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Agenda

Location Date Owner Time

Board Room, Conference Suite at
RJAH

7/09/22 09:30

1. Welcome 09:30

1.1. Apologies All

1.2. Declarations of Interest All

1.3. Minutes from the previous meeting July 2022 Chairman

1.4. Matter Arising All

2. Presentations

2.1. Patient Story - Ms Helene Faure Chief Nurse
and Patient
Safety Officer

09:40

2.2. Research Presentation - Mr Andrew Roberts Chief Medical
Officer

09:55

3. Chairman / CEO Update Chief Executive
Officer

10:10

4. Integrated Performance Report Chief Operating
Officer

5. Board Assurance Framework Trust
Secretary/Direc
tor of
Governance
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4.

5.
6.

7.
8.

9.
10.

11.
12.
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Agenda

Location Date Owner Time

Board Room, Conference Suite at
RJAH

7/09/22 09:30

6. Quality and Safety 10:20

6.1. IPR Exception Report (page 45 - 50) Chief Nurse
and Chief
Medical Officer

6.2. Chair Report from Quality and Safety Committee Non Executive
Director

6.2.1. Learning from Deaths Q1 Report Chief Medical
Officer

6.3. Chair Report from IPC Quality Assurance Committee Non Executive
Director

6.3.1. IPC Improvement Plan Chief Nurse
and Patient
Safety Officer

10:55

6.3.2. IPC Annual Report Chief Nurse
and Patient
Safety Officer

6.3.3. IPC Q1 Report Chief Nurse
and Patient
Safety Officer

BREAK 11:05
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Agenda

Location Date Owner Time

Board Room, Conference Suite at
RJAH

7/09/22 09:30

7. People and Workforce 11:20

7.1. IPR Exception Report (page 42 - 44) Chief People
Officer

7.2. Chair Report from People Committee Non Executive
Director

7.2.1. Freedom to Speak Up Update (verbal) Trust
Secretary/Direc
tor of
Governance

7.2.2. Guardian of Safe Working Hours Q1 Report Chief Medical
Officer

8. Performance and Governance 11:40

8.1. IPR Exception Report (page 51 - 64) Chief Operating
Officer

8.1.1. Long Waiters (Presentation) Chief Operating
Officer

8.2. Finance Performance Report (page 65 - 68) Chief Finance
and Planning
Officer

8.3. Chair Report from Finance, Planning and Digital Committee Non Executive
Director

8.4. Chair Report from Audit and Risk Committee Non Executive
Director

9. Questions from the Governors and Public Chairman 12:10

10. Risk Review All 12:15

11. Overall Board Reflection and Comments All 12:20

12. Any Other Business All 12:25

12.1. Next Meeting: 2 November 2022 (Public)
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Harry Turner  01691 404358

Chairman

BOARD OF DIRECTOR – PUBLIC MEETING

6 JULY AT 9.30AM, BOARD ROOM AT RJAH

MINUTES OF MEETING

Present:
Harry Turner
Paul Kingston
Martin Newsholme
Chris Beacock
Penny Venables
Sarfraz Nawaz
Stacey Keegan
Craig Macbeth
Sara Ellis Anderson
Ruth Longfellow

Chairman 
Non-Executive Director 
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive Officer
Chief Finance and Planning Officer
Chief Nurse and Patient Safety Officer
Chief Medical Officer

HT
PK
MN
CB
PV
SN
SK
CM
SEA
RL

In Attendance:
David Gilburt 
John Pepper
Sarah Sheppard
Shelley Ramtuhul
Jacqueline Barnes
Mary Bardsley
Colin Chapman
Victoria Sugden
Colette Gribble

Associate Non-Executive Director 
Associate Non-Executive Director 
Chief People Officer
Trust Secretary/Director of Governance
Improvement Director from NHSE/I
Assistant Trust Secretary - Minute Secretary
Governor
Governor
Governor

DG
JP
SS
SR
JB
MB
CC
VS
CG

MINUTE 

NO

TITLE

06/07.01 APOLOGIES

There were no formal apologies to note.

06/07.02 MINUTES OF THE PREVIOUS MEETINGS

04 May 2022 - the minutes were agreed as an accurate reflection of the meeting and therefore 
approved by the Board of Directors.

06/07.03 MATTERS ARISING

There were no further items to be tabled for discussion.

06/07.04 DECLARATION OF INTERESTS

There were no declaration of interests shared.

06/07.05 PATIENT STORY 

SEA introduced Mr John Rigby who agreed to share his story. John is a patient to Mr Balain 
due to severe spinal issues. The following key points were noted:

▪ undergone several x-rays and outpatient appointments within RJAH which have all 
been positive experiences

▪ John expressed that he felt listened to at each appointment with Mr Balain
▪ It was recognised that staff go the extra mile and are always friendly and helpful
▪ John complimented every member of staff who he has communicated with by email 

or over the phone – they were all friendly, professional, helpful, and considerate
▪ Improvements could be made with the location of the physiotherapy department as it 

is a long walk from the main entrance

HT thanked John for his time and sharing his experiences with the Board. SEA highlighted 
John’s suggestion for improvement and explained that the Estates Strategy is actively 
reviewed with the priority of delivering outpatient services at the West end of the site, nearest 
to the main entrance and car park. To mitigate the issue in the meantime, the Trust are 
opening other entrances nearer points of care to support.
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HT thanked John for his time and sharing his experiences with the Board and agreed to share 
his comments with staff.

06/07.06 GREEN PLAN 2021/2024
CM welcomed Simon Everett, Estates Manager and Sustainability Lead to the meeting to 
present the Green Plan. Simon highlighted the following:

▪ Completed our £1.2m energy saving scheme, aiming to remove carbon by 809 CO2 
tonnes each year

▪ The plan sets ambitious targets requiring all NHS organisations to become Net zero 
by 2040

▪ It is a 3year strategy to support the Trust in achieving the agreed targets

The Board commended the well written and clear strategy and commented on the following:
▪ Suggested milestones are added to the action plan. The Trust confirmed the 

Sustainability working group have oversight of the action plan which reports to the 
Finance, Planning and Digital Committee

▪ Suggested improving cycling facilities for staff. Simon explained that the League of 
Friends are currently supporting the review 

▪ The Board queried if there were grant supports available. It was noted that the 
government have released a £1b funding pot through Celex. The next phrase of 
funding will be available from September.

▪ Queried the Veterans build and if the building is above regulations. Simon confirmed 
that the building is of BREEAM standards but will not require an assessment. The 
Trust has noted the possibility of adding solar panels to the building

▪ Queried the Trusts consideration to food wastage. Simon explained that there are 
rules and restrictions, but the Trust is currently investigating a digital system to record 
meals which would reduce waste.

▪ Waste from the recent refurbishments have been managed by contractors, the Trust 
insist on the contractors recycling where possible as part of their contract.

The Board thanked Simon for this time and congratulated the Trust on a clear Strategy.

CHAIR AND CHIEF EXECUTIVE OFFICER UPDATE

06/07.07 CHAIR AND CHIEF EXECUTIVE UPDATE 

Welcome - HT welcomed Penny Venables, Non-Executive Director and Mike Carr, Chief 
Operating Officer who have both joined the Trust since the last Public Board meeting.

Covid19 - SK acknowledged the 40% increase of positive covid cases within the past week. 
The Trust re-introduced face masks along the corridor and within the main entrance and 
restaurant (along with clinical areas).

ICB – SK informed the Board the ICB is now established, and the Trust will continue to support 
the system with collaborative working.

Frank Collins, OBE – On behalf of the Board, SK congratulated former Chair, Frank Collins 
who has recently been named an OBE in the latest Honours list unveiled to mark the Queen’s 
70th Jubilee for his services to the NHS. The Trust also congratulated Trevor McMillan, Non-
Executive Director, STW ICS who was awarded an OBE for services to Higher Education.

Pride – The Trust celebrated pride month with a t-shirt competition for children and unveiling 
of our new Pride Progress flag outside our hospital, the progress flag recognises the diversity 
within LGBTQ+ communities.

Health Hero (June) - Mike Nowell, who works as part of the Digital Services Department had 
been recognised for going above and beyond to support the Pharmacy Team who recently 
upgraded their computer systems. 

Health Hero (May) – Louise Jones, Operating Department Practitioner who has been 
recognised for her commitment to the environment and for setting a shining example for 
infection prevention and control (IPC) standards across the Trust. 

PERFORMANCE REPORT

06/07.08 PERFORMANCE REPORT

CM explained that each exception report be presented throughout the meeting before 
highlighting the overall flash report:

▪ The Trust welcomed back from staff who were supporting mutual aid in May
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▪ 104 week waiters remain a key focus
▪ Performance has been measured against the original plan and resubmission – more 

information to follow throughout the meeting
▪ A forecast for June is presenting 12 patients ahead of trajectory
▪ Noted improvements within private practice activity from July onwards

EXCEPTIONAL ITEMS

06/07.09 IPC IMPROVEMENT PLAN

There are currently 32 actions completed within the improvement plan and some actions have 
moved from red to amber noting the increased engagement and improvements embedded.

HT highlighted the letter received from NHS England and congratulated the Trust on the 
improvements which have been noted.

