

Details of the actions taken to maintain safe staffing levels are provided below. 

Staffing data, including established, planned (clinically required) and actual hours 

alongside details of vacancies, bed occupancy and actions taken to maintain 

safer staffing are provided in Appendix 1. 

The impact of unfilled shifts alongside the additional contributory factors are also 

provided below and are summarised in Appendix 2. 

The Safer Staffing Group continues to oversee the safer staffing work plan and 

Safer Staffing Action Plan. 



 

4 
 

4 .0 Care Hours per Patient Day (CHPPD) 

 

The Trust is required to report CHPPD on a monthly basis. The CHPPD 

calculation is based on the cumulative total number of patients daily over the 

month divided by the total number of care hours. The CHPPD metric has been 

developed by NHSI to provide a consistent way of recording and reporting 

deployment of staff providing care in inpatient units. The aim being to eliminate 

unwarranted variation in nursing and care staff distribution across and within the 

NHS provider sector by providing a single means of consistently recording, 

reporting and monitoring staff deployment.  

 

5.0 Impact  

 

WMs report the impact of unfilled shifts on a shift-by-shift basis.  

 

5.1 Impact on Patient Safety 

 

There were three incidents reported in relation to ward nurse staffing levels 

during June 2021. One incident occurred at Ward 2 and was due to the sickness 

absence of two bank staff. The other two incidents occurred at Ward 5, both were 

due to agency staff not attending for duty. Support was provided by the Site 

Manager. Although there was no impact on patient safety, these incidents did 

effect the ability of staff to take breaks away from the ward area. 

 

5.2 Impact on Patient Experience 

 

Staff prioritise patient experience and direct patient care. COVID-19 restrictions 

continued to have an impact on patient activities during June 2021.  There were 

14 occasions (total 86 hours) reported of patient activities having to be cancelled 

due to shortfalls in staffing levels, only 5 hours of patient was able to be 

rescheduled. A majority, (83 hours) of lost activity occurred at Ward 2. 

5.3 Impact on Staff Experience 

In order to maintain safe staffing levels the following actions were taken by Ward 

Managers during June 2021: 

 103 staff breaks were cancelled (equivalent to approximately 2.2% of 

total breaks). This figure has increased from 2.1% reported in May 

2021. Ward 5 reported the highest number of missed breaks – 26 in 

total (8 for RN’s and 18 for HCSW’s). Any time accrued due to missed 

breaks is taken back with agreement of the Ward Manager. 

 Face to face, mandatory training sessions for MAPA and In Hospital 

Resuscitation (IHR) recommenced in May 2021. Where appropriate all 

other mandatory training is provided using the web-based Learning 
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Management System or through a facilitated virtual presentation and 

discussion. 

 During June 2021, there were reports of 2 staff appraisals being 

cancelled at the Darwin Centre due to staffing shortfalls. 

5.4 Mitigating Actions 

 

Ward Managers and members of the multi-disciplinary team have clinically 

supported day shifts to ensure safe patient care. 434 RN shifts were covered by 

HCSW’s where RN temporary staffing was unavailable.  RN staff covered 66 

HCSW shifts where HCSW temporary staffing was unavailable. Additionally, as 

outlined in section 5.3, staff breaks have been shortened or not taken (time is 

given in lieu) and wards have cross-covered to support safe staffing levels.  

 

There were 42 occasions in June 2021 (40 hours total) when members of the 

multi-disciplinary team provided additional support to maintain safe staffing 

levels. These occasions occurred most frequently at Darwin and Ward 3. This 

mitigation continues to demonstrate the high level of flexibility provided by staff 

when responding to shortfalls. 

 

There were 27 occasions (50 hours total) reported when staff worked additional 

unplanned hours to support ward staffing levels.  

 

Safer Staffing Huddles continued during June 2021, providing an efficient and 

effective response to identifying and mitigating potential staffing shortfalls. The 

commitment and dedication of all Trust staff in supporting and responding to 

staffing requests continues to be recognised. 

 

5.5 Overall Fill Rate 

 

The overall staffing fill rate during June 2021 was 93%. This has decreased from 

94.7% in May 2021 as outlined in the chart below. The chart provides an 

overview of the overall fill rate for the past 18 months, which during that time, has 

remained within the area of common cause variation and has most frequently 

fallen within the upper control limit.  

 

The Trust continues to take the required actions to mitigate any shortfalls in fill 

rate and this position is summarised in section 5.4. 
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Overall Fill-Rate November 2019 – June 2021 

 

 

 

5.6 Total Registered Nurse Fill-Rate 

 

The total Registered Nurse fill rate during June 2021 was 77.2%. This has 

increased from the 78.1% fill rate reported in May 2021. The trend over the past 

18 months is presented in the chart below. We can see that with the exception 

of August 2020, the RN fill rate has consistently remained within the area of 

common cause variation. 
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5.7 Recruitment 

 

In line with the national picture, recruitment to all nursing posts remains 

challenging. In June 2021, the Trust established a project group to support short-

term workforce planning within the Acute and Urgent Care Directorate. 

Recognising the need to ensure adequate staffing availability to deliver service 

developments and also maintain current safe staffing levels the Trust has plans 

to extend this project to all clinical areas.  

 

The Trust continues to employ a majority of our RN’s from the newly graduating 

student nurse cohorts. During October and November 2020, 21 nursing 

graduates commenced with the Trust. We are also continuing to develop links 

with both local HEI’s and those further afield to help to improve recruitment and 

attract the best people to work for the Trust. 

 

In March 2021, the Trust made conditional offers of employment to 24 Year 3 

mental health Student Nurses who will be graduating in October 2021. In 

addition, three learning disability Student Nurses were offered RN positions with 

the Trust, also commencing in October 2021. 

 

During April 2021, our first cohort of 14 Registered Nurse Degree Apprenticeship 

(RNDA) commenced their training on the mental health pathway with the 

University of Derby. Staff are funded by the Trust with some central funding being 

provided by Health Education England (HEE). It is hoped that these cohorts of 

apprentice nurses can be supported over the next few years to provide a regular 

intake of Registered Nurses for the Trust.  

 

The Trust is exploring the external recruitment of a further 6 Learning Disability 

RNDA’s commencing in August with the University of Derby to undertake the 2 

year Masters Level 7 apprenticeship programme, with a focus on improving the 

diversity of our nursing workforce. 

 

Furthermore, we have secured funding (circa £100,000) from HEE to support up 

to 6 existing staff – Nursing Associates/Assistant Practitioners to undertake a 2 

year nursing top up degree.  We are aiming for a September start date with 

Staffordshire University. 

 

We are continuing to support HCSW apprenticeships within our Acute and 

Urgent Care Wards; this includes our own apprentices and those who rotate 

through our ward areas as part of a Staffordshire wide programme. 

 

During 2021, we significantly increased our learner placement opportunities from 

10,643 in 2019/20 to 15,300 in 2020/21, demonstrating our ability to offer 
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learning opportunities to higher number of students will increase our capacity to 

recruit those learners once they graduate. 

 

The Trust continues to participate in the NHSE/I Retention Support Programme. 

This includes a number of initiatives including, involvement with national return 

to practice campaigns and the strengthening of the nursing career pathway 

through our partnership work with Staffordshire and Keele Universities.   

 

We continue to deliver a robust programme of preceptorship to our newly 

qualified nurses. We also support a number of academic programmes, which run 

alongside significant work based and placement learning.  

 

We continue to support a number of nurses who trained overseas, to undertake 

further qualifications to enable their registration to be recognised in the UK. 

 

5.8 Registered Nurse and HCSW Retention 

During June 2021, two Registered Nurses (1.00 WTE) left the Trust, both worked 

within Community Directorates and left for promotion opportunities. 

 

Three HCSW’s (3.00 WTE) left the Trust during June 2021. Two worked at the 

Darwin Centre and one within the Acute and Urgent Care Directorate. All took 

voluntary resignation to support their work life balance.  

 

5.9 Staff support and well-being 

 

The Nursing Directorate continue to offer support and advice on staffing issues 

and they receive daily staffing updates from Ward Managers, Quality 

Improvement Nurses (Matrons) and the E-Rostering and Temporary Staffing 

Team as appropriate.  

 

The E-rostering team have continued to maintain the co-ordination and allocation 

of the bank staff and the agency pool. The operational directorates have 

welcomed this support and intervention. 

 

The Trust preceptorship programme has been enhanced, providing additional 

support and supervision for our newly registered staff. The initial induction 

programme has been updated to ensure that staff receive a thorough briefing 

regarding COVID-19 and the required Infection Prevention and Control (IPC) 

standards and expectations.  

 

The Ward Managers Task and Finish Groups take place each month. Dedicated 

time offered for reflection, group supervision, and wellbeing discussions. 

Additionally, the senior nursing team continue to maintain visibility within ward 

inpatient areas.  
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6.0 Summary 

During June 2021, there were no COVID-19 transmissions within our inpatient 

areas. Staff sickness absence continued to improve in line with the fall in infection 

rates. All members of staff (substantive and temporary) have been offered the 

COVID-19 vaccination. 

Ward Managers, Service Managers and Quality Improvement Nurses (Matrons) 

continue to review staffing levels on a daily basis to ensure that patient safety 

remains paramount. Any significant staffing concerns are escalated through the 

operational directorates and via the Incident Management Group. 

RN vacancies within ward inpatient areas increased by 5.01 WTE during June 

2021 to 35.50 WTE from 30.49 WTE in May 2021. The highest level of RN 

vacancy was at Ward 3 (6.02 WTE) and The Darwin Centre with (4.66 WTE). 

 

The HCSW vacancy position also improved during June 2021 to an over 

establishment of posts by 0.62 WTE. 

 

We are continuing to employ a number of strategies with the support of the HR 

and the Communication Team to attract both RNs and HCSW’s during this time 

of national shortage. The latest recruitment campaign has focused upon our 

Acute and Urgent Care Services. 

 

7. Recommendations 

 

The Trust Board is asked to: 

 

 Receive the report 

 Note the challenges with recruitment and the mitigations that are 

currently in place 

 Note the challenge in filling shifts in June 

 Be assured that safe staffing levels have been maintained.
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Appendix 1 June 2021 Safer Staffing  

 

 

Ward Day Establishment Hours Day Clinically Required Day Actual Night Establishment Night Clinically Required Night Actual Day Establishment Hours Day Clinically Required Day Actual Night Establishment Night Clinically Required Night Actual
Day Fill 

Rate (%)

Night Fill 

Rate (%)

Day Fill 

Rate (%)

Night Fill 

Rate (%)

Assessment & Treatment 906.00 906.00 821.25 666.00 666.00 333.00 1125.00 1125.00 1600.75 666.00 1332.00 1800.00 90.6% 50.0% 142.3% 135.1%

Darwin Centre 1290.00 1290.00 885.50 666.00 666.00 389.40 1125.00 2490.00 1959.80 666.00 1498.50 1377.80 68.6% 58.5% 78.7% 91.9%

Edward Myers Unit 930.00 930.00 858.67 333.00 333.00 336.60 1125.00 1125.00 710.67 666.00 666.00 610.40 92.3% 101.1% 63.2% 91.7%

Summers View 900.00 900.00 611.25 321.60 321.60 332.22 900.00 900.00 1163.00 643.20 653.92 643.00 67.9% 103.3% 129.2% 98.3%

PICU 975.00 975.00 833.75 666.00 666.00 622.50 1125.00 1590.00 1625.00 999.00 1343.10 1158.75 85.5% 93.5% 102.2% 86.3%

Ward 1 1290.00 1290.00 837.00 333.00 333.00 334.50 1125.00 1125.00 1114.25 666.00 999.00 921.20 64.9% 100.5% 99.0% 92.2%

Ward 2 1290.00 1290.00 985.00 666.00 666.00 466.20 1125.00 1162.50 1390.00 666.00 777.00 882.05 76.4% 70.0% 119.6% 113.5%

Ward 3 1290.00 1290.00 910.25 666.00 666.00 345.00 1125.00 1215.00 1298.77 666.00 743.70 969.80 70.6% 51.8% 106.9% 130.4%

Ward 4 1455.00 1455.00 997.58 333.00 333.00 333.45 1125.00 1575.00 1938.13 999.00 1332.00 1208.70 68.6% 100.1% 123.1% 90.7%

Ward 5 1290.00 1290.00 1110.78 666.00 666.00 500.30 1125.00 1710.00 1714.97 666.00 1398.60 1540.07 86.1% 75.1% 100.3% 110.1%

Ward 6 1141.50 1141.50 1081.67 666.00 666.00 423.60 1125.00 2235.00 2003.85 666.00 1476.30 1422.00 94.8% 63.6% 89.7% 96.3%

Ward 7 1290.00 1290.00 1033.58 333.00 333.00 333.00 1125.00 1162.50 1392.52 666.00 699.30 965.70 80.1% 100.0% 119.8% 138.1%

Totals 14047.50 14047.50 10966.28 6315.60 6315.60 4749.77 13275.00 17415.00 17911.70 8635.20 12919.42 13499.47 78.1% 75.2% 102.9% 104.5%

 

Dragon Square 1087.50 1087.50 679.75 310.00 310.00 305.75 1162.50 1162.50 1127.50 310.00 430.00 431.00 62.5% 98.6% 97.0% 100.2%

Registered Nurse Care StaffCare StaffRegistered Nurses
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Ward Overall RN %
Overall Care 

Staff %

Overall 

Staffing

Assessment & Treatment 73.4% 138.4% 113.1% 4795.00 133.00 36.05

Nurses working additional 

unplanned hours and 

altering the skill mix

1.36 2.08 57% ↑

Darwin Centre 65.2% 83.7% 77.6% 4957.50 425.00 11.66

Nurses working additional 

unplanned hours and 

altering the skill mix and 

support from the MDT.

4.66 -1.66 93% ↑

Edward Myers Unit 94.6% 73.8% 82.4% 2516.33 291.00 8.65

Nurses working additional 

unplanned hours and 

altering the skill mix

1.99 1.00 81% ↑

Summers View 77.2% 116.2% 99.1% 2794.47 280.00 9.98

Nurses working additional 

unplanned hours and 

altering the skill mix

1.79 -1.40 90% ↓

PICU 88.7% 94.9% 92.7% 4547.50 118.00 38.54

Nurses working additional 

unplanned hours and 

altering the skill mix

4.84 -1.29 63% ↓

Ward 1 72.2% 95.8% 85.6% 3559.45 304.00 11.71

Nurses working additional 

unplanned hours and 

altering the skill mix

2.72 0.0000 75% ↓

Ward 2 74.2% 117.1% 95.6% 4497.25 466.00 9.65

Nurses working additional 

unplanned hours and 

altering the skill mix

4.49 -0.18 71% ↓

Ward 3 64.2% 115.8% 90.0% 4161.82 452.00 9.21

Nurses working additional 

unplanned hours and 

altering the skill mix and 

support from the MDT.

6.02 0.00 75% ↓

Ward 4 74.4% 108.3% 95.4% 5189.37 390.00 13.31

Nurses working additional 

unplanned hours and 

altering the skill mix

0.92 0.28 83% ↔

Ward 5 82.4% 104.7% 96.1% 5274.35 236.00 22.35

Nurses working additional 

unplanned hours and 

altering the skill mix

2.35 -1.95 54% ↓

Ward 6 83.3% 92.3% 89.4% 5396.35 327.00 16.50

Nurses working additional 

unplanned hours and 

altering the skill mix and 

support from the MDT.

2.39 2.10 73% ↑

Ward 7 84.2% 126.7% 106.9% 4455.30 468.00 9.52

Nurses working additional 

unplanned hours and 

altering the skill mix

1.97 0.40 88% ↔

Totals 77.2% 103.5% 93.0% 52144.68 3890.00 13.40 35.50 -0.62

Dragon Square 70.5% 97.9% 85.1% 2544.00 119.00 21.38

Nurses working additional 

unplanned hours, altering 

the skill mix.

0.40 0.34 68% ↑

Safe staffing was maintained 

by

RN 

Vacancies

HCSW 

Vacancies

Bed 

occupancy 

June 2021

MovementPatients CHPPD

Total Nursing Staffing

Total Hours Per Day
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Appendix 2 Staffing Issues 
 
 

 RN vacancies within ward inpatient areas increased by 5.01 WTE during June 2021 
to 35.50 WTE.  
 

 The HCSW vacancy position also improved during June 2021 to an over 
establishment of posts by 0.62 WTE. 

 

 Nil COVID-19 infections were reported within ward inpatient areas during June 2021.  
 

 RN fill rates decreased slightly to 77.2% from 78.1% in May 2021 

 RN night shift cover continues to remain challenging particularly in those areas with 

this highest RN vacancies and where more than one RN is required for the night-time 

shift. 

 Two Registered Nurses and three HCSW’s have left the Trust during June 2021. 

 Ward occupancy levels increased in 5 areas, decreased in 6 areas and remained 
unchanged in 2 areas during June 2021. 
 

 Ward teams are supported by Quality Improvement Lead Nurses (Matrons), Nurse 

Practitioners and a Site Manager who in turn, is also supported by an On-Call 

Manager out of hours.  

 Safer Staffing Huddles continued during June 2021, providing an efficient and 

effective response to identifying and mitigating potential staffing shortfalls. 

 Dragon Square Children’s Specialist Short Breaks Service continued to operate with 

a reduced occupancy level to support social distancing. 

 Staffing levels remain under constant review as part of our response to the COVID-

19 pandemic, ensuring that the Trust is as alert as possible to changes, which may 

affect safe staffing levels within our ward inpatient areas, these being our most critical 

services. 
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1.0 Introduction 

 

 This report details the ward daily staffing levels during the month of July 2021 

following the reporting of the planned and actual hours of both Registered Nurses 

(RN) and Health Care Support Workers (Care Staff) to NHS Digital. Additionally 

from April 2018 Care Hours per Patient Day (CHPPD) have also been required 

to be reported to NHS Digital. The CHPPD calculation is based on the cumulative 

total number of patients daily over the month divided by the total number of care 

hours (appendix 1).  

 

2 .0 Background 

 

 The monthly reporting of safer staffing levels is a requirement of NHS England 

and the National Quality Board in order to inform the Board and the public of 

staffing levels within in-patient units. 

 

 In addition to the monthly reporting requirements the Executive Director of 

Nursing & Quality is required to review ward staffing on a six monthly basis and 

report the outcome of the review to the Trust Board of Directors. A 

comprehensive annual report for 2019 was presented to the January 2021 Board 

and the recommendations relating to safer staffing reviews are progressed and 

monitored through the Safer Staffing Group.  

 

3.0 Trust Performance 

 

During July 2021, the Trust achieved a staffing fill rate of 76.9% for Registered 

Nurses and 98.5% for care staff on day shifts and 75.1% and 102.2% 

respectively on night shifts.  Taking skill mix adjustments into account an overall 

fill-rate of 90.9% was achieved; this is a decrease from an overall fill rate of 93% 

reported in June 2021. 

 

Details of the actions taken to maintain safe staffing levels are provided below. 

Staffing data, including established, planned (clinically required) and actual hours 

alongside details of vacancies, bed occupancy and actions taken to maintain 

safer staffing are provided in Appendix 1. 

 

The impact of unfilled shifts alongside the additional contributory factors are also 

provided below and are summarised in Appendix 2. 

 

The Safer Staffing Group continues to oversee the safer staffing work plan and 

Safer Staffing Action Plan. 
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4 .0 Care Hours per Patient Day (CHPPD) 

 

The Trust is required to report CHPPD on a monthly basis. The CHPPD 

calculation is based on the cumulative total number of patients daily over the 

month divided by the total number of care hours. The CHPPD metric has been 

developed by NHSI to provide a consistent way of recording and reporting 

deployment of staff providing care in inpatient units. The aim being to eliminate 

unwarranted variation in nursing and care staff distribution across and within the 

NHS provider sector by providing a single means of consistently recording, 

reporting and monitoring staff deployment.  

 

5.0 Impact  

 

WMs report the impact of unfilled shifts on a shift-by-shift basis.  

 

5.1 Impact on Patient Safety 

 

There were twenty-five incidents reported in relation to ward nurse staffing levels 

during July 2021. Fifteen incidents were reported from Ward 1, of which twelve 

related to difficulties in obtaining the required ratio of RN to HCSW, this was 

predominantly during the night shifts which require two Registered Nurses. A 

further three incidents related to occasions when there was only one RN on duty 

during the day shift. Support continues to be provided through the Directorate 

management team, Site Manager and the daily staffing huddles. 

 

Nine incidents were reported for Ward 2, six of these related to staffing shortfalls 

when the minimum staffing fill rate for RN’s could not be achieved. Three 

incidents were reported where agency staff had to be swapped with staff from 

other areas to ensure an appropriate skill mix. 

 

One incident was reported by PICU, this was due to excessive patient need, high 

levels of acuity and increased observation levels. Minimum staffing levels were 

maintained through the use of agency nursing however, staff breaks needed to 

be facilitated by the Site Manager. 

 

None of the above incidents resulted in patient harm. 

 

5.2 Impact on Patient Experience 

 

Staff prioritise patient experience and direct patient care. COVID-19 restrictions 

continued to have an impact on patient activities during July 2021.  There were 

24 occasions (total 88 hours) reported of patient activities having to be shortened 

or cancelled due to shortfalls in staffing levels. A majority, (84 hours) of lost or 

shortened activity occurred at Ward 2. 
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5.3 Impact on Staff Experience 

In order to maintain safe staffing levels the following actions were taken by Ward 

Managers during July 2021: 

 140 staff breaks were cancelled (equivalent to approximately 2.9% of 

total breaks). This figure has increased from 2.2% reported in June 

2021. Ward 3 reported the highest number of missed breaks – 29 in 

total (14 for RN’s and 15 for HCSW’s). Any time accrued due to missed 

breaks is taken back with agreement of the Ward Manager. 

 Face to face, mandatory training sessions for MAPA and In Hospital 

Resuscitation (IHR) recommenced in May 2021. Where appropriate all 

other mandatory training is provided using the web-based Learning 

Management System or through a facilitated virtual presentation and 

discussion. During July 2021, 5 mandatory training session had to be 

cancelled as a result of staffing shortfalls, these were at Ward 2 and 

PICU. 

 During July 2021, there were reports of 3 staff appraisals being 

cancelled due to staffing shortfalls. 

5.4 Mitigating Actions 

 

Ward Managers and members of the multi-disciplinary team have clinically 

supported day shifts to ensure safe patient care. 520 RN shifts were covered by 

HCSW’s where RN temporary staffing was unavailable.  RN staff covered 85 

HCSW shifts where HCSW temporary staffing was unavailable. Additionally, as 

outlined in section 5.3, staff breaks have been shortened or not taken (time is 

given in lieu) and wards have cross-covered to support safe staffing levels.  

 

There were 56 occasions in July 2021 (125 hours total) when members of the 

multi-disciplinary team provided additional support to maintain safe staffing 

levels. These occasions occurred at wards 1, 2, 3, 4 and PICU. This mitigation 

continues to demonstrate the high level of flexibility provided by staff when 

responding to shortfalls. 

 

There were 68 occasions (118 hours total) reported when staff worked additional 

unplanned hours to support ward staffing levels. Similarly to additional MDT 

support, these occasions occurred at wards 1, 2, 3, 4 and PICU. 

 

Safer Staffing Huddles continued during July 2021, providing an efficient and 

effective response to identifying and mitigating potential staffing shortfalls. The 

commitment and dedication of all Trust staff in supporting and responding to 

staffing requests continues to be recognised. 
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In addition, to support staffing shortfalls the Temporary Staffing Team have been 

given early approval to recruit to an additional twelve agency staff each day to 

support ward inpatient areas. 

 

5.5 Overall Fill Rate 

 

The overall staffing fill rate during July 2021 was 90.9%. This has decreased from 

93% in June 2021 as outlined in the SPC chart below. The chart provides an 

overview of the total fill rate for the past 18 months. During this period staffing fill 

rates have remained within the area of common cause variation and have most 

frequently fallen within the upper control limit.  

 

However, a consistent and steady decline in the overall fill rate can be seen from 

March 2021. This has been more noticeable than in previous years due to the 

ending of March student nurse intake and the resulting absence of spring 

graduates. This situation appears to be more noticeable this year due to an 

increase in overall RN vacancies and the loss of the support provided by year 2 

and year 3 students during spring and summer 2020. It is expected that this 

position will improve from September / October 2021 when there will be 27 

graduate RN’s commencing with the Trust. 

 

The Trust continues to take the required actions to mitigate any shortfalls in fill 

rate and this position is summarised in section 5.4. 

 

Overall Fill-Rate February 2020 – July 2021 

 

 

 

5.6 Total Registered Nurse Fill-Rate 

 

The total Registered Nurse fill rate during July 2021 was 76.4%. This has 

decreased from the 77.2% fill rate reported in June 2021. The trend over the past 

18 months is presented in the chart below. We can see that with the exception 

of August 2020, the RN fill rate has consistently remained within the area of 

88.0%
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91.0%

92.0%
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94.0%

95.0%
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common cause variation though remains a challenge due to the reasons outlined 

above. 

 

 

 

 

5.7 Recruitment 

 

In line with the national picture, recruitment to all nursing posts continues to be 

difficult. In June 2021, the Trust established a project group to support short-term 

workforce planning within the Acute and Urgent Care Directorate. Recognising 

the need to ensure adequate staffing availability to deliver service developments 

and also maintain current safe staffing levels this project has now been 

broadened out to include all clinical areas. Chaired by the Deputy Director of 

Operations, a Task and Finish Group is currently working to deliver 33 schemes, 

four of which are already complete and 29 remain on track or require some 

further development. Focussing on retention and well as recruitment, some 

schemes have clear output values e.g. completion of training programmes, whilst 

others are less quantifiable such as the development of extended recruitment 

campaigns. 

 

The Trust continues to employ a majority of our RN’s from the newly graduating 

student nurse cohorts. During October and November 2020, 21 nursing 

graduates commenced with the Trust. Relationships with both local HEI’s, as well 

as those further afield remain strong and have helped to improve recruitment and 

attract the best graduates to join our workforce.  

 

In March 2021, the Trust made conditional offers of employment to 24 Year 3 

mental health Student Nurses who will be graduating in October 2021. In 
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addition, three learning disability Student Nurses were offered RN positions with 

the Trust, also commencing in October 2021. 

 

During April 2021, our first cohort of 14 Registered Nurse Degree Apprenticeship 

(RNDA) commenced their training on the mental health pathway with the 

University of Derby. Staff are funded by the Trust with some central funding being 

provided by Health Education England (HEE). It is hoped that these cohorts of 

apprentice nurses can be supported over the next few years to provide a regular 

intake of Registered Nurses for the Trust.  

 

The Trust is also recruiting a further 6 Learning Disability RNDA’s commencing 

in August with the University of Derby to undertake the 2 year Masters Level 7 

apprenticeship programme, with a focus on improving the diversity of our nursing 

workforce. 

 

Furthermore, we have secured funding (circa £100,000) from HEE to support up 

to 6 existing staff – Nursing Associates/Assistant Practitioners to undertake a 2 

year nursing top up degree.  We are aiming for a September start date with 

Staffordshire University. 

 

We are continuing to support HCSW apprenticeships within our Acute and 

Urgent Care Wards; this includes our own apprentices and those who rotate 

through our ward areas as part of a Staffordshire wide programme. 

 

During 2021, we significantly increased our learner placement opportunities from 

10,643 in 2019/20 to 15,300 in 2020/21, demonstrating our ability to offer 

learning opportunities to higher number of students will increase our capacity to 

recruit those learners once they graduate. 

 

The Trust continues to participate in the NHSE/I Retention Support Programme. 

This includes a number of initiatives including, involvement with national return 

to practice campaigns and the strengthening of the nursing career pathway 

through our partnership work with Staffordshire and Keele Universities.   

 

We continue to deliver a robust programme of preceptorship to our newly 

qualified nurses. We also support a number of academic programmes, which run 

alongside significant work based and placement learning.  

 

We continue to support a number of nurses who trained overseas, to undertake 

further qualifications to enable their registration to be recognised in the UK. 

 

5.8 Registered Nurse and HCSW Retention 

During July 2021, seven Registered Nurses (7.00 WTE) left the Trust; three from 

within inpatient services and four from community services. Four RN’s left for 
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promotion opportunities, with the others leaving due to relocation, retirement and 

improvements in work life balance. 

 

Two HCSW’s (1.60 WTE) left the Trust during July 2021. One from within 

inpatient services and one from community. One took age retirement and one 

resigned for reasons of health. 

 

5.9 Staff support and well-being 

 

The Nursing Directorate continue to offer support and advice on staffing issues 

and they receive daily staffing updates from Ward Managers, Quality 

Improvement Nurses (Matrons) and the E-Rostering and Temporary Staffing 

Team as appropriate.  

 

The E-rostering team have continued to maintain the co-ordination and allocation 

of the bank staff and the agency pool. The operational directorates have 

welcomed this support and intervention. 

 

The Trust preceptorship programme has been enhanced, providing additional 

support and supervision for our newly registered staff. The initial induction 

programme has been updated to ensure that staff receive a thorough briefing 

regarding COVID-19 and the required Infection Prevention and Control (IPC) 

standards and expectations.  

 

The Ward Managers Task and Finish Meetings take place each month. 

Dedicated time is provided for reflection, group supervision, and wellbeing 

discussions. Additionally, the senior nursing team continue to maintain visibility 

within ward inpatient areas.  

 

6.0 Summary 

During July 2021, two inpatient wards had outbreaks of COVID-19 infection. 

These were managed efficiently and effectively by the ward staff and the IPC 

team. Staff sickness absence increased slightly to between 4 and 5%. All 

members of staff (substantive and temporary) have been offered the COVID-19 

vaccination. 

Ward staffing remains challenging. Patient acuity has increased in some areas, 

particularly within the Adult Acute Wards and the Darwin Centre. Ward 

Managers, Service Managers and Quality Improvement Nurses (Matrons) 

continue to review staffing levels on a daily basis to ensure that patient safety 

remains paramount. Any significant staffing concerns are escalated through the 

operational directorates and via the Incident Management Group. 

RN vacancies within ward inpatient areas increased by 5.77 WTE during July 

2021 to 41.27 WTE from 35.50 WTE in June 2021. The highest level of RN 
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vacancy was at PICU (6.76), Ward 3 (6.02 WTE) and The Darwin Centre with 

(5.66 WTE). 

 

The HCSW vacancy position improved during July 2021 by just under 5.00 WTE 

from June 2021 to an over establishment of posts by 5.50 WTE. 

 

The national shortage of Registered Nurses and a reduction in university 

graduates has resulted in a steady increase in RN vacancies from March 2021. 

The Nursing, Operational and Workforce Directorates are continuing to employ 

a number of strategies to attract both RNs and HCSW’s during this time, these 

are outlined in section 5.7. Recent targeted recruitment campaigns have focused 

upon our Acute and Urgent Care Services.  

 

During September / October 2021 there will be 27 graduating RN’s commencing 

employment with the Trust. 

 

7. Recommendations 

 

The Trust Board is asked to: 

 

 Receive the report 

 Note the challenges with recruitment and the mitigations that are 

currently in place 

 Note the challenge in filling shifts in July 

 Be assured that safe staffing levels have been maintained.
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Appendix 1 July 2021 Safer Staffing  

 

 

Ward Day Establishment Hours Day Clinically Required Day Actual Night Establishment Night Clinically Required Night Actual Day Establishment Hours Day Clinically Required Day Actual Night Establishment Night Clinically Required Night Actual
Day Fill 

Rate (%)

Night Fill 

Rate (%)

Day Fill 

Rate (%)

Night Fill 

Rate (%)

Assessment & Treatment 928.50 928.50 827.50 688.20 688.20 356.10 1162.50 1162.50 1551.75 688.20 1376.40 1732.90 89.1% 51.7% 133.5% 125.9%

Darwin Centre 1327.50 1327.50 900.75 688.20 688.20 410.70 1162.50 2842.50 1914.25 688.20 1720.50 1462.65 67.9% 59.7% 67.3% 85.0%

Edward Myers Unit 955.50 955.50 846.50 344.10 344.10 368.10 1162.50 1162.50 711.25 688.20 688.20 533.70 88.6% 107.0% 61.2% 77.6%

Summers View 930.00 930.00 623.00 332.32 332.32 343.68 930.00 930.00 1103.25 664.64 664.64 653.35 67.0% 103.4% 118.6% 98.3%

PICU 1002.00 1002.00 1182.00 688.20 688.20 567.10 1162.50 1837.50 1692.50 1032.30 1531.80 1394.15 118.0% 82.4% 92.1% 91.0%

Ward 1 1327.50 1327.50 928.25 344.10 344.10 355.20 1162.50 1402.50 1188.87 688.20 1154.40 1083.80 69.9% 103.2% 84.8% 93.9%

Ward 2 1327.50 1327.50 884.25 688.20 688.20 530.95 1162.50 1162.50 1469.38 688.20 732.60 854.40 66.6% 77.2% 126.4% 116.6%

Ward 3 1327.50 1327.50 1010.42 688.20 688.20 379.95 1162.50 1297.50 1475.85 688.20 821.40 1060.30 76.1% 55.2% 113.7% 129.1%

Ward 4 1492.50 1492.50 909.60 344.10 344.10 344.70 1162.50 1627.50 2091.88 1032.30 1376.40 1186.97 60.9% 100.2% 128.5% 86.2%

Ward 5 1327.50 1327.50 1065.48 688.20 688.20 417.95 1162.50 2377.50 2236.95 688.20 1931.40 1950.15 80.3% 60.7% 94.1% 101.0%

Ward 6 1179.00 1179.00 963.08 688.20 688.20 479.10 1162.50 2092.50 1931.53 688.20 1376.40 1487.40 81.7% 69.6% 92.3% 108.1%

Ward 7 1327.50 1327.50 977.67 344.10 344.10 348.60 1162.50 1162.50 1407.47 688.20 688.20 977.60 73.6% 101.3% 121.1% 142.1%

Totals 14452.50 14452.50 11118.50 6526.12 6526.12 4902.13 13717.50 19057.50 18774.93 8923.04 14062.34 14377.37 76.9% 75.1% 98.5% 102.2%

 

Dragon Square Totals 1095.00 1095.00 794.00 310.00 310.00 306.25 1162.50 1162.50 1000.00 620.00 760.00 0% 73% 99% 86%

Care StaffRegistered Nurses Registered Nurse Care Staff
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Ward Overall RN %
Overall Care 

Staff %

Overall 

Staffing

Assessment & Treatment 73.2% 129.4% 107.5% 4798.25 155.00 30.96
Nurses working additional unplanned 

hours and altering the skill mix
2.36 2.08 67% ↑

Darwin Centre 65.1% 74.0% 71.3% 5083.85 317.00 16.04
Nurses working additional unplanned 

hours and altering the skill mix
5.66 -0.66 73% ↓

Edward Myers Unit 93.5% 67.3% 78.1% 2459.55 276.00 8.91
Nurses working additional unplanned 

hours and altering the skill mix
0.39 1.00 74% ↓

Summers View 76.6% 110.2% 95.3% 2867.78 289.00 9.92
Nurses working additional unplanned 

hours and altering the skill mix
3.59 -1.40 76% ↓

PICU 103.5% 91.6% 95.6% 5053.25 136.00 37.16

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

6.76 -2.29 68% ↑

Ward 1 76.8% 88.9% 84.1% 4070.62 325.00 12.52

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

2.72 -0.89 80% ↑

Ward 2 70.2% 122.6% 95.6% 4289.98 509.00 8.43

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

6.94 -1.18 77% ↑

Ward 3 69.0% 119.7% 95.0% 4505.02 441.00 10.22

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

6.02 -1.00 70% ↓

Ward 4 68.3% 109.2% 93.7% 5249.40 438.00 11.98

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

1.92 0.28 92% ↑

Ward 5 73.6% 97.2% 89.7% 6018.95 210.00 28.66
Nurses working additional unplanned 

hours and altering the skill mix
1.55 -1.95 45% ↓

Ward 6 77.2% 98.6% 91.1% 5529.87 396.00 13.96

Nurses working additional unplanned 

hours and altering the skill mix and 

support from the MDT.

1.39 0.11 86% ↑

Ward 7 79.3% 128.9% 105.4% 4446.33 492.00 9.04
Nurses working additional unplanned 

hours and altering the skill mix
1.97 0.40 91% ↑

Totals 76.4% 100.1% 90.9% 54372.85 3984.00 13.65 41.27 -5.50

Dragon Square 56% 78% 74% 0.00 2529.25 121.00 0.40 0.34 65% ↓

Safe staffing was maintained by RN Vacancies HCSW Vacancies
Bed occupancy 

July 2021
MovementTotal Hours Per Day Patients CHPPD

Total Nursing Staffing
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Appendix 2 Staffing Issues 
 
 

 RN vacancies within ward inpatient areas increased by 5.77 WTE during July 2021 
to 41.27 WTE.  
 

 The HCSW vacancy position improved during July 2021 to an over establishment of 
posts by 5.50 WTE. 

 

 Two wards (Ward 5 and Ward 6) reported COVID-19 infections during July 2021. 
These were effectively managed and did not result in the same negative impact on 
staffing levels that were experienced earlier in the year during the 2nd wave of 
pandemic. 

 

 RN fill rate decreased slightly to 76.4% in July 2021 from 77.2% in June 2021. 
 

 RN night shift cover continues to remain challenging particularly in those areas with 

this highest RN vacancies and where more than one RN is required for the night-time 

shift. This has been reflected by an increase in reported staffing incidents. 

 Seven Registered Nurses and two HCSW’s have left the Trust during July 2021. 

 Ward occupancy levels increased in 7 areas and decreased in 6 areas during July 
2021. 
 

 Ward teams are supported by Quality Improvement Lead Nurses (Matrons), Nurse 

Practitioners and a Site Manager who in turn, is also supported by an On-Call 

Manager out of hours.  

 Safer Staffing Huddles continued during July 2021, providing an efficient and effective 

response to identifying and mitigating potential staffing shortfalls. 

 Dragon Square Children’s Specialist Short Breaks Service continued to operate with 

a reduced occupancy level to support social distancing. 

 Staffing levels continue to remain under constant review, ensuring that the Trust is 

as alert as possible to changes, which could affect safe staffing levels within our ward 

inpatient areas, these being our most critical services. 
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REPORT TO PUBLIC TRUST BOARD 

 
Enclosure No: 7 

 
Date of Meeting: 9th September 2021 
Title of Report: Infection Prevention & Control (DIPC) Annual Report 
Presented by: Kenny Laing, Director of Infection Prevention & Control 
Author: Head of Infection Prevention & Control 
Executive Lead Name: Kenny Laing, Director of Infection Prevention and 

Control  
Approved by Exec ☐ 

 
Executive Summary: Purpose of report 
The Annual DIPC Report will assure the Board that the organisation is compliant with the Health & 
Social Care Act 2008 – Code of Practice on the prevention and control of infections and related 
guidance (2015). The completed annual audit/work programme for 2020/2021 are also included.  

Approval ☒ 
Information ☒ 
Discussion ☐ 
Assurance ☒ 

Seen at: SLT         Execs   
 

Document 
Version No. 

 

Committee Approval / Review • Quality Committee  
• Finance & Resource Committee  
• Audit Committee  
• People, Culture & Development Committee  
• Charitable Funds Committee  

 
Strategic Objectives 
(please indicate) 

 
1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of working  
3. We will provide the highest quality, safe and effective services X 
4. We will increase our efficiency and effectiveness through sustainable 

development  
 

 
Risk / legal implications: 
Risk Register Reference 

The report must be made publically available as soon as is reasonably possible. 

Resource Implications: 
 
Funding Source: 

None 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ 
and other equality groups).  See wider 
D&I Guidance 

The report does not impact negatively on any person/group in terms of Equality & 
Diversity. 

Shadow ICS Alignment / Implications: N/A 
 

Recommendations: Ask the Board to approve the annual DIPC report for 2020/2021, and the associated 
documents. 
 

Version Name/group Date issued 
 IPC Group Virtually  
 Execs  
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 5 Ensure prompt identification of people who have or are at risk of 
developing an infection so that they receive timely and appropriate 
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process of preventing and controlling infection 
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Foreword by Director of Infection Prevention and Control (DIPC)  
 
Infection Prevention and Control Annual Report 2020-21  
 
This Annual report covers the period 1st April 2020 to 31st March 2021 and has been written in line 
with the ten Criterion as outlined in the Health and Social Care Act 2008 Code of Practice in the 
Prevention and Control of Infection (updated 2015). The ten Criterion outlined in the code are used by 
the Care Quality Commission to judge a registered provider on how it complies with Cleanliness and 
Infection Prevention & Control requirements detailed in the legislation. 

This year has presented unprecedented challenges not just in the provision of healthcare, but to 
society and the entire global population. The COVID-19 pandemic has changed everything we do and 
brought IPC measures to the fore in everyone’s daily lives. The Trust has had to adapt its practices 
and service provision to keep people (staff, patients, cares, visitors and the public) safe. 

I commend this report which provides the assurance relating to how we have maintained and in some 
areas, strengthened our practice to achieve the aims of the 10 criteria outlined within the Health and 
Social Care Act. 

Kenny Laing 

Director of Infection Prevention and Control (DIPC) 

 
SECTION 1: Introduction 
 
The purpose and content of this annual report is to provide an overview of the Infection Prevention 
and Control (IPC) activities from 01 April 2020 to 31 March 2021, and to highlight achievements and 
the progress made against the priorities outlined in the Infection Prevention and Control Group (IPCG) 
work programme 2020/2021.  
 
High standards of infection prevention and control are crucial to ensure prevention of infection(s) in 
all health care facilities and at its core is basic hygiene and good management and clinical practice. 
Emphasis is given to the prevention of healthcare associated infection, the reduction of antibiotic 
resistance and the sustained improvement of cleanliness in the hospital. Evolving clinical practice 
presents new challenges in infection prevention and control, which were continuously reviewed and 
implemented. 

To support this, the IPC team have worked in collaboration with directorates and other corporate 
teams to continue the Trust‘s extensive efforts to prevent all avoidable infections and minimise the 
risk of resistant organisms across our Healthcare Economy footprint. 
 
The Executive Director of Nursing is the Trusts designated Director of Infection Prevention and 
Control. The code states that the DIPC produces an annual report. 
 
The IPC team wish to acknowledge and recognise the hard work and commitment of staff within the 
trust and across the healthcare economy. In working collaboratively we continue strive for the highest 
quality IPC standards to ensure patient safety for those who access our services.  
 
The report has been supported and produced with contributions from other members of the IPCG. 
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SECTION 2: Executive Summary 
 
All NHS organisations must ensure that they have effective systems in place to control healthcare 
associated infections (HCAIs). The prevention and control of infection is part of the overall risk 
management strategy. This report demonstrates how the Trust has systems in place, for compliance 
with the Health and Social Care Act 2008: Code of Practice for the NHS on the prevention and control 
of healthcare associated infections and related guidance.  
 
This report has been written in line with the ten Criterion as outlined in the Health and Social Care Act 
2008 Code of Practice in the Prevention and Control of Infection (updated 2015).  
 
The ten Criterion outlined in the code are used by the Care Quality Commission to judge a registered 
provider on how it complies with Cleanliness and Infection Prevention & Control requirements detailed 
in the legislation. (Table 1). Many responses sit in more than one criteria however, to avoid duplication 
the information has been placed within the most relevant criteria applicable to the response but it 
should be acknowledged that more than one criteria will be assured by the responses. 
 
Table 1: The requirements of the Health and Social Care Act (2008) updated with revised guidance 
issued July 2015. 
 

Compliance 
criterion 

What the registered provider will need to demonstrate 

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. 

2 Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections. 

3 Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of 
adverse events and antimicrobial resistance. 

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

5 Ensure prompt identification of people who have or are at risk of developing an infection so 
that they receive timely and appropriate treatment to reduce the risk of transmitting infection 
to other people. 

6 Systems 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 Provide or secure adequate isolation facilities. 
 

8 Secure adequate access to laboratory support as appropriate. 
 

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

10 Providers have a system in place to manage the occupational health needs and obligations 
of staff in relation to infection. 

 
High impact interventions (HII) were originally published in 2005 as part of ‘Saving Lives’ and the tools 
have been updated in 2007, 2010 and the 2017 review was undertaken by a working party 
commissioned by the Infection Prevention Society (IPS) in association with NHS Improvement. There 
are 7 specific HII. The trust complies with ‘Saving Lives’ and the identified relevant HII, 2, 5, 6 and 7.   
 

1. Prevention of ventilator associated pneumonia 
2. Prevention of infections associated with peripheral vascular access devices 
3. Prevention of infections associated with central venous access devices 
4. Prevention of surgical site infection 
5. Prevention of infections in chronic wounds 
6. Prevention of urinary catheter associated infections 
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7. Promotion of stewardship in antimicrobial prescribing 
 
The infection prevention and control audit (based on the IPS audit tools) and surveillance programme 
incorporates this guidance and also uses other audits developed specifically in response to COVID-
19. This programme supports constant monitoring of all infection, prevention and control policies and 
procedures. 
 
In February 2016 the National Institute for Health and Care Excellence (NICE) published Quality 
Standard 113 which covers organisational factors in preventing and controlling healthcare associated 
infections in hospital settings. NSCHT is compliant with the standards in this document. 
 
NSCHT continues to participate in the mandatory surveillance of Methicillin Resistant Staphylococcus 
aureus (MRSA) bacteraemia, Methicillin-sensitive Staphylococcus aureus (MSSA) bacteraemia, 
E.coli bacteraemia and Clostridioides difficile infection via the national Public Health England 
healthcare associated infections Data Capture System (HCAI DCS). In addition, mandatory reporting 
of P.aeruginosa and Klebsiella species was introduced in 2017. 
 
Incidents and outbreaks were managed as they occurred throughout 2020/21. The management of 
influenza and seasonal outbreaks remains high on the Trust’s agenda and local policies and 
procedures are updated and reviewed annually in line with national guidance. 

 

In 2020/2021 the trust’s main IPC focus has been to respond to the COVID-19 pandemic to ensure, 
patients, staff and visitors were kept safe and that all national guidelines were implemented, reviewed 
and monitored in a timely manner. 
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SECTION 3: Abbreviations 

AMR Anti-Microbial Resistance 
ASG  Antimicrobial Stewardship Group  
CCG  Clinical commissioning groups  
C difficile  Clostridium difficile  
CCG  Clinical Commissioning Group  
CDI  Clostridium difficile infection  
CPAG Clinical Professional Advisory Group 
CPE Carbapenemase-producing Enterobacteriaceae 
CQC  Care Quality Commission  
CQUIN  Commissioning for Quality and Innovation Payment Framework  
DH  Department of Health  
DIPC  Director of Infection Prevention & Control  
DON  Director of Nursing  
FM Facilities Management 
E coli  Escherichia coli  
ESBL  Extended Spectrum Beta Lactamase  
GDH Ag  Glutamate dehydrogenase antigen of C. difficile  
GRE  Glycopeptide Resistant Enterococcus  
GP  General Practitioner  
HCAI  Health Care Associated Infection  
IMG Incident Management group 
IPC  Infection Prevention & Control  
IPCC  Infection Prevention & Control Committee  
IPCN  Infection Prevention & Control Nurse  
IPCT  Infection Prevention & Control Team  
IPS Infection Prevention Society 
JCVI Joint Committee on Vaccination and Immunisation 
MMG Medicines Management Group 
MGNB  Multi resistant gram negative bacilli  
MHRA  Medicines and Healthcare Products Regulatory Agency  
MRSA  Meticillin Resistant staphylococcus aureus  
MSSA  Meticillin Susceptible staphylococcus aureus  
NHSI National Health Service Improvement 
NSCHT North Staffordshire Combined Healthcare Trust 
OH Occupational Health 
PCR  Polymerase Chain Reaction  
PICC Peripherally Inserted Catheter 
PHE  Public Health England  
PLACE  Patient-led assessments of the Care environment  
PPE  Personal Protective Equipment  
RAG  Red, amber, green  
RCA  Root Cause Analysis  
TV Tissue Viability 
UHNM University Hospital North Midlands 
VRE Vancomycin Resistant Enterococcus 
WHO World Health Organisation 
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SECTION 4: Key Achievements of 2020-21  
 

• All trust staff and partners SERCO and CDAS were offered the vaccine also. We again 
achieved an increase in flu vaccine uptake. There was a National target of 90% with the trust 
achieving 90.33% of staff receiving the vaccine 

• The IPC training was reviewed and the decision made to migrate the majority of training to e-
learning. Due to COVID-19 face to face training was suspended and the re-establishment of 
this training will form part of the IPC recovery plan. Training compliance as of 31st March was 
90%   

• Collaborative working with Health and Safety to deliver FFP3 training to all relevant staff. 
• PPE training including donning and doffing supported by in-house posters which were 

updated to reflect the changing national guidelines. 
• COVID-19 swabbing training supported by an in-house IPC developed video. 
• Supporting IMG with advice on COVID-19 guidelines and developing, implanting all COVID-

19 national and PHE guidelines 
• Implementation of twice weekly COVID-19 specific audits. 
• COVID-19 vaccination HUBs were set up but not utilised, one of these remains ready to go 

live for flu vaccination and potentially for COVID-19 booster vaccination. 
• Supporting Clinical professional Advisory Group (CPAG) and (Incident Management Group 

IMG) with IPC review of guidance and supporting the decision making process in regard to 
service delivery and management to reflect COVID-19 requirements. 

• The IPCT set up and ran anti body blood clinics for staff on site at Harplands 
• The IPCT set up and ran swabbing clinics for staff on site at Harplands  
• Two members of the IPCT completed the City & Guilds Accredited Training - Hydrop 

Legionella/Water Quality Risk Management – General Awareness Training and successfully 
passed the City and Guilds examination. 
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SECTION 5: Compliance with Criteria 
 
Criterion 1 
 
 
 
 
 
Trust Board  
The Code of Practice requires that the Trust Board has a collective agreement recognising its 
responsibilities for Infection Prevention and Control (IPC). The Chief Executive has overall 
responsibility for the control of infection at NSCHT. The DIPC (Executive Director of Nursing & Quality) 
attends Trust Board meetings with detailed updates on infection prevention and control matters. The 
DIPC also meets regularly with the Chief Executive.  
 
Quality & Safety Committee  
The Quality & Safety Committee is a sub-committee of the Trust Board and is the committee with 
overarching responsibility for managing organisational risks. The committee reviews high level 
performance data including any related to infection prevention and control, monitors compliance with 
statutory obligations and oversees management of the risks associated with infection prevention and 
control.  
 
Assurance is given to QSC via the DIPCs quarterly reports that adequate and effective policies and 
systems are in place ensuring patient safety; and continuous monitoring and improvement.  
 
Infection Control Prevention Group 
The Trust Infection Control Group (IPCG) is held quarterly and is chaired by the DIPC or Deputy DIPC. 
Meetings were suspended during COVID-19 pandemic however, governance was assured through 
Incident Management Group (IMG) and Clinical professional Advisory Group (CPAG) which met daily 
at the beginning of the pandemic then reducing to at bi-weekly/weekly to reflect the national and local 
picture. The group oversees the annual IPC work programme and the quarterly DIPC reports. New 
guidance and legislation is reviewed and monitored through the group.  
 