The Trust highlighted the following areas of concerns to the Board via the Chairs assurance 
report from the IPC Quality Assurance Committee:

▪ the case of need housekeeper role - it was noted that gaining funding for the roles 
has been challenging and an escalation letter has been sent to the system

▪ training compliance – a re-occurring theme of training being reported as red
▪ SSI – a deep dive into SSI for all specialities has been requested by the Quality and 

Safety Committee

CM added the Trust have a further escalation meeting with the investment panel to discuss 
the triple lock process. The Board suggested seeking support from counterparts within the 
system along with an sharing an update at the Quality system meeting to ensure oversight of 
the risks.

JB commended the significant progress which is to be embedded and sustained. There has 
been a noted increase in ownership and engagement across the organisation.

PK added the People Committee has asked for a full analysis of the training compliance and 
asked for consideration to embed a grace period for new modules in order for staff to be given 
the time to complete before being reported as red. The training records which have previously 
been filed on the wards have been incorporated into ESR. A compliance report is shared with 
Senior Leaders every 2 weeks and is presented to the IPC Quality Assurance Committee.

MN commended the Trust on the improvements and queried whether visitors increase the 
risk to the organisation. SEA explained that a booking system is in place for visitor and staff 
are encouraged to educate visitors. SEA confirmed lateral flow tests and faces masks 
continued to be encouraged. CB suggested the Trust scan visitors for a high temperature 
upon arrival at the main entrance. SEA confirmed that the questions are asked before they 
visit the Trust.

Following DG comment, SEA confirmed that the recommendations outlined in the letter will 
be added to the IPC improvement plan. The Trust will continue to align evidence to the plan. 

SN asked for further assurance on the actions noted as completed. SEA explained that each 
actions has an evidence file saved which is approved by either the Chief Nurse or Head of 
Governance. 

QUALITY AND SAFETY

06/07.10 IPR EXCEPTION REPORT – CARING FOR PATIENTS

The following exceptions were highlighted:
▪ Number of Complaints - off target for four consecutive months
▪ Unexpected deaths - one death reported which was noted as sudden but not 

unexpected
▪ WHO Documentation Audit - % Compliance - five months off target. The Trust have 

introduced training following a never event and enhance the process to ensure step 
4 is completed.

CB commented on the acquired MRSA and queried whether the information can be recorded 
within the performance report to which the Trust agreed.
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The Board discussed the incomplete documents recorded for the WHO documentation. DG 
suggested the process is incorporated into the new EPR system as a way of ensuring each 
section is complete to which the Board agreed with. SK commented that the reported was 
discussed at the theatre working group meeting where feedback and learning has been 
shared.

HT reminded the Trust that the WHO compliance has previously been highlighted within the 
Trusts CQC inspections. RL has asked for support from partner organisations and agreed 
with DG comment regarding a digital solution.

06/07.11 CHAIR REPORT FROM QUALITY AND SAFETY COMMITTEE

CB presented the chairs’ assurance report, highlighting the following:
▪ Commissioned a deep dive into complaints
▪ Concerns raised over recruitment which is being oversee by the People Committee
▪ There are several overdue audit and action logs being presented, the Committee 

have increased the reporting to gain further assurance
▪ The Committee discussed the harms review and whether patients’ mental health has 

been considered as part of the review
The Board noted the Chairs’ assurance report.

06/07.12 SAFEGUARDING ANNUAL REPORT

SEA presented the annual report for the Board noting it has been considered by the Quality 
and Safety Committee. The following key points were highlighted:

▪ A noted an increase in domestic abuse cases 
▪ Increase in DoLs referrals following increased education 
▪ Summary of training with level 3 safeguarding in children and adults remaining an 

area of focus 
▪ Summary of objectives that have been fully and partially achieved for 21/23
▪ Outlines key priorities for 22/23

JP queried the Trust trigger for safeguarding referrals. SEA explained this would be following 
a did not attend at an appointment and confirmed the policy states this would be 2 DNA.

DG suggested consideration is to be given to the report before publishing in the public domain 
to ensure patients are non-identifiable.

The Board approved the annual report.

06/07.13 PATIENT EXPERIENCE ANNUAL REPORT

SEA presented the annual report for the Board noting it has been considered by the Patient 
Experience Committee before the Quality and Safety Committee. 

HT commented the importance of the themes noted within the report which highlights areas 
of focus ahead.

PV suggested that a deep dive is to be completed into values and behaviours relating to the 
code of conduct training as volunteers can be placed in a difficult situation where there is 
potential conflict and challenge.

JP suggested if the Trust can investigate the value of a GP letter being written to expedite 
patients’ surgery before noting that Consultant have a comprehensive oversight of the 
patients requirements due to the specialist needs. Suggesting that advice is to be shared with 
patients that if their condition changes they are to gain support from their GP. RL thanked JP 
for his comments and explained the Trust are looking into waiting lists on prioritisations based 
on metrics.

The Board thanked the Trust for the update.

06/07.14 CHAIR REPORT FROM IPC QUALITY ASSURANCE COMMITTEE 

The report was presented along side the IPC Improvement Plan for greater oversight.

PEOPLE AND WORKFORCE

06/07.15 IPR EXCEPTION REPORT – CARING FOR STAFF

PK highlighted the following concerns to the Board:
▪ STW People Plan - concerns raised with ownership of risks and understanding the 

baseline metrics of the people plan. The Board requested further information on the 
metrics and where the Trust are against the plans.
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▪ Consultant Recruitment Plan – concerns raised relating to targets not being met and the 
unknown impact on delivery of the operational and financial plan.

▪ DBS Checks – a briefing paper to be presented following a review of other organisations. 
Concerns raised regarding the timeframes of DBS being undertaken. 

The Committee noted the Chairs assurance report.

06/07.16 CHAIR REPORT FROM PEOPLE COMMITTEE

The following was exceptions were highlighted:
▪ Sickness Absence - metric showing special cause variation of a concerning nature 

but back within control range. Both long term and short-term sickness remain as 
special cause variation of concern. SS reminded the Trust that as of 1 September 
staff will only receive sick pay for covid if they are entitled to it.

▪ Voluntary Staff Turnover – an exception at Trust level and specific Staff Groups are 
consistently off target. There has been a noted increase across the NHS relating to 
retirement and life choice. 

• Vacancy Rate - overall showing special cause variation of an improving nature

06/07.17 FREEDOM TO SPEAK UP UPDATE

The national survey 2021/22 was shared with the Board for information. SR highlighted the 
following to the Board:

▪ The Trust continue to roll out training to the Board
▪ Champions recruitment has been launched – a training programme has been 

scheduled
▪ The launch of the champions has been scheduled for August

HT encouraged the Trust to engage with staff and PV reflected on the importance of the 
champion role before encouraging the Trust to continue to ensure those individuals have 
ongoing training and support.

The Board thanked SR for the update.

PERFORMANCE AND GOVERNANCE 

06/07.18 IPR EXCEPTION REPORT

The following key points were highlighted: 

• 18 Weeks RTT Open Pathways - metric continues to fail the 92% target.  As expected 
from covid impact, this will continue for a considerable time. The Board asked for 
further benchmarking information to gain an understanding of how the Trust are 
comparing to other organisations. 

• Patients Waiting Over 52 Weeks - both English and Welsh showing special cause 
variation with increases reported this month. For month 2 our English patients waiting 
over 52 weeks is 80 patients above our planned trajectory. At the end of June, the 
Trust reported 12 patients ahead of trajectory. A key challenge is the workforce. 

• Patients Waiting Over 78 Weeks - both English and Welsh showing special cause 
variation with increases reported this month. For month 2 our English patients waiting 
over 78 weeks is 33 patients above our planned trajectory. There is an agreed target 
of 0 by the end of March.

• Patients Waiting Over 104 Week - English and Welsh individually showing special 
cause variation of concern. For month 2 our English patients waiting over 104 weeks 
is 14 patients above our planned trajectory

• 6 and 8 Week Wait for Diagnostics - both English and Welsh standards showing as 
special cause variation and both consistently off target

DG suggested that the Trust report spinal and non-spinal patients separately going forward 
to support with the monitoring of individuals. 

06/07.19 104 WEEKS PRESENTATION

The Board welcomed Dawn Forrest to the meeting who joined to present the update on the 
104-week waiters. Dawn shared information on the national priorities, the trust trajectory, trip 
in management, key actions which are to be incorporated and Welsh guidelines.

Following a in depth discussion, the Board asked for support from the Finance, Planning and 
Digital Committee to gain further assurance via a deep dive into the following:

▪ Risk on reaching the activity targets, the trajectory is to be extended until December 
2022 

▪ Patient validation
▪ Recruitment plans and in impact on activity if the Trust is unable to recruit
▪ The regulations for both English and Welsh patients and impact on activity
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The Trust thanked Dawn for the update and reiterated that the patients are scheduled 
following the prioritisation guidance and clinical need.

06/07.20 FINANCE EXCEPTION REPORT

CM highlighted the following relating the Trust finances:
▪ Overall £663k deficit in month, £161k adverse to plan
▪ Year to date deficit of £1,797k, £156k adverse to plan
▪ Income recorded at £225k adverse to month with the main driver being a shortfall in 

private patient activity. There is an expected recovery forecasted for July. 
▪ Cash levels were £0.5m lower than plan mainly due to inflationary uplifts not yet 

incorporated into clinical income contracts 
The Board noted the risk on not achieving the performance activity and therefore the Trust 
will continue to monitor and update the Board as required.

06/07.21 CHAIR REPORT FROM FINANCE, PLANNING AND DIGITAL COMMITTEE

SN presented the chair report, highlighting the following the Board:
▪ 104 Weeks – further consideration is required at the Finance, Planning and Digital 

following the discussion held within today’s meetings
▪ EPR contract has been signed
▪ Concerns have been raised regarding recovery reporting

CB suggested that the Trust consider withdrawing from mutual aid support if Covid increases 
within the winter months. The Trust confirmed a deep dive into consultant recruitment is to be 
completed within Covid expectation considered.

The Board discussed the impact of the plan for 2021/22 which does not include the impact of 
covid following a clear direction although it was noted that the units efficiencies are delivered 
more than expected. 

The Board noted the Chair’s assurance report.

06/07.22 OPERATIONAL AND FINANCIAL PLAN (PRESENTATION)
CM presented the slides to the Board highlighting the following:

▪ Resubmitted plans required to achieve activity at 104% of 19/20 baseline value at 
system level

▪ Inpatients – restorations of 102% (no change)
o Stretch from 102%-104% require further 229 spells for RJAH (added by ICS 

as additional independent sector activity stretch wot clear narrative o risk as 
part of submission) It was noted that this isn’t recognised in the internal plan 
and look to achieve to support the shortfall.

▪ Outpatient – restoration of 96% (previous submission was 91%)
▪ Diagnostics activity - no change following IPC review
▪ The regulator has requested a further update to financial plans
▪ RJAH deficit of£1.6m has improved to £0.8m
▪ ICS deficit of £38.1m improved to £19m deficit against a breakeven requirement

The Board thanked CM and the team for the efforts.

ITEMS FOR APPROVAL 

06/07.23 RESEARCH STRATEGY

The Research Strategy was shared with the Board for consideration and approval. The 
Strategy has been formulated to support the Trusts research as an important core clinical 
activity to support the world-class patient care. The Trusts objectives include:

▪ Developing our workforce
▪ Building on our world class infrastructure and facilities
▪ Strengthen our existing and develop new partnership
▪ Developing our systems

HT highlighted the importance of incorporating research discussion into routine board matter 
and asked from support from the Trust to give an oversight on what is needed/required to 
achieve world class care.

The Board approved the Strategy and invited the Research Department to present to the 
Board in September

06/07.24 BOARD GOVERNANCE PACK

The Board considered the Governance Pack which has previously been circulated for 
comments. SR confirmed that each document within the pack has been approved at the 
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relevant committees. HT encouraged comments from the Chairs of each assurance 
Committee before the Board approved the pack.

REFLECTIONS/ANY OTHER BUSINESS 

06/07.25 QUESTIONS FROM THE GOVERNORS

The Governors thanked the Board and the Trust and no questions were asked.

06/07.26 QUESTIONS FROM THE PUBLIC

There were no questions shared at the meeting.

06/07.27 OVERALL BOARD REFLECTION AND COMMENTS

The Board agreed to complete the discussion in the private meeting to allow for a reflection 
of the whole day.

FOR INFORMATION ONLY

06/07.28 STW GREEN PLAN

The STW Green Plan was shared with the Board for information only.

06/07.29 CLOSING REMARKS:
HT thanked everyone for attending the meeting and for their contribution in the discussions.

NEXT PRIVATE MEETING: 7 SEPTEMBER 2022

BOARD OF DIRECTOR – PRIVATE MEETING

06 JULY 2022

SUMMARY OF ACTIONS

REFERENCE/TITLE LEAD STATUS

Actions from the Previous Meeting – May 2022

None outstanding.

Actions from the Meeting – July 2022

None to note.
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Research Director: Andrew Roberts
Research Manager: Teresa Jones
 

WORLD-CLASS RESEARCH 
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Baseline
• Staff research capability unknown
• Research Evaluation Framework
• Comparison with other centres
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Finances
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Finances
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Gap Analysis
• Deficient expectations of our new staff
• No declaration of intent
• The excluded tribes
– Nurses
– Therapists
– Pharmacists
– Radiographers
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Benefits
• Caring for patients

– Quality outcomes; reduced mortality and complications
• Caring for Staff

– Upskilling staff to undertake research
– Attracting and retaining high quality staff
– Creating world-class culture

• Caring for Finances
– Commercial research
– Reduced complications and costs
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Research Impact
• FAST – confirmed no benefit gained from provision of orthotic shoes 

compared with shop purchased shoes.
• ACI – NICE guidelines.
• Pico – reduced risk of infections
• GTPS – non-invasive low cost intervention
• Enhanced Recovery – enables total hip pts. to go home day after 

surgery.
• STAR Care Pathway – NOA Excellence in Orthopaedics Awards short list. 

Clinically and cost effective low cost intervention for people with chronic knee pain 
following knee replacement at 3 months.
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World-Class Knowledge

Outcomes
Clinical Audit

Education

Research

InnovationAssurance
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Innovation Team
• Research – management of ignorance
• Outcomes – measurement of effectiveness
• Clinical Audit – measurement of process
• Library Services – curation of evidence
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-

Innovation need
• Management of Spinal Injury Pressure Sores
– Research – identification and participation in studies
– Outcomes – effectiveness of current care
– Clinical Audit – identifying compliance with gold-

standard care
– Library Services – evidence of best practice
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-

The Future
• Veterans – social and psychological care too
• MSK Alliance – evidence based
• Biomarkers – right pathway
• System working – spreading our impact
• RJAH@
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1. Purpose of Paper

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

This paper provides an update to Board members on key local activities across several 
business areas not covered within the main agenda. 

2. Executive Summary

2.1. Context

This paper provides an update regarding some of the most noteworthy events and updates 
since the last Board from the Chief Executive Officer. 

2.2. Conclusion

The Board is asked to note and discuss the contents of the report.
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3. The Main Report

1. Saying ‘Thank you’ to all our people

We’re busy celebrating Togetherness Week over the course of this week (5th-9th September). 
This is something we are doing this year instead of our traditional awards, as a way of 
recognising all our people for their hard work over the last couple of years. We’ve got plenty 
going on, so hopefully there is something for everyone! We want people to have fun, but 
there is a serious message too – that we see what you have done and we are so very 
grateful. RJAH has always been a special place to work with a huge bond between its staff. 
That has been tested throughout the pandemic, but this week is about recapturing that spirit.

2. Recognition in the NOA Awards

I’m delighted to report that RJAH has three finalists in the inaugural National Orthopaedic 
Alliance Awards. 

▪ Our work on the Path of Positivity is up for the Staff Wellbeing initiative;
▪ The RJAH Green Plan is one of three finalists for the Working Towards Net Zero 

Award; and
▪ Our My recovery project has made the last three for the Patient Engagement Award, 

which is all about supporting patients through their treatment journey with the use of 
digital.

Congratulations to all three finalists, and I hope we end up with at least one winner from the 
actual awards, which take place in October.

3. RJAH named as Quality Data Provider by NJR 

RJAH has been named a Quality Data Provider by the National Joint Registry (NJR), for the 
fourth year running, after completing a national programme of local data audits. 

The NJR collects high-quality orthopaedic data, and the Quality Data Provider certificate 
scheme celebrates those hospitals that have met targets set by the NJR.

4. ORLAU Award

Engineers in ORLAU, in partnership with Ricoh 3D, won the Healthcare Application Award at 
the TCT Awards. 

The team won the award for their work to update an old-fashioned knee alignment device 
which had become expensive to source, repair and replace. The device is used in the Gait 
Lab in ORLAU where the walking gait of patients is analysed. 

The new device was designed through 3D printing and has new and improved features to 
support performance for clinicians and patients.

5. EPR Contract signed with System C 

We signed the contract with System C, after a competitive procurement process, to provide 
a new Electronic Patient Record (EPR).

The new EPR will support staff to deliver care to patients by providing the right information at 
the right time to deliver the best possible care. The solution will bring electronic notes to 
wards, provide electronic prescribing and allow patients to modify their own appointments.
The formal project will commence this month.
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6. Wedding Bells for Phil and Shirley 

Cancer patient Phil Bryers and partner Shirley Astbury decided to make the most of every 
minute together and get married at RJAH, after Phil was placed on a palliative care pathway.

The couple had already postponed their wedding, which was meant to take place at their 
church in Newtown, due to Phil being admitted into hospital. 

The couple were married by Rev Canon Nia Morris, with support from Hospital Chaplain Rev 
Simon Airey, in a ceremony that took place in the Multifaith Chapel at RJAH. Macmillan 
Specialist Nurse Pip Page-Davies was involved in organising the ceremony and reception for 
the couple

7. Alice Ward benefit from gaming carts

Patients on Alice Ward at RJAH now have access to two state-of-the-art gaming carts with 
some of the latest Xbox computer games, thanks to a donation from TheRockinR Gaming 
Charity.

The gaming carts resemble portable gaming systems on wheels and will be used as coping 
tools for children undergoing treatment and to promote social interaction. They have been 
funded by the League of Friends, RJAH Charity and the Starlight Children’s Foundation.

8. 202 (Midlands) Field Hospital

I was privileged to welcome Regimental Sergeant Major John Priestly to RJAH last month to 
discuss the care and services we provide here, including the plans for the Headley Court 
Veterans Orthopaedic Centre

9. Theatres

A big thank you to Mr Robin Banerjee and the theatre team who welcomed me into theatres 
to work with them and observe first-hand the fantastic care and treatment that we provide for 
our patients.