All IPC policies are reviewed and signed off via the group and audits are reported, reviewed and action 
plans monitored. Various reports and audits are standing agenda items including:  

• Organisational Safety Report 
• Antibiotic audit 
• Water Quality and Safety Report 
• Contract Monitoring Report 
• Cleanliness Report 
• Housekeeping (SERCO) Report 
• Waste audit Report 

 
The DIPC has overall responsibility to provide strategic direction and leadership to the Trust on all 
IPC matters. The DIPC is supported by the Deputy DIPC (Deputy Director of Nursing, AHP and 

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. 
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Quality) and IPCT. The team is managed by the Head of IPC, a band 6 acting up to a band 7 and 
seconded 12 month band 6.  
 
The Trust has a pro-active infection prevention and control team (IPCT) who implement and support 
the actions necessary to deliver and maintain patient, visitor and staff safety. On-call OOH cross cover 
arrangements are in place for IPCT with Midlands Partnership Foundation Trust (MPFT).  
 
The specialist IPCT provides a wide variety of support and advice to all Trust staff, wards and 
departments with regard to infection prevention and control matters and liaise regularly with 
information on alert organisms, offering advice and reassurance when required. Supporting clinicians, 
divisional and ward managers who have responsibility for operational delivery of IPC, clinical 
governance and risk management. The team continued to support frontline staff and prioritise urgent 
IPC issues during winter pressures and the COVID-19 pandemic.  
 
The remit of the team includes:  
 

• Education and training to ensure that the principles of infection control recognition and its 
application is accurate and appropriate to the relevant staff groups. 

• Surveillance of hospital infection - to work with other clinicians to improve surveillance and to 
strengthen prevention and control of infection in the Trust. 

• National bacteraemia data reporting  
• PHE data reporting  
• Investigation, control and reporting of outbreaks  
• Development, implementation and monitoring of Infection Prevention and Control policies 

procedures and guidelines for the prevention, management and control of infection are in place 
across the organisation. 

• Audit  
• Support Health and Safety in the sign off from an IPC perspective for new items of equipment  
• Assessment and input into service development and buildings / estate works  
• Patient care/ incident reviews  
• Mortality surveillance reviews 
• To communicate information relating to communicable disease to all relevant parties within the 

Trust. 
• To provide appropriate infection control advice to key Trust committees, taking national 

guidance into account. 
 
The IPC service is provided through a structured annual programme of work. The main objective of 
the annual programme is to maintain the high standard already achieved and enhance or improve on 
other key areas. The programme addresses national and local priorities and encompasses all aspects 
of healthcare provided across the Trust. The annual programme is agreed at the IPCG and then 
reported to the Trust Board via the DIPC quarterly reports. 13 of the 14 elements of 2020/2021 annual 
programme were completed. I element was carried over into the 2021/22 annual programme. Both 
annual programmes are attached in Appendix 1. 
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IPCT Organisational chart 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                   
 
 
 
 
 
 
 
 
 
 
 
 
Water Safety Group  

The Water Safety group is a sub group of IPCG whose duties are to develop the trust water strategy, 
advise on the development and operational management including monitoring of the implementation 
and efficacy of all Legionellosis Management. It is chaired by the Associate Director of Estates and 
Capital with the Trust Responsible Person (water), multi-disciplinary representation including: 
Infection Prevention and Control, QI Matron or Ward Based Representative, Health & Safety Advisor, 

Executive Director of Nursing and Quality 

Director of Infection prevention and Control (DIPC) 

Deputy Director of Nursing AHP and Quality 

Deputy Director of Infection Prevention & Control (DDIPC) 

Head of Infection Prevention & Control and Physical Health 

Substantive WTE 8b 

Clinical Specialist Practitioner 

Infection prevention and Control and Physical Health 

Substantive WTE band 6, in an acting up band 7 post until March 2021 

Infection Prevention and Control and Physical Health Nurse 

WTE seconded band 6 post until October 2021 

Clinical Specialist Practitioner 

Infection prevention and Control and Physical Health 

Substantive 0.4 band 6. Post vacant since January 2021 
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Estates Operation Manager, the Trust’s Specialists Service Providers (with respect to consultancy in 
Management of Legionella and Water Quality) and SERCO meets monthly.  

 
Its function is to: 
 
To ensure good water safety and monitoring across the Trust in order to keep staff and services users 
safe from water related risks. 
 

• To develop, implement and monitor the annual strategic water safety program to reflect the 
requirements of the Water Safety Plan. 

• To monitor annual Operational Water Safety Group (OWSG) program  
• To review and monitor untoward incidents across the Trust relating to water safety. 
• Review and monitor the OSWG action plan to gain assurance of best practice. 
• Develop, maintain a risk register to reflect any Water Safety issues and escalate concerns 

appropriately. 
• To reviews advise and monitors any actions identified in relation to water quality and safety 

issues. 
 
In accordance with HTM 01-06 and ISO BS EN 15883 the Trust is required to check water quality 
Weekly, Quarterly and Annually. All samples are collected in house and sent for testing to an 
independent UKAS accredited service providers in this field. 
 
The Water Safety Group follows and implements the standards and guidance set out in Health 
Technical Memorandum 04-01, Safe Water in Healthcare Premises. 
 
Iportal 
The IPC team use the iportal system.   Iportal allows the user to view a wide range of patient related 
information. Including details of inpatient admissions, blood and microbiology results all of which can 
support IPC advice and management. The system also allows the user to view and compare results 
to identify trends and make clinical notes.     
 
NHSE/I   
In November the Trust was visited by the NHS England & NHS Improvement Lead who undertook a 
review of policies, practices, patient pathways, use of PPE and visited wards were staff were 
interviewed. The DIPC and Head of IPC met with the NHSE and NHSI Lead, feedback was positive 
no areas of concern were highlighted and certain practices and staff patient engagement was 
commended. 
 
Mandatory Surveillance of Healthcare Associated Infection to Public Health England  
 
Clostridium Difficile Infection (CDI)  
Clostridium Difficile (C.difficile) is an anaerobic spore-forming Gram-positive rod which can cause 
antibiotic-associated diarrhoea and, less commonly, a severe and life-threatening disease, pseudo-
membranous colitis. During C.difficile diarrhoea or colitis, the toxin produced by C.difficile can be 
detected in the faeces, and the infection is diagnosed when the laboratory detects this toxin. NSCHT 
is compliant with DOH testing guidance for CDI. 
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C.difficile is spread by the faecal-oral route. Spores in the faeces can contaminate patient’s skin and 
hands, the environment, patient care equipment and the hands of health care workers. It is now 
recognised that the organism may be spread between susceptible patients and this is the most 
common means of acquisition.  
 
Infection is nearly always preceded by antibiotic treatment but antibiotics may have been stopped up 
to 6 weeks before the patient presents with symptoms. Although most antibiotics have been 
implicated, broad-spectrum agents such as cephalosporins, quinolones and carbapenems (e.g. 
Meropenem) are more likely to give rise to this complication. It is rare after gentamicin, metronidazole, 
doxycycline or vancomycin use.  
 
At end of year there were NO cases. 
 
Carbapenemase – Producing Enterobacteriacea (CPE)  
The UK, has seen a rapid rise in the incidence of infection and colonisation by multi-drug resistant 
carbapenemase-producing organisms in the last 8 years, with an increase in the number of clusters 
and outbreaks reported in England.  
 
Public Health England published a toolkit for the early detection, management and control of CPE in 
December 2013, providing advice on the management of CPE to prevent or reduce the spread of 
these bacteria into (and within) health care settings, and between health and residential care settings.  
 
There has been no evidence of transmission or CPE outbreaks within the Trust in 2020/21.  
 
Gram Negative Blood Stream Infections (GNBSI) 
In 2020/21 there was a continued focus on using the Health Economy approach to reduce Escherichia 
coli bloodstream infections as they represented 55% of all Gram-negative bloodstream infections 
nationally.  
 
We know GNBSI cases can occur in hospitals however, half of all community onset cases have had 
some healthcare interventions either from Acute, Primary or Community Care. Therefore, a Health 
economy approach is required to achieve the reductions  
 
Research evidence has established that the most important risk factors for healthcare associated 
Gram Negative infections are:  

• Indwelling vascular access devices (insertion, in situ, or removal)  
• Urinary catheterisation (insertion, in situ with or without manipulation, or removal)  
• Other devices (insertion, in situ with or without manipulation, or removal)  
• Invasive procedures (e.g. endoscopic retrograde cholangio-pancreatography, prostate biopsy, 

surgery including, but not restricted to, gastrointestinal tract surgery)  
• Neutropenia (low white cell count – usually from chemotherapy)  
• Antimicrobial therapy within the previous 28 days  
• Hospital admission within the previous 28 days.  
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NSCHT continues to work collaboratively with our local health economy IPC group, which incorporates 
partners in the community to prevent Gram negative infections by focusing on the risk factors set out 
above.  
 
At end of year there were NO cases of GNBSI. 
 
Vancomycin Resistant Enterococcus VRE and Extended Spectrum Beta-Lactamases (ESBL) 
Routine screening no longer takes place for VRE and ESBL, however all positive clinical site samples 
are monitored to enable the Trust to identify increases in these organisms and act accordingly.  
 
At end of year there were NO outbreaks of VRE or ESBL. 
 
Glycopeptide-resistant Enterococcus (GRE) Blood Stream Infection 
Enterococci are organisms that reside in the gastrointestinal tract, GRE are multi drug resistant 
Enterococci which are resistant to the Glycopeptide antibiotics Vancomycin and sometimes 
Teicoplanin. Antibiotics are prescribed based on the sensitivity of the particular strain. 
 
At end of year there were NO cases of GRE/VRE blood stream infection. 
 
Escherichia coli 
Often referred to as E. coli, this is part of the normal gut flora and can commonly cause urinary, biliary 
or gastrointestinal tract related infection leading to blood stream infection (E. coli blood stream 
infection). Some E. coli are enzyme producers known as extended spectrum beta lactamase (ESBL) 
which increase the resistance to multiple antibiotics. 
 
Attention to insertion and care of urinary catheters, audits, education and reporting of catheter 
associated urinary tract infection are directed to further reduce HAI E. coli BSI. 
 
At end of year there were 91 cases of E.coli, 91 from mid-stream urine samples and 0 identified as 
catheter related. All cases were individual assessed and were followed up as appropriate. 
 
Methicillin Susceptible and Methicillin Resistant Staphylococcus aureus (MSSA and MRSA) 
The bacteria Staphylococcus aureus is commonly found colonising the skin and mucous membranes 
of the nose and throat. It is capable of causing a wide range of infections from minor boils to serious 
wound infections, however most people carry this organism harmlessly. In hospitals, it can cause 
surgical wound infections and bloodstream infections. Mandatory reporting includes all isolates, 
whether true infections or contaminated blood cultures. 
 
Cases where the infection onset is >2 days after admission will be considered hospital-onset cases; 
all other cases will be considered to be community-onset. 
 
At end of year there were 39 cases of MSSA and 6 MRSA 
 

MSSA 
Wound 33 Throat 2 Eye 1 UTI 3 

MRSA 
Colonization 4 Wound 2   
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MRSA Bacteraemia  
All Staphylococcus aureus blood stream infections are reportable. They will then be identified via their 
resistance to antibiotics and are then reported separately as either: Methicillin Sensitive 
Staphylococcus aureus (MSSA) and Methicillin Resistant Staphylococcus aureus (MRSA). 
 
There were NO cases of MRSA bacteraemia.  
 
Sepsis  
Sepsis is a life threatening medical emergency. It occurs when a patient’s immune system over 
responds to an infection resulting to damage to the body’s own tissues and organs. The UK Sepsis 
Trust estimates that there are approximately 245,000 cases of sepsis on the UK per annum, resulting 
in around 48,000 deaths. NSCHT implemented a Sepsis Care Improvement Programme to improve 
the identification of sepsis in NSCHT inpatient and services in 2018.  
 
There were NO cases of Sepsis. 
 
Tissue Viability 
"Tissue viability is a growing speciality that primarily considers all aspects of skin and soft tissue 
wounds including acute surgical wounds, pressure ulcers and all forms of leg ulceration." - (Tissue 
Viability Society 2009). 
 
Pressure ulcers are an injury that breaks down the skin and underlying tissue. They are caused when 
an area of skin is placed under pressure. They are sometimes known as 'bedsores' or 'pressure 
sores'." - (with thanks to NHS Choices). 
 
The Tissue Viability service provides specialist advice, assessment and support to healthcare 
professionals on all aspects of preventative wound care as well as managing complex wounds within 
NSCHT. 
 
The nurse-led team works in partnership with patients, their carers and healthcare professionals to 
provide expert wound care advice, specialist healthcare equipment that is aimed at 
preventing avoidable skin breakdown. 
 
There were 82 remote and 9 face to face patient assessments which included: 
 

• Pressure ulcers 
• Diabetic foot ulcer 
• Skin tears 
• Leg ulcers 
• Oedema management/weeping legs 
• Reviewing compression hosiery 
• Self-harm 
• Trauma 
• Self-neglect 
• a case of frostbite 

 
The team aims to improve and support high standards of practice and care through clinical 
consultations, development of guidelines, polices and supporting educational training, which included 
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the production of an in-house video on Pressure Ulcer education and support of the Preceptorship 
week and pre COVID-19 practical bandaging sessions for healthcare professionals. 
 
Audit Programme  
NSCHT have a programme of annual IPC audits in place, to provide assurance around practice and 
ensure that areas are consistently complying with evidence based practice and policies. Action plans 
were developed where issues are highlighted and fed back to the QI Lead Matron, ward manager and 
reported at the IPCG meetings.  
 
The audit tools have been revised and updated during 2020-21 to ensure audits are relevant.  
 
The IPCT also completed enhanced audits specifically in relation to COVID-19. Two weekly audits 
were undertaken specifically focussing on PPE, donning and doffing, masks and basic IPC 
requirements in relation to hand hygiene and the environment. 
 
100% IPC audits completed in 2021/22 and all required two weekly audits completed. Minor issues 
identified at the time were addressed directly with the area. Overall IPC compliance and staff 
knowledge was very positive 
 
Patient transfers  
The transfer of patients can potentially have a significant IPC impact particularly when there is 
Norovirus and Influenza circulating in the community and especially during the COVID-19 pandemic 
and requires a co-ordinated approach. 
 
When positive patients need to be moved for clinical reasons a risk assessment was undertaken and 
appropriate IPC precautions instigated. When required IPCT liaised with Incident Command Centre 
(ICC), site managers and specific wards/areas if there are any IPC concerns that had the potential to 
impact operationally.  
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Criteria 2 

 

 

 
Environmental Cleaning Services 
The designated cleaning lead for the Trust is the Head of Facilities. Environmental cleaning is 
undertaken by either: the in-house support services team, our Private Finance Initiative (PFI) partners 
SERCO on the Harplands site, an SLA with MPFT at Lymbrook and an external contractor at Hope 
Street.  
 
The Facilities team have provided high standards of cleanliness/hygiene with well-maintained 
environment’s that are aesthetically pleasing and safe for patients, staff visitors and the general public 
in all our premises. This is in line with and supports our cleanliness strategy, decontamination 
responsibilities, and the Infection Prevention & Control (IPC) assurance framework (Criterion 2). 
 
Facilities services, PFI colleagues, supported by IPC, Estates, Clinical staff and Quality Improvement 
Lead Nurse/Matrons have measured standards against the National Standards of Cleanliness using 
our professional performance monitoring package, “Support Services Solutions Ltd”.  
 
Each area has been audited against the category of risk in compliance with the National Specification 
for Cleanliness in the NHS (NSPA 2009).  The Trust’s achieved an overall performance of 97.89 %for 
all areas and risk categories. Details of the audit scores and included in the quarterly cleanliness 
report that is presented to IPCG 
 
Serco’s cleanliness scores are discussed and monitored at the Trust’s monthly contract performance 
monitoring group meeting 
 
Medical equipment is cleaned by ward staff. 
 
On a daily basis the support services supervisors are responsible for ensuring that cleaning 
methodologies are applied and the frequencies are maintained ensuring high standards of cleanliness 
and that these standards are maintained by promptly addressing any shortfalls. 
 
Facilities contracts are managed and monitored by the Head of Facilities and Support Services 
Manager.  
 
Ward/area managers are involved in the monitoring of cleanliness standards and address any issues 
to ensure that standards and performance targets are met.  
 
Our estates team play an on-going key role in maintaining and actioning any environmental defects 
from our audits in all our NSCHT premises to maintain standards in collaboration with our clinical 
teams and IPC colleagues.  At the Harplands, SERCO provide a helpdesk where requests for any 
additional cleaning and estates environmental maintenance can be logged. 
 
All cleaning staff play an essential role in ensuring that the Trust reduces hospital acquired infections 
which helps to promote confidence in patients and visitors. 
 

Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections. 
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The Head of facilities or deputy also participate in any outbreak or periods of increased incidents 
meetings, when issues are identified. 
 
Patient-Led assessments of the care environment (PLACE)  
The annual assessments involve local people (known as patient assessors) going into hospitals as 
part of teams to assess how the environment supports the provision of clinical care, assessing such 
things as privacy and dignity, food, cleanliness and general building maintenance and, more recently, 
the extent to which the environment is able to support the care of those with dementia.  
 
The 2020 the Patient Led Assessment Care Environment (PLACE) was suspended due to COVID-19 
restrictions. However, environmental and cleanliness standards continued to be monitored by the 
Facilities team with excellent standards been achieved.  
 
Deep Cleaning Programme 
Deep cleans were facilitated as required, but as a minimum when an outbreak is identified and as the 
outbreak area is ready to have restrictions lifted. 
 
Waste Management including Sharps 
The overall responsibility for correct processing of waste in the Trust sits with the Estates and Facilities 
team. The Trust Waste Policy is in place and available to staff via the Trust intranet. The Trust has 
contracts with an external service provider for the collection and disposal of Clinical, offensive, 
pharmaceutical waste and sharps. 
 
Monitoring and audit of the policy: 

• Clinical waste streams are audited in accordance with DoH HTM 07-10 and Environment 
Agency guidance and any issues highlighted to the service provider. 

• The safe handling and disposal of sharps is covered by the Inoculation Injuries policy which 
sits with the Occupational Health and Health and Safety team. 

 
Compliance with the policy is monitored on an ongoing basis by: 

• The Facilities team and H&S and Occupational team via Ulysses incident reports. 
• Annual Pre-accreditation audits 
• Annual reports are submitted to the IPCG and as part of DIPC report to the Board.  

 
Laundry 
A high quality linen hire service is provided to the Trust by Elis .This contract was awarded in 
November 2018 for a 3 year period with the option to extend for a further 2 x 24 month periods. All 
laundering and finishing process are in compliance with DoH HTM 01-04. This contract is managed 
and monitored by the Trust Facilities team. 
 
Nutrition 
All patients have received good quality, nutritious meals that take into account their individual needs 
and preferences, including age, gender, ethnic and religious beliefs. We have promoted hydration with 
both our patients and staff, offering a wide range of fluids at the correct temperature and texture. 
Chilled water is always available and available for staff and patients. 
 
Protected meal times are promoted in all areas. Menus boards and menus files promoting catering 
services are available and promoted in all areas. Every inpatient area has a food allergen information 
regulations 2014 (FIR) folder that is bespoke to each site in line with their menus.  
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Food Safety audits/inspections  
Efficient and accurate record keeping is completed by the teams to demonstrate both food safety and 
successful application of food safety management and provide evidence for due diligence to prove 
that all reasonable and satisfactory precautions have been taken. 
Compliance against our managing food safety documentation is checked on a quarterly basis by the 
Support Services and SERCO supervisors/mangers. 
These audits are unannounced and identify non-compliances with:-  

• Food Safety Practices & Procedures  
• Structure, Equipment and Cleanliness  
• Food Safety Management System, Hazard Analysis Critical Control Point (HACCP)  

 
Planned inspections with the catering/facilities management team are also carried out to check on 
progress of audit action plans.  
 
External Food Safety Inspections 
All premises are registered with the Food Standards Agency and inspected by Environmental Health 
Officer (EHO).  
 
Refurbishment Projects  
The IPC Team provided advice on refurbishment projects throughout the Trust and continue to support 
planned future projects. 
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Criteria 3 

 

 

 
In 2019, the UK government set out its five-year national action plan to tackle Antimicrobial Resistance 
(AMR) within and beyond the UK borders. 
 
The plan was designed to ensure progress towards the 20-year vision on AMR, in which resistance is 
effectively contained and controlled. It focuses on three key ways of tackling AMR: 
 

1. reducing need for, and unintentional exposure to, antimicrobials; 
2. optimising use of antimicrobials; and 
3. investing in innovation, supply and access. 

 
The plan also sets out four measures of success to ensure progress towards the 20-year vision.  
 
These include, among others, targets to: 

• halve healthcare associated Gram-negative blood stream infections; 
• reduce the number of specific drug-resistant infections in people by 10% by 2025; 
• reduce UK antimicrobial use in humans by 15% by 2024; 
• reduce UK antibiotic use in food-producing animals by 25% between 2016 and 2020 and 

define new objectives by 2021 for 2025; and 
• be able to report on the percentage of prescriptions supported by a diagnostic test or 

decision support tool by 2024. 
 
All Trusts in England are currently required to send PHE their antibiotic usage data.  
 
The Antimicrobial Stewardship Group (AMG) is a multidisciplinary group responsible for the monitoring 
and review of good antimicrobial stewardship within the Trust. The AMG reports directly to the Trust 
Board through the Medicines Management Group (MMG) and meets on a bi-monthly basis. The group 
drives forward local activities to support the implementation of international and national initiatives on 
antimicrobial stewardship. The AMG produces and updates the Trusts antimicrobial guidelines which 
take into account local antibiotic resistance patterns; regular auditing of the guidelines; antimicrobial 
stewardship practice and quality assurance measures; and identifying actions to address poor 
compliance with guidelines.  
 
Antimicrobial audit results related to compliance with the local antimicrobial guidelines are produced 
and submitted to the IPCG quarterly. There is an escalation process for clinical areas that do not follow 
clinical guidelines.  
 
The Pharmacists and Pharmacy Team are working hard to help the Trust meet the national 
requirements for reduction in antibiotic usage and take an active part in auditing and submitting 
information for CQUINs.  
 
There is a separate Local Health Economy Infection Prevention & Control and Antimicrobial Group 
which is chaired by the Consultant Microbiologist from University Hospital North Midlands (UHNM) 
with representation from pharmacy and IPC.  
 
 
 

Ensure appropriate antibiotic use to optimise patient outcomes and to reduce the risk of 
adverse events and antimicrobial resistance. 
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Criteria 4 

 

 

 

Information for Service Users, Visitors and Carers 
The IPCT is available to speak to any patient, visitor or carer at the request of the ward or when directly 
approached.  
 
Communication Programme  
The Trust has a dedicated Communications Team. The IPC and Communications Teams work 
together to:  

• Promote IPC events.  
• Communicate campaigns to inform staff, patients and visitors around Influenza, seasonal 

winter infections e.g. Norovirus  
• Update the Trust website and intranet.  
• Support the preparation of media statements during outbreaks if required.  
• Support the annual flu vaccination campaign  
• Support communication of COVID-19 related information and guidance 
• Face to face discussion 
• Awareness campaigns 
• Information leaflets 
• Dedicated noticeboards 
• Via local radio and media 
• Social networking e.g. Twitter and Facebook 

All IPC policies and SOP’s are available via the trust intranet site CAT. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Provide suitable accurate information on infections to service users, their visitors and any 
person concerned with providing further support or nursing/medical care in a timely 
fashion 
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Criteria 5 

 

 

 

Patient Alerts and Surveillance of Alert Organisms e.g. MRSA, Clostridium difficile, are detailed under 
Criteria 1 

Outbreaks and Serious Incidents 

The IPC Team are involved in the management of IPC related incidents and outbreaks. Incidents and 
outbreaks were managed as they occurred throughout 2020/21, IPC participates in the weekly incident 
review group. The management of influenza and seasonal outbreaks remains high on the Trust’s 
agenda and local policies and procedures are updated and reviewed annually in line with national 
guidance. Incident and outbreak investigations occurring in 2020/21 were reported to the IPCG 
quarterly via the DIPC report. 
 
The table below summarises the ward closures in the Trust during 2020/21 

IPC outbreaks 

Q2: One outbreak of D&V on Ward 4. All precautions implemented, enhanced cleaning and isolation 
of patients, outbreak meetings held. The ward was closed from 03.09.20 to 14.09.20. 6 patient’s 
symptomatic and 1 staff. All microbiological samples were negative. 
 
COVID-19 related Outbreaks 
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Ensure prompt identification of people who have or are at risk of developing an infection 
so that they receive timely and appropriate treatment to reduce the risk of transmitting 
infection to other people. 
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COVID-19 

COVID-19 is a new coronavirus disease, which causes respiratory symptoms. It was first identified in 
December 2019 in Wuhan City, Hubei Province China and quickly spread around the world. The 
COVID-19 pandemic was officially declared on the 11th March 2020. This was called COVID-19, it 
has subsequently been shown to be due to a novel coronavirus, SARS-CoV-2. Coronaviruses are a 
large family of viruses with some causing less-severe disease, such as the common cold, and others 
causing more severe disease such as Middle East respiratory syndrome (MERS) and Severe Acute 
Respiratory Syndrome (SARS) coronaviruses.  
 
During the early stages of pandemic extensive emergency planning took place with the establishment 
of dedicated management groups: ICC, IMG and CPAG to co-ordinate and manage COVID-19 related 
issues and to safely manage patients with COVID-19. Specific plans included: 
 

• Increasing staff within the IPC team to ensure there is sufficient cover over a 7 day period  
• Increasing training across the Trust in regards to PPE (Donning and Doffing) 
• FFP3 fit test testing for staff  
• Producing IPC local guidance in line with daily changing PHE guidance  
• Setting up areas for staff swabbing and antibody blood clinics  
• Daily communications  
• Daily advice and support by IPCT  
• Extended IPC OOH cover during the week and weekend cover  
• PPE quick reference guides  
• In-house video on technique for taking viral COVID-19 swabs 
• Instigation of COVID-19 patient swabbing 
• Changes to management of COVID-19 specific outbreaks 

 
 
Extensive training of staff was undertaken to ensure the correct use of personal protective equipment 
and delivery of appropriate clinical care in line with national guidance. Airborne transmission was seen 
as a high risk through certain procedures or support treatments that generate aerosols, staff were 
identified and given specific FFP3 training and guidelines were updated to reduce risk also. 
 
Lateral Flow Testing (LFT) 
In quarter 2, bi-weekly Lateral Flow Testing (LFT) for staff was introduced; kits were issued to 
individual staff so that testing could be undertaken at home. An electronic recording system was set 
up so staff could input results. All staff were given instruction on further actions and reporting if they 
had a positive result. LFT is managed through ICC. 
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Criteria 6 

 

 

 

 
Mandatory training in Infection Prevention and Control is a requirement for all Trust staff including 
clinical, non-clinical staff and contractors. The IPCT training was reviewed and moved to electronic 
learning training due to the COVID-19 pandemic. However, as part of the audits certain aspects are 
monitored at ward level including hand hygiene and appropriate use of PPE.  
 
Supported training sessions continues via Teams for medical staff and apprenticeship students.  
 
IPCT undertook: 

• Donning and doffing training session’s trust wide and developed posters.  
• FFP3 Fit Test for staff.  
• Developed an in-house video on undertaking the viral swabbing procedure for COVID-19 

testing. 
 

At NSCHT infection prevention is included in all job descriptions. All clinical staff receive training and 
education in optimum infection prevention practices.  
 
All staff including volunteers joining the Trust are required to attend an IPC induction session and 
identified mandatory IPC training. Compliance with IPC training is monitored by the training 
department with quarterly reports to the IPCG by the IPCT. 
 
Face to face training was suspended during the COVID-19 pandemic. Staff awareness and training 
was supported via video, posters and e-learning. 
 
 
Criteria 7 

 

 
 
Side rooms were utilised and if not an on suite, commodes were provided to support patients 
remaining in their rooms. Dormitory bed capacity was reduce to make them single occupancy during 
the initial COVID-19 pandemic. The increase of bed occupancy was reviewed as the pandemic 
evolved. When single room isolation created challenges areas were identified for co-hort nursing this 
was in support of patients with little or no insight into the restrictions required due to their 
understanding because of e.g. dementia, severe mental illness. 
 
 
 
 
 
 
 

Systems 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. 

Provide or secure adequate isolation facilities. 
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Criteria 8 

 

 

Laboratory services for NSCHT are provided via a Service Level Agreement (SLA) with UHNM which 
has full Clinical Pathology Accreditation (CPA). Daily microbiology results are available via iportal the 
electronic reporting system. IPC worked closely with the Microbiology Laboratory during COVID-19 in 
relation to the management and submission of screening swabs. 

Criteria 9 

 

 

 
IPC Policies and Standard Operating Procedures 

An overarching IPC policy supported by SOPs is in place. These are available via the trust intranet 
site which enables the quick location of key infection prevention guidance by our staff in regards to 
general infection control, specific related procedures e.g. management of outbreaks and common 
infections.  
 
Policies are written in line with the Trust Governance policy and all polices and SOP’s are reviewed 
by the IPCG and are submitted to the relevant governance groups for sign off.  
 
Polices are reviewed and updated to reflect any changing national or local guidelines or legislation as 
required. 
 
 

 

 

 

 

 

 

 

 

 

 

Have and adhere to policies, designed for the individual’s care and provider 
organisations that help to prevent and control infections. 

Secure adequate access to laboratory support as appropriate. 
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Criteria 10 

 

 

 
Occupational Health services are provided by TP Health who carry out pre-employment health 
assessments including assessment of Immunisation needs and delivery of the Immunisation 
programme.  
 
All job descriptions include infection prevention responsibility and this message is reiterated during 
mandatory training. The IPC Team participate in mandatory updates for all staff groups (clinical and 
non-clinical). TP Health are standing members of the IPCG and link in with IPCT on an individual basis 
as required.  
 
Seasonal influenza staff vaccination campaign is well established at NSCHT and delivered by the 
IPCT. Immunisation of frontline staff against influenza reduces the transmission of infection to 
vulnerable patients. This year’s flu programme was delivered from September 2020 to 28th February 
2021. Two dedicated clinics were set up one at Lawton House and Harplands with additional roving 
and weekend clinics on the Harplands site. There was the extra challenge of ensuring that COVID-19 
restrictions and staff safety was maintained. 
 
There was a national Target set which was suspended due to COVID-19 however, the trust maintained 
the 90% internal target. At the end of the campaign we had achieved 90.33% 
 
The seasonal Influenza group consists of Deputy DIPC, Chief Pharmacist, Workforce representatives, 
Communication and IT Team, Occupational Health, QI Matrons, and Infection Prevention Control.  
 
This year we had 12 trained peer vaccinators within the Trust. The vaccinators undertook the E-
Learning Flu Immunisation and COVID-19 training programme, which is in partnership with Public 
Health England. This training was introduced for established vaccinators to gain refresher training for 
seasonal influenza and specific training in relation to COVID-19 vaccine management and 
administration. 
 
The Trust continued with its incentivised approach whereby staff on a monthly basis were entered into 
a random draw and received either a hamper (supplied by SERCO) or shopping vouchers. This helped 
to increase awareness around the flu jab and Health and Wellbeing as staff were photographed 
receiving the prizes and this was shared via social media.  
 
Focused communications helped with the important messages around flu and COVID-19 to staff, 
including myth busting. The flu dates were published via and the FUSION electronic system was used 
for staff to book flu vaccinations. 
 
The trusts trained vaccinators supported the delivery of the COVID-19 vaccination programme across 
the Healthcare Economy at UHNM and local vaccination sites. 
 
TP Health established a dedicated COVID-19 support line for managers who were supported with 
staff OH queries.  
 
 
 

Providers have a system in place to manage the occupational health needs of staff 
in relation to infection. 
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Regular communications were sent out by the Director of Operations who shared the changing 
Government guidelines on COVID-19 and information signposting staff to the relevant GOV web sites 
to support staff.   
 
COVID-19 Vaccination 
Staff vaccination programme commenced beginning of December 2020.  Staff put forward for 
vaccination were identified through previously completed risk assessment and in line Joint Committee 
on Vaccination and Immunisation (JCVI) recommendations. Staff were initially vaccinated through the 
UHNM Hub. The submission of staff names was co-ordinated via ICC. 
 
Sharps, Inoculation Injuries & Accidents involving Exposure to Blood & Body Fluids 
Sharps and inoculation injuries are reported via the Ulysses Incident management system and 
reviewed by the trust’s Health and Safety advisor. Organisation Wide Learning form part of the incident 
review. A report is submitted quarterly to the IPCG. During 2020/21 there were 176 inoculation injuries 
reported via the Ulysses incident management system, with the majority reported being in relation to 
minor scratch injuries sustained. The Trust monitors all inoculation injuries and supports staff health 
and wellbeing following all reported incidents which include the provision and promotion of 
Occupational Health services. 
 
On reporting an injury or exposure to Occupational Health, TP Health complete an initial risk 
assessment and follow up appointments are arranged as appropriate. A report on inoculation injuries 
is provided by TP Health at the IPCG meetings. 
 
SECTION 6: Conclusion 
 
2020-2021 has been one of the most challenging ever in terms of IPC and the NHS. The IPCT have 
ensured a high quality and effective service across the whole Trust service portfolio.  
 
The IPCT as well as managing COVID-19 has continued to monitor and manage HCAIs and 
ensured all staff in the Trust are aware of their responsibilities in relation to IPC.  
 
The detail within this report provides assurance in how the risks relating to infection have been 
prevented and managed by the combined efforts of our clinical teams under the direction of the 
IPCT. 
 
 
SECTION 7: Recommendation 
 
The Board is asked to approve the Infection Prevention and Control Annual Report for 2020/21 and 
the work priorities for 2021/22. 
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SECTION 9: Appendices 

 
 
__________________________________________________________________________________________________________________ 

 
Infection Prevention and Control (IPC) and Physical (PH) Group Work Programme 2020–2021 

 
Our Vision - To be Outstanding in all that we do and how we do it 
 
Our Quality Priorities - Key areas which evidence that we are delivering high quality care and treatment to those using our services in a way 
that is person-centred 
•S - Our services will be consistently safe 
•P - Our care will be personalised to the individual needs of our service users 
•A - Our processes and structures will guarantee Access to services for service users and their carers 
•R - Our focus will be on the recovery needs of those with mental illness 
 

Item Performance Indicator Responsibility Assurance & Progress Status  

 
1 

The Trust has a Work Programme / Assurance 
Framework in place. 
 
 
An annual and four quarterly (Q) reports are 
presented to the Board of Directors. 
 

D/DIPC & 
IPC Group (IPCG) 
 
 
D/DIPC 

Quarterly Reports 
• Q1 July 2020 
• Q4 October 2020 
• Q4 January 2021 
• Q4 April 2021 

Annual Report 2020/21  
• May 2021 

 

Q1 Update: Meetings for 20/21 to be scheduled to enable appropriate reporting and assurance. Q1 report submitted and approved 
Q2 Update: Q2 report submitted and approved 
Q3 Update: Q3 report submitted and approved 
Q4 Update: Q4 report submitted 
 
 
 

Appendix 1 
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Item Performance Indicator Responsibility Assurance & Progress Status  

 
2 

 
Board level responsibility for IPC is clearly defined 
and there are clear guidelines on reporting corporate 
risk from the IPCG 

 
D/DIPC 
 

• Annual and Quarterly reports 
• Reporting by exception to CCGs 

where needed 
• IPC Work Programme 
• IPC Assurance Framework 

 

Q1 Update: Q1 report submitted to DIPC for presentation to Board 
Q2 Update: Q2 Annual Report for 19/20 submitted and approved by Board. Q2 report submitted and approved 
Q3 Update: Q3 report submitted and approved 
Q4 Update: Q4 report submitted  
 
3 

 
There is an IPC group which is directly accountable 
to the Chief Executive and the Trust Board. 
 
The Group endorses all IPC policies, procedures 
and guidance, and provides advice and support on 
the implementation of policies.  
 
The Group monitors the progress of the annual IPC 
Work Programme/Assurance Framework bi monthly 
 

 
IPCG 
 

  
• IPCG Terms of Reference reviewed 

annually 
• IPCG Agendas and Minutes  
• IPC Policy and Standard Operating 

Procedures 
• Audit Programme 
• Performance reporting 
• Strategy 

 

 

Q1 Update: Meetings for 20/21 scheduled to enable appropriate reporting and assurance any exceptions will be reported at the relevant bi-monthly 
meetings.  
Q2 Update: IPC and PH meetings to merge   
Q3 Update: The Q3 meeting was re-scheduled due to operational pressures, however the DIPC/DDIPC and HIPC met regularly to review and discuss 
IPC and aby actions or issues 
Q4 Update: The meetings have re-commenced 
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Item Performance Indicator Responsibility Assurance & Progress Status  

 
4 

 
There is an appropriately constituted and functioning 
IPC team. 

 
D/DIPC 
 

• 1.0 WTE Head of IPC & PH 
• 1.4 WTE IPC/PH Nurses 
• WTE Band 6 nurse 
• Annual and Quarterly Reports 
• Head of IPC & PH 1-1s with DIPC 
• Performance & Compliance 

Reporting 

 

Q1 Update: Band 6 IPC Nurse Post advertised for 12 month secondment or fixed term anticipated person in post November 2020 
 
 
5 

 
Prevention and control of infection is considered as 
part of all service provision. 

 
AD for 
Estates/Water 
Safety  
Support services/ 
Decontamination 
Lead 
Heads of 
Directorate 
 
 

 
• IPC is compulsory in all Service Level 

Agreements and External Contracts 
• IPC is included in all Trust Job 

Descriptions 
• Audit Programme and Review 
• Inpatient and Community Safety 

metric audits 
• Modern Matron/Senior Nurse Monthly 

review 
• Procurement sign off for all medical 

devices 
• New builds, refurbishment and 

change of purpose must have IPC 
sign off 

• COVID-19 Recovery planning 

 

Q1 Update: IPC represented at all relevant meetings and working groups 
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Item Performance Indicator Responsibility Assurance & Progress Status  

 
6 
 
 
 
 
 

Written policies, procedures and guidance for the 
prevention and control of infection are implemented  
and reflect relevant legislation and published 
professional guidance 
 
The IPCT also play a part in supporting other key 
stakeholders policies 
 

Infection 
Prevention & 
Control Team 
 
 

IPC Policy Review Work Plan 
Safety Metrics, Surveillance and Audit 
Reports  
Minutes of IPCG  
Assurance Framework  
 
Key Stakeholder Policies: 

• Waste 
• Water Safety 
• Admission Discharge & Transfer 

policy 
• Dress Code Policy 
• Nutritional Policy 
• Food Safety 
• Tissue Viability 
• Antimicrobial prescribing 
• Medical photography 
• Medical devices 
• Cleaning and Decontamination 
• Palliative Care  

 

Q1 Update: All polices will have an annual oversight review to ensure they are current and in line with National guidelines.  
Q2 Update: All policies are currently being reviewed by the re-established policy working group 
Q3 Update: IPC policy will be due for review in 2021 
Q4 Update: Policies were given an time extension for Q4 with review due to commence Q1 2021 
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Item Performance Indicator Responsibility Assurance & Progress Status  

 
7 

 
The annual IPC Audit Programme is fully completed 

 
IPCT 
IPCG 
 

Audit exceptions are reported to the Board 
via the IPCG chairs summary 
2020/21 audit programme will maintain 
compliance score to 90% from 85% to show a 
year on year improvement. The IPCT will 
complete 25% of the overall target each 
quarter to meet the annual compliance 
requirement 

 

Q1 Update: Audited have commenced in line with planned programme for Q1 
Q2 Update: Audit programme 59% completed in Q2 overall target compliance  
Q3 Update: Audit programme 66% completed in Q3  
Q4 Update: The audit programme was successfully completed by end Q4 
 
8 

Education and training in the prevention and control 
of infection is provided to all frontline staff on an 
annual basis via eLearning which is monitored 
through LMS. IPCT to support with any delivery 
issues. 
Specialist training will be supplemented by face to 
face if required to support, knowledge and skills of 
staff in IPC 

 
IPCT 
 

 
• Gaps of noncompliance highlighted by 

line managers that require specific 
IPC input will be supported and 
delivered as soon as possible to meet 
the gap identified. 

 

Q1 Update: LMS eLearning established 
9 Incidents, transmission of infections and outbreaks 

are documented by the IPCT, reviewed by the IPCG 
and reported to the Board where required 
 
 
 

IPCT 
D/DIPC 
 

• IPCG minutes 
• Trust Board informed via Annual and 

Quarterly Reports 
• Performance and exception reporting 
• Post outbreak meeting reports 
• Safeguarding reporting 

 

Q1 Update: Monitoring of Incidents, transmission of infections and outbreaks is undertaken in a timely way and all relevant reviews, documentation 
completed and with identified lessons learnt shared appropriately.  
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Item Performance Indicator Responsibility Assurance & Progress Status  

10 Antimicrobial Stewardship will adhere to the 5 year 
strategy, formulary,  Regulation 12 and best practice  

IPCG and 
Pharmacy 

• Pharmacy representation at IPCG 
and antibiotic reporting 

• Current antibiotic formulary 
(community) in line with local 
surveillance for multi resistant 
organisms 

 

Q1 Update: Pharmacy will monitor compliance and report quarterly by exception to the IPCG.  
11 There is a programme to manage and monitor the 

potential and actual risks of Health Care Associated 
Infections (HCAI’s) 
 
In unavoidable cases these are monitored, reviewed 
and reported to the Board 
 
A Sepsis recognition programme is in place in line 
with the detection of the deteriorating patient and 
national sepsis programme 
 

All Trust Staff 
D/DIPC 
IPCT 
 

• IPC policies 
• IPC audit programme 
• Quarterly and Annual Reports 
• Cleaning Strategy 
• IPC training 
• Information for staff and service users  
• Surveillance  
• Sepsis is included in all training 
• Non-contact NEWS form to be 

available on Lorenzo 

 
 
 

Q1 Update: Non-contact NEWS form to be available on Lorenzo. Work with Lorenzo team ongoing to enable document to go ‘live’ 
 
12 
 
 

 
Reporting on HCAI’s to Commissioners by exception 
and PHE where required (communicable diseases).  

 
IPCT 

 
• Performance reporting 
• DIPC’s quarterly Reports 
• PIRs, peer reviews and RCAs 

 

Q1 Update: Nil return for Q1, appropriate monitoring undertaken for assurance 
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Item Performance Indicator Responsibility Assurance & Progress Status  

13 Develop and deliver an effective Influenza 
Vaccination Programme achieving 90% uptake at 
least by March 2021 

IPCT/Team 
prevent 

• Order vaccinations 
• Register with Inform 
• Develop PGD 
• Deliver training to peer vaccinators 
• Set up a communication programme 
• Deliver programme with new and 

purposeful initiatives. 
• Report to SLT and NHSI as required 

 
 
 
 
 
 

Q1 Update: Vaccines ordered and PGD being reviewed and signed off. Clinics being planned. 
14 COVID-19 managed to minimise transmission, 

reducing potential of outbreaks leading to ward 
closure. 

Head of IPC & PH • COVID-19 ve+ monitored and 
appropriate actions taken 

• Admission swabbing and 7/7 follow 
up screening monitored 

• Wards/areas supported to manage 
ve+ patients in relation to isolation 
and monitoring 

• Staff Test and Trace monitored 
• Outbreaks identified, managed and 

reported to PHE, CCG etc. 

 

Q1 Update: Monitoring established and reviewed. All appropriate actions identified. 
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Annual Infection Prevention and Control Work Plan 2021-2022 

The table below is the ‘Code of Practice’ for all providers of healthcare and adult social care on the prevention of infections under The Health 
and Social Care Act 2008 (revised 2015). This sets out the 10 criteria against which a registered provider will be judged on how it complies with 
the registration requirements related to infection prevention. This work programme is aimed at caring for patients in an environment which 
reduces the risk of them developing a Health Care Associated Infection  
 

Compliance 
criterion 

What the registered provider will need to demonstrate 
 

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. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and 
control of infections 

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and 
antimicrobial resistance. 

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

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely 
and appropriate treatment to reduce the risk of passing on the infection to other people. 

6. Systems 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. 
 

Provide or secure adequate isolation facilities. 

8. 
 

Secure adequate access to laboratory support as appropriate. 

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

10. 
 

Providers have a system in place to manage the occupational health needs and obligations of staff in relation to 
infection. 
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1. Systems to manage and Monitor the prevention and control of Infection  
Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Preparation of a bi annual 
report detailing activities 
in the previous 6 months, 
this will be consolidated at 
year end in the format of 
a DIPC annual report.  

Head of IPC • Annual DIPC report to Board due in May 2021     Draft with DIPC April 2021 
• Q1 DIPC report due July 2021     On going 
• Q2 DIPC report due Oct 2021     On going 
• Q3 DIPC report due Jan 2022     On going 
• Q4 DIPC report due Apr 2022     On going 
• Exception reports at the request of the DIPC 

as required. 
    On going 

• IPC and COVID-19 BAF as required     On going 
Escalation of  emerging 
issues which may impact 
on patient safety and 
quality to Trust board 
from IPCG 

DIPC • Head of IPC to escalate concerns to DIPC in 
line with local and national issues. 

    On going 
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Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Continue to develop the 
IPCT to ensure a Health 
economy approach to the 
Infection Control agenda 
and ensure the team have 
the appropriate skill mix. 

Head of IPC 
 

• Identify lead areas of responsibility within the 
team across the acute and community 
footprint 

    On going 

• Support the development of IPC team to 
ensure they have the knowledge and skills 
required to deliver the service based on trust 
requirements 

    On going 

• Identify development opportunities via 1-1 
and appraisal process. 

    On going 

Ensure that the Infection 
Prevention and Control 
group chaired by the DIPC  
meets quarterly 

DIPC • Papers to be circulated in a timely manner to 
all members of the group. 

    On going 

• Actions from IPCG are recorded and 
monitored 

    On going 

• TOR are reviewed by the IPCG in 2022      ToR agenda item April meeting 
Ensure IPC representation 
at key trust meetings 

Head of IPC 
 

• Clinical Professional Advisory Group (CPAG)     On going 
• Water Safety     On going 
• Decontamination Group     On going 
• Antimicrobial stewardship     On going 
• CCG Health Economy HCAI group     On going 
• Health Care Economy Anti-Microbial Group     On going 
• Incident Management Group (IMG)     On going 
• Clinical Effectiveness Group (CEG)     On going 
• Housekeepers Meeting     On going 
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Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Ensure mandatory 
reporting of alert 
organisms 

Head of IPC 
 

• Outbreaks reported as required.     On going 
• Influenza reporting      To be added as a seasonal addition 

September –March 
• Using iportal system to review results which 

support IPC advice and support to clinical 
areas on patient management 

    On going 

Monitor and review IC risk 
register including any 
infection control related 
risks added by 
Directorates. 

Head of IPC 
 

• Risk register is a standing agenda item at 
Infection Control Group – quarterly review 
  

    On going 

Re-establishment of  IPC 
operational sub-group of 
Link Nurses 

Clinical 
Specialist 
Practitioner 
IPC 

• Monitor IPCG action log to detail process that 
link with operational work streams in line with 
Infection Control group requirements.  

    Work streams to be identified and 
devolved to ward link nurses if 
appropriate with support from IPCT 

• Review emerging issues with the potential to 
impact on patient safety and identify any front 
line requirement to meet compliance 

    On going 

Undertake Post Infection 
Reviews on MRSA, BSI, CDI 
and MSSA and other alert 
organisms in line with NHS 
England and Trust criteria.  

 

Clinical 
Specialist 
Practitioner 
IPC 

• PIR’s undertaken with Clinical teams for all 
acute attributable MRSA and CDi cases 

    On going 

• Learning from reviews to be fed back into 
practice and policy as required. 

    On going 

• Full PIR for MSSA cases where risk factors / 
concerns identified, this includes peripheral 
inserted lines  and urinary catheters 

    On going 
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2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections  
Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Environmental audit 
programme 
 

Head of IPC • Identify best practice and/or areas requiring 
improvement within clinical areas.  Develop 
action plans to address areas of concern 

    On going 

• Quality improvement audit tool to review 
clinical standards and compliance with IC 
policies. To be fed back to QI leads and ward 
managers 

    On going 

• SERCO to complete their monitoring audits 
submitting scores to Head of Facilities to 
address any issues, concerns.  

    On going 

• IPCT to undertake period of increased audits 
in clinical areas to monitor environment to 
reduce transmission of COVID-19. To be fed 
back to Matron and Ward manager 

    On going 

• IPCT to undertake specific audits including 
Hand Hygiene and commode audits following 
cases of CD when required. To be fed back to 
Matron and Ward Manager.  

    On going 

• Undertake audits of community based clinics 
feeding back to community service managers 

    On going 

IPCG provides a forum for 
Health & Safety, Estates, 
Facilities, Wards and IPCT 
to explore collaborative 
working and information 
sharing  

Clinical 
Specialist 
Practitioner, 
IPCT 

• Ongoing oversight of IPC related issues 
pertaining to Estates, Soft FM, Medical 
Devices  and/or cleaning 

    On going 

• Devolved responsibility from IPCG to 
operationalise key work streams. IPCT to work 
with QI Lead Matrons to identify. 

    On going 
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Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

IPCT to advise on new 
builds and or any changes 
to existing areas  

Head of IPC • Provide IPC and technical advice on building 
re-configuration of Harplands site wards 
refurbishments and re-location 

    On going 

• Provide ad hoc support to estates as required.     On going 
IPCT to support the 
implementation of new 
national standards for 
cleanliness once they have 
been launched by NHS 
England  

Head of 
Facilities 

• Operational group to review new guidance 
and impact on organisation, recommendation 
paper to be submitted to IPCG. 

    On going 

• Trust cleaning policy to be amended to reflect 
new national standards. 

    Waiting for new national guidelines 
to be finalised 

Participate in Cleanliness 
and Patient led 
Assessment of the Care 
Environment (PLACE) 

Head of 
Facilities 

• Provide  IPCT input/support     On going 
• Review/ implement actions through IPCG.     On going 

3. Ensure appropriate antibiotic use and optimise patient outcomes and to reduce the risk of adverse event and antimicrobial resistance  
Pharmacist input  required 
to C.difficile and 
bacteraemia and MSSA 
post infection review 
process 
 

Antimicrobial 
Pharmacist 

• Clinical assessment of antibiotic profile to be 
undertaken by pharmacist and entered into 
relevant documentation for audit  

    On going 

• Antimicrobial focused review on newly 
identified IC patients in particular newly 
identified patients with CDI 

    On going 

Antibiotic Stewardship   Antimicrobial 
Pharmacist 

• Actively involved in the AMR programme 
board for Staffordshire and SOT 

    On going 

• Develop local action plan for AMR     On going 
• Audit Anti biotic compliance and submit 

quarterly report to IPCG 
    On going 
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4. Provide suitable accurate information on infections to service users, their visitors, and any person concerned with providing  further support or 
nursing / medical care in a timely fashion. 