10.Face to Face Integrated Care Board

On the 27th of July, the Integrated Care System (ICS) held its first face to face Integrated 
Care Board (ICB) as opposed to virtual and Board Development session; an important 
coming together of system leaders to focus on the priorities of the ICS, ways of working and 
to continue relationship building. 

11.Hospital Transformation Programme (HTP)

The Department of Health and Social Care and NHS England’s Joint Investment Committee 
has formally approved the Strategic Outline Case (SOC) submitted by Shropshire Telford & 
Wrekin Integrated Care System (ICS) for the reconfiguration of acute hospital services at 
Shrewsbury and Telford hospitals. , The SOC has been approved subject to a number of 
conditions that will be addressed as the Outline Business Case is developed, during the next 
stage of the Hospitals Transformation Programme (HTP). This moves the ICS another step 
closer to delivering better health outcomes and a vastly improved experience of care for our 

communities whilst, at the same time, addressing many of the long-term sustainability 
challenges.

12.Health Hero Award

Two teams have won our Health Hero Award since our last public Board meeting:
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▪ July’s winners of the Health Hero Award were the Covid-19 Testing Team, who are 
responsible for ensuring patients are tested for covid-19 prior to surgery. They were 
nominated by Jo-Anne Bidmead, Pre-Op Assessment Unit Manager.

She said: “They have worked tirelessly over the past 12 months or so to ensure 
patients have their pre-admission covid-19 test, while accommodating the ever-
changing infection prevention and control guidance.”

Well done to the team!

▪ Our August winners were Ben Parrish, Steve Bishton and Louise Evans, who won 
the award for stepping up to fill an unexpected period of leave from their manager.

They were nominated by Jane Dewsbury, Orthotics Services Manager, who said: 
“Ben, Steve and Louise have all worked extremely hard in the absence of their unit 
manager, taking on additional tasks to ensure the Orthotics Manufacturing 
Department continues to deliver everything it needs to - both to Clinical Orthotics and 
also to their external customers.” 

Well done, all!

4.0. Conclusion 

The Board is asked to note and discuss the contents of the report.
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1. Purpose of Paper

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

The committee is required to assure itself that the Trust is providing high quality, caring and safe 
health care services in accordance with national regulatory standards.

The purpose of the Integrated Performance Report (IPR) is to provide the committee with the 
evidence of achievement against the national regulatory standards, identification of emerging risks 
and the assurance that an improvement plan is in place and is effective.

This paper provides information summarising the key performance indicators, highlighting areas of 
high or low performance for operational and financial metrics.

The committee is asked to note the assurance provided on overall performance as presented in the 
month 4 (July) Integrated Performance Report, against all areas, and actions being taken to meet 
targets where missed, providing assurance on the process to meet the target.

2. Executive Summary

2.1. Context

The paper incorporates the monthly integrated performance report with associated narrative and 
descriptions of key actions.

The format of the IPR utilises Statistical Process Control (SPC) graphs and NHS EI recommended 
variation and assurance icons.

The reading guide within the IPR gives a full explanation on the interpretation of SPC graphs and the 
icons to support understanding. 

2.2. Reporting Changes This Month

Following a review of the IPR the following changes have been made to this committee version this 
month:

• New KPI – ‘Outbreaks’
o All confirmed outbreaks reported in month will be included in this metric
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2.3. Overview 

The Board through this IPR should note the following;

The legacy of covid continues to impact delivery of our statutory targets and waiting times.  A final 
plan has now been submitted in line with national guidance.  Measures throughout this IPR are 
monitored against that plan.

Patients continue to be booked in line with guidance regarding clinical priority as a primary rather than 
date order, with an additional focus on eliminating our longest waiting patients.

There is an IPR review planned with all authors in early September to ensure best practice and a 
consistent approach to completing the narrative and actions section, it is anticipated this will result in 
more significant changes ahead of the August IPR. 

Caring for Staff;

• Sickness Absence
o Metric showing special cause variation of a concerning nature but does remain within 

control range 
o Long term sickness remains as special cause variation of concern and short term 

sickness now reports common cause variation

• Voluntary Staff Turnover – an exception at Trust level and specific Staff Groups are 
consistently off target

o Additional Clinical
o Administrative and Clerical
o Add Prof Scientific and Technic
o Allied Health Professionals
o Estates and Ancillary 
o Nursing and Midwifery

• Vacancy Rate
o Metric showing special cause variation of concern as reported above control range

Caring for Patients;

• RJAH Acquired C. Difficile
o One infection reported in July, a relapse of the same patient reported in June

• RJAH Acquired E. Coli Bacteraemia
o One case of E. Coli Bacteraemia reported in July

• RJAH Acquired MSSA Bacteraemia
o One case of MSSA Bacteraemia reported in July

• Surgical Site Infections
o Two infections confirmed in July relating to surgery in June

• Outbreaks
o Six outbreaks confirmed in July

• Total Deaths
o One expected death reported in July

• Cancer Plan 62 Days Standard (Tumour)
o One shared pathway did not meet the standard in June (reported one month in 

arrears); performance reported at 50%

• 18 Weeks RTT Open Pathways 
o Metric continues to fail the 92% target.  As expected from covid impact, this will 

continue for a considerable time

• Patients Waiting Over 52 Weeks 
o Both English and Welsh showing special cause variation of concern
o For month 4 our English patients waiting over 52 weeks is 33 patients below our 

planned trajectory
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• Patients Waiting Over 78 Weeks
o Both English and Welsh showing special cause variation of concern
o For month 4 our reported positions in relation to trajectory were:

- English – 41 patients above trajectory of 534
- Welsh – 10 patients below trajectory of 329

• Patients Waiting Over 104 Weeks
o English and Welsh individually showing special cause variation of concern 
o For month 4 our reported positions in relation to trajectory were:

- English – 1 patient below trajectory
- Welsh – 12 patients below trajectory

• Overdue follow up backlog
o Special cause variation of an improving nature but consistently failing the target
o Ongoing validation to continue

• 6 and 8 Week Wait for Diagnostics  
o Both English and Welsh standards showing as special cause variation and both 

consistently off target

Caring for Finances;

• Elective Activity Against Plan (volumes)
o Elective activity reported 91.72%; 87 behind plan

• Bed Occupancy – All Wards – 2pm
o Metric shown as special cause variation of an improving nature, although consistently 

failing target

• Total Outpatient Activity against Plan
o 1930 below plan - 86.07%

• Income
o Adverse in month

• Agency Core
o Above cap

2.4. Conclusion

The Board is asked to note the assurances provided on overall performance as presented in the 
month 4 (July) Integrated Performance Report, against all areas and actions being taken to meet 
targets providing assurance on process to meet the target and where insufficient assurance is 
received seek additional assurance.
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IPR Position

Metric Jul-22
Snapshot 

Date Snapshot Position
Supporting commentary

Sickness Absence 5.97% 23/08/2022 4.42% Sickness Absence % within Trust on snapshot date.

Vacancy Rate 7.69% 23/08/2022 8.62% Unvalidated. Inclusive of August's payroll transactions.  Subject to change.

Never Events 0 23/08/2022 1 The Trust has reported a never event in August which is related to retainment of foreign object.

Serious Incidents 0 23/08/2022 0

Surgical Site Infections 0 23/08/2022 0 (2 July) 2 SSIs confirmed in August that relate to procedures in July

Patients Waiting Over 104 Weeks - English 60 23/08/2022 71 As per latest weekly submission made to NHS EI on snapshot date.

Private Patient Activity

134% 

(67 against a plan 

of 50 )

23/08/2022

152.38% 

(64 against a plan 

of 42 )

Total Elective Activity against Plan

91.72%

(964 against a plan 

of 1051)

23/08/2022

88.40%

(953 against a plan 

of 1078)

Total Theatre Activity against Plan

80.31%

(783 against a plan 

of 975)

23/08/2022

80.55%

(816 against a plan 

of 1013)

Total Outpatient Activity against Plan

86.07%

(11,924 against a 

plan of 13,854)

23/08/2022

88.03%

(12,366 against a 

plan of 14,047)

August 2022 Unvalidated Position

Snapshots include upcoming booked activity.  Subject to change.
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SPC Reading Guide

SPC Charts

SPC Chart Rules

SPC charts are line graphs that employ statistical methods to aid in monitoring and controlling processes.  An area 

is calculated based on the difference between points, called the control range.  99% of points are expected to fall 

within this area, and in doing so are classed as ‘normal variation’.  There are a number of rules that apply to SPC 

charts designed to highlight points that class as 'special cause variation' - abnormal trends or outliers that may 

require attention. 

There are situations where SPC is not the appropriate format for a KPI and a regular line graph has been used 

instead.  Examples of this are list sizes, KPIs with small numbers and little variation, and zero tolerance events.

Some examples of these are shown in the 

images to the right: 

a) shows a run of improvement with 6 

    consecutive descending months. 

b) shows a point of concern sitting above

    the control range. 

c) shows a positive run of points

    consistently above the mean, with a few

    outlying points that are outside the

    control limits.  Although this has

    highlighted them in red, they remain

    above the target and so should be

    treated as a warning. 