 

Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

IPC information on Trust 
intranet 

 

Clinical 
Specialist 
Practitioner, 
IPCT 

• Intranet CAT, page updated as appropriate,  
providing ward staff with access to IPC 
policies, PHE guidance, Patient information 
leaflets, forms and audit tools, COVID-19 
specific information 

    On going 

Provide access to leaflets 
relating to specific 
infection control issues/ 
alert organisms. 

Clinical 
Specialist 
Practitioner, 
IPCT 

• Signpost staff to latest updates on policy and 
practice plus raise visibility / profile of IPC 
team and provide a forum to discuss current 
issues relating to IC  

    On going 

Quarterly IPC newsletter Clinical 
Specialist 
Practitioner, 
IPCT 

• Signpost ward staff to information relating to 
specific IC advice through either bespoke trust 
leaflets or NHS Choices.  

    In early stages of development 
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5. Ensure prompt identification of people who have or are at risk of developing and infection so that they receive timely and appropriate treatment to 
reduce the risk of transmitting infection to other people. 

Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Ensure the correct 
placement of patients 
with a known infection 

Clinical 
Specialist 
Practitioner, 
IPCT 

• Use of Iportal for early identification of  
patients with existing or new infections to 
ensure clinical review 

    On going 

• Infection control notice board displaying 
information 

    Being updated 

• Discharge EDNF to include IPC status     On going 
The Trust is a key 
stakeholder in the Health 
Economy ECOLI reduction 
group  

Head of IPC • Peer review of PIR to support a learning 
outcome and influencing change in practice 

    On going 

Reduce the risk of 
avoidable MSSA infections 
by implementing a RCA 
process to establish 
lessons learnt. 

Clinical 
specialist 
practitioner, 
IPCT 

• Implementation of a mini RCA process for all 
cases of trust attributable MSSA with IPCT  

    On going 

• Formal RCA on all cases identified as line 
related to include QI Lead Matron, Ward 
Manager 

    On going 

Identify key themes/ 
lessons learnt from CDI 
against  the new national 
criteria 

Clinical 
specialist 
practitioner, 
IPCT 

• PIR on all cases attributed to the Trust using 
the new national objective criteria  

    On going 

• Incident form completed by ward. Learning 
and actions identified and cascaded to 
clinical areas, via ward managers. 

    On going 
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6. Ensure that all staff and those employed to provide care in all settings are fully involved in the process of preventing and controlling infections  
Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Collaborative working 
with education team, and  
clinical areas to ensure all 
staff are supported in 
accessing Infection 
Prevention and Control 
training commensurate 
with their needs 

Clinical 
specialist 
practitioner, 
IPCT 

• Mandatory training via e-learning     On going 
• Induction     On going 
• Infection Prevention and Control Link 

professionals study days  
    Suspended due to COVID-19 

• Specific sessions for clinical areas      Suspended due to COVID-19 
• Cascade training for FFP3      On going 
• Cascade training for donning and doffing PPE 

for all grades of staff 
    On going 

• ANTT updates      Trust has purchased ANTT package 
which is being reviewed and will be 
implemented by June 2021 

• Hand hygiene in clinical practice     On going 
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7. Provide and source adequate isolation facilities  
Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Respond and advise on 
the management of 
outbreaks. 

Clinical 
specialist 
practitioner, 
IPCT 

• Identify risks of patients in side rooms as to 
who should take priority including 
opportunities to cohort nurse. 

    On going 

• Support the clinical areas in managing changes 
relating to COVID-19 including redefining of 
clinical areas. 

    On going 

• Implement screening process for staff and 
patients in line with PHE directives. 

    On going 

• Cascading information from PHE ensuring staff 
understand the changes 

    On going 

• Support clinical areas with other infection 
control requirements not COVID-19 related to 
ensure other organisms are managed 
appropriately. 

    On going 

Head of IPC • Attend Trust/ directorate meetings to give 
advice on overall situation  

    On going 

• Attend IMG as required to discuss outbreaks 
and any changes required relating to IPC. 

    On going 
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Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Identify risks around lack 
of side rooms for isolation 

Head of IPC • Work with IMG and Directorates to identify 
isolation areas for COVID-19 including de-
escalation process ensuring recommendations 
and risk assessments fed into IPCG.  

    On going 

• As part of COVID-19 reviews, work with 
directorates on winter planning/ emergency 
preparedness to ensure that capacity is 
included to manage multiple cases of COVID-
19.  

    To form part of IMG forward 
planning to commence Sept 

• Participate in refurbishment/ new build 
projects to ensure side rooms identified which 
would support isolation 

    On going 

8. Secure adequate access to laboratory support as appropriate 
Ensure the lab has current 
CPA accreditation  

DIPC  • CPA accreditation in place review as part of 
SLA 

    Assurance for 21/22 to be attained 
by DIPC 

Liaise with UHNM Lab and 
access  consultant 
Microbiologist if clinically 
required  

 

Head of IPC 
and IPCT 

• Review alert organisms as required      On going 
• Work with Laboratory staff in early 

identification of specific organisms using PCR 
machine, prioritising cases as required. 

    On going 

• Early review of blood cultures relating to 
MRSA/ MSSA. 

    On going 

• Work with Laboratory staff in early 
identification of COVID-19 by use of rapid 
swabs 

    On going 
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9. Have and adhere to policies, designed for the individuals care and provider organisations that will help to prevent and control infections.  
Plan & Priority Activities 
2021-22 

Lead  Deliverables Q1 Q2 Q3 Q4 Comments 

Ensure that any policy/ 
guidance reflect new 
directives from NHS 
England/ PHE and or any 
regional specialist groups. 

Head of IPC • Amend policies/SOPs and guidance and any 
related documentation in response to 
legislation or evidence based changes 

    Head of IPC exploring purchase and 
use of electronic Marsden Manual. 
Local identification of polices and 
SOP’s may be required 

• Interpret and cascade changes to guidance 
due to COVID-19 this includes 
recommendations for the management of 
patients and the use of PPE ensuring clinical 
areas are working to the most up to date 
guidance. 

    On going 

• Any  existing policies/SOPs  due for renewal to 
be revised in line with new guidance / 
recommendations, evidence based practice 

    On going 

10.    Providers have systems in place to manage the occupational health needs to staff in relation to infection  
Ensure that the trust has 
systems and process in 
place which reduces the 
risk of transmission of 
Influenza in line with PHE 
recommendations 

Head of IPC 
 
 

• Deliver a robust staff seasonal influenza 
campaign ensuring accessibility of all trust 
staff and key partners (SERCO/CDAS) across 
the organisational footprint and in accordance 
with the CQUIN 

    Flu management meetings have 
commenced and an action plan will 
be developed to deliver the flu 
campaign 

Work plan submitted to IPCG on 23.04.2021 for review and sign off. 
Date of IPCG meeting and review of IPC work plan Q1  Submitted and updated by  
 Q2    
 Q3    
 Q4    
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1. Introduction

This report provides an overview of the Mortality Surveillance Process for the period April 2020 to 
March 2021. 

2. Background

Since 2017, all trusts in England have been required to have a process in place for mortality reviews, 
following the publication of the National Quality Board paper ‘National Guidance on Learning’ from 
deaths. This paper followed the CQC ‘Learning, Candour and Accountability: A review of the way 
NHS trusts review and investigate the deaths of patients in England (December 2016). These reports 
found that learning from deaths was not being given sufficient priority in some organisations and 
consequently valuable opportunities for improvements were being missed. It also pointed out that 
there is more we can do to engage families and carers and to recognise their insights as a vital source 
of learning.  

Although first identified 20 years ago, the premature mortality of people with mental illness has not 
abated. If anything, the mortality gap has increased in the past decade, especially in the cohort of 
people with substance misuse disorders, psychoses or organic brain syndromes. There is evidence 
to suggest that people with Serious Mental Illnesses are dying about 20 years earlier than their 
mentally well counterparts. The main causes of death are chronic physical disorders, such as Cardio 
Vascular Disease and cancer. These diseases account for 85% of preventable mortality, compared 
with 15% accounted for by suicide, yet chronic physical disorders receive far less attention.  

Socioeconomic disadvantages, medication side effects, health habits (for example, smoking and poor 
weight management), and reduced access to physical health care contribute to an increase in chronic 
physical health disorders in the mental health population. In general mental health service users have 
not benefited from preventive measures that have reduced the impact of chronic disorders in the 
general population. As a result, while mortality rates from ischemic heart disease have fallen in the 
last 20 years, they have increased in psychiatric patients, leading to a growing disparity in outcomes. 

It is accepted that not all deaths require an investigation and just because someone dies it does not 
mean that the quality of services is poor. What is important though is that when someone does die 
prematurely, this is identified so that the correct processes and appropriate levels of enquiry are 
made with a view to learning and taking preventative action in future. For the purposes of this 
requirement, the Trust policy defines premature mortality as those people who die before the age of 
75 years. This age limit was determined to be in line with the age considered to be premature 
mortality in Stoke-on-Trent.  

Mortality surveillance with people who are considered to have died of natural causes. Any person’s 
death which may be considered unnatural i.e. as result of suspected suicide or self-harm is 
reviewed under the Serious Incident Framework. 

This review of deaths is taken in a spirit of openness and transparency and organisational learning 
rather than blame. Some people die earlier than expected and it is important that these deaths are 
identified correctly. It is important that the right level of review or investigation is undertaken to improve 
services, identify any service failure, learn from any mistakes and to provide families and stakeholders 
with relevant information. Therefore the Trust developed a Mortality Surveillance (MS) methodology 
and set up a MS group in order to review the care of people who die before the age of 75 years. 

The purpose of reviewing the circumstances of or investigating a death is: 

 to establish if there is any learning for the Trust around the circumstances of the death

and the care provided leading up to a death;



 

 to learn from any care and delivery problems that need to be addressed to prevent 

future deaths and improve services; 

 to identify if there is any untoward concern in the circumstances leading up to death; 

 to be in a position to provide information to HM Coroner if requested; 

 to be able to work with families to understand the full circumstances and answer 

questions; 

 to have the full detail of the events available for any subsequent complaint or legal 

investigation. 

 
It is assumed all inpatient deaths will be reviewed. NHS Improvement advises trusts that the simple 
rule of thumb is that trusts should consider leading the review of the care of a patient if that trust is 
the healthcare provider best placed to do so. However at Combined Healthcare there is an agreement  
to look at all natural cause deaths of our service users in order to determine if mental health 
practitioners fully supported service users to access physical healthcare services in an appropriate 
and timely manner. 

 
A quarterly mortality surveillance report is produced and discussed at the Clinical Safety Improvement 
Group and Quality Committee; this ensures that the Trust is sighted on all natural cause deaths in 
addition to those deaths subject to Serious Incident investigation and that any gaps in service 
delivery/lessons learnt are discussed and cascaded for action as appropriate. 
 

3. Methodology.  

 
A review of the care delivered is undertaken for each death that meets the criteria for mortality 
surveillance. These reviews are completed by the Mortality Surveillance Group. This is a multi-
disciplinary group chaired by a consultant psychiatrist. At the time of writing the Trust completes 
mortality reviews for those people who die of natural causes who are in current receipt of Trust 
services or who have been in receipt of services within the last 6 months of their death. This is a 
change to the previous reporting period of 12 months and was implemented in order to bring the 
review period in line with the Trust Serious Incident process. 
 
The group initially used the guidance issued by the Royal College of Physicians (RCP); however it 
was widely recognised that this tool was developed for use in the acute general hospital setting rather 
than mental health trusts.  Therefore since 2019, the Trust group have utilised the Care Review Tool, 
which is the mortality surveillance tool published by the Royal College of Psychiatrists (November, 
2018). This tool was adapted from the original Structured Judgement Review methodology developed 
by the RCP. 
 
The Care Review Tool involves evaluations over two stages. 

 First, deaths are selected for screening to see whether they need to be reviewed more closely. 

 If one or more of four ‘red-flag’ scenarios are recorded following a patient's death, it will prompt 

a further investigation. 

 
Those four scenarios, which focus on patients likely to have severe mental illnesses like bipolar 
disorder or anorexia, are: 

 where concerns have been raised about the patient’s care by their families, carers or staff 

 where the patient has experienced psychosis or an eating disorder during their last episode of 

care 

 where the patient was recently admitted to a psychiatric ward 

 or where the patient was under the care of a crisis and home treatment team at the time of 

their death. 



 

 

However it was found that very few of the deaths reported by clinical teams would meet the criteria 
outlined above and would limit the number of MS reviews that the Trust is required to complete.. In 
particular the tool did not suggest that there should be reviews for those people who died from long 
term alcohol misuse. Therefore the Trust developed a review tool to take into account the deaths 
not identified through the RCP/RCPsy tool and has continued to review the care of people who have 
died of natural causes, and who were still in receipt of mental health care at the time of their deaths.  
 
Regardless of the review tool utilised, the final part of the process follows the same pathway: The 
Trust MS group receives each completed review tool and then discusses whether the care  should be 
classed  as either “excellent”, “good”, “adequate”, “poor” or “very poor” taking into account the 
information provided, requesting additional information when necessary and using their combined 
clinical judgement. 

 
The group are also required to decide on the death category. These are listed below: 
 

 EN1 - Expected Natural. Deaths that were expected to occur in an expected timeframe e.g. 

terminal illness.  

 EU - Expected Unnatural. Deaths that are expected but not from the cause expected or 

timescale e.g. misuse of drugs, alcohol dependant, eating disorders. Likely to be preventable 

should consider further investigation. 

 UN1 – Unexpected Natural. Death from a natural cause e.g. sudden cardiac condition, stroke. 

May have been preventable, consider further investigation 

 UN2 – Unexpected Natural. Death from natural cause but didn’t need to be e.g. alcohol and 

drug dependency, care concerns. Likely to be preventable, consider further investigation. 

 UU – Unexpected Unnatural. Suicide, homicide, abuse/neglect – needs investigation to be 

completed under SI policy. 

 
The final part of the process is for the group to decide whether or not the death occurred as a result 
of problems in healthcare. For the Trust, the panel consider whether all reasonable actions were taken 
by clinicians with regards to the physical health care support of our service users.  
 
All learning, including examples of notable practice are documented and returned to the reporting 
team for further consideration/action and are also shared through the Clinical Safety Improvement 
Group in the quarterly reports. 
 
During this timeframe there has been one case where the person’s death may have considered to 
have met the ‘red flags’ scenarios, for consideration of review under this process. The person met the 
criteria of being admitted to a psychiatric ward. No suspicious circumstances were observed at the 
time; however the Trust considered the death to be ‘sudden/unexpected’ and followed the Serious 
Incident process and used the Panel Review approach to explore the events leading to the person’s 
death. A natural cause death was determined and the person’s death is still subject to a Coroner’s 
Inquest. 
 

4. Mortality Surveillance Data 

 

During 2020/21 the Trust mortality surveillance group has reviewed the natural cause deaths of 102               
people. 
 
Analysis of the deaths reviewed is outline below: 
 
Death category 



 

Expected Natural 31 

Expected Unnatural 2 

Unexpected Natural 1 39 

Unexpected Natural 2 29 

  

 
 
Domain category 

Physical health 85 

Alcohol 20 

Physical health and alcohol 7 

 
Care score 

Excellent 6 

Good 82 

Adequate 11 

Poor 3 

 
There is no national guidance on the criteria for the phase of care determination. However the 
mortality surveillance group considered that good care had been provided where there was evidence 
of the staff providing a good level of support, had responded quickly and appropriately to situations 
where deterioration in physical health was noted. There were five cases where the group considered 
the care provided to be excellent. Of these cases, four people had been under the care of the 
community LD team; the multidisciplinary approach to patient care contributed to the care 
determination allocated by the MS group. There was evidence of clinical support for the person, good 
communication between families and careers and the active intervention of the health facilitators and 
the hospital liaison nurse in ensuring that all involved were aware of the needs of the person 
throughout palliative and end of life care. 
 
The care determination scores were largely due to the quality of the entries in the clinical records as 
well as the action taken by the staff member. In the cases rated as adequate, it is believed that the 
quality of the documentation could be improved in order to support the actions taken by the staff. For 
example, the care coordinators may not have completed fully risk assessments or care plans however 
the narrative in the records may demonstrate appropriate interventions by the care coordinator to 
support the person’s physical health needs.  
 
Following review of the care provided, the MS group are required to consider whether or not the death 
occurred as a result of problems in healthcare. For the Trust, the panel consider whether all 
reasonable actions were taken by clinicians with regards to the physical health care support of our 
service users. 
 
The MS panel found that there were no occasions where the service user deaths occurred as a 
consequence of problems in healthcare provided by Trust staff. 
 
 

5. Learning Disabilities. 

 
The methodology for the review of premature deaths of people with Learning Disabilities is managed 
outside of the Trust through the Learning Disabilities Mortality Review programme (LeDeR).  
The overall aims of the LeDeR programme are to support improvements in the quality of health and 
social care service delivery for people with learning disabilities and to help reduce premature mortality 
and health inequalities. 
 



 

The LeDeR programme also collates and shares anonymised information about the deaths of people 
with learning disabilities nationally, so that common themes, learning points and recommendations 
can be identified and taken forward into policy and practice improvements. 
 
The current Staffordshire Learning Disability Mortality Review Steering Group has been operating 
since 1st October 2017 following the publication of national guidance in March 2017 by the National 
Quality Board. Since this date all deaths of a person with a learning disability who were receiving care 
from NSCHT had to be formally reported and reviewed as part of the Learning Disability Mortality 
review programme.  The deaths of people known to LD services are reported to the national database 
at Bristol, by the Patient and Organisational Safety Team. These cases are then referred on to the 
regional steering groups i.e. the Staffordshire steering group for allocation of reviewers. The Trust 
has received periodic information regarding the progress of these reviews. The findings of the initial 
reviews has not identified any learning or recommendations for the Trust. 
 
However due to the slow and sporadic allocation of nationally allocated LeDeR reviewers, the Trust 
determined that potential learning regarding the care of people known to LD services should not wait 
for the extended periods. Therefore it was agreed that the deaths of people with learning disabilities 
would undergo the same mortality surveillance processes as other people known to Trust services. 
In June 2021 the national LeDeR process will change, with initial reviews being undertaken in order 
to determine which deaths will be subject to further in-depth analysis. It is envisaged that there could 
be delays as the new process is embedded into practice and so the Trust will continue to undertake 
the MS reviews for people with a learning disability until such a time that the LeDeR process is firmly 
in place, reviewing the deaths and reporting any learning back to the Trust in a timely manner. 
 
During this time period, the mortality surveillance group have reviewed the care of 16 LD patients. It 
is agreed that these deaths will be reviewed again once the LeDeR report has been received in order 
to ensure that any learning has not been overlooked by the Trust mortality surveillance group. 
 

6. Summary 
 
All sudden, unexpected, unnatural deaths where the person is in receipt of services or has been in 
receipt of services within the previous 6 months are investigated through the Serious Incident process. 
There is robust governance around this process and areas for action are monitored by the responsible 
Directorate. In addition, the learning from these deaths is disseminated throughout the Trust as part 
of Learning Lessons, with support from other trust departments, i.e. HR, as necessary.  
  
Natural cause deaths are not subject to SI investigation. In these cases mortality surveillance reviews 
are undertaken in order to ensure that there have been no gaps/omissions in service delivery. During 
the reporting timeframe 2020/21, the Trust has reviewed 102 cases using the mortality surveillance 
process. Following review, it was determined that 86% of the care provided was of a good or excellent 
standard. 
 
It is recommended that the Trust Board accept this information as an accurate account of the mortality 

surveillance processes used and the analysis of the information collated for 2020/21. 
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1. Introduction 
In 2017 the National Quality Board published new guidance on learning from deaths. As a 
result there is a need to ensure that the Trust can be confident that all unexpected deaths are 
reported and investigated appropriately. Additionally, information contained within its 
databases must be accurate and comply with the Trust standard of transparency and 
accountability. The deaths reviewed under the remit of mortality surveillance (MS) are those 
categorised as natural cause deaths and are not subject to reviews under the Serious Incident 
policy or Inquest at HM Coroner’s Court. This report is for the Q1 reporting period 2021/22 
and provides information for the time frame April to June 2021. 

2. Trust reporting and data collection 
 
During Q1 the mortality surveillance group reviewed the care of 12 people (meetings took 
place on 13th April and 11th May 2021). The analysis of these deaths is shown in the table 
below. 

Meeting 
date 

Identifier Death 
Category 

Level of 
care 

Death 
occurred as 
a result of 
problems in 
healthcare? 
 

DoC 
applies? 

Domain 
 

April 2021 29554 EN1 Expected 
Natural 

4. Good 
Care 

No  No  Physical 
Health/Learning 
Disability 

37503 UN1 
Unexpected 
Natural 

4. Good 
Care 

No  No  Physical Health/ 
Drugs and alcohol 

36881 UN1 
Unexpected 
Natural 

4. Good 
Care 

No  No  Physical Health 

37409 UN1 
Unexpected 
Natural 

4. Good 
Care 

No  No  Physical Health 

May 2021 37372 UN1 
Unexpected 
Natural 

5.Excellent 
Care 

No  No  Physical Health 

37410 UN2 
Unexpected 
Natural 

5.Excellent 
Care 

No  No  Physical Health 

37658 EN1 Expected 
Natural 

5.Excellent 
Care 

No  No  Physical 
Health/Learning 
Disability 

37279 EU Expected 
Unnatural 

4.Good 
Care 

No  No  Physical Health/ 
Drugs and alcohol 

37475 EN1 Expected 
Natural 

4.Good 
Care 

No  No  Physical 
Health/Learning 
Disability 

36908* UN1 
Unexpected 
Natural 

4.Good 
Care 

No  No  Physical Health 

33540* UN1 
Unexpected 
Natural 

4.Good 
Care 

No  No  Physical 
Health/Learning 
Disability 

36565 EN1 Expected 
Natural 

4.Good 
Care 

No  No  Physical 
Health/Learning 
Disability 

*denotes people who died and Covid-19 was written on the death certificate. 
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The definitions for the death category are shown below: 

• EN1 - Expected Natural. Deaths that were expected to occur in an expected 
timeframe e.g. terminal illness.  

• EU - Expected Unnatural. Deaths that are expected but not from the cause 
expected or timescale e.g. misuse of drugs, alcohol dependant, eating 
disorders.  

• UN1 – Unexpected Natural. Death from natural causes e.g. sudden cardiac 
condition, stroke.  

• UN2 – Unexpected Natural. Death from natural causes but didn’t need to be 
e.g. alcohol and drug dependency, care concerns.  

• UU – Unexpected Unnatural. Suicide, homicide, abuse/neglect – investigation 
to be completed under the Serious Incident Framework.  

 
The mortality surveillance group considered that good care had been provided where there 
was evidence of the staff providing a good level of support, had responded quickly and 
appropriately to situations where deterioration in physical health was noted. Adequate care is 
determined to be care where the basic standards of expected support are given. Poor Care 
is determined where the group consider that the actions of the clinicians did not meet the 
standards required by the Trust. However in part these determinations are dependent upon 
the quality of the documentation contained within the mortality surveillance review tools and 
the electronic patient records. Feedback to the directorate/team on the quality of 
documentation is sent to the clinical teams in order to improve future entries in the patient 
records.  
 
Of the reviews undertaken during this timeframe, all cases were rated as either good or 
excellent care. 
 
The care was rated to be good in nine cases; it was agreed by the group that there was 
evidence of care being provided in a timely manner and that the actions taken by Trust staff 
demonstrated their compassion and support to people who were physically unwell. 
 
In three cases the care was rated to be excellent; in the case of one person, this related to 
the care of someone with Learning Disabilities who received support from the Community LD 
Team. However in general all of the reviews regarding the care of people with Learning 
Disabilities there were clear examples of people being supported with mainstream physical 
healthcare by the LD team and good communication between all agencies involved in the 
times before the person’s deterioration in their physical health and the subsequent end of life 
care.  
Of the other two cases rated as excellent, one person was supported by the Outreach Team 
following discharge from Ward 6 and in the other case, the person was supported by the Early 
Intervention Team. It was noted that the documented care delivered was compassionate and 
supported the person to continue to receive mental health support whilst accessing physical 
health services. 
 
During this review, it was noted that two people were found to have died with COVID-19 being 
included on the death certificate. In each case, there were significant underlying physical 
health conditions.  
 
Mortality surveillance is completed for people known to the Trust who have alcohol related 
issues, as drug related deaths are reviewed through the Serious Incident Framework. 
Therefore, of the deaths reviewed during Q1, 16%, or 2 people, were known to Stoke 
Community Drug and Alcohol Services (CDAS) for alcohol related issues. In each case the 
person also had underlying physical health co-morbidities associated with long-term alcohol 
abuse.  
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3. LeDeR  
There were five people with a learning disability whose care was reviewed during this time 
frame. In addition to the mortality surveillance reviews completed by the Trust all deaths of 
people with Learning Disabilities are reported to a national reviewing board. The deaths are 
then allocated to regional offices for review and where necessary addition mortality reviews 
may be undertaken. To ensure oversight of all deaths of people known to the Trust, the 
decision was made to include the deaths of people with Learning Disabilities in the mortality 
surveillance process.  

During the latter part of 2020, the regional team requested further information regarding the 
Trust reviews of a number of people with Learning Disabilities however we are still to receive 
any reviews completed by the regional teams.  

In June 2021, the process for LeDeR reviews changed (see paper submitted to June SLT and 
QC. Learning from lives and deaths - People with a learning disability and autistic people 
(LeDeR) policy 2021).However the basic process of the Trust completing our own mortality 
surveillance reviews will continue to take place to ensure that any initial learning is captured 
in a timely manner. Following the change is process, it is expected that the national review 
team will utilise the Trust mortality surveillance reviews in order to determine if an additional 
review is to be undertaken. However from the initial response to the Trust MS reviews it is 
anticipated that very few additional reviews will be undertaken by the national team. 

4. Conclusion 

The Trust continues to monitor the deaths of people whose deaths are outside of the Serious 
Incident process. The monthly Mortality Surveillance Group receives and reviews 
investigations in order to provide assurance as to the quality of the care provided by the Trust. 
The group identifies any learning from the reviews and offers recommendations for practice 
when required. In the deaths reviewed during Q1, there was no evidence of deficits in the 
healthcare provided by the Trust that may be considered to have contributed to the death of 
any individuals. 
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1. Purpose of the report

This report provides assurance to the Board of the Trust processes relating to Serious Incidents 

(SIs) and Duty of Candour. The report covers the Q1 period from 1st April 2021 to 30th June 2021 

and details the following: 

 The status of SIs currently open and trend data for Q4 2021.

 Serious Incidents by category reported by quarter.

 Themes, learning and change arising from Serious Incident investigations.

 The Duty of Candour report.

2. Serious Incidents

SI reviews are undertaken following incidents involving people in receipt of services or who have 

been in receipt of services in the previous 6 months. Reviews of the care provided are completed 

for incidents where death, serious injury or serious event has occurred. For the purposes of this 

report, reviews are not undertaken for those service users whose deaths are determined by HM 

Coroner to be the result of natural causes. These deaths are subject to reviews under the mortality 

surveillance process. 

Responding appropriately when things go wrong in healthcare is a key part of the way that the Trust 

can continually improve the safety of the services we provide to our patients. We know that 

healthcare systems and processes can have weaknesses that can lead to errors occurring and, 

tragically, these errors sometimes have serious consequences for our patients, staff, services users 

and/or the reputation of the organisations involved themselves. It is therefore essential that we 

continually strive to reduce the occurrence of avoidable harm.   

In recognition of the inherent risks and complexities in providing healthcare, throughout the coming 

months the NHS will change its approach to incident management. Across the NHS, the 

introduction of the Patient Safety Incident Response Framework (PSIRF) will require Trusts to 

regard patient safety incidents in the ‘spirit of reflection and learning’ rather than as part of 

‘framework of accountability’. For Combined Healthcare, this is a welcome development as the Trust 

has steadily been moving in this same direction over the last two to three years: Implementing a 

‘Just Culture’ approach in response to incident investigations. The Trust has developed an 

approach away from ‘investigating’ incidents, towards reviewing care provided and learning from 

incidents using the principles of continuous learning, openness and fair accountability. 

The long established Serious Incident Framework will be replaced by the PSIRF and will move away 

from the vague and hard to define thresholds for Serious Incidents. There is an expectation that 

Patient Safety Incident Investigations (PSIIs) will replace SI reviews and action plans and that 

overarching Patient Safety Incident Response Plans (PSIRPs) with a commitment to support system 

learning and continuous improvement will be agreed in advance with commissioners. 

At present, there is no indication of the date when Trusts are expected to implement this NHS-wide 

change. However the Trust will maintain our current approach to learning from incidents, utilising 

our governance frameworks to share learning and good practice from across a range of approaches 

to patient safety reviews : This includes learning from SIs being shared across teams, across 

directorates and across the entire Trust using the existing Learning Lessons Framework in addition 
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to formal governance routes i.e. Clinical Safety Improvement Group; Quality Committee etc. and 

with our commissioners at the Clinical Quality Review Group. 

 

2.1 The table below illustrates the total number of SIs reported by quarter for the period starting 

April 2020. 

 

StEIS Incident category Q1 Q2 Q3 Q4 Total 

2020/21 

Q1 Q2 Q3 Q4 Total  

2021/22 

Apparent/actual abuse 0 1 0 2 3 1    1 

Unexpected potentially avoidable injury causing serious harm: this is subdivided as shown below 

Apparent/actual/suspected 

self-harm criteria meeting SI 

criteria 

1 3 5 2 11 2    2 

Slip, trip, fall 1 2 1 2 6 1    1 

Disruptive, aggressive 

behaviour meeting SI criteria 

0 1 0 1 2 0    0 

Unexpected/Potentially 

avoidable serious assault (inc 

Suspected Homicide) 

1 0 0 0 1 0    0 

Unexpected potentially avoidable death: This is subdivided as shown below 

Pending review 5 2 9 8 24 9    9 

Apparent/actual/suspected 

self-harm criteria meeting SI 

criteria (suspected suicide) 

6 6 9 6 27 3    3 

Disruptive/aggressive/violent 

behaviour (new Q4 2020/21) 

0 0 0 1 1 0    0 

Hospital Acquired infection 0 0 0 1 1 

 

0    0 

Total 14* 15 24 23 76 

 

16    16 

*this figure is changed from that reported during the quarterly reports  due to a number of investigations being downgraded from SI investigations in the event 

of HM Coroner determining a natural cause death. Reviews of these deaths were therefore transferred to the mortality surveillance process. 

 

2.2 Impact of Covid-19 
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Since the onset of the Covid-19 pandemic and in consideration of the possible impact on suicide 
rates and levels, the Trust has asked the SI reviewers to take into account any Covid-19 related 
factors which may have contributed to the mental health distress of the people who died by suicide 
or who significantly self-harmed during this period. For incidents reported during Q1, early learning 
does not indicate that factors relating to the pandemic specifically impacted upon the events 
reported. However it is acknowledged that some service users found the use of digital technology 
rather than face to face meetings to be difficult when discussing their presenting problems. 
 
2.3 Serious Incidents reported by team and directorate 
 

Team Apr 21 May 21 Jun 20 Total 

Access Team 1  1 2 

Ashcombe Centre  1 1 2 

CDAS 1 1  1 

Darwin Centre   1  1 

Greenfields Centre   1 1 

Hilda Johnson House   1 1 

Lymebrook Centre   1 1 

North Stoke CAMHS  1  1 

North Staffs IAPT*/MHLT/Access Team   1 1 

Sutherland Centre  2  2 

Ward 2  1  1 

Ward 7  1  1 

Total 2 8 6 16 

     

Directorate Apr 21 May 21 Jun 20 Total 

Acute and Urgent Care  2 1 3 

North Staffordshire  1 2 3 

Stoke-on-Trent 1 3 2 6 

Specialist Services 1 2 1 4 

*Indicates lead team for the purposes of SI Review. Reports and actions are shared across all 
directorates involved in the delivery of care to the person. 
 
During Q1, 16 incidents were reported on to StEIS and have undergone or are in the process of 
undergoing SI Reviews.  
 
Following the death of a person on leave from an inpatient area, a Panel Review has been 
commissioned by the Medical Director. This is a multidisciplinary panel and includes an external 
practitioner, who is asked to provide the role of critical friend to the panel. This approach is used 
when an additional level of sensitivity and support is required, to support staff and families when 
reviewing the care provided by the Trust. 
 
The main points to note are: 
 

 There were six incidents reported for the Stoke Community Directorate: 
o There were five sudden unexpected deaths and one incident of serious self-harm 

 

 There were four incidents reported for the Specialist Services Directorate: 
o There were three sudden unexpected deaths and an incident of serious self-harm. 

 

 In the North Staffs Community Directorate, three incidents were reported: 
o There were two sudden unexpected deaths 
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o There was one death which involved a person who had been reported missing in the 
community. This case is subject to police investigation and a forensic Post Mortem 
examination. 

 

 There were three incidents reported in the Acute and Urgent Care Directorate: 
o One incident regarding Mental Health Act documentation; one fall and fracture and 

one sudden unexpected death. 
 
 

3. Themes and Trends 
 
The graph below shows the number of Serious Incidents reported monthly over a 2 year period. The 

average number of SIs reported each month is 6. This can be seen by the overall trend line which 

shows a static line in the number of SI’s reported monthly by the Trust;  above average increases can 

be seen in January 2020, October 2020 and March 2021. To date no significant themes or trends 

were identified amongst these spikes in incidents reported. 

 
 

 
It is interesting to note that when this same information is presented as quarterly reported data, the 
trend line shows an increasing number of incidents reported; this is due to the above average 
reporting of incidents in Q3 and Q4 2020/21. See previous reports for further detail. 

 



 

Version 15 Front Sheet 

4. Learning from Serious Incidents  
 
Recommendations and learning from investigations are disseminated upon completion of the SI 
reviews. The learning identified from closed SI reviews during Q4 and Q1 included the following: 
 

 Improved management of Mental Health Act documentation: Actions taken to improve 
acceptance and scrutiny processes. 

 Improvements to the process for medication ordering from an external provider  

 The need to ensure that depot card documentation is fully completed: An audit of depot 
cards was completed for baseline purposes and a follow up audit is planned for July 2021 

 Following several incidents involving self-harm in young people, it has been agreed that post 
completion of the incident reviews an overarching action plan would be completed. An initial 
multidisciplinary meeting has been held to explore immediate learning, in order to 
understand and to reduce current risks. A more restrictive approach with regards to 
searching and the removal of items of concern has been implemented but this is balanced 
by constantly reviewing the activity in the area. 

 As with many SI reviews the need for accurate clinical record keeping remains a constant 
theme however it is generally noted that these are often isolated occurrences with individual 
practitioners and not indicative of widespread team issues. 

 The ongoing issues of medical staff vacancies was noted as having an impact on service 
delivery. Issues are escalated onto the directorate risk registers by the Clinical Directors, as 
appropriate. 

 It was pleasing to note that actions from previous SIs had been implemented into practice: 
Evidence that the Standard Operating Procedure for actions to be taken in the event of a 
person failing to attend for an appointment (DNA) had clearly been implemented. 

 
5. Duty of Candour 

 
The Trust continues to strive for open and transparent practice in our delivery of mental health and 
learning disability services. All reported incidents are scrutinised at the weekly meeting of the 
incident review group. This meeting provides secondary monitoring and identification of all incidents 
which may potentially meet the criteria as Duty of Candour (DoC) reportable incidents. 
 
During Q1 there have been 24 incidents which were rated as moderate harm or above. 

 19 incidents did not meet the criteria for reportable DoC incidents i.e. no act or omission of 
care that resulted in the person coming to moderate of above harm. 

 There were three incidents being reviewed as part of the SI process. There is no initial 
indication that the incidents will meet the DoC threshold. 

 One incident is being reviewed as part of the local investigation process. This approach was 
chosen as the care of the person did not relate entirely to the care provided by Combined 
Healthcare. Early learning suggests that this incident will not meet the DoC criteria for 
reporting. 

 One incident is currently under review for DoC criteria threshold. 
 

6. Conclusion 
 
The Board is requested to note that the Trust continues to monitor all Serious Incidents monthly 
through the Clinical Safety Improvement Group, demonstrating compliance with Trust policies and 
processes. 
 
The learning from investigations is cascaded across the Trust through a variety of governance 
processes. From the internal team and directorate processes across to full Trust cascade and 
through the Learning Lessons framework. This is to ensure that the learning from investigations is 
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not completed in isolation and that a positive learning culture is maintained, through supporting staff 
with the opportunity to reflect and share learning. 
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Executive Summary: Purpose of report 

2020/21 saw a refresh for research and innovation across the Trust, with a 
reviewed Research and Innovation (R&I) Strategy 2020 -2025, a new 
Research and Development Director, Dr Ravi Belgamwar, and exploring new 
ways of working.  You can explore the digital annual report below.  
Click here to view the 2020/21 R&I annual report  

Research 

 Supported four NIHR COVID-19/Urgent Public Health studies  and
further contributed to three non-portfolio COVID-19 studies;

Evidence in Practice 

 Supported a range of evaluation and improvement projects, for
example, creating an NHS First with Cognetivity Neurosciences to
pilot a memory app and a review of the implementation of Attend
Anywhere.

Innovation 

 Significant progress was made to springboard innovation for
example, implementation of the MOTOMED Bike

 A virtual Innovation Nation event was held for the first time; sharing
more about the innovative changes/new ways of working during
COVID-19.

Supporting Others 

 Supported engagement and developments including; team away
days and supporting teams to evidence practice and develop new
ways of working.

Next Steps 

 Using our ambitious R&I strategy, we will continue to develop a
flexible and connected workforce - that embraces and embeds
research and innovation;

 The passion and drive to support evidence and develop innovation
will be taken forward into 2021/22.
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Strategic Objectives 
(please indicate) 1. We will attract, develop and retain the best people

2. We will actively promote partnership and integrated models of
working

3. We will provide the highest quality, safe and effective services
4. We will increase our efficiency and effectiveness through

sustainable development

Risk / legal implications: 
Risk Register Reference 

No risk/legal implications identified 

Resource Implications: 

Funding Source: 

No resource implications identified 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

There is no direct impact on the protected characteristics as part of the 
completion of this report. 

Shadow ICS Alignment / 
Implications: 

No ICS alignment implications identified 

Recommendations: No recommendation, next steps for R&I outlined. 
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Message from our Medical
Director 

Page 1 Annual Report 2020/21 

The last 12 months in research and innovation have been both exciting and
challenging. Although it is recognised that COVID-19 has been difficult, I continue
to look forward and celebrate the positives and opportunities that it has created.
Clinical research had led the way for vaccine development, testing, and
innovations - supporting new ways of working.

The profile of research, development and innovation has increased dramatically,
both nationally and across the Trust. It has inspired clinicians to think differently,
explore agile ways of working and begin to showcase and share what they are
doing to others - I hope this sharing, learning, and enthusiasm continues.

The R&D team continue to promote a culture of innovation and research in the
Team and have used virtual platforms to inspire staff to reach beyond the
limitations of COVID. I would like to take this opportunity to thank them for their
tenacity.

Dr Buki Adeyemo
Executive Medical Director 



Reflecting on
2020/21
2020/21 saw a refresh for research and innovation across the Trust, with a
reviewed Research and Innovation (R&I) Strategy 2020 -2025, a new Research
and Development Director, Dr Ravi Belgamwar, and exploring new ways of
working. 

The R&D team worked with clinicians and clinical teams, to deliver high-quality research and
contribute to high-quality national studies within the Clinical Research Network West
Midlands (CRN WM), supporting mental health, COVID-19, and Urgent Public Health (UPH)
studies. 

We worked closely with our clinical and corporate teams, such as the Performance Team
and Clinical Audit Department, to evidence practice through evaluation and contribute to
service developments and improvements.

As an end to the year, the R&D team was recognised at the Trust 2021 REACH awards for
their contribution to research and innovation – winning the Research and Innovation award
for the first time. 

We would like to thank all of our service users, carers, staff, and the Trust Board for their
support and enthusiasm in research and innovation over the last 12 months. Here we reflect
on three key areas of work; Research, Innovation, and Evidencing practice.
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R&I Strategy
2020-25
In 2020, our ambitious research and innovation strategy was developed and
approved. The strategy set out our aspirations to create a flexible and
connected workforce responsive to service changes, which embraced and
embedded research and innovation as part of practice. 

Research and Innovation Front Door - Create a 'Research and Innovation
Front Door" which will provide access, support, and resources required to
develop and deliver research and foster innovation

Create a connected workforce: - Develop a connected workforce,
whereby staff feel inspired, to develop research, harness innovation, and
evidence practice

Joint Vision - Create a joint vision for research and innovation working
closely with key collaborators and partner

Scale, Scope and Reach - Strengthen our research and innovation scale,
scope, and reach through better use of digital mediums and virtual
platforms
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Engagement 
Engagement continued to be a top priority; ensuring research opportunities
were readily available for both service users and staff. During 2020/21 we
embraced the prospect of digital developments in research and are currently
exploring how to better engage with service users and staff and inform them of
research opportunities through a text messaging strategy. 

Our R&D Steering Group (RDSG) remained a bi-monthly meeting between senior
management, the core R&D team, representatives for specialities and the Clinical Research
Network West Midlands (CRN WM), to review performance, research activity and any other
arising matters that concern research. RDSG provides a platform to progress our refreshed
research and innovation strategy – engaging with key stakeholders.

Engagement with directorates and senior staff has been maintained through bi-monthly
reports for each directorate summarising research delivery and performance compares to
their recruitment target. It further provides an overview of research development within each
directorate, focusing on student projects, innovations and evaluations.

Contact for Research
Contact for Research, our research register within the Trust that enables service users
to give generic consent to being contacted about research, remains an integral part of
how we engage with service users and inform them of relevant research studies.

During 2020/21 Contact for Research has developed
through engagement with more services and the
exploration of consent for research being received at
different time points in an individual’s care. This year
further saw the implementation of an annual review,
which ensures consent for research is checked on an
annual basis and service users are discharged
appropriately.

Next steps for Contact for Research include further
work regarding implementing this model into
specialist services with Contact for Research
Enhanced, where the R&D team would liaise closely
with clinicians prior to sending out any research
material to ensure that it is appropriate.

I think Contact for Research has been a great
success. It's been a pleasure to be part of the R&D
team during this time and help to develop this
process. It's been well received by service users and
clinicians, who have been able to recognise the
value and importance of having this research
caseload. Caroline Winckley, Clinical Studies
Assistant 
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Spotlight
A review of the Implementation of Contact
for Research - Caroline Winckley
During 2020/21 Contact for Research has developed through
engagement with more services and the exploration of consent for
research being received at different time points in an individual’s care.
This year further saw the implementation of an annual review, which
ensures consent for research is checked on an annual basis and service
users are discharged appropriately. 
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Supporting COVID-19 and
NIHR Research 
Supporting and ensuring successful delivery and set up of research in the
Trust remained, during 2020/21, a key priority. 

The R&D team played an integral part in ensuring that Urgent Public Health (UPH) and
COVID-19 related research was rapidly assessed, approved and delivered in line with
local, regional and national research guidance, alongside providing valuable support
around study pauses and amendments processing for re-starts. 

To support COVID-19 process, a standard operating procedure (SOP) ‘Gaining trust
authorisation of pandemic priority and expedited research’ was created and added to
the R&D suite. In 2021/21 all National Institute for Health Research (NIHR) recruitment
targets were paused.

All adopted, student and home-grown research continued to be reviewed and
considered against Trust and government guidance – with a shift in focus towards
delivering COVID-19 and Urgent Pubic Health studies. During 2020/21 research-active
clinicians and the R&D team worked together to recruit service users and staff into 19
NIHR studies, including nine restarts; studies which were suspended or paused due to
COVID-19, three non-portfolio and four student projects. 

The past year has been like no other, personally and professionally for the resGov
team. It has been extraordinary operationally due to the pandemic, which saw the
pausing of all non-urgent research, to make way for urgent public health and COVID
related research at the beginning of the year, followed by the re-starting (where
possible) of non-urgent research mid-year, succeeded by a supported managed
recovery process for all other research. Personally, the team has had to adapt to new
ways of working, which posed a challenge to begin with, but now, we feel is working
better for us as a whole due to the development and implementation of more
streamlined, and digital processes.
 
Through adversity, the resGov team held strong, supporting R&Ds main aim to support
researchers, our research portfolio and UPH/COVID related research as best we could.
Highlights were helping researchers to navigate the guidance and submit amendments
for pause, hosting discussions with student researchers and supporting around
continuation of research, managing communications between Sponsors, PIs, and R&D
around pausing and re-starting research, and involvement in discussions and setting
up of UPH studies. Louise Alston, Research Governance Facilitator and Zoe Booth,
Research Admin.
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The Trust supported four NIHR COVID-19 related studies; UKREACH online study, ISRARIC
CCP, a data collection study, the Psychological Impacts of COVID-19, an online survey
and Novavax, a COVID-19 vaccination study - acting as a Participant Identification
Centre (PIC) site. The Trust further contributed to three non-portfolio COVID-19
research studies; NCMH COVID-19 online study, a database review for the Mental
Health population during COVID-19 and a communications healthcare survey.
(See NIHR video below of case stories for COVID research).  

In 2020/21 the Trust recruited 224 participants to studies, with 172 recruits to COVID-19
and Urgent public health research and 52 to existing re-start mental health studies. Of
the three non-portfolio research studies, Combined reviewed 34 cases of COVID-19 to
support mental health research across the West Midlands, supported the promotion of
a survey for communications within healthcare during COVID-19 and supporting an
online NCMH COVID-19 study, with four recruits to date

Recruitment dropped from 309 in 2019/20 to 227 participants in 2020/21 as all National
Institute for Health Research (NIHR) recruitment targets were paused for much of
2020/21. The Trust had limited opportunities to recruit into existing and/or adopt new
studies due to the COVID-19 restrictions.
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Spotlight
A review of the Implementation of Attend
Anywhere - Dr Ravi Belgamwar, Dr Laura
Stevenson, and Kerri Mason.

In March 2020, COVID-19 hit – creating a rapid change in ways of
working and as a result of these changes Attend Anywhere, a video
consultation tool, was chosen. A review was undertaken to gain an
understanding of the usage of Telemedicine at Combined, its impact on
outcomes and decision making and importantly, how satisfied service
users were in using the Attend Anywhere platform. Click to find out omre
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Evidence in practice
Over the last 12 months  we have developed and improved services, via a
range of evaluation, innovation and service improvement projects. Here we
share and showcase a collection of the fantastic work across the Trust
during 2020/21:

An NHS First: Cognetivity Neurosciences
works with Combined Healthcare - Dr Becky
Chubb and Memory Services, supported by
Kerri Mason

A two-month review of Integrated Cognitive
Assessment (ICA) app was undertaken to
explore whether the ICA app was an
acceptable clinical diagnostic tool within
Memory Services at Combined. Click to find
out more 

Exploring how support workers
understand their role in supporting adults
with intellectual disabilities to access the
Internet for intimate relationships - Jason
Lines, Helen Combes and Ruth Richards 

Explores how support workers understand
their role in facilitating Internet access for
intimate relationships. Click to view 

How special interest groups can support safe
sexual well-being in adults with learning
disabilities - Felicity Watkin, Philip Emery and
Matthew Doughty.

This atticle describes how the North
Staffordshire community learning disability
team developed a SIG to support and
promote safe sexual well-being for adults
with learning disabilities and explains how
the forum benefits staff, the organisation
and service users
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Ward 2 Recovery Plan, presented by Nicola
Nicholson

A tool developed to help engage patients
and families in their care.  Presented at the
2021 Combined Collective. Watch here 

Evaluation of development a staff support
suite - Dr Sarah Lunt and Amelia Durcan

Service development review on the staff
supports suite at the Harplands, in response
to COVID-19. Feedback from the evaluation
on how provisions met the needs of
healthcare staff and aligned with the wider
evidence-base and Trust strategy. Watch
here 

''Snap Shots' - Stevan Thompson

An initiative which was developed during
COVID-19 at a time where no visitors
and/or relatives were allowed into the
Harplands. Watch here 
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Evidence in practice

https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EanxNAiT8HZEja8XRQ4VGNwBioEobrKocZjcG4C_f3T4Aw?e=Qxxlem
https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EanxNAiT8HZEja8XRQ4VGNwBioEobrKocZjcG4C_f3T4Aw?e=Qxxlem
https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EXG-n71u6g5CqBayrjUCKvgBIVpujd2HUgxW2N5ne9uOZA?e=x3mAYV
https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EXG-n71u6g5CqBayrjUCKvgBIVpujd2HUgxW2N5ne9uOZA?e=x3mAYV
https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EUQiZDPLsEJNucxP7Gg6AioBjRlC-2jouVosW5QIJWBJ6g?e=Na0dDS
https://c9online-my.sharepoint.com/:v:/g/personal/kerri_mason_combined_nhs_uk/EUQiZDPLsEJNucxP7Gg6AioBjRlC-2jouVosW5QIJWBJ6g?e=Na0dDS


Spotlight
Interim insights and feedback on the Crisis
Care Centre - Crisis Care Team and Kerri
Mason 

The review provides an insight report into Combined’s Mental Health
Crisis Centre, focusing on; Home Treatment, Access, High Volume Users,
and the Children and Adolescent Mental Health Service (CAMHS) hub .
The review explored changes in service delivery, captured activity over
the last 18 months and gained feedback from staff, service users and
carers. Click here to find out more 
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Supporting
Innovation
Significant progress was made to support Innovation during 2020/21, with a
number of developments and initiatives aimed to springboard Innovation. The
R&D team, alongside our Innovation Collaborative and clinicians, successfully led,
created space and opportunities to adopt innovative approaches into practice. 

During 2020/21, the R&D team along with our clinicians and clinical teams led on some fantastic
innovations and new ways of working during the COVID-19 pandemic, including approaches to
practice using video education to support neurological disorders, donation of a printing camera
to the wards for sharing pictures between the Royal Stoke and our wards for those who were not
did not have to access mobile phones for video consultations and staff wellbeing approaches
with the Counselling and Psychology services creating flexible and supportive approaches for
staff. Some of the fantastic examples of this include:

Parity of Esteem in Action: Fit for Frailty in Mental Health Care - Michael Groden and Tracey
Hird
A recent frailty innovation that has been conducted within Ward four at North Staffordshire
Combined Health Care NHS Trust. This project was initiated as the team recognised a need for
service improvement around frailty and subsequent medicines management. The aim of this
project was to explore the ways that the multidisciplinary team (MDT) could work together. For
more information click here 

MOTOMED Bike and Virtual Reality Innovation on Ward 4
As part of the Dragons’ Den relaunch 2019, Katie Lear-Thompson, Ward 4 Physiotherapist, looked
pitched to purchase a MOTOmed exercise bike and Spoteee, a system of virtual reality video
walk and cycle routes for patients to explore distant locations while exercising. 