The rules that are currently being highlighted as 'special cause' are:

 - Any single point outside of the control range

 - A run of 7 or more consecutive points located on the same 

    side of the mean (dotted line) 

 - A run of 6 or more consecutive points that are ascending

    or descending

 - At least 2 out of 3 consecutive points are located within or 

    beyond the outer thirds of the control range (with the mean

    considered the centre)

Different colours have been used to separate these trends of special 

cause variation:
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Summary Icons Reading Guide

Assurance IconsVariation Icons

Exception Reporting

Are we showing improvement, a cause for concern,

or staying within expected variation?

Orange variation icons 

indicate special cause of 

concerning nature or 

high pressure do to 

(H)igher or (L)ower values, 

depending on whether the 

measure aims to be above 

or below target.

Blue variation icons indicate 

special cause of improving 

nature or lower pressure do 

to (H)igher or (L)ower 

values, depending on 

whether the measure aims 

to be above or below 

target.

A grey graph icon tells us 

the variation is common 

cause, and there has been 

no significant change.

For measures that are not 

appropriate to monitor 

using SPC you will see the 

"N/A to SPC" icon instead.

The special cause mentioned above is directly linked to the rules of SPC; for variation icons 

this is if the latest point is outside of the control range, or part of a run of consecutively 

improving or declining points.

With the redesign of the IPR you will now see 2 summary icons against each KPI, which have been designed by NHSI to give an overview of how each measure is performing at a glance.  The 

first icon is used to show whether the latest month is of concerning or improving nature by using SPC rules, and the second icon shows whether or not we can reliably hit the target.

Can we expect to reliably hit the target?

An orange 

assurance icon 

indicates 

consistently 

(F)alling short 

of the target.

A blue 

assurance icon 

indicates 

consistently 

(P)assing the 

target.

A grey 

assurance icon 

indicates 

inconsistently 

passing and 

falling short of 

the target.

For measures 

without a 

target you will 

instead see the 

"No Target" 

icon.

Currently shown 

for any KPIs with 

moving targets 

as assurance 

cannot be 

provided using 

existing 

calculations.

Assurance icons are also tied in with SPC rules; if the control range sits above or below the 

target then F or P will show depending on whether or not that is meeting the target, since 

we can expect 99% of our points to fall within that range.  For KPIs not applicable to SPC 

we look at the last 3 months in comparison to the target, showing F or P icons if 

consistently passing of falling short.

For KPIs that are not applicable to SPC; to identify exceptions we look at performance against 

target over the last 3 months - automatically assigning measures as an exception if the last 3 

months have been falling short of the target in line with how we're calculating the assurance 

icon for non-SPC measures.

Instead of showing a narrative page for every measure in the IPR, we are now only including 

these for those we are classing as an 'exception'.  Any measure that has an orange variation 

or assurance icon is automatically identified as an exception, but each KPI has also been 

individually checked and manually set as an execption if deemed necessary.  Summary icons 

will still be included on the summary page to give sight of how measures without narrative 

pages are performing.
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Data Quality Rating Reading Guide

DatesColours

The Data Quality (DQ) rating for each KPI is included within the 'heatmap' section of this report. The indicator score is based on audits undertaken by the Data Quality Team and will be 

further validated as part of the audit assurance programme.

When rated, each KPI will display colour indicating the overall rating of the KPI

Blue Green Amber Red

No improvement required 

to comply with the 

dimensions of data quality

Satisfactory - minor issues 

only

Requires improvement Siginficant improvement 

required

The date displayed within the rating is the date that the 

audit was last completed.
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Summary - Caring for Staff

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Sickness Absence 3.60% 5.97% + 27/02/20

Staff Turnover - Headcount 8.00% 11.68% + 24/06/21

Vacancy Rate 8.00% 7.69% + 14/03/19
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Summary - Caring for Patients

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Serious Incidents 0 0 

Never Events 0 0 16/04/18

Number of Complaints 8 14 

RJAH Acquired C.Difficile 0 1 + 24/06/21

RJAH Acquired E. Coli Bacteraemia 0 1 + 24/06/21

RJAH Acquired MRSA Bacteraemia 0 0 24/06/21

RJAH Acquired MSSA Bacteraemia 0 1 +

RJAH Acquired Klebsiella spp 0 0 24/06/21

RJAH Acquired Pseudomonas 0 0 

Outbreaks 0 6 +
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Summary - Caring for Patients

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Surgical Site Infections 0 0 +

Total Deaths 0 1 + 16/04/18

WHO Quality Audit - % Compliance 100% 100%

31 Days First Treatment (Tumour)* 96% 100% 24/06/21

Cancer Plan 62 Days Standard (Tumour)* 85% 50% +

18 Weeks RTT Open Pathways 92.00% 52.07% + 24/06/21

Patients Waiting Over 52 Weeks – English 0 1,932 1,965 + 24/06/21

Patients Waiting Over 52 Weeks - Welsh (Total) 1,071 + 24/06/21

Patients Waiting Over 78 Weeks - English 0 575 534 +

Patients Waiting Over 78 Weeks - Welsh (Total) 319 329 +
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Summary - Caring for Patients

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Patients Waiting Over 104 Weeks - English 0 60 61 +

Patients Waiting Over 104 Weeks - Welsh (Total) 74 86 +

6 Week Wait for Diagnostics - English Patients 99.00% 53.30% +

8 Week Wait for Diagnostics - Welsh Patients 100.00% 56.03% +

Overdue Follow Up Backlog 5,000 13,710 +
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Summary - Caring for Finances

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Elective Activity Against Plan (volumes) 1,051 964 +

Bed Occupancy – All Wards – 2pm 87.00% 88.07% + 09/03/22

Total Outpatient Activity against Plan (volumes) 13,854 11,924 +

Total Outpatient Activity - % Moved to PIFU Pathway 3.00% 3.35%

Total Diagnostics Activity against Plan - Catchment 

Based
2,165 2,374 

Financial Control Total -91 -84 

Income 10,542 10,918 +

Expenditure 10,685 10,728 

Efficiency Delivered 145 257 

Big Ticket Item (BTI) Efficiency Delivered 0 0 
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Summary - Caring for Finances

KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory Variation Assurance Exception DQ Rating

Cash Balance 23,462 25,081 

Capital Expenditure 1,655 443 

Agency Core 132 200 +
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Sickness Absence
FTE days lost as a percentage of FTE days available in month 211161 Exec Lead:

Chief People Officer

Target/Plan Latest Value Variation Assurance Trajectory

3.60% 5.97%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  The assurance 

is indicating variable achievement (will achieve target some months and fail others) 

as the target line sits within the control range.

Narrative Actions

The sickness absence reported for July is 5.97% where 'infectious diseases' accounted for 1.91%, leaving remaining 

sickness at 4.06%.  The rate is shown as special cause variation of concern but remains within our control range.  

Unit level detail below for those areas that are above target:

* MSK Unit - 7.08% (4.49% excluding 'infectious diseases')

* Assurance & Standards Team - 4.34% (2.91% excluding 'infectious diseases')

* Specialist Unit - 5.84% (4.28% excluding 'infectious diseases')

* CSU - 7.52% (5.74% excluding 'infectious diseases')

'Infectious Diseases' was the highest reason for absence in all areas

Staff groups with the highest levels of sickness absence were:

* Radiographers - 12.06%

* Healthcare Assistants - 10.25%

* Registered Nursing Staff - 6.57%

Actions in relation to sickness include:

* Data Quality improvements where 'other known reasons' is recorded as absence reason; Workforce Information 

Team cross-checking against doctors' notes to update where possible

* People Services Business Partners continue to provide regular engagement and coaching to managers whilst 

targeting areas with highest levels of absence

* People Services Business Partners to explore what training opportunities are available to managers to equip 

them in supporting staff; particularly those staff absent due to anxiety/stress/depression

* Emphasis on preventative actions to support staff to be in the workplace; this could include redeployment or 

agreement of flexible working

* Wellbeing interventions remain in place for staff with multiple sources of support available and accessible via 

intranet, which has been reviewed with a further action to now raise awareness 

* Wellbeing System guide disseminated to managers.  Business Partners to explore options available through the 

system and ensure managers are aware

* Some analysis (limited as the results are not at dept. level) of staff survey results has been undertaken with some 

correlation seen between engagement and sickness levels 

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

3.95% 4.37% 4.63% 4.95% 5.04% 5.47% 7.29% 5.87% 7.09% 6.46% 4.89% 5.04% 5.97%

-    Staff    -    Patients    -    Finances    -
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Staff Turnover - Headcount
Total numbers of voluntary leavers in the last 12 months as a percentage of the total employed 217394 Exec Lead:

Chief People Officer

Target/Plan Latest Value Variation Assurance Trajectory

8.00% 11.68%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  The assurance 

is indicating variable achievement (will achieve target some months and fail others) 

as the target line sits within the control range.