The pitch was successful and the Dragons Den panel agreed to fund the rental of one bike and
the virtual reality system, for a period of six months. The evaluation demonstrated an
improvement in both mobility and grip strength of participants, using mobility scales and grip
strength using the Dynometer – a proposal for funding was taken to the Senior Leadership Team
and it was agreed to purchase the bike.

Using video education for functional
neurological disorder
Stephanie Hutton and Lorna Owen share there
experiences of developing videos for patient
during COVID-19. The videos helped to support
patient coping skills ands styles and is due to be
evaluated. 

Art Therapy in a time of change
Janine Fletcher undertook on innovation with
CAMHS services, to support art therapy via online
and digital mediums. Janine shared at Innovation
Nation here experiences of runnig the sessions and
some of the feedback from children and young
people 
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Using YouTube to support delivery of psychological interventions 
Rebecca Hutton, Senior Clinical Psychologist, Olivia Taylor and Jessica Head, Assistant
Psychologists shared feedback, experiences and barriers to implementing YouTube videos
to teach coping skills within Acute Psychology. Watch here 

Primary Care response to the pandemic
using Innovation
Primary Care has responded to the
pandemic with a range of innovations they
had to made and the new ways of work and
innovations that had to explore. Find out
more here about the innovations during
COVID-19.

Innovation Collaborative 
Innovation Collaborative was established in 2019, and came to life in 2020, as a forum to
bring together existing Trust expertise, resources and processes to drive forward, support
and facilitate development and adoption of innovation. 

The Innovation Collaborative links departments and teams across the Trust, bringing
together knowledge and expertise to review, triage and support innovation ideas; both
creation and adoption.

 
Working with both our corporate colleagues and clinicians to support, discover, and
showcase innovation over the last 12 months has been uplifting. The passion and
enthusiasm of staff to think different and explore new ways of working really demonstrated
how much we are growing as a Trust to both support and develop innovation - Kerri
Mason, R&D Lead 
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Supporting
Innovation

https://www.canva.com/design/DAEhujf3-EA/yhbm1uEuHkXpa_4drnaQOQ/view?utm_content=DAEhujf3-EA&utm_campaign=designshare&utm_medium=link&utm_source=homepage_design_menu
https://www.canva.com/design/DAEhujf3-EA/yhbm1uEuHkXpa_4drnaQOQ/view?utm_content=DAEhujf3-EA&utm_campaign=designshare&utm_medium=link&utm_source=homepage_design_menu


The morning was followed by a series of
interactive breakout sessions, some
example include: 

Adapting during COVID-19: Staff
support
Dr Matt Johnson and Jan Summerfield
share their story of how they adapted to
change and rose to the challenges of
COVID-19.  The focus of the session was
health and wellbeing. 

Inequalities during COVID-19
Zoe Grant hosted a fantastic sessions
around the experiences of our BAME
colleagues during COVID-19. 

 

Virtual Innovation
Nation 2020  
Innovation Nation was developed as a response to clinicians sharing that they
would like find out more about what was going on across the Trust – thus
creating a platform to share good practice.

October 2020 saw Dr Rebecca Chubb (Locum Consultant) and Kerri Mason (R&D Lead),
supported by the R&D team, host Combined’s third Innovation Nation event. This fantastic virtual
event enabled everyone the opportunity to share and find out about more about the innovative
changes and new ways of working during COVID-19. 

Opened by Dr Buki Adeyemo, Executive Medical Director and Dr Ravi Belgamwar, Consultant
Psychiatrist and R&D Director, sharing their thoughts, experiences and ambitions for Innovation,
our fantastic speakers shared their insights and experiences during COVID-19, highlighting key
challenges, new opportunities and exciting new ways of working. 

Showcase and sharing platforms across the
Trust are important, and enable staff to share
what they are doing, how they did it and what
they learnt. 

Going into 2021/22 we hope to strengthen 
 sharing and learning platforms further with new
platforms such as 'The Combined Collective'
and 'Learn and Learn'.  
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Supporting
others
Outside of the remit of the team, R&D has always been on hand to support staff
across the Trust with various engagement and development projects.  We have
received fantastic feedback for the support and creative work developed to
support staff. 

'"Helped implement new ways of
working; supporting the Medical
Aways days with digital solutions

for accessing agendas and
papers and promoting CANVA.

Creative skills and efficiency
have shone through and  always
makes time for any queries you

may have".
 

Supporting team away days
and developing communities
digitally 
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Supporting clinical teams with surveys
and to ways to gain feedback from
service users and staff.    

Plenty of clinicians, who have been
to the team on multiple

occasioans for anything ranging
from advice to a formal request
for service review. The feedback I
hear is always the same; positive

and really helpful. There is more of
an can do attitute these days and
in part this because we know there

is help available if and when we
need it. 



2

Supporting
others
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awaiting quote

Supporting clinical teams to
evidence practice and develop new
ways of working. 

I am most appreciative of the
support, help and guidance that

has been provided from Kerri and
the wider R&D team over the years.
They are enthusiastic, encouraging

and always willing to offer their
expertise

 

Supporting teams to think creatively and develop engagement materials and
also providing design and creative support for reports and evaluations.  



Spotlight
Experiences of writing a book on anxiety for
children. Hosted by Ann Cox, Ruth Fishwick
and Lisa Dale

Ann, Ruth, and Lisa share their experiences of writing for publication,
sharing barriers, opportunities and advice for getting started. You can
watch the session here via our Lunch and Learn page.
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2

What is next
in 2021/22
What does 2021/2022 hold for research, innovation, and evaluation?

We are committed to achieving our 2021/22 Board Assurance Framework (BAF)
objectives and continue to be responsive and adapt to the needs of the Trust, our
clinical teams, and the CRN WM.

Using our ambitious R&I strategy, we will continue to develop a flexible and
connected workforce - that embraces and embeds research and innovation.
2021/22 will bring further opportunities to strengthen our relationships with our
clinical and corporate colleagues and also externally with local organisations and
Universities.

The passion and drive to support evidence and develop innovation are taken
forward into 2021/22. Innovation platforms such as Innovation Nation will continue to
be delivered virtually, alongside new and exciting events such as the 'Combined
Collective' and virtual ‘Lunch and Learns’ to support staff to share and showcase
what they are doing.
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Introduction: 
 

The Framework of Quality Assurance (FQA) for Responsible Officers and 
Revalidation was first published in April 2014 and comprised of the main FQA 
document and annexes A – G.  Included in the seven annexes is the Annual 
Organisational Audit (annex C), Board Report (annex D) and Statement of 
Compliance (annex E), which although are listed separately, are linked together 
through the annual audit process.  To ensure the FQA continues to support future 
progress in organisations and provides the required level of assurance both within 
designated bodies and to the higher-level responsible officer, a review of the main 
document and its underpinning annexes has been undertaken with the priority 
redesign of the three annexes below:       
  

• Annual Organisational Audit (AOA):  
 

The AOA has been simplified, with the removal of most non-numerical items. The 
intention is for the AOA to be the exercise that captures relevant numerical data 
necessary for regional and national assurance. The numerical data on appraisal 
rates is included as before, with minor simplification in response to feedback from 
designated bodies.  

  

• Board Report template:  
 

The Board Report template now includes the qualitative questions previously 
contained in the AOA. There were set out as simple Yes/No responses in the 
AOA but in the revised Board Report template they are presented to support the 
designated body in reviewing their progress in these areas over time.  

 

Whereas the previous version of the Board Report template addressed the 
designated body’s compliance with the responsible officer regulations, the 
revised version now contains items to help designated bodies assess their 
effectiveness in supporting medical governance in keeping with the General 
Medical Council (GMC) handbook on medical governance1.  This publication 
describes a four-point checklist for organisations in respect of good medical 
governance, signed up to by the national UK systems regulators including the 
Care Quality Commission (CQC). Some of these points are already addressed by 
the existing questions in the Board Report template but with the aim of ensuring 
the checklist is fully covered, additional questions have been included.  The 
intention is to help designated bodies meet the requirements of the system 
regulator as well as those of the professional regulator. In this way the two 
regulatory processes become complementary, with the practical benefit of 
avoiding duplication of recording.  

                                            
1 Effective clinical governance for the medical profession: a handbook for organisations employing, 
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/-
/media/documents/governance-handbook-2018_pdf-76395284.pdf] 
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The over-riding intention is to create a Board Report template that guides 
organisations by setting out the key requirements for compliance with regulations 
and key national guidance, and provides a format to review these requirements, 
so that the designated body can demonstrate not only basic compliance but 
continued improvement over time. Completion of the template will therefore: 

 

a) help the designated body in its pursuit of quality improvement,  

b) provide the necessary assurance to the higher-level responsible officer, and 

c) act as evidence for CQC inspections. 

 

• Statement of Compliance: 
 

The Statement Compliance (in Section 8) has been combined with the Board 
Report for efficiency and simplicity. 
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Designated Body Annual Board Report 
Section 1 – General:  
 

The board of North Staffordshire Combined Healthcare NHS Trust can confirm that: 

 

1. The Annual Organisational Audit (AOA) for this year was not required. 

Date of AOA submission: n/a for 2021 due to COVID-19. 

Action from last year: n/a 

Comments: n/a 

2. An appropriately trained licensed medical practitioner is nominated or 
appointed as a responsible officer.  

Action from last year: n/a 

Comments: Dr Olubukola Adeyemo, Medical Director, is the Trust’s RO. 

Action for next year: n/a 

3. The designated body provides sufficient funds, capacity and other resources 
for the responsible officer to carry out the responsibilities of the role. 

Yes 

Action from last year: n/a 

Comments: n/a 

Action for next year: n/a 

4. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is always maintained.  

Action from last year: n/a 

Comments: The GMC Connect database is reviewed on a monthly basis.  

Action for next year: n/a 

5. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed. 

Action from last year: n/a 

Comments: Policies are reviewed regularly. The Medical Appraisal and 
Revalidation Policy is currently being updated from the 2019 version. 

Action for next year: n/a 
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6. A peer review has been undertaken of this organisation’s appraisal and 
revalidation processes.   

Action from last year: n/a 

Comments: Audits are carried out on an annual basis.  

Action for next year: n/a 

 
7.   A process is in place to ensure locum or short-term placement doctors working 

in the organisation, including those with a prescribed connection to another 
organisation, are supported in their continuing professional development, 
appraisal, revalidation, and governance. 

Action from last year: n/a 

Comments: The Trust has a process to ensure compliance through Locum 
agencies Responsible Officer .The Trust supports locums in their CPD, 
appraisal, revalidation and governance.  

Action for next year: n/a 

 
Section 2 – Effective Appraisal 

1. All doctors in this organisation have an annual appraisal that covers a doctor’s 
whole practice, which takes account of all relevant information relating to the 
doctor’s fitness to practice (for their work carried out in the organisation and for 
work carried out for any other body in the appraisal period), including 
information about complaints, significant events and outlying clinical outcomes.    

Action from last year: n/a 

Comments: There is a process in place to ensure the above takes place 

Action for next year: n/a 

 

2. Where in Question 1 this does not occur, there is full understanding of the 
reasons why and suitable action is taken.  

Action from last year: n/a 

Comments: n/a  

Action for next year: n/a  

 

3. There is a medical appraisal policy in place that is compliant with national policy 
and has received the Board’s approval (or by an equivalent governance or 
executive group).  

Action from last year: n/a 

Comments: The medical appraisal policy has been ratified by board in 
agreement with JLNC. 
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Action for next year: n/a 

 

 

4. The designated body has the necessary number of trained appraisers to carry 
out timely annual medical appraisals for all its licensed medical practitioners.  

Action from last year: n/a 

Comments: The Trust has 7 medical appraisers for 24 substantive consultants 

Action for next year: n/a 

5. Medical appraisers participate in ongoing performance review and training/ 
development activities, to include attendance at appraisal network/development 
events, peer review and calibration of professional judgements (Quality 
Assurance of Medical Appraisers2 or equivalent).  

Action from last year: n/a 

Comments: all of the above takes place.  

Action for next year: n/a 

6. The appraisal system in place for the doctors in your organisation is subject to 
a quality assurance process and the findings are reported to the Board or 
equivalent governance group.   

Action from last year: n/a 

Comments: annual internal quality assurance processes take place and are 
included in annual updates to the board.  

Action for next year: n/a 

 
Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of 
all doctors with a prescribed connection to the designated body, in accordance 
with the GMC requirements and responsible officer protocol.  

Action from last year: n/a 

Comments: timely recommendations take place. Monthly revalidation updates 
will support the Medical Director in making these timely recommendations. 

Action for next year: n/a 

                                            
2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
 

http://www.england.nhs.uk/revalidation/ro/app-syst/


page 8 
 

2. Revalidation recommendations made to the GMC are confirmed promptly to the 
doctor and the reasons for the recommendations, particularly if the 
recommendation is one of deferral or non-engagement, are discussed with the 
doctor before the recommendation is submitted. 

Action from last year: n/a 

Comments: timely communication has taken place where deferrals were 
requested. 

Action for next year: n/a 

Section 4 – Medical governance 
 

1. This organisation creates an environment which delivers effective clinical 
governance for doctors.   

Action from last year: n/a 

Comments: Doctors have a direct link to the Clinical Directors with 
processes in place to escalate should an issue be identified that requires it 

Action for next year: n/a 

 

2. Effective systems are in place for monitoring the conduct and performance of 
all doctors working in our organisation and all relevant information is provided 
for doctors to include at their appraisal.  

Action from last year: n/a 

Comments: The governance process runs through the Directorate with 
monthly performance reviews to identify any conduct or performance issues 

Action for next year: n/a 

 
3. There is a process established for responding to concerns about any licensed 

medical practitioner’s1 fitness to practise, which is supported by an approved 
responding to concerns policy that includes arrangements for investigation and 
intervention for capability, conduct, health and fitness to practise concerns.  

Action from last year: n/a 

Comments: Yes 

Action for next year:  

 

4. The system for responding to concerns about a doctor in our organisation is 
subject to a quality assurance process and the findings are reported to the 
Board or equivalent governance group.   Analysis includes numbers, type and 
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outcome of concerns, as well as aspects such as consideration of protected 
characteristics of the doctors3.   

Action from last year: n/a 

Comments: The process has been subject to Internal Audit 

Action for next year: n/a  

5. There is a process for transferring information and concerns quickly and 
effectively between the responsible officer in our organisation and other 
responsible officers (or persons with appropriate governance responsibility) 
about a) doctors connected to your organisation and who also work in other 
places, and b) doctors connected elsewhere but who also work in our 
organisation4.  

Action from last year: n/a 

Comments: Yes 

Action for next year: n/a 

6. Safeguards are in place to ensure clinical governance arrangements for 
doctors including processes for responding to concerns about a doctor’s 
practice, are fair and free from bias and discrimination (Ref GMC governance 
handbook). 

Action from last year: n/a 

Comments: There is a Trust policy that covers professional conduct in line 
with Maintaining High Professional Standards 

Action for next year: n/a 

 
Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background 
checks are undertaken to confirm all doctors, including locum and short-term 
doctors, have qualifications and are suitably skilled and knowledgeable to 
undertake their professional duties. 

Action from last year: n/a 

Comments: All locum doctors are booked via TWS II Framework, ensuring 
NHS standard ID checks are undertaken. The Trust records and regularly 
audits these pre-employment check files.  

Action for next year: n/a 

 
                                            
4This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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Section 6 – Summary of comments, and overall conclusion  
 

Please use the Comments Box to detail the following:  
 
- General review of last year’s actions 

No actions were highlighted.  
- Actions still outstanding 

No actions were highlighted.  
- Current Issues 

Monthly appraisal report updates must be sent to the RO and Lead 
Appraiser.  

- New Actions: 
Monthly appraisal report updates must be sent to the RO and Lead 
Appraiser.  

 
Overall conclusion: 
Medical appraisal rates remain high, despite COVID-19 impact.  

Section 7 – Statement of Compliance:  
 

The Board of North Staffordshire Combined Healthcare NHS Trust has reviewed the 
content of this report and can confirm the organisation is compliant with The Medical 
Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 

 

 

Signed on behalf of the designated body 

Chief executive or chairman  

 

Official name of designated body: North Staffordshire Combined Healthcare NHS 
Trust 

 

Name: Mr Peter Axon  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: Chief Executive 

Date: 1st September 2021 
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Report from the Quality Committee meeting held on 5 August 2021 for the Trust 
Board meeting on 9 September 2021 2021 

 
1. Introduction 

This is the regular report to the Trust Board that has been produced following the last meeting 
of the Quality Committee with items aligned to the Trust’s SPAR objectives. The meeting was 
completed using Microsoft teams. The meeting was quorate.  

 
2. Reports received for assurance, review, information and/or approval  

 
• COVID-19 Update   

The Committee received a verbal update regarding the current situation. Since the 
last meeting the prevalence in the local community has increased although there has 
been a reduction since the third week in July 2021. There has been increased 
pressure on UHNM but levels of morbidity and mortality have been reduced in 
comparison with earlier waves of the virus. There has been an outbreak on Ward 6 at 
the Harplands involving a small number of patients and staff.  
 

• Safe Staffing Report – June 2021  
The committee received this paper which outlined the monthly performance of the 
Trust in relation to planned vs actual nurse staffing levels during June 2021 in line with 
the National Quality Board requirements.  During June 2021, an overall fill rate of 93% 
was achieved; this has decreased from 94.7% in May 2021.  The fill rate for RN shifts 
decreased slightly to 77.2% in June 2021 from 78.1% in May 2021. 

 
• Trust Response to COVID Report  

The Committee received this report which provided an overview of the Trust response 
to the COVID-19 pandemic. The report included a national overview and a summary 
of the Trust operational and clinical response. The report provided assurances in 
relation to; emergency planning and business continuity arrangements, Infection 
prevention and control, governance of the crisis, decision making processes and 
communication. It included details of staff feedback.  
 

• Ligature Annual Report Q4 2020/21  
The Committee received this report which provided an overview of the ligature risk 
assessments completed by the Trust clinical teams and Patient and Organisational 
Safety Team.  There were recommendations for implementation of reduced ligature 
fittings across clinical sites. The following assurances were provided in relation to 
mitigating the risks posed by potential ligature points in Trust premises.  
 

o Annual risk assessment process 
o Regular capital work to improve the situation following risk assessment  
o Replacement of unsuitable furnishings 
o Current work to reconfigure services and replace dormitory accommodation  
o Clinical interventions and plans to manage risk 



 
 

• Infection, Prevention Control Annual Report 2020/21  
The Committee received this report which gives assurance to the Board that the 
organisation is compliant with the Health and Social Care Act 2008 – Code of Practice 
on the prevention and control of infections and related guidance (2015). The 
completed annual audit/work programme for 2020/2021 was also included. 
 

• Self-Harm Annual Report Q4 2020/21  
The Committee received this report which provided information and analysis of self- 
harm incidents reported through the Trust incident reporting system during 2020/21. 
 
 

• TCP and Project 86  
The Committee received a verbal update regarding the current situation and the Board 
will be provided with a detailed update at the next Board meeting.  
 

• Mortality Surveillance Report  
The Committee received this report which provided the Trust with assurance as to the 
mortality surveillance process with regards to the scrutiny of people open to Trust 
services who have died of natural causes before the age of 75 years. This covers the 
period 01 April 2020 to 31 March 2021. 
 

• Risk Register –  
The Committee reviewed the risks contained in the Trusts Risk Register that fall under 
the remit of the Quality Committee. The risks are as follows: 
• Impact of COVID 19 on the quality of services 
• Anchored ligature points 
• Non- anchored ligature points 
• Impact of COVID 19 on demand 
• Compliance with Mental Health Act and Mental Capacity Act 
• Impact of reduced funding on substance misuse services 
• Meeting the 3-hour target for assessment in the place of safety 
• TCP and Project 86  
• Prescribing costs in primary care  
 
There is a new risk – Risk 1611 

• There is a risk that the GPs will withdraw from participating in effective share 
care agreements (ESCAs) for patients with ADHD in both CAMHS and Adult 
services. 

 

• IQPR M3 2021/22  
The Committee received this report at M3. 

 There were 27 rated measures that have met the required standard and 8 
that have not met the required standard and highlighted as exceptions.  

 There were 4 special cause variations (orange variation flags - signifying 
concern).  These are; IAPT: Patients wait no longer than 90 days between 
1st and 2nd treatment, % Year to Date Agency Spend compared to Year 
to Date Agency Ceiling, Vacanacy rate and Statutory & Mandatory 
Training.  

 



 
 There were 3 special cause variations (blue variation flags - signifying 

improvement).  There were 22 metrics flagged with a common cause 
variation (grey variation flag). 

 

• National Medical Examiner Report –   
The Committee received this report which provided an overview of the latest update 
from NHSI and NHS Wales regarding the role of the Medical Examiner in England 
and Wales. All deaths that are not subject to investigation by the Coroner will be 
reviewed by the Medical Examiner. In mental health services this will be implemented 
during 2022. 
 

• NCISH Annual Report 2020/21  
This report summarises the main findings of a one year national sample of middle-
aged men who died by suicide. 
 

• Clinical Effectiveness Report Q1 2021/22  
The Committee received this report which to provided information and assurance on 
the programme of work undertaken by a number of sub-committees. The report 
covers outputs from the: Medicines Optimisation Group, Mental Health Law 
Governance Group; Research and Development Steering Group; Clinical 
Effectiveness Group.  
 

• Research and Development Annual Report 2020/21 
The Committee received the Research and Development Annual report.  2020/21 
saw a refresh for research and innovation across the Trust with a reviewed Research 
and Innovation (R&I) Strategy 2020 -2025, a new Research and Development 
Director, Dr Ravi Belgamwar, and how the Trust explored new ways of working.  A 
digital copy of the report is available on request.  
 
 
Pharmacy Annual Report 2020/21  
The Committee received the Annual Medicines Optimisation report which provided 
an account of medicines management and optimisation activities undertaken within 
the year. 
 

• Clinical Professional Advisory Group (CPAG)  
The Committee received this summary which provided information and 
assurance to the Quality Committee regarding the activities and outputs from 
The Clinical Professional Advisory Group (CPAG).  

 

3. Policy Report  
The following policies were approved; 
         For 3 years  

 Non-NMC Registered Staff – Medication SOP and Competencies 
 Safer Staffing Policy 

The Board is asked to ratify the approval of each of these policies.  
 

Next meeting:   2 September 2021 
Committee Chair, Mr Patrick Sullivan, Non-Executive Director, 6 August 2021. 
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Report from the Quality Committee meeting held on 2 September 2021 for the Trust 
Board meeting on 9 September 2021 

 
1. Introduction 

This is the regular report to the Trust Board that has been produced following the last meeting of 
the Quality Committee with items aligned to the Trust’s SPAR objectives. The meeting was 
completed using Microsoft teams. The meeting commenced with a patient’s story from an 
individual who had been referred to the Crisis Care Centre and been dealt with by the access 
team. She had experienced low mood, increased use of alcohol and suicidal ideas. She was 
provided with a personalised care plan and safety plan and worked with the services over a 32-
day period. Positive feedback was received in relation to the service and particularly about her 
STR worker. The individual has subsequently been referred on to the Sutherland Centre and 
CDAS.  
 

2. Reports received for assurance, review, information and/or approval  
 

 
• COVID-19 Update   

The Committee received a verbal update regarding the current situation. Prevalence 
remains high in the local community, and this is reflected in challenges around the 
Staffordshire health and social care system. The University hospital has seen a period of 
sustained pressure particularly during August. The Trust has seen two outbreaks, one in 
ward 6 and the other in Ward 5. These were managed effectively. Now there is one patient 
with a positive Covid test in the Harplands. Preparations are being made for the provision 
of booster doses of the vaccine. A final decision has yet to be made by the Joint Committee 
on Vaccination and Immunisation (JCVT). 
 

• Learning from Experience Report Q1 2021/22  
The Committee received this report which provided a summary of incidents reported and 
all patient related incidents/events for Q1 2021/22 (April to June).  During Quarter 1 there 
were a total of 1523 incidents reported, the vast majority resulting in minimal or no harm. 
The monthly average over the last 12 months is 397. The most reported incidents are 
violence and aggression, self-harm and safeguarding. The largest increase in self harm 
incidents is on Ward 5 due to two patients admitted after the closure of a specialist 
placement. Ward 3 continues to have the highest number of incidents with 218 reported. 
A total of 128 incidents were because of the behaviour of four patients.  

There were 83 falls incidents and the 12 month average is 30 per month. Except for one 
patient who suffered a fracture and sadly later died, the falls resulted in no or minor harm. 
The Trust participates in the National Falls and Fragility Audit Programme which allows 
the Trust to benchmark practice against other similar organisations.  

There were 63 medication incidents, and all resulted in no harm, except for one incident 
resulting in minor harm. Detail around the incidents were provided and assurances given 
as to how medication errors are managed. 

 



 
There were 524 violent incidents reported during the Quarter and the majority resulted in 
no or minor harm. In total 43.5% of incidents were directed at staff and most incidents 
were managed in a way that potential harm was reduced. Unfortunately, one incident 
involved an assault on a member of staff that was RIDDOR reportable. The highest 
reporting areas are Ward 3, A & T, PICU and Ward 2. The report notes that a small number 
of individuals are responsible for multiple incidents of violence. 

Ten complaints were received during Quarter 1 and two complaints have been referred 
to the Parliamentary Health Services Ombudsman during the reporting period. There 
have been 79 PALS contacts and 319 compliments. 
 
Safe Staffing Report – July 2021  
This paper outlines the monthly performance of the Trust in relation to planned vs 
actual nurse staffing levels during July 2021 in line with the National Quality Board 
requirements. During July 2021, an overall fill rate of 90.9% was achieved; this has 
decreased from 93% in June 2021.   The fill rate for RN shifts decreased slightly to 
76.4% in July 2021 from 77.2% in June 2021. The vacancy rate for registered nurses 
increased to 41.27 WTE, although the Wards are over established for non-registered 
staff. The impact on patient safety and experience were discussed at the Committee 
in some detail. Although the position is challenging, assurances were provided that 
the overall fill rate is above 90% and the staffing situation benchmarks favourably 
against the position in many other mental health service providers. 

 
• Risk Register –  

The Committee reviewed the risks contained in the Trusts Risk Register that fall under the 
remit of the Quality Committee. These are as follows: 
• Impact of COVID 19 on the quality of services 
• Anchored ligature points 
• Non- anchored ligature points 
• Impact of COVID 19 on demand 
• Compliance with Mental Health Act and Mental Capacity Act 
• Impact of reduced funding on substance misuse services 
• Meeting the 3-hour target for assessment in the place of safety 
• Effective shared care agreements for patients with ADHD 
• Effective shared care agreements for patients with severe mental illness 
 

The Committee also received a briefing paper in respect of Risk 1611 for further assurance 
purposes.  This risk is in respect of GPs withdrawing from participating in effective share 
care agreements (ESCAs) for patients with ADHD in both CAMHS and Adult services,  

  
The executive team will consider the implications of discussions at the meeting in relation 
to staffing levels and the current functioning of the CASTT team (deals with patients with 
a personality disorder in a community setting) which has had to restrict referrals.  
 

• IQPR M4 2021  
The Committee received this report, in Month 4 there are 22 rated measures that 
have met the required standard and 11 that have not met the required standard 
and highlighted as exceptions.  
 



 
There are 4 special cause variations (orange variation flags - signifying concern). 
These are;  

1. Referral to Assessment within 4 weeks. 
2. IAPT: Patients wait no longer than 90 days between 1st and 2nd treatment. 
3. % Year to Date Agency Spend compared to Year to Date Agency Ceiling. 
4. Statutory & Mandatory Training.  

 
There are 2 special cause variations (blue variation flags - signifying improvement). 
There are 24 metrics flagged with a common cause variation (grey variation flag).  

 
• Clinical Professional Advisory Group Report  

The Committee received this summary to provide information and assurance 
regarding the activities and outputs from the Clinical Professional Advisory Group 
(CPAG). The CPAG provide advice and responds to requests for advice from the 
Trust Incident Management Group (IMG).  
 

• Mortality Surveillance Report Q1 2021/22   
The Committee received this report which provided the Trust with assurance as to 
the mortality surveillance process with regards to the scrutiny of people open to Trust 
services who have died of natural causes before the age of 75 years during this 
period. The report is for review at Trust Board. 
 

• Serious Incidents Report Q1 2021/22  
The Committee received this report which provided the Trust with assurance relating 
to the nature and status of SI’s currently open and the trend data for Q4 2020/21 and 
Q1 2021/22.  The Duty of Candour report was also noted within this report and there 
have been no breeches in the SI process. The report is for review at Trust Board. 
 
 

3.  Directorate Dashboards  
Each Clinical Director (or nominated deputy) presented their report and the balanced scorecard for 
their area of responsibility.  Areas of good practice were highlighted, challenges to services 
identified and areas of continued improvement noted. It is important for the Board to note the 
following: 
 
Overall a number of themes were identified across directorates. These included; 
 

• Increased demand on services particularly noticeable in Access, CAMHS, Ward 4 and 
eating disorder services 

• Workforce challenges due to the high rate of vacancies and staff turnover  
• National Clinical Audit of Psychosis – Early Intervention Service is one of the top performing 

teams in the country – Jodie Heath CPN with the team shortlisted for an RCN nursing award 
• Work with PCNs and the development of ARRS roles 
• Self-harm and particularly the methods used to self-harm at the Darwin centre 
• Assurance regarding the quality of care across independent sector providers 
• Delayed transfers of care in the specialist services directorate 
• Waits beyond 18 weeks in some service areas 
• Expansion of face to face and (triaged) pre-bookable appointments in primary care 
• National GP survey results, above average around patient satisfaction with health care 

professional and care provided (lower than average satisfaction with telephone access and 
patients ability to speak to the GP of choice) 



 
• Pressures in primary care in relation to the provision of Covid19 and flu vaccinations and 

high levels of demand 
• The CASTT team can no longer take referrals due to staffing problems. Plans in place to 

resolve this difficulty. 
 

Specific issues reported by each directorate are summarised below: 
 

 
Acute and Urgent Care Directorate 
 
Achievements 
Sustained services and met all KPI’s despite significant RMN shortfalls. 
Directorate continues to make submissions to HSJ and RCN showcasing their quality initiatives.  
Excellent feedback following CCG assurance visit. 
 
Challenges 

Implications of proximity alerts via the NHS app advising self-isolation on staffing numbers. 

Increase in demand across services specifically for Older Persons (Ward 4) and Crisis Care 
Centre. 

Significant reduction in both medical and psychology input due to vacancies in key posts. 
 
 
North Staffordshire Community 
 
Achievements  
National Clinical Audit of Psychosis (NCAP) awarded Early Intervention Team as one of the top 
performing teams nationally. Jodie Heath EIT CPN shortlisted for the patient choice RCN Nursing 
Award.  
 
ARRS Recruitment.  
 
Challenges  
CYP Eating Disorders increased demand.  
 
CASTT – Vacancies and service delivery. 
 
 
Stoke Community  
 
Achievements  
Service specifications for Vol sector support agreed for CMHT (Debt advice and Peer Support). 
 
Engagement with PCN’s in developing the ARRS roles. 
 
Development of Transition (preparing for adulthood) pathway. 
 
Challenges  
Workforce –Recruitment and Retention. 
 



 
Waiting lists. 
 
Turnover in key roles (Transformation Manager, Senior Service Manager). 
Changing National Guidance re: COVID.  
 

 
 

Specialist Services 
  
Achievements  
Bid to lead on medically managed detox for West Midlands region submitted. 
 
Dynamic Purchasing System for Complex Care/TCP, contracts awarded early September. 
 
Business Case for new LDA Unit approved. 
 
Partnership working – local council, TCP/P86, other NHS Trusts, Third Sector providers and local 
housing associations 
 
Development of a new rehabilitation model which has a reduced dependency on locked 
rehabilitation and looked at different ways of providing support and reducing OATs 
 
Challenges  
 
Self-harm at Darwin. 
 
Recruitment –Band 5 Nurses. 
 
Assurance on quality of care across Independent Sector providers. 
 
Primary Care  
 
Achievements  
 
Expansion of face to face and (triaged) pre-bookable appointments. 
 
National GP survey practice results above average around patient satisfaction with healthcare 
professional and care provided. 
 
Community long term care reviews/proactive welfare checks provided by UCP team and supported 
by the practice nurse team, working well.  
 
Stars of the week –nursing team for fantastic, continued effort on long term condition management 
targets. Shannon Haddon for support provided to Reception team colleagues. 
 
Challenges 
 
Planning provision of Cohort 3 COVID vaccinations and flu vaccinations. 
 
National GP survey practice results display lower than average satisfaction with telephone 
access and patients being able to speak to GP of choice.  
 
 
 



 
 
 
 

 
4. Policy Report  

The following policies were approved for 3 years;  
 

Discharge Summary Pilot 
SOP - The Administration of Emergency Epilepsy Medication; Buccal Midazolam  
Disengagement and Engagement SOP 
EMU Admission SOP 
SOP 10 Prescribing Buprenorphine prolonged- release injection (Buvidal)  
1.67a-SOP-NRT-Clinical-Guideline-and-Protocol 2021 and 
Effects of Smoking on Medicines 2021 
1.02 Professional Registration Policy 
IPC Policy 
IPCe SOP for Exposure 
MHA14 – Section 136 
MHA13 – Section 135 
 
Remove these policies; 
 
IPC1c Viral Swabbing 
IPC1e Faecal Specimen 
IPC1a SOP Outbreak Closure 
 
 
Approve to 28 February 2022; 
 
Non-urgent patient transport policy 
1.41 Clinical Risk Assessment and Management Policy 
 
 
Approve to 31 May 2022; 
 
Serious Incident Policy 
Incident Reporting Policy 
 
The Board is asked to ratify the approval of each of these policies.  

 
Next meeting:   7 October 2021 
 
Committee Chair, Mr Patrick Sullivan 
Non-Executive Director  
3 September 2021 
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Strategic Objectives 
(please indicate) 

 
1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of 

working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through 

sustainable development  
 

Risk / legal implications: 
Risk Register Reference 

Performance Improvements Plans (PIPs) may be put in place for those 
national and contractual measures that have not achieved target. In 
addition, they may be required for those measures showing a special cause 
variation indicating concern.  
 
The PIPs require directorates to set out the issues, actions and a trajectory 
for improvement to mitigate any risks in achieving compliance and 
maintaining the standard required.  

Metric  Directorate  Status 



 
 

Referral to 
Assessment within 
4 weeks 

Specialist 
Services    

Issued in M1  
Remains open – 70.8% in M4, 
an improvement in performance 
from 62.7% in M3. 

IAPT: Patients wait 
no longer than 90 
days between 1st 
and 2nd treatment 

Stoke 
Directorate  

Issued in M2 
Remains open – 33% in M4.  
The trajectory in place suggests 
that performance will not be 
achieved until January 2022. 

 

Resource Implications: 
 
Funding Source: 

A Data Quality Improvement Plan is in place and monitored through the Data 
Quality Forum. There is a particular focus on maintaining the Trust’s 
performance in meeting the DQMI standard (Data Quality Improvement 
Index) as a key mental health indicator in the Single Oversight Framework. 
 
As of April, the Trust DQMI rating was 97.9%, against a national average of 
81%, placing the Trust in the top 10 providers of Mental Health services in 
the country.  
 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

The Trust is seeking to ensure that all Directorates are recording in a timely 
way the protected characteristics of all service users to enable monitoring of 
service access and utilisation by all groups in relation to the local population.  
 
This will support the Heath Equity Assessments being undertaken at PCN 
level to inform the Mental Health Community Transformation programme and 
address health inequalities at a local level. 

Shadow ICS Alignment / 
Implications: 

None directly.  

Recommendations: Trust Board is asked to: 
• Receive the report as outlined 
• Note the Management actions 
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1. Using Statistical process control (SPC)   
 

Statistical process control (SPC) is a set of statistical methods based on the theory of variation that can be 

used to make sense of any process or outcome measured over time, usually with the intention of detecting 

improvement or maintaining a high level of performance. 

Control charts plot historical data and include a central line for the average of the data, an upper line for the 

upper control limit, and a lower line for the lower control limit. SPC methodology enables the measurement 

of change from the mean within and beyond the control limits; this change can be positive or negative. 

2. Highlights and Exceptions 
 

Month 4 presents a positive position overall. There are 22 rated measures that have met the required 

standard and 11 that have not met the required standard and highlighted as exceptions.  

There are 4 Special cause variations (orange variation flags - signifying concern): 

 

 Referral to Assessment within 4 weeks - performance is exceeding the 4 week waiting time 
standard at 94.2%. Specialist Services and North Staffs Community have not achieved the 
aspirational target. A PIP is in place for Specialist Services. 

 IAPT 90 days - performance is exceeding the 90 day waiting time standard between the first and 
second treatment contact at 33% in M4 compared to 31% in M3 (target 10%). This position is as a 
consequence of a waiting list that has built as a result of increased demand and a high number of 
vacancies. A PIP is in place for Stoke Community.  

 Agency spend - agency spend during M4 significantly exceeded the agency threshold by 62%, and 
has operated outside the upper control limit for 8 consecutive months.  

 Statutory and mandatory training - performance remains unchanged at 89% during M4.  Although 
the target has been consistently achieved, performance is currently operating outside of the lower 
control limit and is below the year to date average.  Issues associated with delivery of face to face 
training are well understood and noted in the Risk Register. 

 
There are 2 special cause variations (blue variation flags - signifying improvement).   
 
There are 24 metrics flagged with a common cause variation (grey variation flag). 

 
Highlights 
 

 Access and waiting times for 18 weeks has been achieved (except the IAPT 90 days in treatment as 
detailed above). 

 The Early Intervention standard for access within 2 weeks has been achieved at 100%. 

 CPA 7 day follow up standards are achieved in M4. 

 No OOAs and no U18 admissions in M4. 

 Care plans, risk assessments and CPA Reviews – all above target. These important quality metrics 
are being carefully monitored. 

 The Trust DQMI rating in April is 97.9% against a national average of 81%. 
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Exceptions 
 
Exceptions to be noted where targets have not been met (in addition to the 4 Special cause variations 
above):- 
 

 48 Hour Follow Up - performance is at 91.4% and remains challenging for all localities except 
Stoke Community. 

 Place of Safety - performance against assessment remains under target with 5 assessments that 
occurred outside the 3 hour response time with no agreed clinical grounds for delay, equating to 
72.2%. 

 Complaints Open Beyond Agreed Timescale - there were 4 responses outstanding relating to 
Stoke, North Staffs and 2 in Acute and Urgent Care, 2 of which are in their final stages of quality 
assurance and 2 have been responded to. 

 Vacancy Rate - performance has improved to 12.9% but the 10% target remains challenging for all 
localities, with the exception of Corporate services. 

 Staff Turnover - performance is consistently above the 10% threshold at 12.3% in M4 and remains 
challenging for all localities. 

 Safe Staffing - performance has declined to 91% during M4 from 93% in M3. 

 Year to Date Agency Spend compared to Year to Date Agency Ceiling - performance exceeded 
the agency threshold by 62%, compared to 63.7% in M3. 

 Clinical Supervision - performance has declined to 82% (from 84% in M3) and is below the 
required threshold. Only Primary Care and North Staffs Community Directorates have met the 
required standard during M4. 

 Appraisal - performance has declined to 84% from 87% in M3 and has not met the required 
standard during M4. 

 

3. Performance Improvement Plans (PIPs) 

Performance Improvements Plans (PIPs) may be put in place for those national and contractual measures 

that have not met the target. In addition, they may be required for those measures showing a special cause 

variation indicating concern.  

The PIPs require directorates to set out the issues, actions and a trajectory for improvement to mitigate any 

risks in achieving compliance and maintaining the standard required. 

The PIPs are monitored on a monthly basis through the monthly Executive Performance Review meetings 

until the standard has been achieved for 3 consecutive months, or otherwise agreed. This will ensure that 

the objectives and trajectories outlined by the Associate Director takes place, that actions are embedded 

and performance levels are sustained. This process takes into account that performance is unpredictable 

and often across multiple teams. 

PIPs in place in M4: 

Metric  Directorate  Status 

Referral to Assessment 
within 4 weeks 

Specialist 
Services 

Issued in M1 
Remains open – 70.8% in M4, an improvement in performance 
from 62.7% in M3.  

IAPT: Patients wait no longer 
than 90 days between 1st and 
2nd treatment 

Stoke 
Community 

Issued in M2 
Remains open – 33% in M4. The trajectory in place proposes 
that performance will not be achievable until January 2022. 
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Measure 
Met/Not 
Met Assurance Variation Exception Narrative 

1 - Referral to Assessment within 4 
weeks 

Not Met 

  

* 
Performance is at 94.2% for M4.  Specialist 
Services and North Staffs Community have 
not achieved the aspirational standard.  A 
PIP is in place for Specialist Services 

2 - Referral to Treatment within 18 
weeks 

Met 

  

 Performance remains within the required 
parameters at 98.8% during M4. 

3 - CAMHS Compliance with 4 week 
waits (Referral to Assessment) 

Met 

  

 Performance is at 98% and remains above 
target. 

4 - CAMHS Compliance within 18 
week waits (Referral to Treatment)  

Met 

  

 Performance is at 98.7% during M4. 

5 - CYP: Eating Disorders - Referral 
to Assessment (Urgent) 1 Week 

    Quarterly reporting. 

6 - CYP: Eating Disorders - Referral 
to Assessment (Routine) 4 Weeks 

    Quarterly reporting. 

7 - Early Intervention - A Maximum 
of 2 Week Waits for Referral to 
Treatment 

Met 

  

 Performance has improved to 100% during 
M4. 

8 - IAPT: Patients wait no longer 
than 90 days between 1st and 2nd 
treatment 

Not Met 

  

* 

Performance is exceeding the 90 day 
waiting time standard between the first and 
second treatment at 33% during M4.  The 
lead provider is MPFT. A PIP is in place for 
Stoke Community. 

9 - MH Liaison 1 Hour Response 
(Emergency) 

Met 

  

 Performance remains above the required 
standard at 95.9%. 

10 - MH Liaison 4 Hour Response 
(Urgent) 

Met 

  

 Performance remains above the required 
standard at 97.4%. 

11 - MH Liaison 24 Hour Response 
(Urgent from General Hospital 
Ward) 

Met 

  

 Performance remains above the required 
standard at 96.7%. 

12 - IAPT: Referral to Treatment (6 
weeks) 

Met 

  

 
Performance has improved to 99.7% during 
M4, remaining well above the 75% 
standard.  The lead provider is MPFT. 

13 - IAPT: Referral to Treatment (18 
weeks) 

Met    Performance remains predictably stable at 
100%.  The lead provider is MPFT. 

14 - Care Programme Approach 
(CPA) 7 day Follow Up 

Met 

  

 Performance remains at 100% during M4. 

15 - 7 Day Follow Up (All Patients) Met 

  

 Performance is at 97.6% during M4.  

16 - 48 Hour Follow Up Not Met 

  

* Performance is at 91.4% and has not met 
the required standard during M4. 

17 - IPS (individual placement and 
support) 

    Quarterly reporting. 

18 - Delayed Transfers of Care 
(DTOC) 

Met 

  

 Performance has declined to 5.6% during 
M4.  The delays pertain to Summers View. 

19 - Emergency Readmissions rate 
(30 days)   

Met 

  

 The emergency readmission rate during M4 
is 4.4% and remains within the threshold. 
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Measure 
Met/Not 
Met Assurance Variation Exception Narrative 

20 - Place of Safety assessment 
carried out within 3 hours (where 
clinically appropriate) 

Not Met 

  

* 

Out of 18 assessments, 5 occurred outside 
the 3 hour response time with no agreed 
clinical grounds for delay equating to 
72.2%. 

21 - Friends and Family Test - 
Recommended 

    
There have been 146 FFT returns received 
during M4 which is an increase compared 
to M3.  95% rated the Trust as good.  

22 - Number of inappropriate OAP 
bed days that are either "internal" 
or "external" to the sending 
provider 

Met    There are no out of area placements during 
M4. 

23 - Under 18 Admissions to all 
wards 

Met    There are no under 18 year old admissions 
during M4. 

24 - Care Plan Compliance Met 

  

 Performance is at 95.7% Trust wide. 

25 - Risk Assessment Compliance Met 

  

 Performance remains static at 96.4% 

26 - CPA 12 Month Review 
Compliance 

Met 

  

 Performance remains static at 96.1% during 
M4 

27 - IAPT : Recovery Met 

  

 
Performance has declined to 52.2% during 
M4, remaining above the standard.  The 
lead provider is MPFT. 

28 - Service Users on CPA in settled 
accommodation 

Met 

  

 

Performance remains unchanged at 74.5% 
compared to M3, which is above the 
national average and continues to operate 
outside of the upper control limit. 

29 - Service Users on CPA in 
Employment 

Met 

  

 
Performance is at 16.2% during M4 and 
continues to operate outside of the upper 
control limit. 

30 - Serious Incidents     The number of serious incidents Trust wide 
is 5. 

31 - Patient Safety Incidents     The number of patient safety incidents 
Trust wide is 480. 

32 - DQMI     The Trust’s DQMI rating during April was 
97.9%, against a national average of 81%. 

33 - Perinatal: Number of women 
accessing specialist community 
perinatal mental health services 

    There were 40 women accessing perinatal 
services during M4. 

34 - Average Length of Stay - Adult     The average length of stay for inpatients on 
an adult ward during M4 is 19 days. 

35 - Average Length of Stay - Older 
Adult 

    The average length of stay for inpatients on 
an older adult ward during M4 is 37 days. 

36 - Complaints Open Beyond 
Agreed Timescale 

Not Met 

  

* 

There were 4 outstanding complaint 
response relating to Stoke, North Staffs and 
2x Acute and Urgent Care.  2 are in their 
final stages of quality assurance and 2 have 
been responded to. 

37 - Sickness Absence      April sickness figures have been confirmed.  
M4 data is not yet available. 
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Measure 
Met/Not 
Met Assurance Variation Exception Narrative 

38 - Vacancy Rate  Not Met 

  

* 

Performance has improved to 12.9%.  The 
10% target remains challenging for all 
localities, with the exception of Corporate 
teams. 

39 - Staff Turnover Not Met 

  

* 

Performance is consistently above the 10% 
threshold at 12.3% in M4 and remains 
challenging for all localities. 

40 - Safe Staffing Not Met 

  

* 
The safe staffing performance has declined 
to 91% during M4. 

41 - % Year to Date Agency Spend 
compared to Year to Date Agency 
Ceiling 

Not Met 

  

* 
Agency spend during M4 significantly 
exceeded the agency threshold by 62%, and 
has been operating outside the upper 
control limit for 8 consecutive months.  

42 - Clinical Supervision Not Met 

  

* 

Performance has declined to 82%.  Primary 
care and North Staffs Community are the 
only locality to meet the required standard. 

43 - Appraisal Not Met 

  

* 
Performance has declined to 84% and has 
not met the required standard. 

44 - Statutory & Mandatory Training Met 

  

 Performance remains unchanged at 89% 
during M4. 
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Not Met - Referral to Assessment within 4 weeks 



Actual 94.2% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better 
Target: 95.0% Monthly Trust 

Measure   

 

-- Context -- 

Trust indicator to ensure that service users referred receive a 

timely assessment and access to services - based on time 

between referral and first successful contact for current service 

users with an incomplete pathway 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 94.2% for M4.   Specialist Services and North 

Staffs Community has not achieved the aspirational standard.  

A PIP is in place for Specialist Services. 

A bi-monthly waiting time validation meeting has been 

established in Specialist services, supported by the Performance 

Team, with a particular focus on Learning disability and Neuro 

community services.  

 

 

1 

 

Met - Referral to Treatment within 18 weeks 


Actual 98.8% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 92.0% Monthly CCG   

 

-- Context -- 

CCG and Trust indicator to ensure that service users referred 

receive timely treatment - based on time between referral and 

2nd successful contact in current service users with an incomplete 

pathway. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains within the required parameters at 98.8% 

during M4.  

All localities have achieved the required standard, with the 

exception of Specialist services.  The bi-monthly waiting time 

validation meeting in Specialist services will review and monitor 

RTA and RTT waiting time standards.  
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Met - CAMHS Compliance with 4 week waits (Referral to Assessment) 



Actual 98.0% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better 
Target: 95.0% Monthly Trust 

Measure   

 

-- Context -- 

Trust indicator to ensure that service users referred receive a 

timely assessment and access to services - based on time 

between referral and first successful contact for current service 

users with an incomplete pathway 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 98% and remains above target, with the 

exception of Stoke Community (equating to 3 cases).  

 

 

3 

 

Met - CAMHS Compliance with 18 week waits (Referral to Treatment)  


Actual 98.7% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 92.0% Monthly CCG   

 

-- Context -- 

CCG and Trust indicator to ensure that service users referred 

receive timely treatment - based on time between referral and 

second successful contact in current service users with an 

incomplete pathway. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 98.7% during M4. All Directorates have 

achieved the standard with the exception of Stoke Community. 

 

 

4 

Change of mean

34.0%

41.0%

48.0%

55.0%

62.0%

69.0%

76.0%

83.0%

90.0%

97.0%

104.0%

111.0%

118.0%

Feb 20Mar 20 Apr 20 May
20

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

Jun 21 Jul 21

99.0% 98.6% 99.4% 99.8% 99.1% 99.2% 100.0% 99.7% 99.8% 99.6% 98.0% 98.0%

Aug Sep Oct Nov Dec Jan Feb M ar Apr M ay Jun Jul

12 Month Trend

T r ust
Nor th Staf f s 

Communi ty
Stoke Communi ty Speci al i st  Ser vi ces

Acute and Ur gent  

Car e

    

98.0% 100.0% 25.0% 100.0% 98.7%

Change of mean

73.0%

75.0%

77.0%

79.0%

81.0%

83.0%

85.0%

87.0%

89.0%

91.0%

93.0%

95.0%

97.0%

99.0%

101.0%

103.0%

Feb 20Mar 20 Apr 20 May
20

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

Jun 21 Jul 21

99.5% 98.9% 100.0% 98.7% 100.0% 99.7% 99.6% 99.0% 96.1% 97.7% 100.0% 98.7%

Aug Sep Oct Nov Dec Jan Feb M ar Apr M ay Jun Jul

12 Month Trend

T r ust
Nor th Staf f s 

Communi ty
Stoke Communi ty Speci al i st  Ser vi ces

Acute and Ur gent  

Car e

   

98.7% 100.0% 90.0% # N/A 99.3%



Page | 11 
 

- CYP: Eating Disorders - Referral to Assessment (Urgent) 1 

Week  

Actual #N/A M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 95.0% Quarterly National   

 

-- Context -- 

National target - 1 week or less from referral to entering a course of treatment 

under urgent ED cases is considered the benchmark due to the time sensitive 

nature of the service and the link between clinical outcomes and timeliness of 

service. Treatment is classed as second successful contact. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

All urgent assessments for Children and Young People with eating disorders 

have been seen within 1 week of their referral during quarter 1.  
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- CYP: Eating Disorders - Referral to Assessment (Routine) 4 

Weeks 

Actual #N/A M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 95.0% Quarterly National   

 

-- Context -- 

National target - 4 weeks or less from referral to entering a course of 

treatment under routine ED cases is considered the benchmark due to the 

time sensitive nature of the service and the link between clinical outcomes 

and timeliness of service. Treatment is classed as second successful contact. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

All routine assessments for Children and Young People with eating disorders 

have been seen within 4 weeks of their referral during quarter 1. 
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Met - Early Intervention - A Maximum of 2 Week Waits for 

Referral to Treatment 

Actual 100.0% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 60.0% Monthly National   

 

-- Context -- 

National target - 2 weeks or less from referral to entering a NICE 

compliant course of treatment under EIP is considered the benchmark 

due to the time sensitive nature of the service and the link between 

clinical outcomes and timeliness of service. Treatment is classed as 

second successful contact.  

 

-- Monthly Narrative (Key Issues and Actions) -- 

it is positive to note that performance has improved to 100% during M4. 
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Not Met - IAPT: Patients wait no longer than 90 days between 

1st and 2nd treatment 

Actual 33.0% M4 Exec. Director 

of Operations 

Safe 

A Lower Value Is Better Target: 10.0% Monthly National   

 

-- Context -- 

National indicator-IAPT services provide support for adults with 

depression and anxiety disorders that can be managed effectively.  

Services are delivered using a stepped-care model. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is exceeding the 90 day waiting time standard between the 

first and second treatment contact at 33% in M4. A PIP is in place for 

Stoke Community. 

This position is as a consequence of a waiting list that has built as a result 

of increased demand and a high number of vacancies due to a lack of 

training places offered by Health Education England (HEE) for 

Psychological Wellbeing Therapists. As new therapists are recruited into 

posts and with the use of Agency staff the 90 day metric will increase with 

the number of second appointments that are available. The 90 day metric 

would be expected to reduce until all patients waiting over 90 days has 

been cleared. This is anticipated in January 2022. 

The lead provider is MPFT. 
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Met - MH Liaison 1 Hour Response (Emergency) 


Actual 95.9% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 95.0% Monthly CCG   

 

-- Context -- 

CCG measure - Of those who are emergency referrals, the percentage 

of which where the referral is assessed and care plan in place, 

transferred, discharged or MHA commenced within 1 hour - emergency 

is classified as an unexpected, time critical situation that may threaten 

life, long-term health, or safety of an individual or others. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains above the required standard at 95.9%.   
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Met - MH Liaison 4 Hour Response (Urgent) 


Actual 97.4% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 95.0% Monthly CCG   

 

-- Context -- 

CCG measure - Of those who are urgent referrals, the percentage of 

which where the referrals is assessed and care plan in place, transferred, 

discharged or MHA commenced within 4 hours - urgent is classified as 

when a situation is serious and an individual may need timely 

attendance but it is not immediately life threatening. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains above the required standard at 97.4%. 
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Met - MH Liaison 24 Hour Response (Urgent from General 

Hospital Ward) 

Actual 96.7% M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target: 95.0% Monthly CCG   

 

-- Context -- 

CCG measure - Of referrals, the percentage of which where the referral is 

assessed and care plan in place, transferred, discharged or MHA 

commenced within 24 hours. This target increased from 90% last year (as 

reported in the PQMF) to 95% in 2019/20. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains above the required standard at 96.7% despite a 

slight decline. 
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Met - IAPT: Referral to Treatment (6 weeks) 


Actual 99.7% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 75.0% Monthly National   

 

-- Context -- 

National indicator - 6 weeks or less from referral to entering a course of 

talking treatment under IAPT - treatment is defined as the2nd successful 

contact. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has improved to 99.7% during M4, remaining well above 

the 75% standard.   

The lead contract provider is MPFT. 
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Met - IAPT: Referral to Treatment (18 weeks) 


Actual 100.0% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 95.0% Monthly National   

 

-- Context -- 

National indicator - 18 weeks or less from referral to entering a course of 

talking treatment under IAPT - treatment is defined as the2nd successful 

contact. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains predictably stable at 100%. 

The lead contract provider is MPFT.  
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Met - Care Programme Approach (CPA) 7 day follow up 


Actual 100.0% M4 Medical 

Director  

Safe 

A Higher Value Is Better Target: 95.0% Monthly National   

 

-- Context -- 

National target - This is an important safety measure, showing the 

link between inpatient and community teams, as the immediate 

period after discharge is a time of significant suicide and self-

harm risk. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains at 100% during M4.  
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Met - 7 Day Follow Up (All Patients) 


Actual 97.6% M4 Medical 

Director  

Safe 

A Higher Value Is Better Target: 95.0% Monthly CCG   

 

-- Context -- 

CCG target - This is an important safety measure, showing the link 

between inpatient and community teams, as the immediate 

period after discharge is a time of significant suicide and self-

harm risk. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 97.6% during M4.  

All localities with the exception to Acute and Urgent Care having 

achieved the required standard.  

There were 2 exceptions: one person referred to Home 

Treatment and one referred to Newcastle Mental Health Team 

whose follow up was not carried out within seven days. 
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Not Met - 48 Hour Follow Up 



Actual 91.4% M4 Medical 

Director  

Safe 

A Higher Value Is Better 
Target: 95.0% Monthly Trust 

Measure   

 

-- Context -- 

This is an important safety measure showing the link between 

inpatient and community teams, as the immediate period after 

discharge is a time of significant suicide and self-harm risk. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is 91.4% during M4.  No localities have met the 

required standard with the exception of Stoke Community. 

74 out of 81 eligible patients were followed up within 48 hours, 

with breach forms completed to provide the reasons why these 

discharges were delayed and to provide assurance.  
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- Individual Placement Support 


Actual #N/A M4 Executive 

Director of 

Operations 

Safe 

A Higher Value Is Better Target:   Quarterly National   

 

-- Context -- 

IPS is an employment support service integrated within community mental 

health teams for people who experience severe mental health conditions. It is 

an evidence-based programme that aims to help people find and retain 

employment. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

The numbers in IPS have increased from 153 in Q4 20200/21 to 462 in Q1.  
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Met - Delayed Transfers of Care (DTOC) 


Actual 5.6% M4 Executive 

Director of 

Operations 

Responsive 

A Lower Value Is Better Target: 7.5% Monthly National   

 

-- Context -- 

National target - To understand the number of patients who have 

been declared medically fit for discharge but remain in inpatient 

service - has care quality and resource use implications. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has declined to 5.6% during M4.   

The delayed discharges relate to 5 patients in Summers View who 

were collectively delayed for 136 days. 
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Met - Emergency Readmissions rate (30 days) 



Actual 4.4% M4 Medical 

Director  

Responsive 

A Lower Value Is Better 
Target: 7.5% Monthly Trust 

Measure   

 

-- Context -- 

To measure the prevalence of emergency readmissions - linked to 

patient outcomes and use of resources  

 

-- Monthly Narrative (Key Issues and Actions) -- 

The emergency readmission rate during M4 is 4.4% and remains 

within the threshold. 
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Not Met - Place of Safety assessment carried out within 3 hours 

(where clinically appropriate) 


Actual 72.2% M4 Medical 

Director  

Safe 

A Higher Value Is Better 
Target: 100.0% Monthly Trust 

Measure   

 

-- Context -- 

The recommendation that PoS assessments are carried out within 

3 hours is driven by service user experience and clinical 

outcomes, as well as availability of PoS for other service users. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Out of 18 assessments, 5 occurred outside the 3 hour response 

time with no agreed clinical grounds for delay equating to 72%. 

 1x Stoke EDT/AMHP 

 1x Staffs EDT 

 1x South Staffs AMHP 

 1x MH Liaison team late contacting AMHP team to 
inform of assessment 

 1x Doctor and/or Stoke AMHP 
 
All cases which are non-compliant with 3 hour target without 

clinical grounds for delay are being investigated further to gather 

further information by the appropriate local social services 

authority and this information is being fed into both the Section 

136 forum and a task and finish group which includes 

representatives from NSCHCT, MPFT, UHNM, Staffs LSSA and 

Stoke LSSA. 
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Not Met - Friends and Family Test - Recommended 


Actual 95.0% M4 Executive 

Director of 

Nursing and 

Quality 

Caring 

A Higher Value Is Better Target:   Monthly National   

 

-- Context -- 

National indicator - This measure is a proxy for patient experience, 

and measures where the services user would recommend the Trust 

to others. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

There have been 146 FFT returns received during M4 which is an 

increase compared to M3.  95% rated the Trust as good.  

The Trust is deploying a digital solution to support an increase in 

patient engagement with the friends and family test.  This is expected 

to significantly increase return rates. 
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Met - Out of Area 


Actual 0.00 M4 Executive 

Director of 

Operations 

Responsive 

A Lower Value Is Better Target:   Monthly National   

 

-- Context -- 

National indicator - Number of inappropriate OAA bed days that are either 

"internal" or "external" to the sending provider in the reporting period.  This 

new national metric for 20/21 combines both adult/older adult acute and PICU 

out of area placements who were inappropriately redirected to out of area 

beds.  For our reporting purposes this would be outside Staffordshire.  This 

replaces the 4x OOA measures reported in 2019/20. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

There are no out of area admissions during M4 outside Staffordshire 

(considered to be local beds as accessible to family, friends and care 

coordinator).   
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Met - Under 18 Admissions to all wards 


Actual 0.00 M4 Medical 

Director  

Safe 

A Lower Value Is Better Target: 0.00 Monthly National   

 

-- Context -- 

Trust stretch target - The number of children and young people who are 

admitted to an adult inpatient ward. This is a count of people, aged under 18, 

who were on an adult ward at any point during the month. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

There have been no under 18 year olds admitted to an adult ward during M4. 
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Met - Care Plan Compliance 



Actual 95.7% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better 
Target: 95.0% Monthly Trust 

Measure   

 

-- Context -- 

Service users are entitled to have a care plan that's regularly 

reviewed.  A care plan sets out what support will be provided day 

to day and who will provide it.  The care plan should include 

details of what should happen in an emergency or crisis. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 95.7% Trust wide, all localities have achieved 

the required standard, with the exception of North Staffs 

Community and Acute and Urgent Care. Corrective action is being 

taken to ensure the standard is achieved in M5. 
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Met - Risk Assessment Compliance 


Actual 96.4% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 95.0% Monthly Trust Measure   

 

-- Context -- 

To measure availability of risk assessments for all service users - 

patients who have been accepted into service and had a first contact 

are expected to have a risk assessment (exception is Memory Clinic 

where it is expected after second appointment) - intended to minimise 

harm to service users and others. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains static at 96.4% with all localities having met the 

required standard, with the exception of Specialist Services.   
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Met - CPA 12 Month Review Compliance 


Actual 96.1% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 95.0% Monthly National   

 

-- Context -- 

National indicator - There is a requirement for all services users 

on a CPA pathway to receive a review of their care plan as a 

minimum within 12 months of the care plan being agreed. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains static at 96.1% during M4.  All localities, 

with the exception of Specialist Services have met the required 

standard. 

All Associate Directors and Service Managers are sent details of 

individuals who have exceeded the 12 months or coming up to 

their review period, for them to take corrective action. 
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Met - IAPT: Recovery 


Actual 52.2% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 50.0% Monthly National   

 

-- Context -- 

National indicator - This indicator shows how many people have 

shown a real movement in symptoms large enough to warrant 

the judgement that the person has recovered, moving from 

above the clinical threshold to below.  

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has declined to 52.2% during M4, remaining above 

the standard.   

The reduction is due to a change in the different profile of 

individuals accepted on the caseload in line with the new service 

model. Supporting those with more complex needs impacts on 

the proportion of service users moving to recovery. 

The lead contract provider is MPFT. 
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Met - Service Users on CPA in settled accommodation 


Actual 74.5% M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Higher Value Is Better Target: 61.0% Monthly National   

 

-- Context -- 

National metric - This overall indicator measures the proportion 

of adults in contact with secondary mental health services who 

have been recorded as being in settled accommodation the last 

12 months - stable housing is critical for recovery and maintained 

health. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains unchanged at 74.5% during M4, which is 

above the national average, and continues to operate outside the 

upper control limit. 
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Met - Service Users on CPA in Employment 


Actual 16.2% M4 Executive 

Director of 

Nursing 

and Quality 

Safe 

A Higher Value Is Better Target: 8.0% Monthly National   

 

-- Context -- 

National indicator - This overall indicator measures the 

proportion of adults in contact with secondary mental 

health services who are in paid employment (as of the last 

12 months) - employment outcomes are a predictor of 

quality of life and are indicative of whether care and 

support is personalised. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance is at 16.2% during M4 and continues to 

operate outside the upper control limit.  
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Met - Serious Incidents 


Actual 5.00 M4 Medical 

Director  

Safe 

A Lower Value Is Better Target:   Monthly Trust Measure   

 

-- Context -- 

Responding appropriately when things go wrong in healthcare is a key 

part of the way that the NHS can continually improve the safety of the 

services we provide to our patients. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

The number of serious incidents for the Trust is 5.  
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Met - Patient Safety Incidents 


Actual 480.00 M4 Executive 

Director of 

Nursing and 

Quality 

Safe 

A Lower Value Is Better Target:   Monthly Trust Measure   

 

-- Context -- 

Incident reporting is vital for improving patient and staff safety through 

the Trust's ability to learn when things go wrong and identify what, if 

anything could have been done differently.  An incident is any event 

that has, or may have, impacted upon the safety of patients, staff, 

delivery of service or health improvement. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

The number of patient safety incidents for the Trust is 480.  

The greatest number of incidents relate to self-harm (165) and violence 

and assault (139). As with the previous month, multiple incidents are 

attributed to a very small number of people admitted to hospital. The 

increase of incidents on ward 5 is attributed to 2 people transferred 

into care following the closure of a private placement. Incidents of self-

harm on ward 3 and at the Darwin Centre continue to be monitored 

and are currently subject to internal reviews. 
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- Data Quality Maturity Index (DQMI) 


Actual 97.9% M4 Director of 

Finance, 

Performance 

& Estates 

Caring 

A Higher Value Is Better Target:   Monthly National   

 

-- Context -- 

The DQMI supports commissioners by demonstrating the quality 

of providers’ submissions and identifying areas for improvement. 

A provider’s DQMI score is based upon several measures of data 

quality including coverage, completeness, validity, and default 

values. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

As of April, the Trust DQMI score was 97.9%, against a national 

average of 81%, placing the Trust in the top providers of Mental 

Health services in the country.  

This is the latest published national data. 
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Not Met - Perinatal: Number of women accessing specialist 

community perinatal mental health services 

Actual 40.00 M4 Executive 

Director of 

Operations 

Responsive 

A Higher Value Is Better Target:   Monthly National   

 

-- Context -- 

This metric is designed to demonstrate the Trust's progress in 

increasing access to NHS funded specialist community perinatal 

mental health (PMH) services. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

There were 40 women accessing the Trust’s perinatal service during 

M4, a decrease from 55 in M3.  

The service experiences a dip in referrals around the school holidays 

due to women being unable to access the service due to child care 

commitments. 
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Met - Average Length of Stay - Adult 



Actual 19.00 M4 Executive 

Director of 

Operations 

Responsive 

A Lower Value Is Better 
Target:   Monthly Trust 

Measure   

 

-- Context -- 

Reducing the length of stay aims to provide patients with a better 

care experience by ensuring they are discharged from hospital 

without unnecessary delay 

 

-- Monthly Narrative (Key Issues and Actions) -- 

The average length of stay for inpatients on an adult ward during 

M4 is 19 days.  (This compares to a national average of 35 days in 

the 2020 NHS Mental Health Benchmarking report with the Trust 

located in the upper quartile for performance).  

There are 9 patients with a length of stay of longer than 60 days 

and 11 patients with a length of stay longer than 90 days during 

M4.  
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Met - Average Length of Stay - Older Adult 



Actual 37.00 M4 Executive 

Director of 

Operations 

Responsive 

A Lower Value Is Better 
Target:   Monthly Trust 

Measure   

 

-- Context -- 

Reducing the length of stay aims to provide patients with a better 

care experience by ensuring they are discharged from hospital 

without unnecessary delay 

 

-- Monthly Narrative (Key Issues and Actions) -- 

The average length of stay for inpatients on an older adult ward 

during M4 is 37 days.  (This compares to a national average of 74 

days in the 2020 NHS Mental Health Benchmarking report with 

the Trust located in the upper quartile for performance).  

There are 8 patients with a length of stay longer than 60 days and 

10 patients with a length of stay longer than 90 days during M4.  
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Not Met - Complaints Open Beyond Agreed Timescale 


Actual 4.00 M4 Executive 

Director of 

Nursing and 

Quality 

Caring 

A Lower Value Is Better Target: 0.00 Monthly Trust Measure   

 

-- Context -- 

All formal complaints will receive a response detailing the outcome of 

investigation within 40 working days or, where an alternative timescale has 

been agreed with the complainant. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

There are currently four outstanding complaint response outside of the 40 

working day deadline at the end of July 2021.   

One relates to Stoke Community, one relates to North Staffs Community and 

two relate to the Acute and Urgent Care Directorate.  At the time of writing 

this report, two are in their final stages of quality assurance and two have 

been responded to. 
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- Sickness Absence  



Actual #N/A M4 Executive 

Director of 

Workforce 

Organisational Health 

A Lower Value Is Better 
Target: 4.95% Monthly Trust 

Measure   

 

-- Context -- 

12 Month Rolling - Trust measure - Sickness absence represents a 

strain on the organisation that should be minimised to allow for 

efficient use of resources and less strain on other members of 

staff. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

M4 data is not yet available. April sickness figures have been 

confirmed.  May and June figures are unconfirmed. 

There is a key focus on Health and Wellbeing support to staff, 

particularly in light of the recent increase in proportion of 

sickness due to Mental Health.  It should be noted that these 

figures do not contain absences relating to Covid which are not 

classed as "sickness" e.g. isolation due to symptomatic family 

member, track and trace, shielding and other associated 

absences. Such instances are being recorded as other absence 

codes such as medical suspension (in accordance with the 

national guidelines). 
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Not Met - Vacancy Rate  



Actual 12.9% M4 Executive 

Director of 

Workforce 

Organisational Health 

A Lower Value Is Better 
Target: 10.0% Monthly Trust 

Measure   

 

-- Context -- 

Trust measure - High vacancy rates has an impact on care quality 

and the finances within the trust due to reliance on bank and 

locum staff.  

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has improved to 12.9% during M4.  Despite the 

improvement, the 10% target remains challenging for all localities 

with the exception of Corporate teams. 

It is noted that a number of service development schemes have 

adversely affected the vacancy position.  In Q3/4, 20/21 there 

was a 5% growth in workforce and in Q1, 21/22 there was an 

additional 6% growth in workforce. This is set against a national 

and local backdrop of workforce supply shortages for Nursing, 

AHP and Medical professions.   A Vacancy Management Plan has 

been developed which consists of a number of short/medium and 

long terms initiatives to address the position.  Performance 

against the plan is being actively monitored.  
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Not Met - Staff Turnover 


Actual 12.3% M4 Executive 

Director of 

Workforce 

Organisational Health 

A Lower Value Is Better Target: 10.0% Monthly Trust Measure   

 

-- Context -- 

Trust measure - High turnover represents an unstable workforce with high 

costs associated with turnover - retention represents a more stable 

organisation that is a positive place to work and provides continuity of care to 

service users. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has increased to 12.3% and is consistently above the 10% 

maximum threshold and remains challenging for all localities. This is a 

mitigated position which excludes trainees, fixed term contracts and TUPE’s.  

The top three reported reasons for leaving the Trust as a M4 include: 

Retirement  - 55%, Promotion - 29% and Work Life balance - 29%. The Vacancy 

Management Plan also contains a number of strategies which are expected to 

improve retention. 
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Not Met - Safe Staffing 


Actual 91.0% M4 Executive 

Director of 

Nursing and 

Quality 

Responsive 

A Higher Value Is Better Target: 100.0% Monthly National   

 

-- Context -- 

National measure (Trust target) - This measures the total planned hours 

divided by the actual hours.  

 

-- Monthly Narrative (Key Issues and Actions) -- 

The safe staffing performance has declined to 91% during M4.  

Ward Managers, Service Managers and Quality Improvement Nurses 

(Matrons) continue to review staffing levels on a daily basis. Bank and Agency 

staff continue to be used to fill shortfalls. Processes are in place to support 

recruitment and retention, including increased nurse training opportunities. 

It is not unusual to see a decline in staffing levels during the Summer months 

due to this being a peak time for annual leave when staff have less flexibility to 

support shortfalls. The Trust anticipates a gradual upturn from September and 

October when there will be a number of Nursing graduates commencing 

employment. 
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Not Met - % Year to Date Agency Spend compared to Year to Date 

Agency Ceiling 

Actual 62.0% M4 Executive 

Director of 

Operations 

Organisational Health 

A Lower Value Is Better Target: 0.0% Monthly National   

 

-- Context -- 

National measure - The agency ceiling is set as part of the Trust 

Financial Plan and reported to NHSI. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Agency spend during M4 significantly exceed the agency 

threshold by 62%, and has been operating outside the upper 

control limit for 8 consecutive months. Agency spend in M4 came 

to £286k, of which £166k relates to Medical and £93k relates to 

Nursing. Of the £166k medical agency spend, £53k relates to 

North Staffordshire Community and £53k relates to Stoke 

Community.  

There are ongoing targeted recruitment campaign events held for 

medics and nursing posts. A Task and Finish Group has been 

established to define actions needed to boost recruitment and 

retention, they will meet fortnightly over the next 12 months. 

There are ongoing targeted recruitment campaign events held for 

medics and nursing posts. 
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Not Met - Clinical Supervision 



Actual 82.0% M4 Executive 

Director of 

Workforce 

Organisational Health 

A Higher Value Is Better 
Target: 85.0% Monthly Trust 

Measure   

 

-- Context -- 

Clinical Supervision is key to the delivery of quality patient care. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has declined to 82% which is below the required 

threshold during M4. North Staffs Community and Primary Care 

are the only locality having met the required standard. 

All Associate Directors have been sent details regarding their 

Directorate position, identifying those who are non-compliant for 

them to take appropriate action to remedy. 
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Not Met - Appraisal 



Actual 84.0% M4 Executive 

Director of 

Workforce 

Organisational Health 

A Higher Value Is Better 
Target: 85.0% Monthly Trust 

Measure   

 

-- Context -- 

Trust measure - Appraisals and PDR’s have been linked to staff 

performance and patient outcomes, as well as linking to staff 

turnover by reflecting a supportive environment that helps staff 

to develop. 

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance has declined to 84% during M4 and has not met the 

required standard Trust-wide and in Specialist Services, Primary 

Care and Corporate Services. 

Regular reminders are sent to managers/staff 30 days prior to 

compliance due to expire.  All Directorate senior teams receive 

the fortnightly appraisal report identifying percentage 

compliance rates and individuals who are non-compliance to 

support action going forward.   
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Met - Statutory & Mandatory Training 



Actual 89.0% M4 Executive 

Director of 

Workforce 

Organisational Health 

A Higher Value Is Better 
Target: 85.0% Monthly Trust 

Measure   

 

-- Context -- 

Trust measure - Statutory and mandatory training is determined 

essential to the safe and efficient delivery of services, therefore 

completion links directly to care quality and efficiency.  

 

-- Monthly Narrative (Key Issues and Actions) -- 

Performance remains unchanged at 89% during M4.  All localities 

are achieving the required standard.  A special cause variation is 

triggered as performance is below the operational average and 

lower control limits during the last 8 months. 

Whilst the overall percentage is on target, there are areas of 

Statutory and Mandatory Training that do not reach the target 

required. These are notably training sessions that are required to 

be delivered face to face: MAPA, Resuscitation, Safer People 

Handling, Safeguarding Level 3 for Children & Young People and 

Dementia Tier 2. 
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Statistical Process Control 

What is It? 

SPC enables analysis of a process as a whole, rather than as merely the relationship between 2 data points as is used in RAG 

ratings and in-month trends. The aim is to categorise data into common and unusual in relation to the established trend, allowing 

for decision contextualised within the process and its expected variation, rather than as being reactive to a single change. 

“All too often, we overreact to variation which is normal – we waste lots of time investigating a ‘deterioration’ which SPC tells us is 

normal; wild goose chases. Another word for this is tampering. Tampering is not a good thing as it distracts you from situations that 

merit focus.” -Plot The Dots. 

When to use it 

SPC should be used throughout the life cycle of the project to help you identify a project, get a baseline and evaluate how you are 

currently operating. SPC will also help you to assess whether your project has made a sustainable difference. 

How to use it 

An SPC chart has a mean line and two control lines, both of which allow more statistical interpretation. These control lines are 3σ 

(3 Sigma) away from the Mean - with recalculation of these lines occurring when significant changes in the process occur.  

Additional points of interest are the zones, calculated in the same manner as the control lines, with Zone C within 1σ of the Mean, 

Zone B within 2σ of the Mean, and Zone C within 3σ of the Mean (within the control lines). 

These limits, which are a function of the data, give an indication by means of chart interpretation rules as to whether the process 

exhibits common cause (predictable) variation or whether there are special causes. After plotting your chart, the next stage is 

therefore analysing the chart by looking at how the values fall around the average and between the control limits. 

Interpreting the Report 
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Directional Arrows: 

 If performance this month is positive when compared to last month’s performance (a higher value is better or a 

 lower value is better) 

 If performance this month is negative when compared to last month’s performance (a higher value  is better or a lower 

 value is better) 

There have been no change in performance levels when compared to last month 

Common cause - 

no significant 

change

Special cause of 

concerning 

nature or higher 

pressure due to 

(H)igher or 

(L)ower values

Special cause of 

improving nature 

or lower pressure 

due to (H)igher or 

(L)ower values

Variation 

indicates 

inconsistently 

hitting passing 

and fall ing short 

of the target

Variation 

indicates 

consistently 

(P)assing the 

target

Variation 

indicates 

consistently 

(F)all ing short of 

the target

AssuranceVariation

Variation icons: Orange indicates concerning special cause variation requiring action; Blue 

indicates where improvement appears to lie, and Grey indicates no significant change 

(common cause variation).

Assurance icons: Blue indicates that you would consistently expect to achieve a target.  

Orange indicates that you would consistently expect to miss the target.  A Grey icon tells you 

that sometimes the target will be met and sometimes missed due to random variation - in a 

RAG report this indicator would flip between Red and Green.  
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REPORT TO PUBLIC TRUST BOARD 
Enclosure 16 

 
Date of Meeting: 9th September 2021 
April Service User & Carer Council Report 
Presented by: Kenny Laing, Executive Director of Nursing, AHP & Quality 
Author: Sue Tams, Chair Service User & Carer Council / Veronica Emlyn, Patient 

Experience Facilitator  
Executive Lead Name: Kenny Laing Executive Director of Nursing, 

AHP & Quality 
Approved by Exec ☒ 

 
Executive Summary: Purpose of report 
This report has been prepared to provide an update to Trust Board of the work of the 
Service User & Carer Council and Patient Experience Team since the last meeting. 

Approval ☐ 
Information ☒ 
Discussion ☐ 
Assurance ☒ 

Seen at: SLT         Execs    
Date:  

Document 
Version No. 

 

Committee Approval / Review • Quality Committee  
• Finance & Resource Committee  
• Audit Committee  
• People, Culture & Development Committee  
• Charitable Funds Committee  

Strategic Objectives 
(please indicate) 

 
1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of 

working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through 

sustainable development  
 

Risk / legal implications: 
Risk Register Reference 

None identified 

Resource Implications: 
 
Funding Source: 

None identified 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

The Service User & Carer Council supported the principle of increasing 
representation across the Protected characteristics when reviewing the 
Diversity and Inclusion Strategy. 
 
They also committed to supporting inclusive services and workforce in their 
review of the Strategy 

STP Alignment / Implications: As part of ongoing service user/carer engagement, service user and carer views are 
encouraged within the STP work streams 
 

Recommendations: The Trust Board receives the update for information and assurance 
Version Name/Group Date issued 
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1.       Introduction 
  
A number of national surveys and reports (Five Year Forward View, The NHS Plan) 
have identified that more can be done to involve people in their own health and care. 
Indeed, it is only by involving people in their health and care that we will improve their 
overall health and wellbeing as well as improving the quality of our services that we 
provide.  
 
The following report provides an update on the discussions from the Service User and 
Carer Council and the current Trust developments and progress in respect to Service 
User and Carer Engagement. 
 
2. Service User Carer Council 
 
The aim of the Service User and Carer Council (SUCC) is to involve service users 
and people with lived experience in the delivery of our services by strengthening the 
working relationships between service users and our services. The SUCC provide an 
important role in maintaining and developing service user engagement. It is 
recognised that strong service user engagement significantly supports a service 
user’s recovery and ensures the care they receive is truly holistic.  
 
During the last month, we have seen a number of new members join the SUCC; this 
is a direct result of our recent engagement events which will help with the development 
of our Service User and Carer Engagement Strategy.  
 
We are continuing to develop the Service User and Carer Engagement Strategy. Co-
production is the key to having a strong and credible strategy therefore, this was 
discussed at the July SUCC and will continue to be developed in response to any 
feedback received. 
 
COVID-19 has at times, affected our ability to meet in our traditional group and council 
settings. We have had to explore different ways to ensure that service users and 
carers continue to be represented. Our learning disability Talk and Change Group 
have a nominated representative at the SUCC who then provides updates and 
feedback to group members through more appropriate and accessible means.  
 
The Youth Council (hosted by CHANGES, Well Being Service) have continued to 
attend meetings through Zoom; and they have been able to continue work on a 
number of projects, including the development of an information leaflet outlining future 
development plans. There will be an update from them at the September meeting. 
 



 

3 
 

Ward 2 have been shortlisted for a Nursing Times award for their Patient Recovery 
Booklet that is now used by the ward. There has been an acknowledgement from the  
Ward Manager for the feedback that Service User and Carer Council gave during the 
initial development of this booklet and how useful this was. 
 
One of the council members also nominated a nurse from Early Intervention Team 
who has been shortlisted by Nursing Awards for the Patients Choice Award.  
 
3.  Community Transformation Programme 
 
Service users and carers from various teams across the Trust have been involved in 
different aspects of service delivery including the Community Mental Health 
Framework Transformation program, service user pathways and service redesign. 
Plans are being developed to have an expert reference group to support the co-
production elements of the program. 
 
5. Volunteers and Volunteer Peer Mentors 
 
The Trust continues to recognise the huge value that volunteer peer mentors and peer 
support workers provide to the Trust and to people who use our services.  Likewise, 
the work of all volunteers continues to provide a valuable supplementary service, 
enhancing the experience of patients and visitors and supporting staff across the 
Trust. Volunteers have all been contacted to see who would like to return; this is with 
the proviso of all training to be updated including IPC and PPE, their Annual 
declaration to be signed and the COVID-19 risk assessment to be completed.  There 
is no set date for the return as this will depend on where they were originally placed 
and whether they will be able to return there and if not what alternatives may be 
available. Discussions with teams have been started to assess with them what options 
may be available. There are a number of ideas of how volunteers could assist in new 
roles, which support the both inside the hospital, and in our community teams. 
 
To this end, we have developed a phased return of volunteers; this has been 
supported by the Clinical Professional Advisory Group (CPAG).  Prospective 
volunteers who have sent in application forms will be contacted at end of September 
to assess possible interest and then start the process with them, including interviews, 
DBS and mandatory training and risk assessments  
 
6. Internal Reviews 
 
Observe and Act reviews that are currently on hold has allowed time to look at future 
training being developed by Shropshire Community NHS trust, who developed the 
initiative , with support from NHS E &I as well as partners and trusts nationally  
including ourselves that have previously been involved. There will be a national 
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meeting towards the end of October to relaunch Observe and Act. This will be offered 
to service users, carers and staff, including the people who took part in the original 
training. Currently the paperwork including the training manual, assessment 
paperwork and other materials used are being finalised and updated particularly to 
increase the area of diversity and inclusion throughout the documents. 
 
Patient-Led Assessments of the Care Environment (PLACE) has been on hold for 
volunteers, service user and carers to be part of during the pandemic.  
   
7. Triangle of Care 
 
We have gone out to all teams with the baseline assessments for Triangle of Care 
and also the names of the carer’s links for each team. This information will be collated 
and themes will be reported back on. This will be accompanied with a revised package 
of support, supervision and training. The raising awareness of Triangle of Care is 
available on LMS for all staff to familiarise themselves with We will then be working 
with the Carers Trust for formal recognition of our commitment to the principles and 
delivery of Triangle of Care. 
 
8.  Recommendations 
 
 The Trust Board are requested to: 

o Receive the report 
o Be assured that enhancing our service user engagement continues to  

be maintained and remains central to the work of the Trust. 
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REPORT TO PUBLIC TRUST BOARD 
Enclosure No:17 

Date of Meeting: 9th September 2021 
Title of Report: Workforce Race Equality Standard (WRES) Report and Action Plan 
Presented by: Shajeda Ahmed, Director of People, Workforce and Inclusion 
Author: Lesley Faux & Amanda Boyd 
Executive Lead Name: Shajeda Ahmed, Director of People, 

Organisational Development and Inclusion  
Approved by Exec ☒ 

Executive Summary: Purpose of report 
This is the Trust’s sixth annual WRES report.  Since April 2015, all NHS organisations were 
required to demonstrate through the nine point WRES metrics.  This report sets out the Trust’s 
findings/progress against the 9 WRES indicators over 2020-21, along with our action plan for the 
current year. The Trust should be assured that we are generally making tangible and measurable 
progress against the WRES indicators, and have laid solid foundations for further improvement, 
to support acceleration in the pace of change going forward. 

Approval ☐ 
Information ☒ 
Discussion ☐ 
Assurance ☒ 

Seen at: SLT         Execs   
Date:31.08.21 

Document 
Version No. 

 

Committee Approval / Review • Quality Committee  
• Finance & Resource Committee  
• Audit Committee  
• People, Culture & Development Committee  
• Charitable Funds Committee  

 
Strategic Objectives 
(please indicate) 

1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through sustainable 

development  
 

Risk / legal implications: 
Risk Register Reference 

• Annual WRES reporting forms part of the NHS Standard Contract since 2015 
• Our WRES report and action plan each year are published on the Trust’s website and 

data shared with NHS England and our lead commissioner 

Resource Implications: 
Funding Source: 

Within existing resources 
N/A 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ 
and other equality groups).  See wider 
D&I Guidance 

The WRES is specifically designed to support greater diversity and more positive 
inclusion experiences across NHS workforces, particularly in relation to developing 
greater race equality.   As such, a positive effect is intended, such as improved access 
to employment and promotion opportunities, better workplace experiences for BAME 
staff, and a more diverse workforce with regard to ethnicity.  This ultimately leads to 
make diverse and inclusive experiences for our service users also.  

Shadow ICS Alignment / 
Implications: 

All NHS Trusts are required to participate in the WRES process.  There are 
opportunities for the alignment of activity under the WRES across the ICS Trusts and 
this will be explored by the EDI Network.  

Recommendations: 1. Note the progress with our 2020-21 WRES actions and journey, as set out above 
and at Appendix 1. 

2. Approve this 2021 WRES report and Action Plan for 2021-22(Appendix 2) for 
publication with the WRES Team, on the Trust’s website and sharing with our lead 
commissioners. 

3. Continue to act as positive Ambassadors and champion an inclusive and anti-racist 
culture for the ongoing development of tangible and measurable change on race 
equality and inclusion.     

Version Name/group Date issued 
DRAFT 1   
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Lead Director:  Shajeda Ahmed, Director of People, OD & Inclusion  

 

 

NSCHT Workforce Race Equality Standard (WRES)  
Report 2021 

 
 

Introduction 
 
The Workforce Race Equality Standard (WRES) was introduced in April 2015 and mandated as annual 
part of the NHS Standard Contract.  Implementation of the WRES is a requirement on both NHS 
commissioners and NHS provider organisations.  

 
       The WRES is a key component in how the Trust works to deliver tangible and lasting improvement on 

race inclusion, also supporting how as an organisation we deliver on our obligations under the Public 
Sector Equality Duty (PSED) to: 

i. Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act. 

ii. Advance equality of opportunity between people who share a protected 
characteristic and those who do not. 

iii. Foster good relations between people who share a protected characteristic and 
those who do not. 

 The WRES ultimately supports the Trust to increase its diversity and inclusivity enabling us to deliver 
services for all people within our communities. It is not possible to deliver safe, personalised, accessible 
and recovery-focussed services if we are not diverse and inclusive. 

  This report contains the Trust’s sixth annual WRES report which will be published on our website and 
shared with NHS England and our local commissioners, as well as being reviewed as part of any CQC 
inspection processes as may be required.   

 
 The key purposes of the WRES are to: 
 

• ‘hold a mirror up to the NHS and spur action to close gaps in (established and persistent) 
workplace inequalities between our black and minority ethnic (BME) and white staff’ 

• prompt inquiry and assist organisations to develop and implement evidence-based responses 
to the challenges their data reveal 

• complement national NHS workforce policy on diversity and inclusion, and support delivery 
of national policy frameworks, recently including the NHS People Plan (2020) 

 
 

WRES Reporting Requirements 
 

            NHS Trusts produced and published their first WRES baseline data in July 2015. Since then, NHS 
England have published a number of reports sharing updates on the WRES data nationally, and also 
offering guidance and advice on what constitutes effective action.  These reports can be accessed here.  
Trusts are required to submit and publish two documents to Commissioners and NHS England to comply 
with the WRES: 

 
1. NSCHT spreadsheet data set        -  Complete – data uploaded to NHS England   

       

https://www.england.nhs.uk/about/equality/equality-hub/equality-standard/
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2. A WRES progress report and    -  This report when finalised and agreed at PCD   
Action Plan to be published on       Trust Board.  Including action plan progress   
the Trust’s website by 30/9/2021      (Appendix 1) and 2021-22 action plan (Appendix 2) 

 
The above information will be published on our Trust website and will also be shared with our lead 
commissioners.  
 
 

  
Notes on terminology  

 
The term Black, Asian and Minority Ethnic (BAME) will be used throughout this report as this is widely 
used in the UK and is the Trust’s preferred term, felt to be more inclusive and representative of our local 
BAME population (overtly recognising our Asian ethnicity population).  The term Black and Minority 
Ethnic (BME) is used where this is quoted by the WRES Team as this remains the term used by that 
team, having been used since the inception of the WRES.  Race terminology has been extensively 
debated at national level in 2021 and the NHS Race Observatory recently conducted a survey around 
preferences on this.  We await further guidance on the recommended terminology to be used going 
forwards.  
 
 
WRES Aspirational Targets 
 
In addition to the usual annual WRES process and national annual report, late in 2019, the WRES Team 
issued each Trust with a bespoke set of ‘aspirational targets’ for year-on-year improvement in the BAME 
representation in senior posts (band 8A and above).  These targets seek to attain a minimum of 7.6% 
(local BAME population in 2011 census) in each senior band/grade by end of March 2028.  Progress 
with these aspirational targets would form part of the appraisal of every Trust CEO from 2020-21 
onwards.   
 
 
Race Disparity Ratio 
 
Introduced in 2021, supplementing the WRES Aspirational Targets. Considers all bandings and 
assesses whether BAME representation is equitable in 3 different ‘clusters’. 
 
 
Workforce Race, Equality and Inclusion Strategy 
 
Launched in early 2021 to supplement the WRES process and accelerate progress in the Midlands NHS 
regions.  Specifically requires Trusts and systems to develop and deliver against a ‘High Impact Action 
Plan on Recruitment’ as a key means to delivering BAME inclusion.  

 
  
Equality Network for Race Inclusion and Cultural Heritage – ENRICH 
 
New name for the Trust’s BAME Staff Network   
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Key Findings 
 
Indicator 1 – Workforce profile: BAME representation through the organisation 
 
136 (8.2%) of our workforce is from a BAME background (8.4% if ethnicity not known is included). This 
is an increase of 1.1% from 2019/20.  
 
When medical staff are excluded our BAME workforce profile reduces to 6.2% (5.7% in 2019). 
This is the first year that our BAME workforce has exceeded the currently available local population 
figure of 7.6% based on the 2011 census. It is important to note that public health epidemiologists 
predict the 2021 census data will show growth in the local BAME population. The expected publication 
date is March/April 2022.   
 
The national 2020 WRES reports that the NHS has an overall BAME workforce of 21%. 
 
The WRES national target for BAME representation is 19% across all pay grades. For Combined, this 
currently translates to 7.6% as the local resident population. 
 
The national WRES reports states that Trusts must do more to improve their talent pipeline if they are 
to achieve the model employer ambitions. 
 
It is seen from the below that, whilst progress has been made, the Trust still under-represents for 
BAME workforce in almost every banding (exceptions are band 5 and VSM).  
 

Bands 
White - Current 

Year 
BME - Current 

Year 
Under 
Band 1 93.3% 6.7% 
Band 1 100.0% 0.0% 
Band 2 94.3% 5.7% 
Band 3 93.2% 6.8% 
Band 4 95.7% 4.3% 
Band 5 87.2% 12.8% 
Band 6 95.8% 4.2% 
Band 7 93.8% 6.2% 

Band 8a 93.8% 6.3% 
Band 8B 97.2% 2.8% 
Band 8C 100.0% 0.0% 
Band 8D 100.0% 0.0% 
Band 9 100.0% 0.0% 

VSM 62.5% 37.5% 
Grand 
Total 93.3% 6.7% 

(Source: Trust Race Disparity Ratio data as at 31 March 2021) 
 
 
What we have done to improve this indicator?  
 

• Our substantial work developing our culture of Race Inclusion at Trust and system levels, 
through multiple approaches throughout 2020-21, appears to now be having a tangible impact 
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on our workforce make-up (whilst we still have much more to do to be representative in all 
bandings and in all staff groups).  These interventions include: 
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o Strong, visible and personal board leadership on race inclusion  
o Inclusion School sessions 
o Board Development sessions 
o Leadership Academy session on Let’s Talk About Race (August 2020) 
o Trust general weekly and monthly communications (staff and public/external) 
o Trust Committee discussions  
o Inclusive Recruitment project progression 
o Culture of Inclusion project progression 
o Continued development of BAME Staff Network (now called ENRICH – Equality 

Network for Race Inclusion and Cultural Heritage) 
o 6 new BAME Freedom to Speak Up Champions have been appointed, trained and are 

now active  
 
 
Indicator 2 
 
Recruitment: relative likelihood of white applicants being appointed from shortlisting across all 
posts compared to BAME 
 
The relative likelihood of White staff being appointed compared to BAME staff is currently 1.3. As an 
improvement from 1.89 in 2019/20 report it demonstrates a significant positive shift. 
 
The 2021 WRES national likelihood figure will not be published until February 2022. However, when 
compared with the national figure for 2020, our performance is 0.31 better than nationally for that year. 
This is expected to be better than average and we expect to be in the top quartile with this figure when 
next year’s report is published. 
 
Our 2020-21 recruitment data is detailed in the table below:- 

 
Trust Recruitment Data by Ethnicity 2020-21 

 
Trust WRES recruitment data by ethnicity 

APRIL 2020 - MARCH 2021 
(2019-20 data in brackets) 

Applications Shortlisted* Offers made* 

White - all white backgrounds  5878 (4383) 1467 (1815) 391 (351) 

BAME - all BAME & mixed heritage  1646 (1203) 322 (439) 66 (45) 

Not known / Not stated  153 (95) 34 (41) 6 (7) 

Total 7677 (5681) 1823 (2295) 463 (403) 

 
Trust WRES recruitment data 

APRIL 2020 - MARCH 2021 
Applications 

% 
Shortlisted* 

% 
Offers Made* 

% 
White - all white backgrounds  76.6% (77.2%) 80.5% (79.1% 84.4% (87.1%) 

BAME - all BAME & mixed heritage  21.4% (21.2%) 17.7% (19.1%) 14.3% (11.2%) 

Not known  2.0% (1.7%) 1.9% (1.8% 1.3% (1.7%) 

Total 100% 100% 100% 

*Note the WRES recruitment score is based on Shortlisted and Offered data only. 
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Source: Trust recruitment data 1st April 2020-31st March 2021 (2019-20 in brackets) 

 
  

 
 
 

Indicator 
 

 2016 2017 2018 2019 2020 2021 

2. Relative 
likelihood of 
white 
applicants 
being 
appointed 
from 
shortlisting 
across all 
posts 
compared to 
BME 
applicants 

National 
WRES 
report 

1.57 1.60 1.45 1.46 
 

1.61 
Published 
Feb 2022 

NSCHT 
performance 

2.66 
Worse 
than 

average 

1.20 
Better 
than 

average 

1.96 
Worse 
than 

average 

2.07 
Worse 
than 

average 

1.89 
Worse 
than 

average 

 
 
 

1.30 

  
WRES recruitment scores 2016 – 2021 (Trust scores compared with national average) 

[a score of one would mean equal access to recruitment appointments] 
 
The improvement made in the Trust's WRES recruitment score is set against the background of 
a worsening position on this measure nationally (see table above), putting the Trust's significant 
progress into context. 
 
Despite having made significant progress on this indicator, the chart above illustrates that BAME 
applicants are still disadvantaged through the successive stages of our recruitment process, as seen 
by the increasing proportion of white applicants at each stage in comparison to the declining proportion 
of BAME and ethnicity not known applicants. 

Big 
Improvement 
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It is recognised nationally and regionally that Trusts need to substantially improve performance on this 
measure to bring about more equitable BAME inclusion in the NHS. As such, the Midlands workforce 
race, equality and inclusion strategy (WREI) was launched in early 2021 requiring Trusts and systems 
to develop detailed high impact plans in this area. The Trust has been working with system colleagues 
to develop this action plan (available on request) and performance against this will be closely 
monitored over the coming years. 
  
This indicator continues to be a priority for the Trust due to year on year underperformance to maintain 
and further improve on our performance on this important measure.  
 
 
What we have done to address this indicator?  
 
The Trust has worked hard to develop its approach to Inclusive Recruitment throughout 2020-21, 
driven by our Recruitment Lead (Ami Stonier) and the Inclusion Council.  Measures in place to deliver 
progress on this area through 2020-21 include: 
 
 

• Batch recruitment whenever possible  

• Increased promotion of flexible working opportunities 

• BAME representation in all interviews at band 7 and above  

• BAME representation in shortlisting encouraged whenever possible  

• 41% of our preceptee nurses appointed in 2020 were of BAME heritage (10 of 24) - local area 
7.6% BAME 

• Conversion rate (from student to registered staff member) of our BAME students improved 
year-on-year (8 in 2019, 10 in 2020).     

• Promotion of reporting of racist incidents against staff, resulting in reporting DOUBLED in 
reporting 2 consecutive years. 

• 11 BAME colleagues (8% BAME workforce) have been trained in recruitment and are 
supporting Trust selection processes,  

• Raising awareness of race inclusion / exclusion and inclusion imperative through the Trust and 
particularly leadership and recruiting managers  

• Positive action approaches to advertising vacancies, included greater use of diverse workforce 
images and wording encouraging applications from under-served/under-represented groups  

• Further development of and progression against our WRES Aspirational Targets and Race 
Disparity Ratio  
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Indicator 3 
 
Formal disciplinary cases: relative likelihood of entering the process compared to white staff 
 
Disciplinary data for the last two years is illustrated in the table below. 
 

 
Disciplinary cases 

2019-20 
Disciplinary cases 

2020/2021 

White 17 5 

BAME 2 2 

Ethnicity not known/ 
not stated 

 
0 
 

1 

 
TOTAL CASES IN 

YEAR 
19 8 

 
 
The table below details year on year performance figures.  
 

Indicator 
 

 2016 2017 2018 2019 2020 2021 

3. Relative 
likelihood 
of BME 
staff 
entering 
the formal 
disciplinary 
process 
compared 
to white 
staff. 

National 
WRES 
report 

1.56 1.37 1.24 1.22 
 

1.16 
Published 
Feb 2022 

NSCHT 
performance 

2.28 
Worse 
than 

average 

1.77 
Worse 
than 

average 

10.52 
(outlier) 
Worse 
than 

average 

0.88 
Better 
than 

average 

 
1.39* 

Worse 
than 

average 

 
4.35 

 
*Note: This figure has been recalculated based on recent information and updated national guidance. 

[a score of one would mean equal access to development opportunities] 
 
 
The likelihood of BAME colleagues entering the formal disciplinary process is disproportionate to that 
compared to white colleagues, with a score of 4.35, suggesting than BAME colleagues are four times 
more likely to face disciplinary processes than their white counterparts.  
 
However, it is noted that the Trust has been working to drastically reduce the number of disciplinary 
cases by applying much greater rigour in the early stages when an incident arises, using the 
Restorative Just Culture Framework approach. This change has resulted in the very low number of 
disciplinaries in 2020/21 (8 in total). It is also noted at the time of writing (late August 2021) there have 
been no disciplinary cases to date, largely credited to this change in approach. 
 

Improvement 
Needed 
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It is noted that this score of 4.35 has been calculated on the basis of 2 disciplinary cases (from a total 
of 8) in 2020/21. With such low numbers of disciplinary cases and a BAME workforce of 8.2% it is likely 
that even a small number of BAME cases will result in a BAME over representation, even just one.  
 
 
With such low numbers of disciplinary cases, it is likely to be not statistically significant and as such will 
not be mentioned in the WRES national report/data. 
 
This indicator remains a key challenge for the Trust. However, we are hoping that our new approach 
and use of the Restorative and Just Culture framework checklist will give confidence that disciplinary 
investigations are only being applied when absolutely necessary and appropriate rigour has been 
adopted to help eliminate effects of any potential bias that may be present.  
 
What have we done to address this indicator? 
 

• The Trust has introduced the Restorative Just Culture Framework as a key change in approach 
in managing potential disciplinary situations. Key elements of this framework are: 
- Commissioning manager appointed to review the case using the JCF checklist 
- Decision making methodology for triaging cases applied  
- Focus on what has happened rather than who responsible 
- Wider systemic and culture issues taken into consideration 
- Unconscious bias effects minimised 
- Focus on informal resolution wherever possible and appropriate. 

 
Since implementing this framework, the Trust has not reported any live formal disciplinary 
investigations since November 2020. The next stage of development for this new approach aims to 
move beyond policy compliance towards a fully embedded cultural change of a restorative just culture 
which has principles of natural justice, diversity and inclusion at its heart.   
 
 
Indicator 4 
Non-Mandatory training: relative likelihood of accessing training 
 
This indicator assesses the proportion of BAME staff accessing AT LEAST ONE piece of NON-
MANDATORY development, in comparison to the proportion of white staff accessing the same. 
 