Narrative Actions

Voluntary Staff Turnover, at Trust level, has now been reported above the 8% target since November-21.  The July 

rate of 11.68% is now the fourth point above the control range.  Six out of eight staff groups are reported above 

8% as follows:

- Estates and Ancillary - 14.19%

- Allied Health Professionals - 13.68%

- Nursing and Midwifery - 13.54%

- Additional Clinic - 12.79%

- Add Prof Scientific and Technic - 10.26%

- Administrative and Clinical - 10.02%

In the latest twelve month period, August-21 to July-22, there have been 190 leavers throughout the Trust.  This is 

in relation to a headcount in post of 1627, as at 31st July 2022.  The top three reasons for leaving that accounts for 

112 leavers/59% at Trust level were:

* Retirement age - 42 / 22.11%

* Voluntary Resignation - Other/Not Known - 39 / 20.53%

* Voluntary Resignation - Work Life Balance - 31 / 16.32%

Actions in relation to voluntary staff turnover include:

* In line with the 'Looking after our people' section in the Single Oversight Framework and NHS People Plan, need 

to consider the flexible working patterns being offered and taken up by staff; requirement to review the process to 

ensure there is accurate means of capturing this data for monitoring purposes.  This can then be reviewed 

alongside turnover and retention data.

* Flexible working options now part of natural conversations held by managers with staff.  People Services Business 

partners explored CIPD research on flexible working with findings taken to Unit Board meetings.

* Review the flexible working options the Trust has in place and utilise this when recruiting, for example; shift 

patterns in clinical areas, working from home

* Turnover in Therapies remains a 'hot spot' area; a review has been undertaken with a set of actions underway 

being supported with external expertise.  A timeline being developed to closely monitor vacancies and recruitment 

in this area.  This is being led by the Assistant Chief Nurse for this Unit.

* Further 'hot spot' area on one ward; review has been undertaken with independent report recently received by 

Unit MD.  Initial actions include streamlining agency sign-off process and reinstated enhanced bank across all 

wards .

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

7% 7% 7% 7% 8% 8% 8% 8% 8% 9% 9% 10% 11%

-    Staff    -    Patients    -    Finances    -

12

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation TrustIntegrated Performance Report

July 2022 - Month 4

1.
2.

3.
4.

5.
6.

7.
8.

9.
10.

11.
12.

43



Vacancy Rate
% of Posts Vacant at Month End 211183 Exec Lead:

Chief People Officer

Target/Plan Latest Value Variation Assurance Trajectory

8.00% 7.69%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  Metric is 

consistently meeting the target as the control range sits below the target line.

Narrative Actions

Although the vacancy rate is reported below the 8% target it is included as an exception this month due to the 

7.69% being reported above our usual control range and so displayed as special cause variation.  The Units above 

the 8% target are:

- Specialist Unit - 12.58%

- Assurance & Standards - 9.51%

- MSK Unit - 8.32%

Further details on the staff groups is provided against other KPIs.

Actions in this area include:

* People Business Partners to ensure recruitment aligned with submitted planning assumptions

* Oversight of vacancies now in place with regular updates from the Information Workforce team that then allows 

pro-active recruitment with People Business Partners supporting managers.  Reporting breaks down stages of 

recruitment

* People Business Partners working with managers in areas where there have been difficulties recruiting; reviewing 

labour market as vacancies arise, assessing skill mix and utilising training posts where appropriate

* Analysis of the data provided by Information Workforce team summarising data on reasons for leaving and 

length of service to identify if any themes

*  Improve on data recorded for leavers where the reason is stated as 'Other/Not Known'

* Establish if any themes from staff survey results can be correlated with vacancy rates 

* Long term action to improve the Exit process and capturing of data; consideration to preventative actions at 

suitable time in the process

* Continue to explore use of international recruitment but recognising it does bring with it some challenges

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

6.97% 5.67% 5.94% 6.36% 6.02% 6.03% 5.56% 5.33% 5.09% 5.30% 4.97% 5.66% 7.69%

-    Staff    -    Patients    -    Finances    -
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RJAH Acquired C.Difficile
Number of cases of C.Difficile in Month 211149 Exec Lead:

Chief Nurse and Patient Safety Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 1 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  The assurance is indicating 

variable achievement (will achieve target some months and fail others).

Narrative Actions

There was one case of C.Difficile reported in July.  This was a relapse of the same patient reported in June. The post infection review has taken place where it was deemed the source of infection was likely to be the result of 

antibiotic usage.  All antibiotics had been prescribed appropriately with microbiology input.  An after action review 

poster has been completed and circulated to all staff for shared learning.

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

0 0 0 0 0 1 0 0 0 0 0 1 1

-    Staff    -    Patients    -    Finances    -
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RJAH Acquired E. Coli Bacteraemia
Number of cases of E. Coli Bacteraemia in Month. 211150 Exec Lead:

Chief Nurse and Patient Safety Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 1 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  The assurance is indicating 

variable achievement (will achieve target some months and fail others).

Narrative Actions

There was one case of E.coli Bacteraemia reported in July. The post infection review has taken place that confirmed the infection was managed in line with protocols and 

there was no lapse in care.  The source of infection was not identified.  An after action review poster has been 

completed and circulated to all staff for shared learning.

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

0 0 1 0 0 1 0 0 1 0 0 0 1

-    Staff    -    Patients    -    Finances    -
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RJAH Acquired MSSA Bacteraemia
Number of cases of MSSA bacteraemia in month 211152 Exec Lead:

Chief Finance and Planning Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 1 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  The assurance is indicating 

variable achievement (will achieve target some months and fail others).

Narrative Actions

There was one case of MSSA Bacteraemia reported in July. This infection was identified on 31st July.  At time of IPR production, post infection review was scheduled to take 

place on 18th August.

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

0 1 0 0 0 0 0 0 0 0 0 0 1

-    Staff    -    Patients    -    Finances    -
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Outbreaks
Number of declared outbreaks in month 217806 Exec Lead:

Chief Nurse and Patient Safety Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 6 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  The assurance is indicating 

variable achievement (will achieve target some months and fail others).

Narrative Actions

This is a new KPI that has been added this month and will be reported in IPRs to Trust Board and Quality and 

Safety Committee.  All confirmed outbreaks reported in month will be included in this metric.

In July there was a total of six outbreaks: 

* One MRSA outbreak declared 1st July on one ward.  This affected one index patient and four patients that 

acquired MRSA

* Five COVID-19 outbreaks declared across three wards and two staffing areas

Root cause analysis is currently being undertaken and will be reported to the IPC committee at the end of August.  

After action review methodology has been used for each outbreak and key areas of improvement and learning 

have been shared across the organisation.  Regarding COVID-19, we are reviewing mask wearing and visiting 

guidance regularly through IPC committee.

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

1 0 3 6

-    Staff    -    Patients    -    Finances    -
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Surgical Site Infections
Surgical Site Infections reported for patients who have undergone a spinal surgery procedure, total hip replacement or total knee replacement in previous twelve months. 

217727

Exec Lead:

Chief Medical Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 0 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing common cause variation.  The assurance is indicating variable 

achievement (will achieve target some months and fail others).

Narrative Actions

Surgical Site infections are monitored for patients who have undergone a spinal surgery procedure, total hip 

replacement or total knee replacement in the past twelve months.  The data represented in the SPC above shows 

any surgical site infections that have been reported where they're shown on the graph above based on the month 

that the procedure took place.

In the latest twelve month period, covering August-21 to July-22, there have been 24 surgical site infections.  

There were two additional infections confirmed in July relating to a procedures that took place in June.  A data 

quality check has been carried out with the IPC team to ensure the latest twelve month period is reported 

correctly.

For the latest complete quarters a breakdown as follows:

- October 21 to December 21 - 5 SSIs with all Post Infection Reviews Complete

- January 22 to March 22 - 6 SSIs with all Post Infection Reviews Complete

- April 22 to June 22 - 5 SSIs with 4 Post Infection Reviews Complete 

A thematic review of surgical site infections from the last twelve months has been carried out.  Recommendations 

and actions from this will be monitored through the Surgical Site Infection Protection Working Group.

 

The IPC Nurse Specialist has introduced a Surgical Site Infection Prevention working group, chaired by the MSK 

matron, that is being held every two weeks.  The group is being managed by the MSK unit with membership 

including Theatres, Pre-Op and Baschurch.  The group has clear actions with initial focus on warming and wound 

care.

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

7 3 5 3 1 1 2 1 3 2 1 2 0

-    Staff    -    Patients    -    Finances    -
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Total Deaths
Number of Deaths in Month 211172 Exec Lead:

Chief Finance and Planning Officer

Target/Plan Latest Value Variation Assurance Trajectory

0 1 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  The assurance indicates that this 

is consistently failing the target.

Narrative Actions

There was one death within the Trust in July that was categorised as an Expected Death. With any death, expected or unexpected, root cause analysis is undertaken to ensure there is learning from this 

incident.  The results of this will be taken to Patient Safety and plans to disseminate any relevant learning, where 

identified, will be put in place.

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

1 0 0 2 0 1 3 1 1 0 2 1 1

-    Staff    -    Patients    -    Finances    -
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Cancer Plan 62 Days Standard (Tumour)*
% of cancer patients treated within 62 days of referral (*Reported one month in arrears) 211045 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

85% 50%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing common cause variation.  The assurance is indicating variable 

achievement (will achieve target some months and fail others).

Narrative Actions

The Cancer 62 Day Standard was not met in June (reported one month in arrears).  RJAH was accountable for two 

shared pathways in June where one met the standard and the second did not.  Reasons for the breach are 

associated with the need for multiple diagnostic tests due to the complex diagnosis, which meant the patient was 

not able to be referred out sooner.

Due to the complexity of this patient's pathway there have been no actions identified.