Historically, the Trust has ostensibly performed well on this measure, with a score in favour of BAME 
staff, and the 2021 score is now exception to this trend. 
 
However, deeper analysis reveals that there IS actually a negative likelihood of accessing development 
for BAME staff when medical staff are excluded from the data. The high proportion of BAME doctors in 
the Trust (>50%) is responsible for the skewing of this measure. 
 
Non-Mandatory Training: relative likelihood of accessing at least one piece of non-mandatory training: 

• The balance of this measure was again in favour of BAME staff, with a score of 0.67 
(compared to 0.78 in 2020). Overall, BAME staff were more likely to access at least one 
piece of non-mandatory development than white staff.   

• 39% of all BAME staff accessed development in 2020-21, compared to 26% for all white 
staff (47% & 37% respectively in 2019/20) 

 
However, when medical staff are removed from the data:- 
 

• the balance changes heavily in favour of white staff to a score of 1.67 (2.10 in 2019/20) [a score 
of one would mean equal access to development opportunities] 
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• just 19% of BAME staff have accessed at least one piece of non-mandatory training, compared 
to 25% of white staff (when medical staff are excluded).  

 
 
 

 
 
 

 
Indicator 

 
 2016 2017 2018 2019 2020 2021 

4. Relative 
likelihood of 
BME staff 
accessing 
non-
mandatory 
training and 
CPD 
compared to 
white staff. 

National 
WRES 
report 

1.11 1.22 1.15 1.15 
 

1.14 
Published 
Feb 2022 

NSCHT 
performance 1.13 

Approx 
same 

as 
average 

0.76 
Better 
than 

average 

0.95 
Better 
than 

average 

0.68 
Better 
than 

average 

0.78 
Better 
than 

average 

 
0.67 

 
 
 
Despite an apparently good overall score on this measure, clearly further improvement in this area is 
required in 2021-22 for the benefit of non-medical BAME staff across the Trust. 
 
 
 
What we have done to address this indicator? 
 
The Trust has continued to progress its Inclusive Development project, overseen by the Inclusion 
Council.  This group is now focussing on development of the Trust Education Framework, creation of a 
quick reference digital handbook of available options for career development, promotion of coaching 
and mentoring opportunities, and responding to the NHS Staff Survey feedback relating to 
development and career progression. 

 
Measures to support this area of work through 2020-21 have included: 
 

• Direct communication of development opportunities to our BAME workforce (bypassing line 
management) 

• Regional NHS Aspirant BAME Leadership Programme – Trust nurse (Sarah Wanjiku) 
successful as our system candidate for this 12 month development programme (Kenny Laing 
participating as Sarah’s sponsor) 

• Continued support and engagement of our Stepping Up Alumni, including alumni events and 
surveys / ongoing support 

• Commitment to and development of plans for further round of Staffordshire Stepping Up and 
Reverse Mentoring at Trust and system level  

• Invitation to BAME workforce and Stepping Up alumni to participate in Staff Networks and 
Inclusion School series  

 
  

Some 
Improvement 

Made  
Further improvement 

required when doctors 
excluded 



 

13 
Version 16 Front Sheet 
 

 
 
Indicators 5-8 Staff Survey Data Questions. 
 
The data for the next four indicators is taken from Trust results in the 2020 NHS Staff Survey as 
illustrated over the page. 
 
Indicator 5: Harassment, bullying and abuse from patients 
% of staff experiencing from patients, relatives or the public in the last twelve months 
 

BIG improvement (15 % points) in BAME staff experiencing harassment, bullying and 
abuse from service users and the public  
• from 42.0% in 2019      to 27.3% in 2020       
• That’s marginally better than the score for our white staff (27.6%) 
• And significantly better (5 % points) than average for BAME staff in our comparator 

Trusts (32.1%) 
 

Indicator 6: Harassment, bullying and abuse from staff  
% of staff experiencing harassment bullying and abuse from staff 
 

Significant improvement (8 % points) in the corresponding measure of BAME 
colleagues experiencing HBA from staff   
• down from 24.5% to 16.7% 
• BAME rate almost the same as for white staff (15.4%)  
• Much better (over 8% points) than average for BAME staff in comparator Trusts (25.0%) 

 
Indicator 7 - Belief in Equal Opportunities (EO)  
% of staff who believe the Trust offers EO for career progression and promotion 
 

BIG improvement for second year in a row in BAME staff reporting equal 
opportunities for progression and promotion  
• up to 88.2% from 66.7% in 2019, and from 58.5% in 2018) 
• Rate now almost the same as for white staff (91%) 
• Much better (15.5 % points) than average for our comparator Trusts (72.7%) 

 
Indicator 8 - Experience of discrimination at work in the last 12 months  
 

Marginally improved our position on BAME staff reporting discrimination by their 
manager or team leader (12.5%, 12.8% in 2019).   
• This represents substantial progress since our 2017 rate (20.7% of BAME staff).   
• Significantly better (2.6 % points) than average for BAME colleagues in comparator 

Trusts (15.1%) 
 
 
What we have done to address these indicators? 
 

• Inpatient services task and finish group on addressing racist incidents – detailed action plan 
developed and implemented with high level of BAME staff involvement and leadership 
involvement and commitment.  

• Continuation of Addressing Racist and Personal Incidents project via Inclusion Council – focus 
on this has led to reporting of racist incidents against staff DOUBLING in 2 consecutive years. 

• Developing our culture of Race Inclusion at Trust and system level and being clear than racism 
of any kind will not be tolerated here.  
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Staff Survey WRES Measures 
(2020 Staff Survey/ 2021 WRES) 
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Indicator 9 
BAME Board membership 
 
 

• 21.4% of our board membership is from the BAME workforce in 2020/21. This compares to 
10% nationally as reported in the latest WRES report.  

 
• 37.5% of our Executive team are from the BAME workforce compared to 42.9% in 2019/20.  

 
• 9.1% are voting board members are BAME, compared to 18.2% in 2019/20.  

 
• There are currently no BAME NEDs within the Trust. 

 
We still have the same number of BAME board numbers (3, all executive team) as the previous year. 
The variation in percentages relates to the people in post/ vacancy on the effective date each year. It is 
noted that the Trust is currently supporting Tosca Fairchild, Assistant Chief Executive to be seconded 
as Delivery Director for Equality and Health Inequalities and Intensive Support at NHS England & NHS 
Improvement, East of England Region.  
 
 

Indicator 
 

 2016 2017 2018 2019 2020 2021 

9. BAME 
board 
membership 

National 
WRES 
report 

7.1% 7.0% 7.4% 8.4% 
 

10% 
To be 
published 
Feb 2022 

NSCHT 
performance 

7.7% 
Better 
than 

average 

7.7% 
Better 
than 

average 

15.4% 
Better 
than 

average 

14.3% 
Better 
than 

average 

23.1% 
Better 
than 

average 

21.4% 

Please note the WRES national report does not publish national figures broken  
down by voting and non-voting board members. 

 
 
 

What we have done to make this improvement?  
 

• Strong leadership internally and externally on inclusion and specifically on race inclusion, 
including Trust leaders speaking out at external events and conferences on race inclusion 

• The Trust had maintained its BAME Board membership of 3 individuals throughout 2020-21. 
• However, it is noted that one of these individuals went on secondment (continuing at time of 

writing) to NHS E&I and so has not been working within the Trust for much of this time.  
• It is also noted that we have not had BAME NED representation for some time in the Trust and 

this remains an aspiration at this time future in line with the national “Strengthening NHS Board 
Diversity” report published in June 2021. 

 
  

BAME board 
headcount 
remains the 

same 
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Conclusions and Recommendations 
 
 
  The need to develop greater race inclusion and equality continue to remain both an immediate and a 

long-term challenge.  Our people need a compassionate and inclusive culture, an organisation where all 
colleagues feel looked after, valued and have a sense of belonging. The disproportionate impact of Covid 
19 on BAME communities and colleagues has further shed a light on inequalities and created an even 
greater catalyst for change. The Trust has made significant strides to progress our inclusion agenda 
during a challenging year. However, collectively as individuals, as an organisation and working as a 
system we need to continue our journey with passion and impact to address the societal, historical, 
cultural and organisational factors which culminate in our BAME workforce (and our BAME service users) 
experiencing poorer employment prospects and experiences than their white counterparts in the NHS 
on a range of indicators.   

 
 

The Trust has made very significant strides in 2020-21 to keep the development of greater race inclusion 
as a high priority and in delivering tangible and substantial improvements in our WRES measures.  It is 
incumbent that we continue to press forward with this agenda at every level of the organisation and 
across our Integrated Care System (ICS) for Staffordshire and Stoke on Trent. Despite our progress, 
there is so much more that can be achieved. It is widely recognised that culture and enduring change 
takes time if the change is to be real and lasting. With continued intensity of commitment to enhanced 
race equality and inclusion it is hoped a lasting legacy of improvement will be achieved, with the ripples 
of our success reaching beyond the Trust into our wider local system and society, and beyond. 

 
 

Our work on developing workforce race inclusion over the past 12-18 months has gained national 
recognition and much of this work is summarised above in this report and at Appendix 1.  The further 
work that we are committed to implementing in 2021-22 to take us to the next stage in our race 
inclusion journey is set out at Appendix 2.    
 
 
Board members, The Trust Senior Leadership Team (SLT) and members of the People and Culture 
Development (PCD) Committee are asked to:- 
 
 

1. Note the progress with our 2020-21 WRES actions and journey, as set out above and at 
Appendix 1. 
 

2. Approve this 2021 WRES report and Action Plan for 2021-22(Appendix 2) for 
publication with the WRES Team, on the Trust’s website and sharing with our lead 
commissioners. 

 
3. Continue to act as positive Ambassadors and champion an inclusive and anti-racist 

culture for the ongoing development of tangible and measurable change on race 
equality and inclusion.     

 
 

END 
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NSCHT WRES ACTION PLAN 2020-21 PROGRESS REPORT 
 
.   

WRES ACTION PRIORITIES 2020-21 By Who By When Comments / Progress to date Where reported /  
monitored / 

governance? 
ACTION 1:  
 
1.1  Continue to progress the work of our 

4 Workforce Inclusion Projects with a 
view to tangible and measureable 
improvements being realised in year:-  

 
- Inclusive Recruitment   
- Inclusive Development  
- Improving our Response to Racist 

and Personal Abuse of Staff 
- Culture of Inclusion  

 
1.2 All 5 directorates (4 clinical and 

corporate directorate) to be able to 
identify at least one key action that 
they will take to support delivery of 
these imperatives and to 
demonstrate measureable progress 
by March 2021.  

  

 
 
 
 
 
 
 
Project Leads  
 
 
 
 
 
Associate 
Directors  
 

Bi-monthly 
progress reports 
to Inclusion 
Council 
 
Directorate Action 
Plans required by 
end of September 
2020 and 
progress reports 
to Inclusion 
Council in 
January and 
March 2021.  

1.1 ACHIEVED AND ONGOING 
Despite the ongoing challenges of the COVID-19 
pandemic, the Trust’s Inclusion Council has 
continued to meet every 2 months, with no meetings 
being cancelled.   
 
Progress with each of our 4 Inclusion Projects is 
reported on in detail at each meeting, with a focus on 
Key Achievements / Progress made ; 
Action/Progress to be delivered by next meeting, and 
Action / Progress to be delivered beyond next 
meeting, plus AOB/help needed.  

 
1.2 ACHIEVED 

1. Corporate Directorate has delivered the 
Inclusion School programme and Cultural 
Education Programme, progressing the Trust 
and wider system’s Culture of Inclusion.   

2. Our Specialist Services Directorate has 
delivered on the proposal to introduce 4 
Expert by Experience roles for people with 
Learning Disabilities  

3. Acute & Urgent Care Directorate has 
delivered a Task and Finish Group project on 
addressing racist incidents in inpatient 
services  

4. Our Stoke Community Directorate has…..  

 
Inclusion Council  
through to PCDC 
and Trust Board  

APPENDIX 1 
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WRES ACTION PRIORITIES 2020-21 By Who By When Comments / Progress to date Where reported /  
monitored / 

governance? 
5. Our North Staffs Community Directorate has 

….  
 

ACTION 2: 
 
Deliver on our WRES Aspirational Target 
Action Plan: 

i. Diverse shortlisting and interview 
panels as the norm – in place for 
all posts at band 7+ 
 

ii. Batch recruitment whenever 
appropriate – in place & batch 
recruitment increasingly used  
 

iii. Continuing to extend our 
established Reverse Mentoring 
programme with a further cohort 
(including opportunities cross-
system) – delayed to Autumn 
2021 to launch as whole system 
RM opportunity   
 

iv. Continuing to develop a culture of 
inclusion, addressing deep-rooted 
inequalities – much delivered in 
2020-21 
 

v. Recruitment drive for BAME Non-
Executive Director (NED) 
representation at next opportunity 
– pending opportunity  
 

 
 
 
 
 
Recruiting 
managers 
 
 
Recruiting 
managers 
 
 
D&I Lead 
 
 
 
 
 
 
All SLT.  
Inclusion 
Council. D&I 
Lead. 
 
Trust Bd 
Secretary / 
Rect Lead 
 
 

 
 
 
 
 
Throughout year 
 
 
Throughout year 
 
 
Second Cohort 
launched in year 
 
 
 
Throughout year 
 
 
 
As opportunity 
arises 
 
 
Throughout year 
 
 
 
 

PROGRESS MADE & ONGOING  
This national action was superseded this year with the 
Race Disparity Ratio tool, which encompasses all bands, 
not just bands 8A and above and compares them to the 
local BAME population rate (7.6%). 
 
Using this tool, the Trust Race Disparity Ratio scores as at 
31.03.21 were as below (31.03.20 in brackets) :-  
Disparity ratio - lower to middle    1.64 (1.39) 
Disparity ratio - middle to upper    0.82 (1.80) 
Disparity ratio - lower to upper      1.33 (2.51) 
[Note: a score of 1.00 represents proportionate representation, >1.0 
represents under representation; <1.0 represents over representation] 
 
It is seen from the below that, whilst progress has been 
made, the Trust still under-represents for BAME workforce 
in almost every banding (exceptions are band 5 & VSM).  

Bands 
White - Current 

Year 
BME - Current 

Year 
Under 
Band 1 93.3% 6.7% 
Band 1 100.0% 0.0% 
Band 2 94.3% 5.7% 
Band 3 93.2% 6.8% 
Band 4 95.7% 4.3% 
Band 5 87.2% 12.8% 
Band 6 95.8% 4.2% 
Band 7 93.8% 6.2% 
Band 8a 93.8% 6.3% 
Band 8B 97.2% 2.8% 

 
 
Inclusion Council  
through to PCDC 
and Trust Board 
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WRES ACTION PRIORITIES 2020-21 By Who By When Comments / Progress to date Where reported /  
monitored / 

governance? 
vi. STP and wider-regional 

collaboration on development of 
our BAME talent pools – delayed 
- to be developed through 2021-
22 in conjunction with regional 
colleagues  
 

vii. Agree the broad long-term (5 
year) targets and annual ‘stepping 
stones’ and deliver on those for 
2020-21 –reviewed as over 
page*.  
 

viii. Working with directorate to 
encourage declaration of ethnicity 
(and other protected 
characteristics information) to 
close the gap of ‘ethnicity not 
known’ – ongoing and focus as 
part of Inclusion Week September 
2021  
 

ix. Developing leadership appraisal 
objectives on BAME workforce 
representation – to be cascaded 
via leadership appraisals – data 
still to be gathered for 2021-22 
appraisals 
 

x. Developing and supporting our 
BAME staff network and network 
chair to drive and actively develop 
meaningful change  - ongoing, 

DofWF with 
D&I Lead 
 
 
 
 
 
DofWF, D&I 
Lead, Rect 
Lead 
 
 
 
Associate 
Directors with 
Performance 
Team 
 
 
 
 
 
 
Chair & CEO 
with SLT 
 
 
 
 
DofWF with 
D&I Lead 

Agree by end 
Sept 2020 
 
 
Attain 95% 
compliance in all 
areas by 31.03.20 
 
 
 
 
Part of 2020-21 
appraisals  
 
Throughout year 

Band 8C 100.0% 0.0% 
Band 8D 100.0% 0.0% 
Band 9 100.0% 0.0% 
VSM 62.5% 37.5% 

Grand 
Total 93.3% 6.7% 

 
*Reworked WRES Aspirational Targets for Trust:- 

 
 
 

Bands 

Additional BAME 
headcount to 

meet aspirational 
target (7.6%) b7 

2025 

Additional BAME 
headcount to 

develop against 
aspirational 

target in 2021-22 
Band 6 12  3 
Band 7 3  1 
Band 8a 1  

2  
(from across 
Band 8A-9) 

Band 8B 2  
Band 8C 1  
Band 8D 1  
Band 9 0  
VSM n/a n/a 

Grand 
Total 19  
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WRES ACTION PRIORITIES 2020-21 By Who By When Comments / Progress to date Where reported /  
monitored / 

governance? 
networks continue to be 
developed within the Trust and at 
system level.  Additionally, a 
paper proposing to increase the 
support to our network leads 
going to Execs Autumn 2021.  
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ACTION 3: 
 
Deliver a BAME Cultural Development 
Programme across the Trust. 
Increase awareness and understanding 
of BAME inequality issues. Creating an 
active desire and skills to create change. 
Trailblazing approach, focusing on 
developing; 
• Knowledge of theory 
• Gaining insight into lived experience 
• Practical application through socially 

distanced role play using actors  
 
- Drive for inclusive change 
- Skills and confidence to converse and 

challenge Race and Inclusion issues 
- Platform on which to build local 

provider cultural change work 
- Possible blue-print for wider cultural 

development across ICS 

 
 
DofWF with 
D&I Lead & 
Leadership 
Development 
Lead 

 
 
To be rolled out 
from Q3 2020-21 

 
 
DELIVERY DELAYED.   
PART  ACHIEVED AND ONGOING 
This project was agreed at system level to be divided 
into 2 phases for delivery in 2021-22:-  
 
• Phase I – Very Senior Leaders from across the 

system – majority completed  
3 sessions were delivered for system VS leaders 
over June-July 2021.  54 of the intended 94 
VSLs attended (57.5%). A further session was 
provisionally booked for 30 September for the 44 
not yet attending.  Unfortunately it appears this 
session will need to be cancelled due to lack of 
attendees.   

• Phase II – wider roll-out through system. Plan 
begun.  120 band 7+ leaders from UHNM and 
NSCHT will receive this development in 
September 2021 as part of the Connects 
leadership programme.  80 MPFT and CCG 
leaders will receive the training in Oct-Nov 2021.    

 
 
Inclusion Council  
through to PCDC 
and Trust Board 
 
(plus ICS People 
Board at system 
level) 

ACTION 4: 
 
To continue the support to the original 3 
cohorts of Stepping Up Alumni from 
across the ICS to ensure that those who 
originally participated are fully supported 
to be able to access opportunities for 
further development, supporting them in 
advancing their careers in the direction 
aspired to by each individual. To include: 

• Alumni gathering Oct 2020 
• Cross-Trust/ICS Reverse 

Mentoring opportunity  

 
 
D&I Lead 

 
 
Delivery in 2020-
21 

ACHIEVED AND ONGOING 
The existing Stepping Up Alumni were invited to 
participate in various engagement / support events 
during 2019-20, including:- 
 
- Stepping Up Alumni ‘Check In’ Session – 

informal gathering 4.11.20 

- Stepping Up Alumni ‘Next Steps’ with Prem 
Singh and Shajeda Ahmed (November 2020) 

- Inclusion School sessions November 2020-
March 2021 (and beyond)  

 
 
Inclusion Council  
through to PCDC 
and Trust Board 
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• Cross Trust BAME Network joint 
working/event 

 

- Stepping Up Alumni Survey July 2021 (feedback 
and recommendations currently being collated)  

- System and Trust BAME Staff Network meetings 
(various dates) 

ACTION 5: 
 
To develop a plan to deliver Wave 2 
Staffordshire Stepping Up. 
There is an identified need for BAME 
colleagues from across the ICS to gain 
the opportunity to undertake BAME 
leadership development.  Funding to be 
identified to deliver a further 1-2 cohorts. 
 

 
 
Dof WF 
With D&I Lead 

 
 
Plan in place by 
end of March 
2021 

 
DELAYED BUT PROGRESSING 
It was decided to delay this further round of 
Staffordshire Stepping Up until 2021-22 due to the 
circumstances of the COVID-19 pandemic. 
 
Plans in development for delivery using a hybrid 
delivery model (online national content, combined 
with face to face local elements) to be commenced 
during 2021-22.  

 
Inclusion Council  
through to PCDC 
and Trust Board 
 
(plus ICS People 
Board at system 
level) 

ACTION 6: 
 
Deliver on our People Plan actions on 
Race Inclusion 
Urgent action to address systemic 
inequality, experienced by some NHS 
staff, including BAME staff:- 

 

 
 
DofWF with 
D&I Lead / WF 
Team 
 

 
 
Within year 

 
 
PROGRESS MADE 2020-21 
a) Development of unprecedented levels of joint 

action on inclusion across ICS  
b) Trust and (NEW) system BAME Networks 

development supported and progressed through 
2020-21. 

c) Trust Leadership Academy session on Race held 
August 2020 

d) System ‘Let’s Talk About Race’ Inclusion School 
held November 2020 

e) Delivery against Trust annual calendar of diversity 
and inclusion dates (including key religious and 
cultural days/weeks/months) through Trust 
communications and social media  

f) Development of a more representative pool of 
coaches and mentors within the Trust  

g) Reviewed, developed and advertised/promoted 
flexible working for all staff / roles internally and 
externally  

 
 
 
Workforce 
Directorate SMT 
 
Inclusion Council  
through to PCDC 
and Trust Board 
 
(plus ICS People 
Board at system 
level) 
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h) Introduced measures to provide robust challenge 
in relation to BAME colleague disciplinary 
investigations/hearings through Restorative Just 
Culture Framework and principles  

i) Recruited and developed more BAME colleagues 
to act as FTSU Champions with a view to being 
‘spoilt for choice’ 

 
ACTION  7: 
 
The Trust will develop and recruit to a 
number of new positive action roles 
where BAME ethnicity will be a Genuine 
Occupational Qualification for the 
postholder, working to specifically 
develop inclusion for our BAME 
population.  
 
Sutherland Centre development.  
Proposed new 2 x Bd 6 posts & 2 x Bd 3  

 
 
Initial new 
roles will be in 
the Stoke 
Community 
Directorate  
 
AD: Jane 
Munton-Davies 
 
Lead Mgr: 
Darryl 
Gwynnitt 

 
 
Appointments 
made in financial 
year 

 
 
ACTION CANCELLED 
Funding not secured to support this proposal and 
plan discontinued  

 
 
NOT 
APPLICABLE – 
ACTION 
CANCELLED  
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NSCHT WRES ACTION PLAN 2021/22  

 
WRES ACTION PRIORITIES 
 2021-22 

Relates to 
WRES 
Indicator(s) 

By Who By When Comments / progress to date Where 
reported/  
monitored   

Action 1  
 
Continue to develop the Trust and 
wider system culture of inclusion to 
increase the inclusion awareness 
and inclusive behaviours of staff at 
all levels, and importantly those in 
leadership positions  
 
1.1 Inclusion built-in to the design of all 

Trust/ system leadership 
programmes 
 

1.2 Delivery of wider Trust and system 
roll-out of Comfortable Being 
Uncomfortable with Race and 
Difference programme  

 
1.3 Delivery of Autumn Inclusion 

School (20 October and develop 
ongoing Inclusion School ambitions  

 
1.4 Trust / system events to mark Black 

History Month and South Asian 
History Monty  

 
1.5 Regular awareness raising 

communications on race inclusion 

 
 

Indicators 
1-9 

 
 
Director of 
People, OD 
& Inclusion 
 
D&I Lead 

 
 
Throughout 
2021-22 
 
 
 
 
 
 
 
 

  
  
Inclusion 
Council  
 
PCDC 

APPENDIX 2 
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WRES ACTION PRIORITIES 
 2021-22 

Relates to 
WRES 
Indicator(s) 

By Who By When Comments / progress to date Where 
reported/  
monitored   

and equality related matters 
through Trust internal and external 
communications and social media 

Action 2  
 
Delivery against the High Impact 
Action Plan on Recruitment as part 
of the Midlands Workforce Race, 
Equality and Inclusion (WREI) 
Strategy  
Ensure specific focus on disability and 
neurodiversity is built in through all 
action areas of this plan  
 

 
 

Indicator 2 

 
 
Recruitment 
Lead 
 
D&I Lead 
 
(with others)  

 
 
Throughout 
2021-22 

 
 
Timescales as per Trust & system  WREI 
action plan (available on request) 

 
 
Inclusion 
Council  
 
System People 
Board  

Action 3  
 
Trust Directorates each to deliver an 
action supporting the progression of 
workforce race inclusion through 
their services  
 

 
 
various 

 
 
Directorate 
AD  

 
 
Through 
2021-22 

 Directorate 
Leadership 
Team   
Trust Senior 
Leadership 
Team (SLT) 
 

Action 4  
 
Specifically target BAME staff in the 
Trust/system Reverse Mentoring 
cohort to be established from 
Autumn 2021   

 
 
various 

 
 
D&I Lead  

 
 
From 
Autumn 
2021 

  
Inclusion 
Council 
 
System People 
Board  
 

Action 5 
 
Further progress the Trust’s 4 
Inclusion Council projects, with 
specific reference/focus on race: 

 
 
Indicators  

1-9 

 
 
Project 
Leads  

 
 
Ongoing 

  
 
Inclusion 
Council 
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WRES ACTION PRIORITIES 
 2021-22 

Relates to 
WRES 
Indicator(s) 

By Who By When Comments / progress to date Where 
reported/  
monitored   

1. Inclusive recruitment (also see 
action 2) 

2. Inclusive development 
3. Preventing and Responding to 

Personal Abuse  
4. Culture of Inclusion (+ see action 1) 
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REPORT TO PUBLIC TRUST BOARD 
 Enclosure 18 

Date of Meeting: 9th September 2021 
Title of Report: Workforce Disability Equality Standard (WDES) 2021 Report 
Presented by: Shajeda Ahmed, Director of People, Workforce and Inclusion 
Author: Lesley Faux and Nicki Haywood 
Executive Lead Name: Shajeda Ahmed, Director of People, Organisational 

Development and Inclusion  
Approved by Exec ☒ 

 

Executive Summary: Purpose of report 
The purpose of this paper is to provide the annual progress update and metrics for the Workforce 
Disability Equality Standard (WDES).  This 2021 WDES Report outlines the 2021 results, what we 
have been doing to advance the WDES indicators, reviews progress with the 2019-20 WDES Action 
Plan and sets out actions for the current year.   

Approval ☐ 
Information ☒ 
Discussion ☐ 
Assurance ☒ 

Seen at: SLT         Execs    
Date: 31.08.21 

Document 
Version No. 

 

Committee Approval / Review • Quality Committee  
• Finance & Resource Committee  
• Audit Committee  
• People, Culture & Development Committee  
• Charitable Funds Committee  

 
Strategic Objectives 
(please indicate) 

 
1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through sustainable 

development  
 

Risk / legal implications: 
Risk Register Reference 

• WDES reporting forms part of the annual NHS Standard Contract (since 2019-20) 
• Our WDES report and action plan each year are published on the Trust’s website and 

data shared with NHS England and our lead commissioner at the CSU 
Resource Implications: 
 
Funding Source: 

Within existing resources 
 
N/A 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

The purpose of the WDES is to bring about change and to continuously strive towards 
providing better workplace experiences for our staff with a disability.  The WDES has been 
designed to bring about more positive inclusive experiences across NHS workforces for 
colleagues with a disability or neurodiversity   It is intended, to improve access to employment 
and promotion opportunities.  Better staff experiences translate into better services provided 
to our patients and their families. It is designed to assist the Trust in delivering our Equality 
Act and PSED obligations in respect of employees with a disability.  

Shadow ICS Alignment / Implications: All NHS Trusts are required to participate in the WDES process.  The Trust are working 
alongside the ICS to evolve WDES activity and practise at system level  

Recommendations: 1. It is recommended that the Trust Board approve this report and associated action plan 
(collated at Appendix 3).  

2. It is also recommended that Trust Senior Leaders demonstrate sustained and visible 
commitment to delivering on disabilities inclusion.  This may include:- 

a) supporting our staffs networks and getting involved in developmental 
initiatives;  

b) positively demonstrating their commitment to disabilities equality and 
inclusion; and considering what support, development opportunities and 
training should be made available to staff at all levels to support the process 
of change towards outstanding inclusion for our colleagues with disability. 

Version Name/group Date issued 
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Workforce Disability Equality Standard (WDES)  

Report 2021 

 

1.0 Introduction  

The Workforce Disability Equality Standard (WDES) Report measures the experiences within the 
workplace of our colleagues with a disability in comparison to colleagues without.   

This report provides a review of the Trust’s performance in relation to ten specific measures and 
provides an analysis of the experiences of colleagues with a disability in comparison to colleagues 
without a disability for 2020/21.   The information is acquired from recruitment, workforce, and staff 
survey data.   

This report will also highlight the progress made with regards to WDES and what our focus will be to 
ensure improvements are continued to be made within the workplace for our colleagues with 
disabilities, and ensuring the disparity gap is closed. It is essential that our colleagues who have a 
disability are supported throughout the employee life cycle.  

With around 1 in 5 people in the UK experiencing disability, building an inclusive and diverse workforce 
benefits everyone.   It is therefore essential to act upon the data from the WDES and create an 
environment where everyone can thrive.   Our aim is to be able to effectively recruit, support, retain 
and develop employees with a disability.   

The national WDES Team advise that 2020 WDES data  (report pending publication) ‘continues to show 
that that staff with a disability have poorer experiences in areas such as bullying and harassment, feel 
less valued for their contribution, and feel more pressure to attend work when feeling unwell.’ 

The purpose of this report is not only to produce an annual mandatory report, but to support creation 
of a culture of belonging and understanding and thereby improve the working experiences of our 
colleagues who have a disability.   An Action Plan will be implemented based on the findings of this 
report and can be found in Appendix 3 of this document.  

North Staffordshire Combined Healthcare NHS Trust are firmly committed to the equality, diversity 
and inclusion agenda for the benefit of all stakeholders including our patients and their families, our 
staff and our colleagues across the wider system.  Our Trust continues to tackle disparities and 
continues to promote a culture of inclusion and belonging for all members of staff, irrespective of their 
background or experiences.    
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2.0 Background to the Workforce Disability Equality Standard (WDES) Report 

The Workforce Disability Equality Standard (WDES) report was introduced in 2019 (some years after 
its counterpart report on Workforce Race Equality, ‘the WRES’).  It is a mandated and contractual data 
report which has a set of 10 metrics.  These metrics compare the responses of staff with disabilities 
with staff who do not have a disability.    This report is published annually, shared with commissioners, 
and can be viewed on the Trust’s website.   

The data for the 10 metrics has been taken from workforce and recruitment data and from the 2020 
NHS Staff Survey.  An overview of the 10 metrics can be accessed in Appendix 1 of this document and 
analysis of the data can be found in section 7 of this report.    

3.0 Why WDES matters to the Trust 

Whilst this report is a contractual requirement; the aim of this report is to improve the experiences of 
disabled staff within our Trust.  It is our goal to become an employer of choice, offering outstanding 
inclusion through our employment experiences for all, and to support and retain our staff.     

Our people are at the very heart of all that we do and we need to ensure that we evolve the culture 
of inclusion to benefit our staff, patients and families.  We are keen to gain deeper understanding, 
raise awareness and embed good practice with regards to the whole employee life cycle in relation to 
colleagues who have a disability.  Our approach to supporting our staff with a disability is to give them 
a voice and ensure they are able to participate fully in the coproduction of policies and processes that 
support staff who live with a disability.  We continue with the philosophy of “nothing about us without 
us”. 

By being an employer of choice the benefits are increased productivity, less recruitment costs and 
costs associated with sickness and absence.   Through inclusive practices, it is hoped that staff are 
treated respectfully and are valued and respected for their talents and contributions they bring.  

It is important that the Trust actively monitors performance locally, to fully understand any inequality 
or disparity that occurs and to take the necessary actions in light of the WDES findings. 

 

4.0 Disability Overview  

What is a disability? 

The Equality Act 2010 defines a person with a disability as someone who has a physical and mental 
impairment.  The impairment has a substantial and long term adverse effect on the person’s ability to 
carry out normal day to day activities.  

The definition of disability not only refers to people who may be visibly disabled, for example those 
who have mobility issues, like wheelchair users, it also includes a broad range of conditions like 
depression, diabetes, dyslexia, cancer, and so on.   People with disabilities include sensory, physical, 
mental or intellectual disabilities; they can be visible or hidden. 

Disability is one of the nine protected characteristic of the Equality Act 2010 which prohibits both 
direct and indirect disability discrimination in employment and recruitment. 
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Reasonable Adjustments 

As part of the Equality Act 2010, employers must make reasonable adjustments to support job 
applicants and employees with a disability. As stated in the Department for Work and Pensions (DWP) 
guidance: This means ensuring disabled people can overcome any substantial disadvantages they may 
have doing their jobs and progressing in work. 

An employer has a duty to make reasonable adjustments where the employer applies a practice that 
puts a person with a disability at a substantial disadvantage compared to a person without.   

Reasonable adjustments are actions taken to enable staff with a disability to participate in 
employment on the same basis as other members of staff.  

An example of a reasonable adjustment is ensuring the room layout is accessible. To be reasonable 
the adjustments must be individualised, be discussed and agreed by the employee. 

A reasonable adjustment might be an alternation to premises, a modification of equipment.  It might 
mean altering a person’s hours.   It might be providing extra supervision.  

There’s no obligation on the employer to make reasonable adjustments, unless the employer knows 
that the person is disabled.  

To qualify as disabled, a person must have a sensory, mental or physical impairment.  The impairment 
should be long term that is likely to last over a year and that impairment must have an adverse effect 
on day to day activities.  

People with cancer, HIV, MS or who are blind or partially sighted are automatically deemed to be 
disabled from day one of diagnosis.  

Different forms of disability discrimination 

There are different forms of disability discrimination, they are: -  

• Direct discrimination – this is where an employer treats a member of staff less favourably 
because she/he is disabled.  

• Indirect discrimination – this is where an employer applies a practice, which disadvantages a 
person with a disability or disadvantages people with disabilities as a group and which the 
employer cannot justify. 

• Harassment – this is where an employer engages in unwanted conduct which has the purpose 
of violating a person’s dignity or creating a humiliating, offensive, hostile or insulting 
environment for that person.   

• Victimisation – this is when for example a person is treated badly because they have brought 
a grievance or a tribunal claim and therefore suffers detrimentally as a result of this action.   

• Discrimination arising from disability – this is where an employer treats a person with a 
disability less favourable because of a matter arising in consequence of the disability and the 
employer cannot justify that treatment as a proportionate means of achieving a legitimate 
aim.  
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5.0 Background to Disability – Facts and Figures  

 

 

 

 

 

 

 

 

 

 

 

 

Disability Facts and Figures

What is a Disability?

Disabled people are almost twice as likely to be 
unemployed as non-disabled people. 

14.1 million people in 
the UK have a disability 

19% of working age 
adults are disabled 

4.4 million disabled 
people are in work

Disabled people are significantly more likely to experience 
unfair treatment at work than non-disabled people. 

Approximately 93% of disabled people 
DON’T use a wheelchair

A condition that effects an 
individual's ability to carry out 
normal day to day activities .

A mental health or physical 
condition. 

83% of disabled people 
acquire their health 

condition during working 
age 

Disabilities can be visible or 
hidden.

25% stated they would be 
uncomfortable employing or line 

managing an employee with autism 

1 in 4 black/African adults 
have a disability  

There are more disabled women than men in the UK (23% compared to 
19%) 

73% of applicants hide their 
neurodiversity 

15% of the population 
has a neuro difference 

1 in 3 people see disabled people as being less productive than non-
disabled people. 
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6.0 Key Findings Summary  

North Staffordshire Combined NHS Healthcare Trust has shown a huge commitment to its inclusion 
agenda over the past few years.   Our inclusion agenda is at the forefront of our recently launched 
People Strategy for 2020 and beyond.  Our vision is to progress our inclusion agenda to offer truly 
outstanding inclusion.  Our work on disability is still at an early, developmental stage, and we are 
working hard to establish the foundations, particularly to achieve a more long term, sustained 
approach to embedding a culture of inclusion and belonging for all of our staff.   The aim of the Trust 
is to create a culture where staff can bring their whole self to work and feel that they belong within 
our organisation and enjoy the work they undertake to better serve our patients and their families.   

The data shows that improvements have been made, but there is still some way to go, to continue to 
embed positive practices and to ensure staff with disabilities feel supported.   The table below, 
together with the infographic over page, gives an overview of how we are performing to date.   

Metric No. Metric Detail Metric 2020  Metric 2021 
Metric 1 Percentage of staff in AfC pay bands or medical and dental 

subgroups and very senior managers (including Executive Board 
members) compared with the percentage of staff in the overall 
workforce. 

4.1% 6.57% 

Metric 2 Relative likelihood of Disabled staff compared to non-disabled staff 
being appointed from shortlisting across all posts. 
 

1.06 0.85 

Metric 3 Relative likelihood of Disabled staff compared to non-disabled staff 
entering the formal capability process, as measured by entry into 
the formal capability procedure.  

0.00 0.00 

Metric 4 a)   Percentage of Disabled staff compared to non-disabled staff 
experiencing harassment, bullying or abuse from: 

i. Patients/service users, their relatives or other 
members of the public 
ii. Managers 
iii. Other colleagues 

 
b) Percentage of Disabled staff compared to non-disabled staff 

saying that the last time they experienced harassment, 
bullying or abuse at work, they or a colleague reported it. 

 
 
35% 
 
10.4% 
15.4% 
 
59.7% 

 
 
31.9% 
 
9.6% 
16.1% 
 
64.5% 

Metric 5 Percentage of Disabled staff compared to non-disabled staff 
believing that the Trust provides equal opportunities for career 
progression or promotion. 

81.7% 89.0% 

Metric 6 Percentage of Disabled staff compared to non-disabled staff saying 
that they have felt pressure from their manager to come to work, 
despite not feeling well enough to perform their duties.  

14.8% 16.2% 

Metric 7 Percentage of Disabled staff compared to non-disabled staff saying 
that they are satisfied with the extent to which their organisation 
values their work 

41.2% 50.4% 

Metric 8  Percentage of Disabled staff saying that their employer has made 
adequate adjustment(s) to enable them to carry out their work. 

87.9% 85% 

Metric 9 The staff engagement score for Disabled staff, compared to non-
disabled staff and the overall engagement score for the 
organisation. 

7.0 7.2 

Metric 10 Percentage difference between the organisation’s board voting 
membership and its overall workforce, disaggregated:-  
By voting membership of the board 
By Executive membership of the board 

 
9.1% 
14.3% 

 
8.33% 
25% 
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Key findings for North Staffordshire Combined Healthcare NHS 
Trust WDES Report

 

 

 

There were less incidents of harassment, bullying and abuse for both 
disabled and non-disabled staff from service users/patients/public.

The staff survey identified a decrease in bullying and harassment 
from managers for both disabled and non-disabled staff.

There was an increase of bullying and harassment from colleagues for 
disabled staff and a decrease in bullying for people with no disabilities. 

The number of people reporting bullying and harassment for both disabled 
and non-disabled staff has Increased slightly.

Both disabled and non-disabled staff believe their organisation provides equal 
opportunities for for career progression or promotion.  89% and 91.3% 
respectively. 

There is a slight increase in the number of people experiencing pressure from 
their manager to attend work when unwell.

The survey highligted an increase in the number of disabled and non disabled 
staff  who are satisfied with the extent work is valued by the organization. 

85% of disabled staff felt that the trust has made adequate adjustments to 
enable them to carry out their work.  This has declined since last year. 

There was an increase in the number of disabled and non disabled who felt 
engaged. 



 
 

10 
Version 16 Front Sheet 
 

7.0 WDES Data Analysis 
 
This section reviews the analyses of the 10 WDES metrics.   
 
Metric 1 
 
Percentage of staff in AfC pay-bands or medical and dental subgroups and very senior managers 
(including Executive Board members) compared with the percentage of staff in the overall 
workforce.  
 
Metric 1 reviews the workforce data within the Trust.  The graph below provides a breakdown of the 
number of staff with a disability, staff without a disability and unknown/null data.   

There are a total of 1660 staff within our Trust (bank, agency and third party not included).  There are 
109 (6.57%) staff with a disability, 1185 (71.39%) staff without a disability and there are 366 (22%) 
where it is not known if staff have a disability. 

 

 

Since 2019, there has been an increase in the number of staff with a disability, 37 staff with a disability 
in 2019, 68 staff with a disability in 2020 and 109 staff for 2021.   There is also an increase in the 
number of non-disabled staff within the total workforce.  The trend for those members of staff where 
it is unknown if they have a disability is decreasing. 

Of the 109 staff who identify with a disability, 84 staff with a disability are clinical staff, of which 3 are 
medical and dental staff (consultants and non-consultants) and 25 are non-clinical of which 1 is band 
8c to 9 and VSM.  

The charts over page provide a breakdown of staff who have a disability for non-clinical staff and 
clinical staff for each of the respective clusters.   
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The vast majority of non-clinical staff with a disability tend to fall within Cluster 1 (Bands 1-4) 

 

The majority of clinical staff with a disability tend to fall within Cluster 2 (Bands 5-7).   

What are we doing to improve this metric? 

In 2020 there was a targeted campaign to encourage colleagues within the Trust to update their 
personal details on ESR.  We have seen a decrease in the number of staff unknown or null on the ESR 
system.      

It is our intention to run another targeted campaign during 2021, to encourage colleagues to update 
the ESR system.  We hope to further improve on our communication and reach, by providing clear 
explanations as to the reasons we are asking for this information and why it’s important for colleagues 
to update their ESR.  In addition to this and to further support this campaign, we will continue to raise 
awareness of disabilities across the Trust.       
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We have a new disability network lead for our Combined Ability Network (CAN) who is keen to engage 
with colleagues across the trust and further engage on how we can improve the experiences of our 
colleagues with a disability.  

Work is also continuing on our values-based recruitment campaign and we hope that we can further 
reach a wider talent pool who identify with a protected characteristic, including disability.   With 
specific campaigns to recruit to senior positions.   

We are also promoting externally flexible working opportunities through specific flexible working 
recruitment campaign and we are also looking to continue to support agile working for our existing 
staff across the Trust, which will be assessed on individuals’ preferences and needs.  
 
Metric 2 
 
Relative likelihood of non-disabled staff compared to Disabled staff being appointed from 
shortlisting across all posts. 

 

Of the 7677 applications received, 457 applicants (5.9%) were from applicants with a disability, 7111 
applications (92.7%) were received from applicants without a disability and 109 applicants (1.4%) were 
received from applicants that did not wish to disclose whether they had a disability.  

A total of 1823 applicants were shortlisted, of those 1823 applicants, 104 (5.7%) of applicants with a 
disability were shortlisted, 1691 (92.8%) of non-disabled applicants were shortlisted and 28 (1.5%) 
status was not known.   

There were a total of 407 positions offered.  Of those 407 positions offered, 27 were applicants with 
a disability, 371 offered positions were for non-disabled staff and 9 whose status was not known were 
offered positions.  

What are we doing to improve this metric? 

As part of one of the inclusion council projects, the Trust’s recruitment team launched the values 
based and inclusive focus group in May 2021.  The purpose of the group is to improve the recruitment 
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process and recruitment experience for both our applicants and recruiting managers.   The areas of 
focus for this group will be advertising, attraction and promotion, selection processes and assessment 
and feedback.   Our Recruitment team have invited all interested parties to be involved in this focus 
group.   

The Trust are working closely with EDI leads across the ICS system on recruitment and workforce 
planning initiatives. 

The Trust is currently recognised as a Disability Confident Employer – Level 2 (see Appendix 4 for the 
criteria).  The Trust is currently exploring the option to upgrade to Level 3 – Disability Confident 
Leader over the next 1-2 years.  To achieve this top level, it will require the Trust to lead the way and 
provide the vision for other organisations to follow.   Our newly recruited Disability Network Lead is 
keen to engage staff network members on how we can move forward from Disability Confident 
Employer to Disability Confident Leader.  

 
Metric 3 
 
Relative likelihood of Disabled staff compared to non-disabled staff entering the formal 
capability process, as measured by entry into the formal capability procedure.  
 

There were a total of 11 staff entering the formal capability process over a rolling two year period, 
none of which were staff with a disability, see table below.   

 

Status Disability Date commenced (MMM-YY) 

Closed None stated Oct-19 
Closed None stated Jul-19 
Closed None stated Apr-19 
Closed None stated Aug-20 
Closed None stated Aug-19 
Closed None stated Oct-20 
Open None stated Dec-20 
Open None stated Oct-20 
Open None declared Dec-20 
Open None declared Mar-21 
open None declared Nov-20 

 
 
The data identifies that for the past rolling two years, staff with a disability within the trust are 0.00 
times less likely to enter into a formal capability process.  

 
What are we doing to maintain/ improve this metric? 
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Whilst it is encouraging that no staff with a disability are entering into a formal capability procedure, 
there are still some unknowns.  With this in mind our HR colleagues have been reviewing the trust’s 
grievance and disciplinary procedures.  Our HR colleagues have shared with all staff via a 
communication their commitment to continually work towards improving our people practices for all 
of our staff.  HR colleagues within the Trust are also working on ensuring that their focus is to improve 
on our investigation process and the disciplinary policy and procedures, to align to restorative ‘Just 
Culture’ principles and in line with the NHS’s collective goal of a fair and compassionate culture as 
defined in the People plan & Our People Promise and in response to the NHSE/I recommendations 
May 2019.  
 
Metric 4a 
 
 
Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or abuse from:  
 
i.  Patients/Service users, their relatives or other members of the public  
 

 

 
There has been a reduction in the number of staff saying they have experienced harassment, bullying 
and abuse from patients/services users and the public.  In 2020 31.9% of staff with a disability reported 
harassment, bullying and abuse from patients/services users and the public, in comparison to 35% in 
the previous year, which is a 3.1% reduction.  The data suggests that colleagues with a disability were 
more likely to be harassed, bullied or abused, than their colleagues without a disability 26.1%.  These 
figures are slightly above the benchmark average and further work needs to be prioritised to tackle 
these incidents.  
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ii.  Managers  

 

 

In 2020/21 9.6% of staff with disabilities experienced harassment, bullying and abuse from managers, 
compared with 7.5% of non-disabled staff.  The proportion of staff with a disability experiencing 
harassment, bullying or abuse was lower in 2020/21, but still 2.1% higher than their colleagues 
without, but well below the benchmark average at 15.2% of colleagues with a disability across the 
wider system experiencing harassment, bullying or abuse from managers.  

iii.  Other colleagues  

 

  
  

This metric indicates that there is an 8.8% difference between disabled and non-disabled staff stating 
that they have been bullied, by their colleagues.   In 2020/21 16.1% of staff with a disability compared 
with 7.3% of colleagues without a disability reported harassment, bullying and abuse from other 
colleagues.  Whilst this remains well below the benchmark average, this is an area that needs further 
work and improvement.   
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from colleagues for disabled staff and a 
decrease for people with non-
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The gap between disabled and non-
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What are we doing to improve this metric? 

The Trust continues to commit to build on an inclusive and supportive culture across the whole of the 
Trust.  We have been hosting a series of listening in action events to listen to experiences of staff and 
explore ways of making our working environments more inclusive.   

It is our intention through our Freedom to Speak Up (FTSU) process to work closely with our guardians 
to further support our colleagues across the Trust and continue to work on eliminating cases of 
harassment, bullying and abuse for disabled colleagues and all other staff across the Trust.  It is also 
our intention to also compare WDES data set with data emerging from FTSU process 

The Trust also has initiated as part of one of our Inclusion Council projects and colleagues in acute 
care, an In-patient task and finish group addressing racist and personal abuse.  The purpose of this 
task and finish group is to address, prevent, and respond to personal and racist abuse of staff (Trust-
wide). 
 
As part of our partnership working across the system, we have also recently hosted a series of summer 
masterclasses, of which one of our masterclasses focused on unconscious bias and micro-aggressions. 
Whilst this masterclass was mostly aligned with race, examples were used for other protected 
characteristics too.  
 
Metric 4b 

Percentage of Disabled staff compared to non-disabled staff saying that the last time they 
experienced harassment, bullying or abuse at work, they or a colleague reported it  
 

 

 
66.0% of non-disabled staff were more likely to report bullying and harassment incidents, compared 
with 64.5% of staff with a disability.  The data shows a difference of 1.5% between disabled and non-
disabled colleagues.   The data shows an improvement on 2019 as only 59.7% of staff with a disability 
reported incidents of bullying and harassment, although in 2018 more staff with a disability were more 
likely to report instances of bullying and harassment in comparison to their colleagues without.  
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What are we doing to improve this metric? 
 
We are continually striving to improve the culture of inclusion within the Trust.  Our staff engagement 
survey reflects that levels of engagement are improving year on year.   We have hosted and continue 
to host a number of Listening in Action events, Freedom to Speak up events and also improving 
engagement by providing a supportive space via our Trust Schwartz Round and Learning Lessons 
events.  
 
Metric 5 
 
Percentage of Disabled staff compared to non-disabled staff believing that the Trust 
provides equal opportunities for career progression or promotion.  
 

 

The data shows that 89% of staff with a disability believe that their organisation provides equal 
opportunities for career progression or promotion, in comparison to 91.3% of non-disabled staff.  This 
metric reports a 2.3% difference between colleagues with a disability and colleagues without.   

The trend for our trust has improved year on year and it is encouraging and worth noting that whilst 
work remains to close the gap, it is much improved in comparison to last year and much better than 
the benchmark average.  

 
What are we doing to improve this metric? 
 
The Trust’s recruitment team are continuing to improve on the recruitment process and recruitment 
experience for both our applicants and recruiting managers.   This work is supported by our inclusion 
council and colleagues who have a vested interest in improving these outcomes.   

This year we have also introduced 4 Expert by Experience paid permanent roles for people with a 
learning disability. 
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Metric 6 
 
Percentage of Disabled staff compared to non-disabled staff saying that they have felt 
pressure from their manager to come to work, despite not feeling well enough to perform 
their duties.  
 
 

 

 

16.2% of staff with disabilities were feeling pressured to come into work by their managers when 
feeling unwell in comparison to 15.5% of non-disabled staff.  This is a 0.7% percentage difference.  
However, while a slight disparity is evident, the percentages are positive in comparison to the 
benchmarking results which report 24.1% of staff with a disability in comparison to 16.6% of non-
disabled staff.  A 7.5% difference.  We are confident that we are heading in the right direction.  

 
What are we doing to improve this metric? 
 
There is a continued focus on the health and wellbeing of our staff.  Most recently our HR team and 
OD colleagues, along with the Combined Ability Network are implementing and piloting a health 
passport.   This will be a useful and supportive tool for managers to help and support their staff and 
gain further understanding.   
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Metric 7 

Percentage of Disabled staff compared to non-disabled staff saying that they are satisfied 
with the extent to which their organisation values their work.  
 
 

 

 

There is a positive trend with regards to staff with disabilities who are satisfied with the extent work 
is valued by the organisation.  The trend has increased year on year from 37.8% in 2018, 41.2% in 2019 
to 50.4% in 2020.  

Whilst the data highlights that staff with disabilities are satisfied with the extent to which their work 
is valued by the organisation, it is still less than their non-disabled colleagues.  However, it is 
encouraging to see the gap closing between the two data sets.    

It is also encouraging to see that the trust data is above the national average.  

 

What are we doing to improve this metric? 

Work continues through the inclusion council to drive the inequality agenda forward and further work 
continues to embed our Combined Ability Network group to help continue to drive positive change 
forward.   Listening in Action events will continue to help to drive engagement and support for all 
people across the Trust.   
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Metric 8 

Percentage of Disabled staff saying that their employer has made adequate adjustment(s) 
to enable them to carry out their work.  
 
 

 

 

In comparison to 2019, less staff in 2020 felt that adequate adjustments were made for staff with a 
long term conditions.       

 

What are we doing to improve this metric? 

Whilst this metric is disappointing, work is being carried out by our HR/OD colleagues to reverse the 
trend.  

Our HR team have completed the first draft of the Supporting Attendance at Work Policy to support 
reasonable adjustments for staff with a disability or long term condition.  Further guidance has been 
provided on Equality Act and Reasonable adjustments within this policy, with supporting guidance for 
managers.  An NHS Health passport and guidance for managers is currently being trialled through the 
Combined Ability Network (CAN) who are already giving positive feedback. 
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Metric 9 – Engagement  

a) The staff engagement score for disabled staff, compared to non-disabled staff.  
 

  

The staff engagement score has increased for both disabled and non-disabled staff.  

 

b) Has your Trust taken action to facilitate the voices of Disabled staff in your organisation to be 
heard? (Yes) or (No)  

 
Our Trust introduced our Staff Disability Network in December 2020 to represent our colleagues with 
a disability.   Our staff disability and neurodiversity network is instrumental to improving the 
experiences of our colleagues with a disability within the workplace.   Despite a really challenging year, 
our engagement trend reflects that the Trust is creating a more engaging culture for our colleagues 
who have a disability and colleagues without.   

Our Listening in Action (LiA) and Learning Lessons events are always interested in hearing the voices 
of our staff from all backgrounds and roles.  These events are held regularly, particularly our Schwartz 
Rounds and staff have a range of avenues in which they can raise a concern, though our Freedom to 
Speak up process.  
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Metric 10 

Percentage difference between the organisation’s Board voting membership and its organisation’s 
overall workforce  

 

Boards are expected to be broadly representative of their workforce.  At Combined Healthcare, 
currently there is two Board members with a disclosed disability.  These individuals are members of 
the executive team, of which one of them has voting rights on the board.  

 

As at 31st March 2021 

 Disabled Non-Disabled Not Known TOTAL 
No. of Board 
Members* 

2 12 0 14 

Of which: - 
Voting Board 
Members* 

1 11 0 12 

Non-Voting 
Board Members 

1 1 0 2 

Exec Members* 2 
 

6 0 8 

Non-Exec 
Members 

0 6 0 6 
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8.0 WDES Summary of Progress to Date  

• Our first staff disability network group was launched virtually during December 2020, on 
International Day of People with Disabilities.  The Trust has hosted four meetings to date.   
Most recently we have taken steps to combine our Neuro-diverse Staff Network Group with 
our Disability Network Staff Group. 

• We have recruited our Staff Network Lead for our Disability Network Staff Group (Combined 
Ability Network Group).  

• Through our communications team, we have encouraged staff with a disability to update ESR 
(if they haven’t already done so) with their personal details.  

• During the Covid-19 pandemic there has been an increased focus on the wellbeing of all staff.   
Risk Assessments were carried out for both colleagues from a BAME background and 
colleagues who live with long term conditions.   

• The Trust also has initiated projects such as an In-patient task and finish group addressing 
racist and personal abuse.   

• As part of system working, our leaders within our Trust were invited to a series of inclusion 
school events, including summer masterclasses, focussing on topics such as Allyship, 
Unconscious bias, True Self and Imposter Syndrome.  Disability-related examples were 
referred to (alongside examples relating to other protected characteristics) throughout these 
sessions.   

• We are reviewing our supporting attendance at work policy to incorporate and reference 
‘reasonable adjustments’ to better guide managers.   

• The Trust HR team have introduced a Health Passport, which will be piloted by members of 
our staff network group.  

• The Trust has hosted a number of Listening in Action (LiA) and Learning Lessons events.  On 
one of the Schwartz sessions, a colleague with a Learning Disability shared their experience.  

• Our HR and OD team, along with the Disability group network are further working on policies 
such as recruitment and sickness absence and agile working policy to further benefit 
colleagues with a disability.  

• Introduced learning disability champions within the trust and the Trust has recruited learning 
disability peer workers.   We continue to develop our processes to ensure our colleagues are 
well supported. 

• The community learning disabilities teams also introduced 4 new Expert by Experience roles 
through 2020-21.  These new permanent paid roles are specifically to be held by people with 
a learning disability.   

• We continue to work collaboratively across our ICS system, sharing our knowledge and 
support to benefit our wider pool of people across the system.  

• Progress on the 2020-21 action plan is contained in Appendix 2 of this report.  
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9.0 Conclusion  

Our latest findings show that we have made improvements with regards to the experiences of staff 
with disabilities as Identified through the WDES data analysis, particularly around staff engagement, 
feeling valued and equal opportunities.  

It is encouraging to see from the data that there are some positive improvements for our staff who 
identify with a disability.  It is clearly evident from the report that whilst difference remain between 
our colleagues who have a disability and staff who don’t, the gaps are closing in some areas, however 
there are still inequalities that need to be tackled and addressed.   

Our identified areas for improvement are to review the process for adequate adjustments for staff 
with a long term condition or illness.  Review the experiences of those colleagues experiencing 
harassment, bullying or abuse from other colleagues.  We would also encourage board level members 
to consider updating their disability status in ESR.   

The Trust has made a positive start to improving those disparities and the hard work has begun, but 
the Trust recognises and will continue to further prioritise and improve the experiences of those staff 
with a disability.   

 

10.0 Recommendations 

• Review policies and procedures to ensure that support is provided to all members of staff who 
have a disability at all stages of the employee life cycle. 

• Continue to build up on the foundations that are in place to support staff who have a disability.  
• Executive sponsor and colleagues to drive the disability agenda forward, to make the Trust an 

outstanding place to work for people with a disability.  
• Review action plan and ensure that actions are reviewed regularly and co-productively with 

the disability staff network group.  

 

It is further recommended that:- 

1. The People and Culture Development Committee approve this report and associated action 
plan (collated at Appendix 3).  

2. Trust Senior Leaders demonstrate sustained and visible commitment to delivering on 
disabilities inclusion.  This may include:- 

a. supporting our staffs networks and getting involved in developmental initiatives;  

b. positively demonstrating their commitment to disabilities equality and inclusion; and 
considering what support, development opportunities and training should be made 
available to staff at all levels to support the process of change towards outstanding 
inclusion for our colleagues with disability. 

 

END 
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Appendix 1 – WDES Metrics 

Metric 1 Percentage of staff in AfC pay-bands or medical and dental subgroups and very senior 
managers (including Executive Board members) compared with the percentage of staff 
in the overall workforce.  
 

Metric 2 
 

Relative likelihood of non-disabled staff compared to Disabled staff being appointed 
from shortlisting across all posts. 

i) This refers to both external and internal posts 
ii) If your trust implements a guaranteed interview scheme, the data may not be 
comparable with organisations that do not operate such a scheme. This 
information will be collected on the WDES online reporting form to ensure 
comparability between organisations. 

Metric 3 
 

Relative likelihood of Disabled staff compared to non-disabled staff entering the formal 
capability process, as measured by entry into the formal capability procedure.  
 

Metric 4 
 

a) Percentage of Disabled staff compared to non-disabled staff experiencing harassment, 
bullying or abuse from:  
 
i. Patients/Service users, their relatives or other members of the public  
ii. Managers  
iii. Other colleagues  
 
b) Percentage of Disabled staff compared to non-disabled staff saying that the last time 
they experienced harassment, bullying or abuse at work, they or a colleague reported it  
 

Metric 5 
 

Percentage of Disabled staff compared to non-disabled staff believing that the Trust 
provides equal opportunities for career progression or promotion.  
 

Metric 6 
 

Percentage of Disabled staff compared to non-disabled staff saying that they have felt 
pressure from their manager to come to work, despite not feeling well enough to 
perform their duties.  
 

Metric 7 
 

Percentage of Disabled staff compared to non-disabled staff saying that they are satisfied 
with the extent to which their organisation values their work.  
 

Metric 8 
 

Percentage of Disabled staff saying that their employer has made adequate 
adjustment(s) to enable them to carry out their work.  
 

Metric 9 
 

a)  The staff engagement score for Disabled staff, compared to non-disabled staff.  
b) Has your Trust taken action to facilitate the voices of Disabled staff in your 

organisation to be heard? (Yes) or (No)  
 

Metric 10 
 

Percentage difference between the organisation’s Board voting membership and its 
organisation’s overall workforce, disaggregated:  
 
•   By voting membership of the Board.  
•   By Executive membership of the Board.  

Source: https://www.england.nhs.uk/wp-content/uploads/2019/01/wdes-2021-metrics.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/01/wdes-2021-metrics.pdf
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Appendix 2: Progress with NSCHT WDES Action Plan 2020-21  

Action 
No 

Action Detail Key Measurable Target Who is responsible Progress update 

1.1 Continue to focus on improving 
disability declaration rates to give 
greater validity and understanding of 
our workforce data in relation to 
disability through a campaign inviting 
all staff to review their personal 
equality data. 
 

• Reduce ‘Unknown’/ ’Null’ rate 
from 15% or less by 31/3/21 

• D&I lead with WFBPs 
and WF Info Team.  
Supported by 
Directorate & Service 
Managers 

• Further progress made (from 4% to 
6.5%)  

• A further campaign is required to 
encourage staff to update ESR 
records with personal equality data 
in 2021-22 
 

1.2 The Trust should monitor 
appointments to band 8a+ roles and 
raise leadership awareness about the 
apparent lack of opportunity for 
people with a disability at this level in 
order to instigate change.  Consider 
positive action approaches.    

• Report quarterly on no of 
disabled 
applicants/shortlisted/appointed 
for all Band 8a + roles 

• Review positive action statement 
on NHS jobs adverts 

• Include specific positive action 
statement on disability in all Band 
8a + adverts 

• Recruitment Lead to 
PCD & Directorates 

 
• Rect. Lead with D&I 

lead 
• Rect. lead with D&I 

lead 
 

• Retrospective review of data for 8a 
roles to be carried out for 2020-21 

• Further work is being undertaken 
on encouragement of applicants 
from a diverse population, with 
targeted campaigns.  

 

1.3 To develop as an employer of choice 
for people with a disability through 
development of our performance 
against the Disability Confident 
standard, including the development 
of role models through our 
recruitment literature and social 
media. 

• Task & finish group established to 
progress Disability Confident 
Standard and the deal and 
sharing of role models with a 
disability 

• Minimum 4 role models shared 
by end March 2020 – completed 

• D&I Lead with 
Associate Director.  
HR to establish Task 
& Finish Group 
including staff side 
report by end 
October 2020 

• Action ongoing via Combined 
Ability Network – plan to progress 
key elements to be agreed by CAN 
in Autumn 2021 
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Action 
No 

Action Detail Key Measurable Target Who is responsible Progress 

2.1 Invite staff with a disability to review 
our recruitment and selection 
processes to identify and address 
barriers faced by people with a 
disability and parts of the process, 
including potential for bias (conscious 
and unconscious) to influence decision 
making. 
 

• Feedback received from staff with 
a disability during met and 
selection 

• Inclusive Recruitment 
Project group and 
lead (Recruitment 
Lead) 

• CAN invited to participate in 
discussions around development of 
Trust policy on Improving and 
Supporting Attendance at Work and 
Health Passport during 2021.  

• The recruitment team are currently 
hosting focus groups on improving 
and developing more values based 
and inclusive recruitment practices. 

• Recruitment team attending the 
CAN Staff Network to gather their 
views and inputs.  

 
2.2 Continue to roll-out Inclusion and 

Unconscious Bias training to all Trust 
managers, and make reference within 
this to recruiting people with 
disabilities. 

• Monthly Inclusion and 
Unconscious Bias process 
delivered to March 2020.  
Mandatory attendance by Trust 
managers and leaders 

• Explore e-learning options for 
continued roll-out 

• D&I lead with support 
trainers from across 
the Trust 

• Ongoing throughout 2020-21 via 
online learning  

• Unconscious Bias development 
included within Inclusion School 
Summer Masterclass series  

2.3 Introduce a new training programme 
on unconscious bias in recruitment, 
including focus on disabilities. 

• New programme developed and 
piloted by end Dec 2019 

• Recruitment lead Complete and ongoing  
• Pilot session delivered  
• Being mainstreamed from 2021  

3.1 Continue to apply inclusive leadership 
in managing capability (poor 
performance) cases 

• Demonstrable inclusive practise in 
managing capabilities cases in line 
with Trust policies and Trust values 

• WF Team • Ongoing 
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Action 
No 

Action Detail Key Measurable Target Who is responsible Progress 

4.1 To continue to develop a culture of 
inclusion and zero tolerance of 
harassment, bullying and abuse of NHS 
workers through the work of our 
Inclusion Council, including a specific 
focus on visible and non-visible 
disabilities. 

• Extend recruit of incidents project 
group and culture of inclusion 
project group to include disability 
(including visible and non-visible 
disabilities) 

• Inclusion Council • Much demonstrable action on 
inclusion throughout 2020-21, as 
reported to Inclusion Council and 
PCDC 

4.2 To continue to promote reporting of all 
incidents of harassment, bullying or 
abuse at work by all staff via the Trust’s 
Ulysses incident reporting system and 
via the appropriate HR procedures. 

• Trust D & I trainers 
• Inclusion & Unconscious Bias 

training and Incident Reporting 
Training state implications of 
reporting incidents and examples 

• Relevant Trainer Complete and mainstreamed: Ongoing 
• Frazer MacDonald, Health and 

Safety Adviser 

5.1 Continue to develop a culture of 
inclusion through the work of our 
Inclusion Council, Trust Directorates, 
Workforce Team and Diversity and 
Inclusion Lead. 
 

• High visibility on inclusion in Trust 
communications with specific focus 
on disability 

• Trust Board Members 
• D & I Lead 
• Associate Director of 

Comms 

• Much demonstrable action on 
inclusion throughout 2020-21, as 
reported to Inclusion Council and 
PCDC 

6.1 In addition to the ongoing development 
of our Neurodiversity Staff Network, 
establish a new Disability Staff Network 
with a chair with a direct link to the 
Senior Management 

• Disability Staff Network established 
as a safe place for disabled 
employees to share concerns by 
end Jan 2020.   

• Identify Board member to act as 
Disability Champion and to be 
Board link to Disability Staff 
Network Chair 

• Director of W/force 
and Inclusion with D&I 
Lead 

• Disability Champion 
identified Sept 2019 
(Director of Nursing & 
Quality) 

• Kenny Laing = Exec Sponsor for 
disability since 2020 

• Trust Disability Network Launched 
December 2020 

• Merged with Neurodiversity Network 
March 2021 

• Renamed Combined Ability Network 
July 2021 
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Action 
No 

Action Detail Key Measurable Target Who is responsible Progress 

7.1 Empower the proposed Disability Staff 
Network and the existing Neurodiversity 
Staff Network to develop experience 
and engagement for people with 
disabilities across the Trust. 
 

• Disability Network Chair and 
Neurodiversity Network Chair have 
met with Board Champion on two 
occasions by end March 2020 to 
discuss environment of the group 
and allocated potential time to 
deliver on this 

• Disabilities Staff 
Network Chair and 
Neurodiversity Staff 
Network Chair with 
relevant link Board 
Member  

• Regular network meetings taking 
place  

• protected time for attendance in 
place 

• proposal to provide greater support to 
network chairs pending for 2021-22 

8.1 HR to continue to follow up reasonable 
adjustments made with individuals to 
review adequacy and effectiveness 
post-implementation.  Seek feedback 
about reasonable adjustment process, 
particularly including from people who 
declared a disability in the Staff Survey 
but are not identified as having a 
disability in ESR. 

• Each reasonable adjustments case 
reviewed for adequacy and 
effectiveness on implementation 

• Feedback gained on reasonable 
adjustments process  

• Associate Director of 
Workforce with HR 
Team 

• Ongoing via HR Team  

9.1 In addition to introduction of new 
disability staff network, engage in 
direct communication with disabled 
staff in writing via e mail feedback 
requests/letter to remind individuals 
plus Newsround, CEO Blog etc. to 
reach staff with disabilities who have 
not disclosed/reported their disability 
 
 

• Evidence of direct and indirect 
with staff with disabilities 

• CEO and Exec team 
• D & I lead 
• Comms team 
• HR team 

• Taking place via Disability & 
Neurodiversity / CAN Network since 
December 2020 
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Action 
No 

Action Detail Key Measurable Target Who is responsible Progress 

9.2 Disabilities Staff Network and 
Neurodiversity Staff Network to hold a 
focus group on employee experience 

• Focus group (s) held before 31 
March 2020 

• Staff Network Chairs 
with D & I Lead 

• Ongoing as part of CAN Network  
meetings – see meeting notes  

10.1 As per action points 6.1 and 7.1, 
identified Board Executive Sponsor to 
champion disability matters with their 
board colleagues.  Develop the role of 
the chairs of the Disability Staff 
Network and the Neurodiversity Staff 
Network to liaise with this individual. 

• As per 6.1 and 7.1 • As per 6.1 and 7.1 • Kenny Lain = Exec sponsor for 
disability and neurodiversity  

• Need to further develop links with 
the CAN Network and seek to raise 
profile of disability and 
neurodiversity across the Trust  

10.2 Expressly seek participation in the 
next round of Reverse Mentoring by 
colleagues with disabilities to help 
inform and educate senior leaders 
with regard to the varied impacts of 
disability on individuals.     

• 4 or more staff with disabilities to 
take on role as reverse mentor in 2nd 
cohort of Trust RM.  To include 
visible / non-visible disability / 
intersectionality  

• D & I Lead RM cohort 2 now planned for 2020-21 
 

10.3 Consider positive action statement 
seeking a non-executive director with 
lived-experience of disability as part of 
the NED recruitment process, when 
this next arises  

• Visible statement  
• Evidence of impact of statement 

(applications from people with 
disability) 

• Trust Board Secretary  
With Recruitment 
Lead 

• When NED recruitment opportunity 
arises 

Continued/  
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Supplementary Actions 
Action 
No 

Action Detail Key Measurable Target Who is responsible Where monitored 

Supp 
Action 

i. Identify and train at least one physical, 
one sensory and one mental health or 
neuro diversity FTSU Champions 

• 3 FTSU Champions trained and 
commenced  

FTSU Guardian with 
support of D&I Lead 

• No FTSU with physical disability 
identified   

• Neurodiversity represented 
• Mental (ill) Health lived 

experience represented  
Supp 
Action 

ii. Engage with a local group representing 
people with disabilities such as Disability 
Solutions to provide critical friend 
support and challenge on our action 
plans 

• Further effort to establish a link 
with a critical friend 
organisation identified and 
engaged with, with a minimum 
of 2 detailed exchanges by end 
March 2021.   

D&I Lead • Engagement not yet 
established, despite outreach 
attempts.  May be related to 
pandemic working 
arrangements.  Try again or 
seek alternative partnership(s) 
on disability.   

• The Trust has established links 
with dDeaflinks and Deaf Vibe.  

Supp 
Action 

iii. Engage with staff side organisations and 
our Patient Experience lead and 
Volunteer Coordinator to provide 
further support and challenge on our 
action plans 

• Engagement and involvement 
undertaken and feedback 
received with regard to plans 
and progress 

D&I Lead • Patient Experience Lead / 
Volunteer Coordinator now an 
Inclusion Council member 

Supp 
Action 

iv. Ensure the voice of our disabled staff is 
heard loud and clear throughout 
development and delivery  against the 
WDES 

• Multiple opportunities taken 
and evidenced to hear voice of 
staff with disabilities and 
evident in outcomes  

D&I Lead • Some progress made through 
2020-21 

• Continue to progress and 
enhance this through 2021-22 
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Appendix 4 - WDES Action Plan – Focus Action Points - 2021-2022 

Action 
No. 

Action  Person 
responsible  

Date by Governance / 
Where 
monitored  

1 Continue to encourage and monitor staff disability declaration rates on ESR system.   
Targeted communications of encouragement to be shared, along with an explanation of the reasons why 
we are asking for people to update their personal details. 
 

Head of EDI 
Comms Team 
Workforce 
Data Team 

Ongoing for 
2021/22 

HR Quarterly 
reporting  
 
PCDC 

2 a. The Trust visibly demonstrates its commitment to being an inclusive employer of people with 
disabilities and that it is seeking to further improve its recruitment and selection to ensure reach to 
disabled applicants.   

 
a. The recruitment team seek the views of our Disability Network Group on changes to recruitment 

policy, process and practise.  
 
b. Delivery of the Inclusive Recruitment project (overseen by Inclusion Council) and progressive extension 

of the role of Inclusive Recruitment Guardians.   
 
c. including Trust & system Workforce Race, Equality and Inclusion (WREI) ‘High Impact’ Action Plan on 

Recruitment actions 

Recruitment 
Lead 

Ongoing 
 
 
 
 
 
 
 
 
 
Target dates 
outlined in 
WREI plan 

PCDC 
& 
System People 
Board  

3 Review reasonable adjustments policy in line with the Supporting Attendance at Work Policy.  Continue to 
work on the draft policy with the Combined Ability Network Group (CAN). 
 
Good practise example:  
How can we support flexible working?  Tell us in our new survey 
https://www.smartsurvey.co.uk/s/24L7DU/  
 
The People (HR) team seek the views of our Disability Network Group on changes to relevant policy, 
process and practise linked to health, wellbeing, attendance, adjustments and support.    

People Team 
(HR) with CAN  

By end March 
2022 

Inclusion 
Council via 
CAN Network 
feedback 

https://www.smartsurvey.co.uk/s/24L7DU/
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4 Explore the next steps of being a Disability Confident Leader by completing the Disability Confident Leader 
self-assessment.  See Appendix 3 for the criteria to achieve to become a Disability Confident Leader.   
Key elements to be worked into a time-related action plan for the Network.  
 

CAN Network 
Lead 

Throughout 
2021-22 

Inclusion 
council 

5 Continue to develop the Trust and wider system culture of inclusion to increase the inclusion awareness 
and inclusive behaviours of staff at all levels, and importantly those in leadership positions  
 
a. Disability and neurodiversity Inclusion built-in to the design of all Trust/ system leadership 

programmes 
 

b. Delivery of wider Trust and system roll-out of Comfortable Being Uncomfortable with Race and 
Difference programme (including focus on neurodiversity) 

 
c. Delivery of Autumn Inclusion School (20 October), including a focus on disability and neurodiversity 
 
d. Trust / system Disability event to mark International Day of Persons with Disability (4 December) 
 
e. Regular awareness raising communications on disability and neurodiversity matters through Trust 

internal and external communications and social media 
 
f. Consideration of a Trust/ system conference or leadership event including a focus on disability and 

neurodiversity  
 

Director of 
People, OD & 
Inclusion with 
D&I Lead  

Throughout 
2021-22 

Inclusion 
Council  

6 Progress the Trust’s 4 Inclusion Council projects, with specific reference/focus on disability and 
neurodiversity:_ 

1. Inclusive recruitment (also see action 2) 
2. Inclusive development 
3. Preventing and Responding to Personal Abuse  
4. Culture of Inclusion (also see action 5) 

Project Leads  Ongoing Inclusion 
Council into 
PCDC 
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7.  Specifically target staff with a disability in the Trust/system Reverse Mentoring cohort to be established 
from Autumn 2021   
 

D&I Lead Autumn 2021 Inclusion 
Council 

8.   Subject to funding being identified, progress with the Trust’s proposal to introduce the AccessAble 
programme, supporting enhancement of the Trust’s premises to the benefit of both service users, carers 
and staff with a disability. 
 

Estates Lead Subject to 
funding 

TBC 

9.  Progress the Trust’s Observe and Act programme, assessing Trust services for accessibility and inclusion to 
people with disability, be they service users, carers or staff members.  
 

Patient 
Experience 
Lead/team 

Through 
second half of 
2021-22 

Inclusion 
council. 
 
Service User & 
Carer Council 
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Disability Confident Committed – Level 1 
 
Disability Confident commitments –  
 

• Inclusive and accessible recruitment 
• Communicating vacancies 
• Offering an interview to disabled people 
• Providing reasonable adjustments 
• Supporting existing employees 

 

 
Disability  Confident Employer - Level 2 
 
Disability Confident Employer –  
 
Getting the right People in your business:-  
 

• Providing work experience or work trials. 
• Providing paid employment (permanent or 

fixed term). 
• Providing apprenticeships or traineeships 
• Providing paid internships or support 

internships (or both). 
• Advertising vacancies and other opportunities 

through organisations and media aimed 
particularly at disabled people. 
 

Keeping and Developing your People 
 

• Promoting a culture of being Disability 
Confident. 

• Supporting employees to manage their 
disabilities or health conditions. 

• Ensuring there are no barriers to the 
development and progression of disabled staff. 

• Ensuring managers are aware of how they can 
support staff who are sick or absent from work. 

• Valuing and listening to feedback from disabled 
staff. 
Reviewing this Disability Confident employer 
self-assessment regularly. (At least  annually) 

 
Disability Confident Leader - Level 3 
 
Disability Confident leadership may include: 
 

• Encouraging other employers in your supply 
chain 

• Using social media to promote and share good 
practice on Disability Confident, such as 
LinkedIn, Twitter, Facebook, blogs and business 
newsletters 

• Networking with other employers in your 
industry, through business clubs, local 
networks, business events and so on 

• Being a mentor, coach, buddy or providing peer 
support to others 

• Engaging with other local employers to share 
good practice 

• Celebrating success, for example being 
nominated for or the winner of a recognised 
award 

• Being nominated for and/or winning local, 
regional and national awards for the 
employment of disabled people 

• Sponsoring or hosting Disability Confident 
inspired events 

• Providing validation of self-assessment to other 
employers 

• Using contracting to drive positive change, with 
supply chain providers encourages to become 
Disability Confident 

  
                                                                                  Continued/ 

Our current level of 
attainment 

Our ambition to 
achieve this level over 

the next 1-2 years APPENDIX 4 – Disability Confident Levels of Practise 
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Disability Confident commitments –  
 

• Inclusive and accessible recruitment 
• Communicating vacancies 
• Offering an interview to disabled people 
• Providing reasonable adjustments 
• Supporting existing employees 

 

Disability Confident Employer –  
 
Getting the right People in your business:-  

• Providing work experience or work trials. 
• Providing paid employment (permanent or 

fixed term). 
• Providing apprenticeships or traineeships 
• Providing paid internships or support 

internships (or both). 
• Advertising vacancies and other 

opportunities through organisations and 
media aimed particularly at disabled 
people. 
 

Keeping and Developing your People 
• Promoting a culture of being Disability 

Confident. 
• Supporting employees to manage their 

disabilities or health conditions. 
• Ensuring there are no barriers to the 

development and progression of disabled 
staff. 

• Ensuring managers are aware of how they 
can support staff who are sick or absent 
from work. 

• Valuing and listening to feedback from 
disabled staff. 
Reviewing this Disability Confident 
employer self-assessment regularly. (At 
least  annually) 

Disability Confident leadership may include: 
 

• Encouraging other employers in your 
supply chain 

• Using social media to promote and share 
good practice on Disability Confident, such 
as LinkedIn, Twitter, Facebook, blogs and 
business newsletters 

• Networking with other employers in your 
industry, through business clubs, local 
networks, business events and so on 

• Being a mentor, coach, buddy or providing 
peer support to others 

• Engaging with other local employers to 
share good practice 

• Celebrating success, for example being 
nominated for or the winner of a 
recognised award 

• Being nominated for and/or winning local, 
regional and national awards for the 
employment of disabled people 

• Sponsoring or hosting Disability Confident 
inspired events 

• Providing validation of self-assessment to 
other employers 

• Using contracting to drive positive change, 
with supply chain providers encourages to 
become Disability Confident 
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 REPORT TO PUBLIC TRUST BOARD 
 

Enclosure 19 
Date of Meeting: 9th September 2021 
Title of Report: People, Culture & Development Committee Summary Report 
Presented by: Janet Dawson, Vice Chair 
Author: Shajeda Ahmed, Director of People, OD & Inclusion 
Executive Lead Name: Shajeda Ahmed, Director of People, OD & 

Inclusion 
Approved by Exec ☒ 

 
Executive Summary: Purpose of report 
The attached summary provides an exception report from the People, Culture & 
Development Committee meeting held virtually on Monday August 2nd 2021. 

Approval ☐ 
Information ☒ 
Discussion ☐ 
Assurance ☒ 

Seen at: SLT         Execs    
Date: N/A 

Document 
Version No. 

 

Committee Approval / Review • Quality Committee  
• Finance & Resource Committee  
• Audit Committee  
• People, Culture & Development Committee  
• Charitable Funds Committee  

 
Strategic Objectives 
(please indicate) 

 
1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of 

working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through 

sustainable development  
 

Risk / legal implications: 
Risk Register Reference 

Risk 12 There is a risk that there is insufficient staff to deliver appropriate 
care to patients because of staffing vacancies and increased referrals.  
This has a consequence of potential failure to achieve performance 
targets, inability to deliver service user expectations and increased 
pressure upon existing staff.  Residual risk 16, highest risk for the 
Committee.     
 
Risk 868 There is a risk that the Trust will breach its Agency cap for the 
use of temporary staffing with a consequence of increased spend and 
reputational harm due to reduced segmentation by NHSI.  Residual risk 
12.   
 
Risk 900 There is a risk that the Trust does not provide inclusive services 
that recognises the diverse nature of our service users, therefore services 
may not be accessible or of sufficient quality and the Trust may not be 
responsive to the diversity & the inclusion needs of our local communities’. 
Residual risk 12. 
 
Risk 901 There is a risk that the Trust does not have an inclusive and 
diverse workforce as reflected in the WRES, thus impacting on our ability 
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to support the needs of diverse communities and ability to attract and 
retain staff.   Residual risk 12.  
 
Risk 1313  There is a risk to the delivery, governance and development of 
psychological services in the Trust due to the reduced number of Senior 
Clinical Psychologists resulting in reduced provision of specialist 
psychological therapies, a reduction in Trainee numbers, low staff morale 
and recruitment challenges. Residual risk 12.   
 
Risk 1500 There is a risk that compliance for face to face mandatory 
training will fall as a result of face to face training being stood down as a 
result of the Covid-19 pandemic.  This could compromise patient safety as 
staff become out of training for example:  MAPA, Safer People Handling 
and Resuscitation.  Residual risk 12. 
Received 

Resource Implications: 
 
Funding Source: 

N/A 

Diversity & Inclusion Implications: 
(Assessment of issues connected to the 
Equality Act ‘protected characteristics’ and 
other equality groups).  See wider D&I 
Guidance 

The Committee plays a significant role in actions and assurance related to 
Diversity and Inclusion and the oversight of the Public Sector Equality Duty 
under the Equalities Act. This duty requires the Trust to  
• Eliminate unlawful discrimination 
• Advance equality of opportunity 
• Foster good relations 
There is no direct impact on the protected characteristics as part of the 
completion of this report. 

Shadow ICS Alignment / 
Implications: 

A large proportion of the Trust’s OD provision is utilised across the system. 
Trust and system plans moving forward will continue to require substantial 
OD intervention which will necessitate sufficient resourcing. 

Recommendations: The Board is asked to approve the policies for ratification and receive the 
summary for assurance purposes. 

Version Name/group Date issued 
1.0 PCDC August 2021 

 



 

 
  

1 
Assurance Report to the Trust Board 
People & Culture Development Committee (PCDC) 
Chair of PCDC Update/August 2021 

 

 

People, Culture and Development Committee 

Assurance report to the Trust Board 
2nd August 2021 

PCDC report to the Trust Board – 9th September 2021 
 

This paper details the items discussed at the PCDC meeting held on 2nd August 2021.  The 
meeting was held via MS Teams and was quorate and the minutes of the meeting on 7th June 
were reviewed and approved.  Progress was reviewed and actions confirmed from previous 
meetings.  Declarations of interest were noted. 

Quality 

The IQPR and Workforce Summary were reviewed for month 3 and it was once again noted 
that the Organisational Health and Workforce measures remain the most challenging for the 
Trust. The wide range of interventions to resolve workforce levels were welcomed and noted 
but concern remains that many of these are mid to long term and the pressure is on staffing 
levels now.  Despite the efforts being expended on recruitment and resourcing, it was good to 
note that progress continued to be made around Health and Wellbeing and formal disciplinary 
activity with a marked reduction in disciplinary investigations and suspensions in the quarter. 

Please note the summary of risks on the cover sheet to this report.  Risk 12, Insufficient staff 
to delivery appropriate care to patients remains the highest concern and once again, the 
wording was discussed with a suggestion that the risk to patients and the risk to the trust 
overall might be separated.  This was to be referred to the SLT for their views. 

People 

Please refer to the Director of People, OD and Inclusion’s update appended to this report.  
This details the extensive work being done at Trust, System, Region and National level and 
may not be apparent to all non-Executive members of the Board.  Particularly encouraging is 
the work being done around apprenticeships which will support the growth of our future 
workforce and the development of our existing one.   

The Committee also received a report on the Equality Delivery System (EDS).  With System 
colleagues, the Trust is testing the revised EDS toolkit which is designed to help NHS 
organisations to improve the services they provide to their local communities from an 
equalities perspective and reporting under this is mandated on all Trusts.  Assessment is 
across three domains; Commissioned or provided services, workforce health and wellbeing 
and inclusive leadership.  Specific services have been chosen to be assessed in this round.   



 

 
  

2 
Assurance Report to the Trust Board 
People & Culture Development Committee (PCDC) 
Chair of PCDC Update/August 2021 

 

 

Under the inclusive leadership heading, there is a requirement for leaders to demonstrate their 
understanding of health inequalities and it was agreed that a board development session on 
this specific topic would probably be helpful to non-Executive directors particularly. 

The Committee received the Annual Usage Report from the Staff Support and Counselling 
service covering the period April 2020 to March 2021.  Service delivery included counselling 
support delivered from home switching seamlessly from face to face to virtual including review 
of the nature of virtual counselling, additional training, and the adoption of new ethical 
standards.  The opening hours of the service were extended to 8.00 pm and a Dial A 
Counsellor Helpline introduced from 10.00 am to 4.00 pm on weekdays.  Services were offered 
across the System to UHMN/MPFT, to individuals and teams, as well as at Combined.  
Working in collaboration with others, a wellbeing model, RESPOND, has been developed to 
support wellbeing conversations and this has been used widely across the System, by the 
West Midlands Ambulance Trust and Torbay and Devon NHS Trust.  The Committee recorded 
its’ thanks to the team for an extraordinary performance during the Covid pandemic. 

An update was provided on the impact of Covid 19 on the Recruitment Service over the past 
year and particularly on Time to Hire.  Not surprisingly, given remote working and other 
constraints, the time to hire metric has been consistently above the 60 day KPI, averaging 
74.3 days, other than in Corporate Services.  At the height of the pandemic, availability of line 
managers to authorise stages in the process or of candidates to attend interviews or their 
previous employers to provide references has added to the time at each stage of the process.  
An analysis of the time taken at each step has highlighted some bottle-necks that can be 
addressed by the Recruitment Service and by hiring managers to reduce the time to hire.  
Additional resources have been added to the team to support Directorates to improve service 
continuity and over the course of the year, Time to Hire has reduced from 78.7 days on 
average to 54.8.  In terms of scale, over the year, 800 roles were posted, 8709 applications 
received, 2177 interviews held, 592 offers made, and 364 starting letters sent.   In the first 6 
months of this calendar year, 446 vacancies were added to the TRAC system steadily 
increasing the demand on the Recruitment Service.  New and innovative ways of accessing 
potential employees are being used including social media campaigns, tea and chat sessions 
for prospective applicants and guaranteeing an interview for Registered Nurses and the 
Recruitment Service continues to work with the Directorates via surveys to check what is 
working and what else can be done to streamline the processes.  The Committee was 
encouraged by the proactive approach being taken and the additional resources made 
available to the team to address the prevailing high vacancy levels. 

Partnerships 

The Committee received the report on the Quality Assurance visit by Keele University in 
December 2020.  It was pleased to note the very strong commendations amongst other things 
on the emphasis on training and education within the Trust, the leadership of Undergraduate 
Education and the welcoming culture that encourages learners to participate in all aspects of 
the Trust.  There were some recommendations around the practicality and logistics of assess, 
the protection of mealtimes, clearer signage on buildings and the exploration of the use of  
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expert patients and remote consultations.  There were two requirements: to ensure students 
are aware of the channels to raise concerns and ensure these are well communicated and 
continued work on evaluation of the range of student experiences in different placements.  
Overall, an excellent outcome with elements to build on for the future. 

Consent Items 

The Board is requested to ratify the approval by the Committee of the following policies: 

• Approval of the Induction policy 
• Six-month extension of the Support Attendance at Work Policy 

 
Appendix 1 
 
An appendix has been attached detailing the additional work of the People, OD, Inclusion and  
Health & Wellbeing Directorate undertaken since the last Committee meeting.  It is provided  
as an overview for those colleagues who do not attend the Committee. 
 
Recommendation 

The Board is asked to receive the contents of this report and take assurance from the review 
and challenge by the Committee. 
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Appendix 1  

 
People, OD, Inclusion and Health & Wellbeing - Summary of Achievements 
 

National Highlights 

1.0       National and Regional Highlights 

 
1.1 Enhanced Health and Wellbeing in Systems Programme 21/22 

 The Trust has been successful in its bid to lead the evaluation on behalf of 
Staffordshire and Stoke on Trent ICS, with an allocation of £1,600,000 to 
conduct engagement activities with the other 10 systems, and evaluate the 
outcomes of the Psychological Hubs. 

1.2 General Retention Masterclasses up until July 2021  

In recognition of the workforce challenges, a number of national topic specific 
masterclasses around retention have been run through July, involving case 
studies and speakers from across organisations/systems. Topics covered: 

• Flexible working 
• Retention masterclass – retaining newly qualified nurses 
• Mentorship 
• Preceptorship 
• International nurses 

 
1.3 HCSW Retention Learning Labs 

The national HCSW Retention Work Stream are delivering (in collaboration with 
the National Nursing Workforce HCSW Programme) a series of “Retention 
Learning Labs”. 

 
2.0  System Highlights 
 
2.1 System Executive Leadership Development Programme 

Following the Cultural Diagnostics, the next phase of work as summarised 
below is being progressed throughout July - October: 

• Finalising the Purpose Statement.  
• Development of a Compact to include a values and behaviours key test to 

utilise at the end of meetings. 
• Workshops: 

1. Architecture of ICS Partnership Board / Health & Wellbeing Board 
2. Frailty 
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3. Population Health Management and Big Data. 
 
2.2 Midlands Workforce Race Equality and Inclusion Strategy 

The system Action Plan was submitted at the end of June.  The Plan articulated 
how we would deliver on the Midlands Workforce Race Equality and Inclusion 
Strategy ‘Six High Impact Action Plan on Recruitment’, supporting improved 
access for people with BAME heritage into equitable roles and with 
development and progression at every level.   

2.3 Summer School Masterclasses  
 

A series of Summer School Masterclasses have been held throughout May, 
June and July arranged building on themes taken from participant discussions 
and feedback from the Winter School Series.  The themes covered: 

 
• Unconscious bias and Micro Behaviours  
• Authenticity true self and imposter syndrome 
• Understanding privilege and power of Allyship 

 
Preparations are now underway on the development of the Autumn Inclusion 
School scheduled for October, to consolidate and build upon the learning to 
date from last year’s Winter Inclusion School and the Summer School 
Masterclasses. 

 
 
2.4 Cultural Development Programme (Race Inclusion) - “Comfortable Being 

Uncomfortable with Race”  
 

Three sessions of this programme has now been delivered from June for the 
ICS Very Senior Managers (VSM’s).  A fourth final session is due to be 
delivered.  The programme design was orientated to supporting a learning 
environment which was immersive and experiential as part of our ambition to 
be a system that is outstanding on equality, diversity and inclusion.   Moving 
forward the programme will be made available for wider roll-out through system 
partner organisations in the coming months.  

 
2.5 CCG Staff Development Event – 29th June 

Our Executive Director of People, OD & Inclusion was asked to speak at an ‘All 
Staff Development Session’ for the Staffordshire and Stoke-on-Trent CCG’s on 
the system equality and inclusion work.  Positive feedback was received on the 
session delivered and the programmes of work being undertaken.  
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2.6 High Potential Scheme (HPS) 

Triumvirate meetings between participants, their sponsors and a member of the 
HPS Steering Group have been completed.  The meetings have been very 
positive with a firm focus on next steps in our participant’s journeys.  

The second round of placement panels have been re-scheduled for September 
allowing time to collate the triumvirate meeting feedback and find suitable 
second placements. 

Following the launch of the West Midlands Employers Coaching and Mentoring 
Pool, we have number of coaches registered in both the internal and external 
pool.  

 
At our partner meeting on 28/06/2021 between coaching leads from UHNM, 
MPFT, CCGs and Combined it was widely agreed that a key benefit of joining 
the pool is the wider networking opportunities for coaches across the four NHS 
organisations. 

The first system-wide coaching CPD/Supervision event will take place virtually 
in autumn 2021.  A small working party comprising representatives from our 
four organisations has been formed to plan, shape and deliver the session. 

2.7 Partnership with UHNM – Connects Leadership Programme (Platinum and 
Gold) 

The programme has successfully launched 2 cohorts, with a total of 38 
participants.  

• 7th July – Gold 
• 8th July - Platinum  

 
2.8 Health and Wellbeing – Looking After Our People  

The Staff Psychological Wellbeing Hub – is fully operational and has 
received a number of enquiries from across the systems, it has been working 
with BSOL to support referrals for staff who work locally for the Ambulance 
Service.  

Contacts with the Hub have covered a wide range of topics that affect everyday 
lives and are not all Covid related. 

The team are about to enter the next phase of the offer, undertaking a proactive 
outreach approach to support staff.    
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3. Trust Highlights 

3.1 Staff Survey Update 

Improvement Plans have been developed and action progressing to support 
them at Directorate/Service level. 

 
The Team Brief communication platform is used each month to share good 
practices and spotlight a Directorate, providing them with some additional 
recognition. 

 

3.2  Sharing Good Practice Beyond Combined 

This month the Trust were contacted by NHS employers to show case our new 
approach to achieving some of our best survey results, in particular around the 
theme of Staff Engagement and Inclusion.   

KEY POINTS: 
• The Trust has seen an annual increase in scores in this theme since 2016. 
• Our overall score is in the ‘Top 5’ for mental health organisations.  
• And the ‘Top 20’ overall. 
• Under the question “I am able to make improvements happen in my area of 

work”, we achieved 66% - 5% improvement from 2019 results and 5% better 
than comparator score (61%) 

As a result of this the Trust have been asked to develop a Case Study to be 
published and shared with other NHS organisations as a showcase approach 
around this theme. 

 
3.3 Progress for Quarterly Surveys 

The People Plan 2020/21- action for us all recommends a launch of a new 
National Quarterly Pulse Survey to track employee engagement in the first 
quarter of 2021/22.  

From July 2021, the National Quarterly Pulse Survey will apply to all NHS 
Trusts in England, listening to staff at more regular intervals with a robust data 
set, and complementing the annual National Staff Survey.  

Plans are underway to launch the NQPS this month, its purpose being to 
understand the working experience of staff more regularly using a consistent 
approach to support actions for improvement. 

The Trust will continue to commission Quality Health for the National Staff 
Survey in 2021. 
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3.4 Regroup Reflect and Recharge 

The ‘Regroup-Reflect-Recharge’ Campaign has collated ideas and views to 
plan action and change. Feedback can be reviewed click here for an update 
with a flavour of the actions that are progressing and the ‘quick wins’ underway. 

Executive Directors and Associate Directors will continue working with teams 
as part of defining and implementing the local directorate staff survey and 
people plans. 

 
3.5 Health and Wellbeing Boxes for Teams 

July’s Health and Wellbeing Boxes have been distributed with an emphasis on 
the Hub, containing information leaflets and a letter from our Executive Director 
of People, OD & Inclusion highlighting the support available.  

 
3.6 Leadership Academy (Developing a Staff Psychological Wellbeing 

Culture) 

On the 7th July, our session was focussed on how we can develop a culture 
more focussed on staff psychological wellbeing at Combined. We brought 
together a number of leads working on various projects and initiatives explicitly 
linked to this topic to update and share with our leaders. 

We then carried out engagement sessions with staff to generate views, ideas 
and feedback on what is working, can we can improve or do differently to 
support this desired culture change. 

This session forms part of our ongoing plan and activities to raise the profile 
and focus on the importance of staff psychological support, wellbeing and 
safety in the workplace and our leaders roles in growing this. 

 
3.7 Equality, Diversity and Inclusion 

The Trust has been shortlisted for the HPMA Mills and Reeve Award for 
Leading in Equality Diversity and Inclusion. This is in relation to our work on 
delivering on diversity and achieving a major shift in our culture of race 
inclusion. Executive Director of People, OD & Inclusion and the Diversity & 
Inclusion Lead were interviewed by a panel of judges on the 3rd July.  The Trust 
is one of 3 Trusts shortlisted for the Award.  The outcome of the process will be 
announced at a live event on October 7th.  This work was also recognised by 
the Health Service Journal recently, as a Finalist for their 2020 Workforce Race 
Equality Award.  

 
 

https://northstaffordshirecombinednhstrust.cmail19.com/t/d-l-qdrdlhl-jkkidrflj-p/
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3.8  OD Intervention/Programmes 

Apprenticeships 

Our public sector target for new apprenticeship for 2021/22 is 37. Last year we 
achieved 52 new apprentice starts against a target of 37, so exceeded our 
public sector target, however didn’t quite make the stretch target of 70 to 
account for shortfall in new starts in previous years.    

The recruitment process for the cohort MSc Learning Disability Nurse 
apprentices is continuing, with 5 people given conditional offers of employment 
who are progressing through pre-employment checks both with ourselves and 
the University of Derby.   

If the recruitment is successful 19 out of the planned 20 apprentice nurse posts 
will have been filled. Fourteen apprentice nurses started the mental health 
pathway in February.   

Confirmation of government funding has been received for the 6 Nursing 
Associate/Assistant Practitioner 2 year top up degree apprenticeships and we 
are working towards a September start date for these with Staffordshire 
University.   

Should this recruitment process prove successful and all apprentices complete 
their programmes, we will be able to halve the current number of vacancies in 
the registered nursing workforce, thus starting to address the skills gaps for 
both mental health and learning disabilities through apprenticeship 
programmes. 

The infographic below details the Universities we are currently working with, 
which includes new one’s planned and in discussion for this year (1st CMDA 
starting with MMU in September) and 2022 (OT with Wolverhampton). 
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3.9 Recruitment 

Recruitment activity remains high, but is within our KPI threshold in terms of 
Time to Hire.   
 
The increase in activity is a result of the new investment schemes and ongoing 
recruitment challenges in terms of supply with regards to Registered Nursing 
Posts.    
 
A comprehensive Vacancy Management Plan has been developed detailing 
short, medium and longer term activities on recruitment and retention which will 
mitigate the position and be monitored through SLT and Performance Review 
Meeting.  

 

3.10 Medical Staffing  

A Medical Recruitment Campaign is in development with the British Medical 
Journal which will provide a 12 month high-profile campaign, raising the Trust’s 
profile at a national level in order to support the substantive appointment to a 
number of new and refreshed Consultant roles.  It is expected that this 
campaign along with internal succession plans, will significantly reduce the 
current medical vacancies and subsequent agency spend.  The campaign will 
be launched in August 2021.     

 
 

4.0 Conclusion 

4.1 The People, OD & Inclusion Directorate continue to apply a concerted focus in 
relation to staff support and engagement, leading to national recognition for 
continued improvement in challenging times. This is of particular importance 
recognising that the wellbeing of our people enables an organisational culture 
that is inclusive and psychologically safe for our staff to work in and where they 
can thrive.  This cultural environment also supports the retention of our staff. 

4.2 The Apprenticeship Scheme has recruited and exceeded the required target, 
should all apprentices successfully complete the programme this will start to 
address some of the recruitment challenges currently faced within the Trust. 
Furthermore the Trust Vacancy Management Plan will ensure that the Trust is 
addressing its recruitment and retention challenges via a combination of short, 
medium and longer term interventions. 

4.3 Our overarching recruitment and retention strategies supplemented by a robust 
Workforce Planning approach will support with the current workforce 
challenges. 

 
END 
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1. We will attract, develop and retain the best people  
2. We will actively promote partnership and integrated models of 

working  
3. We will provide the highest quality, safe and effective services  
4. We will increase our efficiency and effectiveness through 

sustainable development  
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Funding Source: 

If the trust does not deliver recurrent CIP, it impacts on future sustainability, 
 
Not applicable 
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There is no direct impact on the protected characteristics as part of the 
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Note: 
• The reported year to date position of £348k surplus against a 
planned break even, a favourable variance of £348k. 
 
• Note the 2021/22 agreed capital plan and year to date position. 
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• The cash position of the Trust as at 30th July 2021 with a balance of 
£20.6m; 
 
• Agency expenditure of £286k against the agency ceiling of £210k; an 
adverse variance of £76k to the agency ceiling. 
 
• Note the progress to date of identified CIP schemes totalling £1,884k. 
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Finance and Resource Committee – 2nd September 2021 
Finance Position Month 4 

 

Plan Actual Var % RAG
£000 £000 £000

YTD 0 348 348 0 G
FOT H1 0 470 470 0 G

YTD 868 285 (583) (67) G
FOT 6,621 6,621 0 0 G

YTD 17,287 20,604 3,317 19 G
FOT 17,415 17,706 291 2 G

YTD 393 433 40 10 G
FOT 2,235 2,235 0 0 G

Identified Schemes Full Year 1,884 R

Number £000 Number £000

1,090 6,222 4,299 23,603
1,029 5,627 4,154 21,892
94% 90% 97% 93%% paid within target

Financial Overview as at 31st July 2021
Key Metrics CIP

Financial Position

Charge to CRL

Cash Balances

CIP Programme

Better Payment Practice Code

In month YTD

Total trade invoices paid in period
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Executive Summary 
 
As at month 4, the Trust is reporting a favourable variance of £162k in month and £348k year to date mainly due to pay underspends due to vacancies.  As 
a result of this agency expenditure has exceeded the agency ceiling by £279k year to date and there has been an under recovery of income due to delays 
in service developments.  Pay has underspent by £1,457k year to date, which has partially been offset by non-pay overspends on waiting list initiatives and 
equipment costs.  The H1 forecast at this point is £470k surplus, against a breakeven plan as shown in the table below. 
 