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

100% 40% 40% 100% 66% 100% 33% 100% 100% 33% 100% 50%

-    Staff    -    Patients    -    Finances    -
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18 Weeks RTT Open Pathways
% of English patients on waiting list waiting 18 weeks or less 211021 Responsible Unit:

Support Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

92.00% 52.07%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.   Metric is 

consistently failing the target.

Following guidance from NHS EI we have updated the SPC graph to make 

allowance for the months impacted by covid.  The data points from March-20 to 

August-20 have now been excluded in the control limits calculation and a step 

change has been introduced from September-20 after trauma was repatriated and 

services resumed.  At present we are displaying our latest control range based on 

performance from September-20.  We will continue to monitor the control range as 

we include further data points.

Narrative Actions

Our June performance was 52.07% against the 92% open pathway performance for patients waiting 18 weeks or 

less to start their treatment.  The performance breakdown by milestone is as follows: 

* MS1 - 7769 patients waiting of which 2327 are breaches 

* MS2 - 1489 patients waiting of which 967 are breaches 

* MS3 - 4908 patients waiting of which 3496 are breaches

2022/23 operational planning guidance stipulates that Trusts should:

* Eliminate waits of over 104 weeks as a priority by July 2022 and maintain this position through 2022/23 - 

exceptions are patients choice/specific specialties

* Eliminate waits of over 78 weeks by April 2023 - exceptions are patient choice / specific specialties

* Develop plans to reduce 52 week waits with ambition to eliminate them by March 2025

We continue with the Trust's plans and actions to manage demand.  These are inclusive of:

 - Activity plans for Independent sector and mutual aid capacity  

 - Outpatient Transformation Programmes

- Develop key lines of enquiry for theatre activity

- External company undertaking Theatre Workforce Review

- Internal Audit carrying out Waiting List Audit to ensure no disparity between English & Welsh pathways

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

58.40% 57.02% 55.71% 55.99% 56.39% 55.33% 54.21% 53.99% 52.60% 52.54% 53.79% 52.19% 52.07%

-    Staff    -    Patients    -    Finances    -
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Patients Waiting Over 52 Weeks – English
Number of English RTT patients waiting 52 weeks or more at month end 211139 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

0 1,932 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.   Metric is 

consistently failing the target.

Following guidance from NHS EI we have updated the SPC graph to make 

allowance for the months impacted by covid.  The data points from March-20 to 

August-20 have now been excluded in the control limits calculation and a step 

change has been introduced from September-20 after trauma was repatriated and 

services resumed.  At present we are displaying our latest control range based on 

performance from September-20.  We will continue to monitor the control range as 

we include further data points.

Narrative Actions

At the end of July there were 1932 English patients waiting over 52 weeks; below our trajectory figure of 1965 by 

33.

The patients are under the care of the following sub-specialities;  Spinal Disorders (1007), Knee & Sports Injuries 

(323), Arthroplasty (193), Upper Limb (151), Veterans (96), Foot & Ankle (83), Spinal Injuries (38), Paediatric 

Orthopaedics (12), Metabolic Medicine (11), Tumour (8), Neurology (5), Rheumatology (2), Geriatrics (1), SOOS 

Physiotherapy (1) and Physiotherapy (1).

The number of patients waiting, by weeks brackets is:

-  >52 to <=78 weeks - 1357 patients

- >78 to <=95 weeks - 414 patients

- >95 to <=104 weeks - 101 patients

- >104 weeks - 60 patients

2022/23 operational planning guidance stipulates that Trusts should: 

* Eliminate waits of over 104  by July 2022 - exceptions are patients choice / specific specialties

* Eliminate waits of over 78 weeks by April 2023 - exceptions are patients choice / specific specialties

* Develop plans that support an overall reduction in 52-week waits where possible, in line with ambition to 

eliminate them by March 2025, except where patients choose to wait longer or in specific specialties

The submitted plans have been reflected in the trajectory line above. 

The Trust is constantly monitoring waiting list movements alongside capacity available for our clinically urgent 

patients.  The Trust continues to follow clinical prioritisation national guidance to book patients and has a noted 

risk for its Spinal Disorders services.  

In the coming months we are putting a focus on our milestone 1 patients which will help us to identify theatre 

capacity needed by the end of March.

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

1488 1475 1504 1514 1530 1578 1700 1740 1832 1941 2015 1994 1932

-    Staff    -    Patients    -    Finances    -
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Patients Waiting Over 52 Weeks - Welsh (Total) 
Patients Waiting Over 52 Weeks - Welsh (Total) - Welsh and Welsh (BCU Transfers) combined  217788 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

- 1,071 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.

Narrative Actions

At the end of July there were 1071 Welsh patients waiting over 52 weeks.  The patients are under the care of the 

following sub specialties; Spinal Disorders (706), Arthroplasty (116), Knee & Sports Injuries (99), Upper Limb (75), 

Foot & Ankle (33), Veterans (14), Paediatric Orthopaedics (9), Spinal Injuries (8), Metabolic Medicine (5), Tumour 

(3), and Neurology (3).  

The patients are under the care of the following commissioners; BCU (587), Powys (473), Hywel Dda (8), Abertawe 

Bro (2) and Aneurin Bevan (1).

The number of patients waiting, by weeks brackets is:

-  >52 to <=78 weeks - 752 patients

- >78 to <=95 weeks - 199 patients

- >95 to <=104 weeks - 46 patients

- >104 weeks - 74 patients

The Welsh Government issued their elective recovery guidance on the 26 April-22 where it stipulates the 

following:

* Eliminate the number of people waiting longer than one year in most specialties by Spring 2025

* Eliminate the number of people waiting longer than two years in most specialties by March 2023

The Trust is constantly monitoring waiting list movements alongside capacity available for our clinically urgent 

patients.  The Trust continues to follow clinical prioritisation national guidance to book patients and has a noted 

risk for its Spinal Disorders services.  

In the coming months we are putting a focus on our milestone 1 patients which will help us to identify theatre 

capacity needed by the end of March.

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

719 689 675 682 701 741 798 817 893 965 980 1073 1071

-    Staff    -    Patients    -    Finances    -
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Patients Waiting Over 78 Weeks - English
Number of English RTT patients waiting 78 weeks or more at month end 217774 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

0 575 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.   Metric is 

consistently failing the target.

Narrative Actions

At the end of July there were 575 English patients waiting over 78 weeks; this was 41 patients above our trajectory 

of 534.  Submitted plans are visible in the trajectory line above.

The patients are under the care of the following sub-specialities; Spinal Disorders (429), Knee & Sports Injuries 

(76), Upper Limb (29), Spinal Injuries (16), Arthroplasty (15), Foot & Ankle (5), Veterans (3) and Tumour (2).

2022/23 operational planning guidance stipulates that Trusts should: 

* Eliminate waits of over 104  by July 2022 - exceptions are patients choice / specific specialties

* Eliminate waits of over 78 weeks by April 2023 - exceptions are patients choice / specific specialties

* Develop plans that support an overall reduction in 52-week waits where possible, in line with ambition to 

eliminate them by March 2025, except where patients choose to wait longer or in specific specialties

The submitted plans have been reflected in the trajectory line above. 

The Trust is constantly monitoring waiting list movements alongside capacity available for our clinically urgent 

patients.  The Trust continues to follow clinical prioritisation national guidance to book patients and has a noted 

risk for its Spinal Disorders services.  In the coming months we are putting a focus on our milestone 1 patients 

which will help us to identify theatre capacity needed by the end of March.

RJAH has been placed in Tier 2 monitoring.  This is regionally led with national support.  Weekly escalation calls 

are in place with NHS EI for monitoring purposes.

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

453 581 574 506 421 426 458 469 526 602 683 624 575

-    Staff    -    Patients    -    Finances    -
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Patients Waiting Over 78 Weeks - Welsh (Total)
Patients waiting over 78 Weeks - Welsh (Total) 217802 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

- 319 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.

Narrative Actions

At the end of July there were 319 Welsh patients waiting over 78 weeks; this was 10 patients below our trajectory 

of 329.  The Trust plans are visible in the trajectory line above.

The patients are under the following sub-specialties; Spinal Disorders (264), Knee & Sports Injuries (31), Upper 

Limb (12), Arthroplasty (5), Spinal Injuries (2), Foot & Ankle (1), Veterans (1), Tumour (1), Neurology (1) and 

Metabolic Medicine (1).

The Trust is constantly monitoring waiting list movements alongside capacity available for our clinically urgent 

patients.  The Trust continues to follow clinical prioritisation national guidance to book patients and has a noted 

risk for its Spinal Disorders services.  

In the coming months we are putting a focus on our milestone 1 patients which will help us to identify theatre 

capacity needed by the end of March.

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

325 312 319 286 241 227 218 218 254 297 331 342 319

-    Staff    -    Patients    -    Finances    -

25

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation TrustIntegrated Performance Report

July 2022 - Month 4

1.
2.

3.
4.

5.
6.

7.
8.

9.
10.

11.
12.

56



Patients Waiting Over 104 Weeks - English
Number of English RTT patients waiting 104 weeks or more at month end 217588 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

0 60 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.   Metric is 

consistently failing the target.

Narrative Actions

At the end of July there were 60 English patients waiting over 104 weeks, below our trajectory figure of 61 by 1.  