 
 
CIP schemes identified as at month 4 total £1,884k against the required level of CIP included in the H1 and H2 plan of £2,235k.  It should be noted that the 
original estimated CIP requirement for the year of £2,936k remains the overall internal target until H2 planning guidance has been confirmed.  To date, 
£1.2m of CIP schemes have been transacted through budgets. 
 
Trade payables are higher in 2021/22 due to patient placements costs.  Trade receivables have reduced in month 4 as the outstanding recharges to the 
CCGs for months 1 – 4 relating to TCP and Community Rehab Placements have now been settled. The cash position as at month 4 is £3,317k higher than 
plan due to CCG settlements and Local Authority income settlements in month 4 and payments runs were also lower than plan in month.   
 
In month 4, the Trust did not achieve the Better Payment Practice Code Target, with 94% for the number of invoices paid within target and 90% for the 
value of invoices paid within target. 
 
The Trust’s capital expenditure to month 4 was £583k below plan with slippage across most schemes due to delayed starts. Colleagues are working 
through alternative options to utilise slippage and contingency including the potential to bring forward 2022/23 schemes.  

H1 Original 
Plan

Month 4 
Budget

Month 4 
Actuals

Variance
Year to 

Date 
Budget

Year to 
Date 

Actuals
Variance

H1 Forecast 
Budget

H1 Forecast 
Actuals

Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000
67,425 11,154 10,935 (218) 44,457 44,079 (377) 68,083 66,586 (1,497)

(35,922) (6,317) (5,845) 472 (25,369) (23,912) 1,457 (37,929) (36,192) 1,737
(29,001) (4,424) (4,510) (86) (17,436) (18,149) (713) (27,676) (27,508) 169
(2,502) (413) (418) (5) (1,652) (1,671) (19) (2,478) (2,417) 61

(67,425) (11,154) (10,773) 381 (44,457) (43,732) 725 (68,083) (66,116) 1,967
0 0 162 162 0 348 348 (0) 470 470Retained Surplus / (Deficit) 

Expenditure

High Level Analysis

Pay Costs
Non Pay Costs
Finance & Other Non Operating Costs

Income
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1. Income 
 

The table below shows the Trust’s 2021/22 income position at 31st July 2021. 
 

 The majority of CCG/NHSE block income is fixed for months 1 – 6 under the block payments arrangements for H1.  In month 4 block contract income 
includes £6,332k received from Staffordshire CCG’s, £31k from Cheshire CCGs and £298k from NHSE. Income is under performing against budget due to 
delays in service developments. 
 

 Patients Placements income relates to the new TCP and Community Rehab Placements contracts placements income, this is separate from the CCG block.  
The forecast over performance relates to an assumption on growth in costs over the agreed baseline which the CCG have committed to cover. 
 

 Non-patient care services to other bodies is under recovered due to the delays in the recruitment of the ARRS (Additional Roles Reimbursement Scheme) 
posts.  This income relates to the element to be received from the PCN. This is offset by pay underspends. 
 

 Other income over recovered year to date at month 4 is due to 2020/21 income received for Moorcroft and salary recharges out (offset by pay costs).   
 

 
 
 

 

H1 Original 
Plan

Month 4 
Budget

Month 4 
Actuals

Variance
Year to 

Date 
Budget

Year to 
Date 

Actuals
Variance

H1 Forecast 
Budget

H1 Forecast 
Actuals

Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000
42,021 6,841 6,661 (180) 27,242 26,710 (532) 42,317 40,111 (2,206)
2,442 331 331 0 1,326 1,326 0 1,989 1,989 0

16,110 2,656 2,634 (22) 10,625 10,625 0 15,937 16,699 762
0 0 0 0 0 14 14 0 21 21

1,206 276 264 (13) 1,105 1,234 128 1,658 1,489 (169)
61,779 10,105 9,890 (215) 40,298 39,908 (390) 61,901 60,308 (1,593)

48 8 9 1 33 36 3 49 52 3
1,236 234 243 8 937 1,004 67 1,377 1,484 106
3,924 674 671 (4) 2,698 2,617 (80) 4,046 3,929 (117)

438 132 123 (9) 491 515 23 709 812 103
5,646 1,048 1,045 (3) 4,158 4,171 13 6,182 6,277 96

67,425 11,154 10,935 (218) 44,457 44,079 (377) 68,083 66,586 (1,497)Total Income
Total Income from Other Operating Activities

Income

Other Income

Income From CCGs and NHSE / Block Contract Income
Local authorities
Paitent Placements Income
Non-NHS: Private Patients
Non-NHS: other
Total Income From Patient Care Activities
Research and development
Education and training
Non-patient care services to other bodies
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2. Expenditure 
 

The table below shows the Trust’s expenditure split between pay, non-pay and non-operating cost categories. 
 

 Pay costs in month 4 are £5,845k, £472k below budget as a consequence of vacancies.  In month 4 there were 218.21wte vacancies (budgeted wte 
less contracted wte, the figures in the table below show budgeted wte and worked wte to show the inclusion of overtime and bank).  122.49wte of these 
vacancies are in nursing and 56.05wte are in other clinical.  This is partly offset by the cost of agency at £286k.   

 
 Non-Pay overspend of £86k in month relates to consultancy and professional fees for large estates projects and premises costs, partly offset by an 

under spend on other non-pay. 
 
 Forecast spend to month 6 includes additional waiting list initiative spend, further spend on repairs and maintenance across the trust and additional 

fixtures and fittings equipment. 
 

 

Expenditure
H1 Original 

Plan
Month 4 
Budget

Month 4 
Worked

Month 4 
Budget

Month 4 
Actuals

Variance
Year to 

Date 
Budget

Year to 
Date 

Actuals
Variance

H1 Forecast 
Budget

H1 Forecast 
Actuals

Variance

£000 WTE WTE £000 £000 £000 £000 £000 £000 £000 £000 £000
Medical (3,479) (79.19) (65.79) (764) (576) 188 (3,058) (2,292) 766 (4,586) (3,519) 1,067
Nursing (16,686) (584.53) (470.88) (2,225) (1,727) 499 (8,954) (7,529) 1,425 (13,432) (11,423) 2,009
Other Clinical (7,884) (695.56) (697.02) (2,156) (2,155) 0 (8,526) (8,343) 183 (12,786) (12,615) 172
Non-Clinical (6,636) (337.61) (308.48) (1,162) (1,099) 63 (4,627) (4,402) 225 (6,921) (6,604) 317
Agency (1,237) 0.00 0.00 0 (286) (286) 0 (1,143) (1,143) 0 (1,806) (1,806)
COVID-19 Pay Costs 0 0.00 (6.21) (10) (2) 8 (203) (202) 1 (203) (225) (22)
Total Pay (35,922) (1,696.89) (1,548.38) (6,317) (5,845) 472 (25,369) (23,912) 1,457 (37,929) (36,192) 1,737
Drugs & Clinical Supplies (1,104) (202) (222) (20) (818) (889) (71) (1,227) (1,337) (110)
Establishment Costs (258) (83) (62) 21 (312) (216) 95 (464) (331) 133
Premises Costs (1,422) (349) (478) (128) (1,403) (1,816) (413) (2,106) (2,744) (637)
Private Finance Initiative (1,680) (263) (232) 31 (1,052) (1,007) 46 (1,579) (1,530) 48
Services Received (3,708) (548) (520) 28 (2,193) (2,094) 99 (3,289) (3,270) 19
Patient Placements (15,948) (2,656) (2,655) 1 (10,625) (10,858) (233) (15,937) (16,699) (761)
Consultancy & Prof Fees (6) (2) (190) (188) (62) (280) (218) (68) (341) (273)
External Audit Fees (42) (7) (7) 0 (29) (17) 12 (43) (31) 12
COVID-19 Non Pay Costs (54) (10) (18) (8) (54) (55) (1) (54) (93) (40)
Other (4,833) (303) (127) 176 (890) (917) (28) (2,909) (1,132) 1,778
Total Non-Pay (29,055) (4,424) (4,510) (86) (17,436) (18,149) (713) (27,676) (27,508) 169
Finance Costs (1,362) (223) (223) (0) (892) (892) (0) (1,338) (1,338) (0)
Dividends Payable on PDC (294) (49) (49) 0 (194) (194) 0 (292) (198) 94
Investment Revenue 36 6 0 (6) 25 0 (25) 37 0 (37)
Depreciation (excludes IFRIC 12) (882) (148) (146) 1 (590) (585) 5 (885) (881) 4
Total Non-operating Costs (2,502) (413) (418) (5) (1,652) (1,671) (19) (2,478) (2,417) 61
Total Expenditure (67,479) (1,696.89) (1,548.38) (11,154) (10,773) 381 (44,457) (43,732) 725 (68,083) (66,116) 1,967



   

5 | P a g e  
 

3. Agency Utilisation 
 

Headlines - Trust Agency Use 
 
For 2021/22 the Trust will be monitored against the agency ceiling at £2,167k for the year, however, NHSEI have confirmed that the agency cap does not 
directly contribute to the Use of Resources score for 2021/22, the scoring below is for internal monitoring purposes only.  The H1 plan submitted on 26th 
May 2021 includes agency costs at £1,237k to 30th September.  The forecast agency costs to date and forecast for H1 are shown below. 
 
Month 4 expenditure on agency is £286k; which is over the in-month agency ceiling by £76k.  The Use of Resources scoring for 2021/22 is yet to be 
finalised and is currently out to consultation, though the draft proposals no longer include agency spend as being a directly measured contributor to this.  
We have sought clarification from the regional team who advised that it is still good practice to report agency spend to Board even though it is unlikely to 
directly impact the Trusts Use of Resources score going forwards.  Total agency costs for H1 are forecast at £1,812k; this will be £575k over the H1 
agency ceiling.   
 
Of the £1,181k agency costs to date, 21% of this is was incurred in the two community directorates, with 41% in Specialised and 13% in Acute and Urgent 
Care, the remainder related to Primary Care and Corporate areas. 

 

 
 

 

Total Agency Apr-21
£000

May-21
£000

Jun-21
£000

Jul-21
£000

YTD 
£000

Aug-21
£000

Sep-21
£000

H1 Total 
£000

Medical (181) (198) (222) (155) (756) (210) (215) (1,181)
Nursing (49) (45) (96) (92) (282) (70) (50) (402)
Other Clinical 0 (6) (15) (11) (33) (20) (30) (83)
Non Clinical (5) (5) (5) (6) (21) (5) (5) (31)
Sub Total (235) (255) (338) (264) (1,092) (306) (299) (1,697)
Primary Care (15) (23) (28) (22) (90) (13) (13) (116)
Total Agency (250) (278) (366) (286) (1,181) (319) (312) (1,812)
Agency Ceiling (242) (230) (220) (210) (902) (180) (155) (1,237)
Surplus / (Deficit) (8) (48) (146) (76) (279) (139) (157) (575)

Actual Forecast
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The graph below shows the agency costs for the last 2 financial years and the forecast for this year. 
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6. CIP 
 
At M4, the Trust has identified schemes totalling £1,884k against the internal CIP target of £2,936k.  £1.3m has been transacted YTD, the chart below 
shows the status of the CIP identified to date: 
 

 
 

 
Individual CIP schemes by Directorate are detailed below, along with the status of each scheme.  Progress through the sign off process is monitored on a 
monthly basis at the CIP Oversight Group, which collectively sign off all schemes prior to final QIA by the Medical Director and Director of Nursing and 
Quality. QIA sessions are arranged in August 2021 for all schemes signed off by the CIP oversight group. 

 

1300

2630

321

1052

2021/22 CIP Scheme Position M4 (£000)

PID Complete - Transacted

PID Complete - Clinical QIA

PID Complete - CIP Oversight
Group
Awaiting PID Development
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CIP Schemes Detail

ID Area Scheme Title/Description

21/22 
Forecast 
£000

21/22 
Target 
£000

Schemes 
to be 
identifed 
£000 Finance Deputy DOF

CIP Oversight 
group

Director of 
Operations

Director of Quality 
& Nursing & 
Medical Director Transacted

ASUC22-02 & ASUC22-04 ASUC Non Pay review 29 Yes Yes Yes Yes Yes Yes (04)
ASUC22-01, 03 & 05 ASUC Pay review 81 Yes Yes Yes 07.05.21 Yes Yes Yes (01)
TW22-01 ASUC Grip & Control CIP 38 Yes Yes Yes 27.04.21 Yes Yes Yes

Sub-Total 148 325 177
FPE22-01 Corporate Performance Skill Mix 21 Yes Yes Yes 07.05.21 Yes Yes Yes
CEO22-01 Corporate Executive Team PID 86 Yes Yes Yes 07.05.21 Yes Yes Yes
TW22-01 Corporate Grip & Control CIP 51 Yes Yes Yes 27.04.21 Yes Yes Yes
FPE22-02 Corporate Finance skill mix review 20 Yes Yes Yes 22.07.21 Yes Yes Yes
MACE22-01 Corporate MACE Radiology SLA 20 Yes Yes Yes Yes Yes Yes
Q&N22-01 Corporate Q&N Transport SLA 35 Yes Yes Yes 07.05.21 Yes Yes Yes
Q&N22-02 Corporate Q&N Vacant posts 20 Yes Yes Yes 07.05.21 Yes Yes Yes
WORK22-01 Corporate Workforce Go Engage contract 6 Yes Yes Yes 07.05.21 Yes Yes Yes
WORK22-02 Corporate Workforce Unused h/ware budget 5 Yes Yes Yes 07.05.21 Yes Yes Yes
CEO22-02 Corporate Trust Board Diligent 10 Yes Yes Yes 04.08.21 Yes

Sub-Total 274 637 363
NSC21-03 North Staffordshire Vacancy and Budget review 2 12 Yes Yes Yes 30.04.21 Yes Yes
SC20-13 North Staffordshire Outreach working pattern review 25 Yes Yes Yes 30.04.21 Yes Yes
NSC22-01 North Staffordshire Transformation skill mix review 19 Yes Yes Yes 30.04.21 Yes Yes
NSC22-02 North Staffordshire HSCW establishment review 26 Yes Yes Yes 10.08.21 Yes
NSC22-04 North Staffordshire Mental Health Support Teams Structure Review 54 Yes
TW22-01 North Staffordshire Grip & Control CIP 99 Yes Yes Yes 27.04.21 Yes Yes Yes
NSC22-05 North Staffordshire CYP Eating Disorder 7 Yes Yes

Sub-Total 242 165 (77)
SPEC20-04 Specialist Services Detoxification PID (STP) 212 Yes Yes Yes Yes Yes Yes
SPEC20-03 Specialist Services Neuro & Rehab - Ward 5 - Vacancy Reviews 52 Yes Yes Yes Yes Yes Yes
SPEC22-01 Specialist Services Transforming inpatient rehabilitation services 51 Yes Yes Yes 07.05.21 Yes Yes Yes
TW22-01 Specialist Services Grip & Control CIP 62 Yes Yes Yes 27.04.21 Yes Yes Yes

Sub-Total 377 474 97
SC20-13 Stoke Community Outreach working pattern review 25 Yes Yes Yes 30.04.21 Yes Yes Yes
SC22-01 Stoke Community Transformation skill mix review 19 Yes Yes Yes 30.04.21 Yes Yes
SC22-02 Stoke Community HSCW establishment review 26 Yes Yes Yes 10.08.21 Yes
SC21-03 Stoke Community Homeless CIP 111 Yes Yes Yes 12.08.21 Yes
SC22-04 Stoke Community Mental Health Support Teams Structure Review 54 Yes
TW22-01 Stoke Community Grip & Control CIP 124 Yes Yes Yes 27.04.21 Yes Yes Yes
SC22-05 Stoke Community CYP Eating Disorder 7 Yes Yes

Sub-Total 366 486 120
STR22-01 Trustwide Digital Systems & Equipment 28 Yes Yes Yes 30.06.21 Yes Yes Yes
STR22-04 Trustwide Digital Transformation - laptop depreciation 150
FPE22-03 Trustwide Procurement - UHNM Supplies 50 Yes
TW22-02 Trustwide PFI Lifecycle Capitalisation 250 Yes Yes Yes 05.05.21 Yes Yes Yes
TW22-03 Trustwide Medical Staffing review 0

Sub-Total 478 550 72
Target yet to be attributed to directorates 300 300
Grand Total 1,884 2,936 1,052

Approvals process
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7. Statement of Financial Position 
 

The table below shows the Statement Financial Position of the Trust.  
 

 
 
 

 

May-21 Jun-21 Jul-21
£000 £000 £000

Non-Current Assets
Property, Plant and Equipment - PFI 12,922 12,921 13,075
Property, Plant and Equipment 16,408 16,293 16,191
Intangible Assets 431 424 419
NCA Trade and Other Receivables 114 114 114
Other Financial Assets 0 0 0

Total Non-Current Assets 29,876 29,752 29,799
Current Assets

Inventories 197 204 203
Trade and Other Receivables 10,062 12,024 6,055
Cash and Cash Equivalents 15,974 13,580 20,604
Non-Current Assets Held For Sale 0 0 0

Total Current Assets 26,233 25,808 26,861
Current Liabilities Within Term 1-30 Days 31-60 Days 61-90 Days 91+ Days Total 

Trade and Other Payables (14,570) (13,966) (14,906) £000 £000 £000 £000 £000 £000
Provisions (293) (290) (337) Receivables Non NHS 1,133 105 3 5 96 1,342
Borrowings (633) (633) (633) Receivables NHS 636 53 6 233 (6) 922

Total Current Liabilities (15,496) (14,889) (15,876) Payables Non NHS (1,323) (452) (123) (50) (4) (1,952)
Net Current Assets / (Liabilities) 10,737 10,919 10,985 Payables NHS (106) (6) 0 0 (18) (130)
Total Assets less Current Liabilities 40,612 40,671 40,784
Non Current Liabilities

Provisions (1,281) (1,281) (1,281)
Borrowings (9,265) (9,216) (9,166)

Total Non-Current Liabilities (10,546) (10,497) (10,447)
Total Assets Employed 30,067 30,174 30,337
Financed by Taxpayers' Equity

Public Dividend Capital 8,846 8,846 8,846
Retained Earnings reserve 15,077 15,184 15,347
Other Reserves (LGPS) 0 0 0
Revaluation Reserve 6,144 6,144 6,144

Total Taxpayers' Equity 30,067 30,174 30,337

SOFP

Days Overdue

Table 6.1 Aged Receivables/Payables

Within Term

1-30 days

31-60 days

61-90 days

91+ days

0 500 1,000 1,500 2,000

D
ay

s O
ve

rd
ue

£000

Aged Receivables M4

Current receivables are £6,055k of which: 

 £3,791k is based on accruals (not yet invoiced) relating to income accruals for 
services invoiced retrospectively at the end of every quarter. 
  

 £2,264k is trade receivables; based on invoices raised and awaiting payment 
of invoice. (£1,769k within terms). 
 

 Invoices overdue by more than 31 days are subject to routine credit control 
processes.  

Trade and Other payables remain higher as a result of patient placement invoices and 
accruals.  
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8. Cash Flow Statement  
 
The Trust’s cash balance at 31st July 2021 is £20.6m. This is above plan by £3.3m due to the settlements of CCG receipts for TCP and Community Rehab 
Placements, provider to provider income and local authority income, but payments during the month were lower than planned.  Payment runs are expected 
to be higher during August.  A cash forecast has been prepared for 2021/22 based on the H1 plan and budget setting assumptions with updates as more 
information becomes available, which gives a forecast cash balance at 31st March 2022 of £17.7m, slightly above plan.   

 

 
 
 
 
 
 
 

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Balance b/fwd 17,803 16,152 16,034 13,743 20,596 22,745 20,300 22,381 21,365 19,771 19,234 17,296
Patient Income CCG & NHSE 6,622 7,986 7,685 14,720 12,354 9,199 11,082 9,582 9,582 9,582 9,629 9,629
Local Authority Income 14 0 0 1,401 876 0 876 0 0 876 0 0
Other income 1,339 710 1,405 1,450 2,086 1,306 1,307 1,857 1,306 1,823 1,274 1,274
PDC Funding 2,750
Total Receipts 7,975 8,696 9,089 17,571 15,316 10,505 13,265 11,439 10,889 12,281 10,903 13,653

Monthly Pay (5,489) (5,584) (5,598) (5,592) (5,591) (5,591) (5,650) (6,850) (5,502) (5,700) (5,700) (5,700)
Non Pay (3,248) (3,221) (5,769) (5,115) (7,228) (6,858) (5,358) (5,398) (5,698) (5,798) (5,798) (5,798)
Capital (889) (9) (14) (11) (347) (211) (176) (207) (1,283) (1,320) (1,343) (1,455)
PDC 0 0 0 0 0 (290) 0 0 0 0 0 (290)
Total Payments (9,626) (8,814) (11,381) (10,718) (13,166) (12,950) (11,184) (12,455) (12,483) (12,818) (12,841) (13,243)

Closing Cash Balance - Main Accounts 16,152 16,034 13,743 20,596 22,745 20,300 22,381 21,365 19,771 19,234 17,296 17,706
Unpresented cheques/uncleared deposits (69) (171) (1)
Cash in Hand (Petty Cash) 8 8 8 9 9 9 9 9 9 9 9 9
Total Reported Cash Book Balance 16,160 15,973 13,580 20,604 22,754 20,309 22,390 21,374 19,780 19,243 17,305 17,715
Plan 16,160 17,182 17,322 17,287 17,694 16,705 17,926 18,143 17,261 16,842 16,661 17,415
Variance to Plan 0 (1,209) (3,742) 3,317 5,060 3,604 4,464 3,231 2,519 2,401 644 300

Cashflow summary - Apr 21 - Mar 22
ForecastActuals
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9. Capital Expenditure 
 

The Trust’s gross capital expenditure plan for 2021/22 has been agreed at £6.621m, including £250k PFI Capital Lifecycle.   
Capital expenditure at month 4 is £285k compared to a plan of £868k, giving a variance of £583k year to date.  This is as a result of some schemes starting 
more slowly than anticipated but it is expected that these schemes will still deliver in this financial year, however, colleagues have been asked to consider 
additional schemes to over-commit the plan and also where 2022/23 schemes could be brought forwards if needed.  A paper detailing a number of new 
capital schemes has been reviewed by Execs for strategic fit and scheme leads are preparing short business cases for CIG approval. 
 
Scheme leads have been contacted to continue to provide updates on the phasing of current schemes and to identify any slippage at the earliest opportunity.  
It has been confirmed that there are no plans for medical equipment purchases this year and so £60k has been transferred from this scheme to contingency, 
along with funding from the EPMA system implementation scheme where spend is forecast to be lower than plan.  The Hazelhurst Entrance & Child Place of 
Safety scheme has been added back into this year’s capital forecast (this scheme was approved in 2020-21) utilising the funding from the above schemes 
that had been transferred to contingency.  Further updates will be reflected as received. 
 

 

Annual Plan YTD Plan Actual Variance Revised Plan Outturn
 Variance to 

Plan 
£000 £000 £000 £000 £000 £000 £000

Strategic Schemes
Learning Disabilities Facilities 2,381 267 0 (267) 2,381 2,381 0
Operational Schemes
Environmental Improvements (Backlog Maintenance) 120 0 0 0 120 120 0
Environmental Improvements (Incl. Reduced Ligature Risk) 170 20 0 (20) 170 170 0
Dormitory Conversion 2,750 276 179 (97) 2,750 2,750 0
Medical Equipment 60 0 0 0 0 0 0
Energy Efficiency Programme 75 0 0 0 75 75 0
Hazelhurst Entrance & Child Place of Safety 0 0 0 0 125 125 0
Capitalised Salaries - Project Chrysalis 100 33 0 (33) 100 100 0
Digital
Digital Innovations 50 0 0 0 50 50 0
Digital Infrasture 235 85 0 (85) 235 235 0
Network Refresh 90 45 0 (45) 90 90 0
EPMA System Implementation 200 44 15 (29) 93 93 0
Capitalised Salaries - IT rolling replacement 40 13 13 (0) 40 40 0
Contingency / Reactive
Contingency 100 0 (5) (5) 142 142 0
Emergency Drug Cupboard 0 0 0 0 0 0 0
EPMA Implementation 0 0 0 0 0 0 0
Total Trust Gross Capital Expenditure 6,371 784 202 (582) 6,371 6,371 0
PFI Lifecycling 250 84 83 (1) 250 250 0
Total Gross Capital Expenditure 6,621 868 285 (583) 6,621 6,621 0

Capital Expenditure

Year to Date Forecast Outturn
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The tables below show the status of the current planned schemes and expected spend profiles of the capital schemes.  These tables will be regularly updated 
with information from scheme leads and discussed regularly at the CIG meetings. 
 

 
 

 

Scheme Breakdown - Detailed Forecast Detail Priority Delivery 
RAG

Plan
£000

Agreed 
Amendment

s

Revised 
Plan £000

Spend @ 
M4

£000

Committed 
21/22
£000

Approved 
Business 

Case
£000

Business 
Case 

awaiting 
approval

£000

Awaiting 
Business 

Case 
£000

Total 
Expenditure 

Forecast
£000

Learning Disability Facilities Refurbishment & move 1 Amber 2,381 2,381 2,381 2,381
Dormitories Removal Convert Dorms to separate ensuite rooms 1 Amber 2,750 2,750 179 521 2,050 2,750
Environmental Improvements (Backlog Maintenance) Hope Centre infrastructure 1 Green 120 120 120 120
Environmental Improvements (Reduced Ligature Risks) schemes TBC 1 Amber 170 170 170 170
Energy Efficiency Programme TBC 2 Amber 75 75 75 75
Hazelhurst Entrance & Child Place of Safety continuation from last years plan Amber 125 125 125 125
Medical Equipment confirmed no scheme this year 2 Green 60 (60) 0 0
Digital Innovations TBC 2 Red 50 50 50 50
Digital Infrastructure Oxyhealth 1 Green 235 235 235 235
Network Refresh Installation works 1 Amber 90 90 90 90
EPMA System implementation Dedicated team to implement the project 1 Green 200 (107) 93 15 78 93
Capitalised Salaries - IT rolling replacement HIS post to support laptop roll out 1 Green 40 40 13 27 40
Capitalised Salaries - Project Chrysalis Project post to support Project Chrysalis 1 Amber 100 100 100 100
Contingency TBC 3 Red 100 42 142 (5) 147 142
Total Trust Capital Plan 6,371 0 6,371 202 626 5,101 0 442 6,371
PFI Lifecycling Replacements/refurbishments 1 Red 250 250 83 167 250
Total Capital Expenditure Plan 6,621 0 6,621 285 793 5,101 0 442 6,621

Green 27 105 355 0 0 488
Amber 179 521 4,746 0 245 5691
Red 78 167 0 0 197 442

Total 285 793 5101 0 442 6,621
Total Capital Funding 2020/21             6,621 
 Forecast Under/(Over) spend 0

Delivery RAG

Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 Month 7 Month 8 Month 9 Month 10 Month 11 Month 12

Annual Plan
Updated to 

Plan
Revised 

Plan Actual Actual Actual Actual Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast
Total 

Forecast
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Strategic Schemes
Learning Disabilities Facilities 2,381 2,381 0 0 0 0 0 0 0 0 0 794 793 793 2,381
Operational Schemes
Environmental Improvements (Backlog Maintenance) 120 120 0 0 0 0 0 0 0 80 0 0 0 40 120
Environmental Improvements (Incl. Reduced Ligature Risk) 170 170 0 0 0 0 0 0 0 0 0 0 170 0 170
Dormitory Conversion 2,750 2,750 8 6 4 160 166 69 373 386 386 397 397 397 2,750
Medical Equipment 60 (60) 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Energy Efficiency Programme 75 75 0 0 0 0 0 0 0 0 25 0 0 50 75
Hazelhurst Entrance & Child Place of Safety 0 125 125 0 0 0 0 0 0 0 0 0 42 42 42 125
Capitalised Salaries - Project Chrysalis 100 100 0 0 0 0 42 8 8 8 8 8 8 8 100
Digital
Digital Innovations 50 50 0 0 0 0 0 25 0 0 25 0 0 0 50
Digital Infrasture 235 235 0 0 0 0 0 235 0 0 0 0 0 0 235
Network Refresh 90 90 0 0 0 0 0 0 0 90 0 0 0 0 90
EPMA System Implementation 200 (107) 93 0 0 6 9 11 10 10 10 10 10 10 10 93
Capitalised Salaries - IT rolling replacement 40 40 0 7 3 3 3 3 3 3 3 3 3 3 40
Contingency / Reactive
Contingency 100 42 142 2 0 (7) 0 0 0 0 0 0 0 0 147 142
Total Trust Gross Capital Expenditure 6,371 0 6,371 10 13 6 172 222 350 394 577 457 1,254 1,423 1,490 6,371
PFI Lifecycling 250 250 21 21 21 21 21 21 21 21 21 21 21 20 250
Total Gross Capital Expenditure 6,621 0 6,621 31 34 27 193 243 371 415 598 478 1,275 1,444 1,510 6,621

Spend Profile

Capital Expenditure
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10. Better Payment Practice Code 
 
The Trust’s target is to pay at least 95% of invoices in terms of number and value within 30 days for NHS and Non-NHS suppliers. 

 
During month 4, the Trust has not achieved the 95% target in terms of the total number of invoices paid with 94% paid within 30 days, and has not achieved 
on value, with 90% total value of invoices paid within 30 days.   
Invoices paid relating to NHS have achieved the target, however Non NHS has achieved 89% on value and 94% on count, bringing the total below the target.  
Of the 60 Non NHS invoices that missed the target, 44 invoices with a value of £526k relate to relate to TCP and Community Rehab Placements.  
Authorisation of TCP and Community Rehab Placements invoices is expected to improve as vacancies within teams are recruited to and new processes 
bed in. 
Year to date the trust is achieving above the target in terms of total number of invoices, but slightly below target on the total value of invoices paid at 93%. 
 
The table below shows the Trust’s BPPC performance split between NHS and non-NHS suppliers. 

 

 
 

The finance team will continue to review performance and take action where necessary to improve timely authorisation of invoices and avoid retrospective 
raising of purchase orders. 

Better Payment Practice Code NHS Non-NHS Total NHS Non-NHS Total NHS Non-NHS Total

Number of Invoices
Total Paid 430 9,453 9,883 39 1,051 1,090 162 4,137 4,299
Total Paid within Target 406 9,206 9,612 38 991 1,029 149 4,005 4,154
% Number of Invoices Paid 94% 97% 97% 97% 94% 94% 92% 97% 97%
% Target 95% 95% 95% 95% 95% 95% 95% 95% 95%
RAG Rating (Variance to Target) -1% 2% 2% 2% -1% -1% -3% 2% 2%

Value of Invoices
Total Value Paid (£000s) 7,998 45,262 53,260 563 5,659 6,222 2,278 21,325 23,603
Total Value Paid within Target (£000s) 7,406 44,299 51,705 563 5,064 5,627 2,157 19,735 21,892
% Value of Invoices Paid 93% 98% 97% 100% 89% 90% 95% 93% 93%
% Target 95% 95% 95% 95% 95% 95% 95% 95% 95%
RAG Rating (Variance to Target) -2% 3% 2% 5% -6% -5% 0% -2% -2%

2020/21 Total 2021/22 Month 4 2021/22 Total
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11. Recommendations 
 

The Finance and Resource Committee are asked to: 

Receive the Month 4 position noting: 

• The reported year to date position of £348k surplus against a planned break even, a favourable variance of £348k. 
 

• Note the 2021/22 agreed capital plan and year to date position. 
 
• The cash position of the Trust as at 31st July 2021 with a balance of £20.6m; 

 
• Agency expenditure of £286k against the agency ceiling of £210k; an adverse variance of £76k to the agency ceiling. 

 
• Note the progress to date of identified CIP schemes totalling £1,884k.  
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Finance and Resource Committee 
Assurance Report to the Trust Board 

5th August 2021 
 
 
Finance and Resource Committee Report to the Trust Board – 12th August 
2021. 

 
This paper details the items discussed at the Finance and Resource Committee meeting held 
on the 5th August 2021. The meeting was held as a MS Teams conference meetings and 
were quorate with minutes reviewed and approved from the previous meeting on the 1st 
July. Progress was reviewed and actions confirmed from previous meetings.  Declarations 
of interest were noted. 
 
Due to the temporary arrangements put in place for all Trust Committees during the period of 
national emergency relating to Coronavirus presenters took papers as read and asked for any 
clarifications or questions on the conference call. 
 
Chairs Actions 
 
The Committee noted and ratified a Chairs action in relation to the approval of the Business 
Continuity Policy which was required for inclusion in a tender pack for submission prior to the 
meeting. 
 
Performance 
 
The Committee received the IQPR report and noted a positive position overall. There are 27 
rated measures that have met the required standard and 8 that have not met the required 
standard and highlighted as exceptions.  As in M2, there are the same 4 Special cause 
variations (orange variation flags - signifying concern): 

• IAPT 90 days 
• Vacancies 
• Agency spend 
• Statutory and Mandatory Training 

In addition to the above it was noted that targets have not been met in 4 further areas: 
• Place of Safety performance against assessment remains under target, although 

improved from 8 assessments that occurred outside the 3 hour response time in M2 to 
5 with no agreed clinical grounds for delay, equating to 77%. 

• Turnover has increased and is consistently above the 10% standard (11.4% in M3) and 
remains challenging for all localities. 

• Safer staffing - performance has declined to 93% during M3. 
• Clinical supervision - performance has declined to 84% and is below the required 

threshold during M3. Only North Staffs Community and Acute & Urgent Care 
Directorates have met the required standard. 

 
The Committee noted the contents of the report and targeted explanations given to highlight 
key areas at the meeting. 

 
 
Strategy, Partnerships and Digital 
 
 Digital Update 



 
 

 

 
The Committee took the paper as read which included an update across all live projects.  The 
main points highlighted to the Committee were: 

• Cloud hosted Lorenzo migration delayed until 18th Aug due to technical capacity 
issues. It is expected to go ahead on this date now.  

• Docman is still on hold due to resourcing constraints.  
• Currently establishing the Information Sharing Agreement with UHNM for staff 

data to enable vaccine invites for Flu and Covid.  
• Recruited to two key senior posts is complete.  
• Previous concerns raised around the risk scoring on the DA programme, included 

in Enclosure 4 is the matrix from NHS Digital which we are required to use. DA 
leads are challenging back around how the risk calculations are being achieved 
and any weightings but it forms part of the mandatory CORA system for risk and 
issue reporting from NHSD. 

 
The Committee received an update report on the work of the Digital Aspirants Programme. 
Previous concerns raised around the risk scoring on the DA programme is the matrix from 
NHS Digital which the Trust is required to use. The Committee noted that DA leads are 
challenging back around how the risk calculations are being achieved and any weightings but 
it forms part of the mandatory CORA system for risk and issue reporting from NHSD. 
 
 
 Business Opportunities Update 

 
The Committee received an update from the Director of Finance, Performance and Estates on 
the latest position regarding the opportunity to provide drug and alcohol inpatient services to 
the West Midlands region. The Regions (14 in total) Councils have agreed to form a 
consortium with Staffordshire County Council as the lead contractor and went out to 
procurement issuing ITT documents on the 9 July 2021 with a submission date of 9 August 
2021.  The Committee were assured that the Trust had put together a competitive bid that 
would yield a positive financial contribution and had good engagement from partners with 
whom we are collaborating with for this bid.  The Committee were advised that there is a 
likelihood of additional activity coming the Trusts way in the form of a subcontract with a 
successful bidder in the event that our bid is unsuccessful given the shortage of medically 
managed placements in the West Midlands area.  The Committee noted the update and look 
forward to an update on the outcome of the process. 
 

Capital and Estates 
 

 Estates Update  
 
The Director of Finance, Performance and Estates (DoFPE) gave assurances that general 
estates capital schemes are all progressing well in line with expected timescales.   
 
The Committee were advised that an extension to the tender process of 1 week had been 
requested by one of the potential bidders on Project Chrysalis, given current concerns around 
availability of contractors this extension was granted.  The DoFPE advised that this is likely to 
result in a further slippage to the timeline of the Project with work on site now potentially starting 
after Christmas.  Given the majority of the Trust’s capital plan spend is dependent on this project 
a list of contingency capital schemes has been pulled together for progression including a 
number of further estates schemes, focussing on additional ligature works at the Harplands site 
and potentially bringing forward the device replacement programme from 2022/23. 
 
The Committee noted the update with recognition of the challenges in the construction market 



 
 

 

at the moment and stated its support to Executives to do all that is possible to ensure the 
capital resource limit is fully utilised this year including over commitment of the programme. 
 
 
Finance 
 
 Finance Update  

 
 
Month 3 Position - The Committee received an update on the financial position for month 3 of 
the financial year 2021/22 which saw the Trust report a continuation of the surplus position 
against a breakeven plan and a H1 forecast position of breakeven.  A verbal update of the STP 
partners M3 financial positions reported a very similar pattern across the patch with year to date 
favourable variances and H1 forecasts were all on plan. 
 
Committee members were pleased with the progress around CIP with circa 50% of recurrent 
CIP transacted in M3.  Capital spend remained behind plan and a large amount of nhs 
receivables had been settled in July since the preparation of the report. 
 
The Committee were advised that the ongoing workforce challenges the Trust were facing had 
contributed to the agency ceiling being breached for a third month, however, it was 
acknowledged that agency spend was not a direct contributor to the Trusts use of resources 
level for 2021/22.  Committee members were assured with regards to the controls in place for 
booking agency which saw Exec level sign off in place.  The DoFPE updated the committee on 
a number of further initiatives to ensure agency resource was being sourced in the most cost 
effective manner. 
 
The Committee noted the month 3 position and acknowledged the ongoing uncertainty with 
regards the national planning guidance for H2. 
 
 

 TCP / P86 
 
The Director of Operations presented the Committee with a paper to give assurance around the 
progress made on these projects since the transfer from the CCGs on 1st April 2021.  Key areas 
to note were a reduction in the number of P86 placements since these moved over to the Trust 
and growth in TCP placement costs is not expected to be in line with historic levels given more 
appropriate procurement and contracting arrangements are now in place, including greater 
clinical oversight and much more robust requirements for the monitoring of quality indicators and 
minimum quality requirements.  The Committee heard that a vast amount of work had taken 
place over the last 4 months to ensure that appropriate processes were put into place and 
officers had been liaising with the Trust solicitors in the preparation of contract documentation.   
 
The Committee noted the update and acknowledge a lot of improvements had taken place to 
ensure these services are in a better position than previous commissioning arrangements.  The 
Committee is assured based on this information that approach being taken is correct. 
 

 Learning Disabilities Business Case 
 
The Director of Operations presented the Committee with a business case for the transformation 
of the existing LD unit and service offering.   The Trust’s current six bedded Assessment and 
Treatment Unit for these service users is located on the Harplands Hospital site and is no longer 
fit for purpose. The environment limits the ability for the highest quality of care and treatment to 
be delivered because the site environment presents elements of risk to service users and staff 



 
 

 

that frequently have to be mitigated with additional staff numbers. This risk is detailed on the 
Trust’s Risk Register. 
 
The Committee were advised that 3 options had been considered and Option 3 was the preferred 
option: 

• Option 1 – Do Nothing 
• Option 2 - Proposes investment in the new ward with existing staffing capacity 
• Option 3 - Proposes investment in the new ward with an optimised staffing model 

 
Both Options 2 and 3 offer synergies with the capital works planned as part of Project Chrysalis 
in terms of savings on project and professional fees for the large amount of capital works 
required, but only option 3 allowed the Trust to further develop the TCP pathway and in turn 
generate substantial savings for the system by directing a number of service users into NHS 
services rather than private providers. 

 
The Director of Operations advised the Committee that the capital resource required for the 
LD business case was already included in the Trusts 5 year capital plan and the revenue 
investment required would be sought via flexible use of the TCP budget.  Director level 
discussions with the CCG had taken place and they were very supportive of the proposal, with 
wording included in the TCP MOU to firm up their commitment to use a small element of the 
TCP budget to transform LD inpatient services through investment at the Trust. 
 
The Director of Nursing assured the Committee that the recruitment issues the Trust is 
currently experiencing with mental health nurses was much less for learning disability nurses 
and there are 5 trainees already working through the apprenticeship programme who will bea 
ready for the opening of the new LD unit. 
 
The Committee agreed to approve option 3 for further consideration at Trust Board. 
 
 SLR Update 

 
Due to time constraints the Committee agreed to defer this item to the September committee. 
 
 Cost Collection 2020/21 

 
The Committee received a report outlining the timeline and processes in place to ensure the 
national deadline for the mandatory cost collection exercise would be met.  The Committee 
were assured that the process was robust. 
 
 
Other Items: 
 
 Risk Register 

 
The Committee received the report and noted no requests for changes to scores or new risks.  
 

 
 Policies 

 
A number of policies had extension requests agreed by the Committee as detailed below: 

• Standing Financial Instructions 
• Scheme of Delegation 

 



 
 

 

The Committee agreed to the extension of the review of these policies. 
 

 
Recommendation 
 
The Board is asked to receive the contents of this report and take assurance from the review 
and challenge evidenced in the Committee. 
 
The Board is asked to ratify the policy extension requests approved by Committee. 
 

 
On Behalf of Russell Andrews 
Chair of Finance and Resource Committee 
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Finance and Resource Committee 
Assurance Report to the Trust Board 

2nd September 2021 
 
 
Finance and Resource Committee Report to the Trust Board – 9th September 
2021. 

 
This paper details the items discussed at the Finance and Resource Committee meeting held 
on the 2nd September 2021. The meeting was held as a MS Teams conference meetings 
and were quorate with minutes reviewed and approved from the previous meeting on the 
5th August. Progress was reviewed and actions confirmed from previous meetings.  
Declarations of interest were noted. 
 
Due to the temporary arrangements put in place for all Trust Committees during the period of 
national emergency relating to Coronavirus presenters took papers as read and asked for any 
clarifications or questions on the conference call. 
 
Chairs Actions 
 
None to report. 
 
Performance 
 
 IQPR 

 
The Committee received the IQPR report and noted a positive position overall. There are 22 
rated measures that have met the required standard and 11 that have not met the required 
standard and highlighted as exceptions.  As in M3, there are the same 4 Special cause 
variations (orange variation flags - signifying concern): 

• IAPT 90 days 
• Vacancies 
• Agency spend 
• Statutory and Mandatory Training 

In addition to the above it was noted that targets have not been met in 6 further areas: 
• 48 Hour Follow Up - performance is at 91.4% and remains challenging for all localities 

except Stoke Community. 
• Place of Safety - performance against assessment remains under target with 5 

assessments that occurred outside the 3 hour response time with no agreed clinical 
grounds for delay, equating to 72.2%. 

• Complaints Open Beyond Agreed Timescale - there were 4 responses outstanding 
relating to Stoke, North Staffs and 2 in Acute and Urgent Care, 2 of which are in their 
final stages of quality assurance and 2 have been responded to. 

• Staff Turnover - performance is consistently above the 10% threshold at 12.3% in M4 
and remains challenging for all localities. 

• Safe Staffing - performance has declined to 91% during M4 from 93% in M3. 
• Clinical Supervision - performance has declined to 82% (from 84% in M3) and is below 

the required threshold. Only Primary Care and North Staffs Community Directorates have 
met the required standard during M4. 

 
The Committee challenged which other committees review IQPR metrics.  It was reported that 
all KPI’s are reported to Quality Committee, and PDC receive the Organisational Health and 



 
 

 

Workforce section. 
 
The Committee noted the contents of the report and targeted explanations given to highlight 
key areas at the meeting. 
 
 IAPT 90 day PIP 

 
The Associate Director of Performance gave an overview of the Performance Improvement 
Plan (PIP) process.  The IAPT 90 day PIP was presented for information to the committee. 

 
 
Strategy, Partnerships and Digital 
 
 Strategy 

 
The Committee received a paper outlining proposals for the transition of the MERIT Group to 
be established as the West Midlands Mental Health Provider Collaborative. This is a natural 
evolution for a group of which the Trust is an existing member and repositions the group within 
the context of the Health & Care Bill legislation currently progressing through Parliament.  
 
The Committee endorsed the recommendation to support the Trusts membership of the 
Provider Collaborative.  
 
The Committee also received an update on the national NHS policy commitment to become 
the world’s first net carbon zero health service by 2050. The Committee supported the 
establishment of a new Sustainability Group to be chaired by the DoPS which will coordinate 
all related activity across the Trust including the production of the Trust Green Plan 2022/23 – 
2024/25 which will need to be agreed through Trust Board by January 2022.   
 
 
 Digital Update 

 
The Committee took the paper as read which included an update across all live projects.  The 
main points highlighted to the Committee were: 

• Cloud hosted Lorenzo migration was completed successfully on the 18th August 
and was completed ahead of the scheduled downtime window returning Lorenzo 
access to the services before 7am. 

• Current issues associated with the eAppointment project were discussed and the 
associated technical and supplier issues were highlighted, and a full update 
given.  

• The process, outcome and next steps associated with the Foundation Services 
IT review undertaken by PA Consulting on behalf of the Trust, MPFT and Primary 
Care. The S&SHIS sustainability options were discussed, and the committee 
highlighted that further work should be undertaken to establish the developments 
required for S&SHIS to deliver the future service requirements before exploring 
commercial options. 

 
The Committee received an update report on the work of the Digital Aspirants Programme. 
The main points highlighted to the Committee were; 

• The submission of the latest funding evidence report for the final funding allocation of 
£1.5m 

• The successful pilot of the Community Aide (Offline Lorenzo) solution with the 
Greenfields team. 



 
 

 

• The transfer of the Clinical Aide pilot from Ward 5 to A&T 
• The development of the Smart Documentation workshops to support the redesign of 

the core assessment, risk assessment and care plan. 
 
 
 Business Opportunities Update 

 
The Committee received a verbal update on the progress of four business opportunities 
pending a more detailed update at the October session.  
 
Alcohol & substance misuse services are included within three opportunities; an agreement 
with HumanKind to provide inpatient services to support their community services in the 
Yorkshire region – this is very near to completion with final agreement on the contract pending; 
a bid to provide inpatient services across the West Midlands via Staffordshire County Council 
who are acting as the lead procurement agency – the tender evaluation process is expected 
to be completed later this month; and possible agreement to work in partnership with a large 
independent provider of inpatient detox services to supplement their capacity in treating 
patients with dual addiction to both gambling and alcohol/drugs – final agreement is subject to 
a review via CPAG.  
 
The fourth opportunity relates to the integration of GP services and continues to progress 
positively – a full business case is nearing completion and will be shared at the next committee 
meeting.  
 
 
 
 

Capital and Estates 
 

 Estates Update  
 
The Associate Director of Estates gave assurances that general estates capital schemes are 
all progressing well in line with expected timescales and slippage schemes were being 
developed.   

 
The committee were advised that through the tendering process for Project Chrysalis, the 
Trust reached out to 16 companies from which the Trust received two bids, these were 
reviewed and the contract has been awarded. The Trust is now going through the stage 2 
tendering process which will give the Trust confirmed costs.  This is due back first week in 
October. 
 
The committee queried why there had been so little interest.  The Associate Director of Estates 
advised the committee that this was due to current market conditions and national eradication 
of dormitories programme has left a shortage in supplier of contractors. 
 
The Committee noted the update. 
 
Finance 
 
 Finance Update  

 
 
Month 4 Position - The Committee received an update on the financial position for month 4 
of the financial year 2021/22 which saw the Trust report a continuation of the surplus position 



 
 

 

against a breakeven plan and a H1 forecast position of a small surplus.   
 
Committee members received an update on the progress around CIP with further schemes being 
transacted in M4.  Capital spend remained behind plan in M4, but is forecasting to spend the full 
allocation by year end. The cash balance is back to expected levels in M4 and is forecasting to 
be slightly better than plan by year end.  Agency costs were above the ceiling in M4 and YTD. 
 
The Committee noted the month 4 position and acknowledged the ongoing uncertainty with 
regards the national planning guidance for H2. 
 
 

 Working Capital 
 
The Committee received an update on the Trust working capital position.  The committee notes 
the working capital position as at month 4. 
 

 SLR 
 
Executive Director of Finance Performance & Estates discussed the costing presentation 
outlining the Trusts costing vision and journey so far incorporating the key tools used by 
finance including PLICS & SLR. 
 
 
An SLR report has been presented to the Senior Leadership Team (SLT) – Medical Director is 
supporting a task and finish group with clinical colleagues and finance to refine reporting.  The 
team are also engaging with an external company on reporting to make the reporting easier to 
understand. 
 
The Committee noted the presentation. 
 

 STP Month 4 Update 
 
A verbal update of the STP partners M4 financial positions reported a very similar pattern 
across the patch with year to date favourable variances and H1 forecasts were all on plan or 
slightly better than plan. 
 
The Executive Director of Finance Performance & Estates updated the committee on the 
departure of Mark Mansfield as Regional Director of Finance at NHSEI 
 
Other Items: 
 
 Risk Register 

 
The Committee received the report and noted no requests for changes to scores or new risks.  
 

 
 Policies 

 
Data Protection Steering Group ToR policy was received and approved. 
 

 
 Business Case 

 



 
 

 

 
Voluntary Community & Social Enterprise Service Specifications. 

 
Specific funding has been ring-fenced as part of the community mental health transformation 
budget to support the development of services within the Voluntary Community & Social 
Enterprise sector. 

 
The Committee gave approved to proceed with the DPS process. 

 
CAMHS Deep Dive Summary Paper 

 
In May 2021 the results of a survey relating to pressures on mental health services for 
children and young people (CYP) were published by NHS Providers and shared with Mental 
Health Trusts. This is in the context of the rise in CYP being diagnosed with a mental health 
condition to from 1 in 10 in 2017 to 1 in 6 by 2021. 
 
In order to assess the Trusts own performance against the survey points and quantify rising 
demand, a deep dive of children and young people (CYP) services across the Trust has been 
conducted to review referrals, waits times and activity. The paper shares the findings of the 
analysis and summarises the actions which have been developed in order to progress with 
capacity and service improvement. 
 
The Committee noted the activity and analysis to date and approved the request for financial 
support. 

 
Recommendation 
 
The Board is asked to receive the contents of this report and take assurance from the review 
and challenge evidenced in the Committee. 
 
The Board is asked to ratify the policy extension requests approved by Committee. 
 

 
On Behalf of Russell Andrews 
Chair of Finance and Resource Committee 
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