The patients are under the care of the following sub-specialities, with further details on the volume by priority; 

- Spinal Disorders (56) - P2 (1), P3 (9), P4 (32), Not on Elective WL yet so no priority (14)

- Knee & Sports Injuries (2 - both P3)

- Spinal Injuries (1 - P4)

- Veterans (1 - Not on Elective WL yet so no priority)

By Milestone, there were:

- Milestone 1 (Outpatients) - 4 patients

- Milestone 2 (Diagnostics) - 11 patients

- Milestone 3 (Electives) - 45 patients

Of the 60 patients, 57 are complex and 3 are patient choice.

2022/23 NHS England operational planning guidance stipulates that Trusts should:

* Eliminate waits of over 104 weeks as a priority by July 2022 and maintain this position through 2022/23 - 

exceptions are patients choice/specific specialties

The Trust expects spinal disorders 104+ weeks to still be present.  This is due to national pressures for this 

specialist service and continued demand.  As acknowledged through the planning guidance, there may also be 

patients who choose to wait.  This formed part of our 2022/23 planning submission and our submitted plans can 

be viewed in the trajectory line above.  The Trust has taken actions to review the volume of patients who fall into 

the 'patient choice' category with improvements to the volumes now seen and reflected in revised trajectories.

Regarding mutual aid, further capacity has been identified at the Schoen clinic in London. Patients are being 

identified who would be suitable and agree to transfer. Support with the Royal Orthopaedic Hospital and the 

Nuffield is ongoing. A mutual aid co-ordinator is now in post with a clear focus on this. Complexity remains a 

limiting factor for mutual aid support. 

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

37 50 62 68 80 93 105 112 106 114 113 82 60

-    Staff    -    Patients    -    Finances    -
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Patients Waiting Over 104 Weeks - Welsh (Total)
Patients Waiting Over 104 Weeks - Welsh (Total) 217803 Responsible Unit:

Specialist Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

- 74 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature. 

Narrative Actions

At the end of July there were 74 Welsh patients waiting over 104 weeks; below our trajectory figure of 86 by 12.

The patients are under the care of the following sub-specialities, with further details on the volume by priority; 

- Spinal Disorders (73) - P2 (2), P3 (25), P4 (38), Not on Elective WL yet so no priority (8)

- Spinal Injuries (1 - P3)

By Milestone, there were:

- Milestone 1 (Outpatients) - 9 patients

- Milestone 2 (Diagnostics) - 4 patients

- Milestone 3 (Electives) - 61 patients

The Welsh Government issued their elective recovery guidance on the 26 April-22 where it stipulates the 

following:

* Eliminate the number of people waiting longer than two years in most specialties by March 2023

The Trust's pressured service continues to be spinal disorders.  This is due to national pressures for this specialist 

service and continued demand.  As acknowledged through current clinical prioritisation, there may also be 

patients who choose to wait.  This formed part of our 2022/23 planning submission, although plans were only 

required for English patients.  

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

75 76 72 63 76 83 83 88 86 90 86 81 74

-    Staff    -    Patients    -    Finances    -
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6 Week Wait for Diagnostics - English Patients
% of English patients currently waiting less than 6 weeks for diagnostics 211026 Responsible Unit:

Clinical Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

99.00% 53.30%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  Metric is 

consistently failing the target.

Following guidance from NHS EI we have updated the SPC graph to make 

allowance for the months impacted by covid.  The data points from March-20 to 

August-20 have now been excluded in the control limits calculation and a step 

change has been introduced from September-20 after trauma was repatriated and 

services resumed.  At present we are displaying our latest control range based on 

performance from September-20.  We will continue to monitor the control range as 

we include further data points.

Narrative Actions

The 6 week standard for diagnostics was not achieved this month and is reported at 53.30%.  This equates to 899 

patients who waited beyond 6 weeks.  Breakdown below outlines performance and breaches by modality:

- MRI - 43.62% - D2 (Urgent - 0-2 weeks) 4 dated, D3 (Routine - 4-6 weeks) - 15 dated, D4 (Routine - 6-12 weeks) 

- 781 with 440 dated

- CT - 89.60%% - D4 (Routine - 6-12 weeks) - 11 with 5 dated

- Ultrasound - 76.51% - D3 (Routine - 4-6 weeks) - 1 dated, D4 (Routine - 6-12 weeks) - 87 with 81 dated

- DEXA Scans - 100% 

The trust continues to treat by clinical priority, the D2 (Urgent - 2 weeks) breaches were initially referred as D4 

(Routine - 6-12 weeks) but were updated to urgent at a later date .  

MRI was reported at 43.62% against a trajectory specifically for MRI at 46%.  It must be noted that all diagnostic 

activity plans were met in July.

Actions include:

- Explore options to source a mobile MRI scanner

- Extended weekend working to be implemented from October 2022, up until then staff to continue to work 

overtime at the weekends 

- Training and utilising established staff across multiple modalities where pressures arise - this has been agreed by 

ERF

It is anticipated that the actions above will help to improve the current performance although not meet the target.  

The national expectations are not for this target to be achieved throughout 22/23.

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

84.66% 79.43% 82.78% 85.42% 74.35% 68.16% 62.04% 74.81% 70.56% 61.33% 61.54% 54.90% 53.30%

-    Staff    -    Patients    -    Finances    -
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8 Week Wait for Diagnostics - Welsh Patients
% of Welsh patients currently waiting less than 8 weeks for diagnostics 211027 Responsible Unit:

Clinical Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

100.00% 56.03%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  Metric is 

consistently failing the target.

Following guidance from NHS EI we have updated the SPC graph to make 

allowance for the months impacted by covid.  The data points from March-20 to 

August-20 have now been excluded in the control limits calculation and a step 

change has been introduced from September-20 after trauma was repatriated and 

services resumed.  At present we are displaying our latest control range based on 

performance from September-20.  We will continue to monitor the control range as 

we include further data points.

Narrative Actions

The 8 week standard for diagnostics was not achieved this month and is reported at 56.03%.  This equates to 405 

patients who waited beyond 8 weeks.  Breakdown below outlines performance and breaches by modality:

- MRI - 51.43% - D3 (Routine - 4-6 weeks) - 4 dated, D4 (Routine - 6-12 weeks) - 386 with 238 dated

- CT - 81.08% - D4 (Routine - 6-12 weeks) - 7 with 4 dated

- Ultrasound - 89.74% - D4 (Routine - 6-12 weeks) - 8 dated

- DEXA Scans - 100%

It must be noted that all diagnostic activity plans were met in July.

Actions include:

- Explore options to source a mobile MRI scanner

- Extended weekend working to be implemented from October 2022, up until then staff to continue to work 

overtime at the weekends 

- Training and utilising established staff across multiple modalities where pressures arise - this has been agreed by 

ERF

It is anticipated that the actions above will help to improve the current performance although not meet the target.  

The national expectations are not for this target to be achieved throughout 22/23.

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

84.19% 79.39% 87.91% 89.28% 79.38% 67.51% 57.94% 73.41% 71.98% 66.27% 59.22% 54.90% 56.03%

-    Staff    -    Patients    -    Finances    -
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Overdue Follow Up Backlog
All dated and undated patients that are overdue their follow up appointment 217364 Responsible Unit:

Clinical Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

5,000 13,710 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of an improving nature.  Metric is 

consistently failing the target.

Narrative Actions

At the end of July, there were 13710 patients overdue their follow up appointment.  This is broken down by:

 - Priority 1 is our more urgent follow-up cohort - 8875 with 1558 dated (18%)

 - Priority 2 is the lower priority - 4835 with 1220 dated (25%) 

There was an increase of 5 patients overdue their follow up appointment.  

Sub-specialities with the highest percentage of overdue follow ups: 

- Rheumatology - 21.66%

- Arthroplasty - 17.29%

- Spinal Disorders - 9.40%

- Spinal Injuries - 8.72%

Planning expectations for 2022/23 is to reduce outpatient follow-ups by a minimum of 25% against 2019/20 

activity levels by March 2023, however, our plans for 2022/23 do not meet this aspiration as the Trust continues to 

address its overdue follow-up backlog.

There are a number of contributable factors that will address the volume of backlog as follows:

- Additional validation posts now in place to address any data quality issues that will ensure we're working to, and 

reporting on, a cleansed list of patients

- In delivering the Outpatient activity levels that were submitted in our plans, this will impact the overdue follow 

ups with a proportion of the activity planned for follow ups.  

- A trajectory has been agreed for Rheumatology for the next 3 months and work has started on a trajectory for 

all other specialties which will need input from all operational managers before it is finally agreed

- The Trust has a number of Transformational projects in progress, such as PIFU, that will support in further 

reductions in this area

- Consultants to increase desk-top reviews for their overdue follow up patients

- Further analysis on-going to understand how overdue follow ups have increased/decreased due to practice 

changes within different sub-specialties

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

15956 16055 15422 14923 13965 14319 14482 14605 13976 14342 13937 13705 13710

-    Staff    -    Patients    -    Finances    -
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Elective Activity Against Plan (volumes)
Total elective activity rated against 2022/23 plans. 217796 Responsible Unit:

MSK Unit

Target/Plan Latest Value Variation Assurance Trajectory

1,051 964 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of an improving nature.  This measure 

has a moving target.

Narrative Actions

The plan for July was 115.6% of 19/20 baseline against a national target of 104%.  This metric is included as an 

exception as it is reporting special cause variation of an improving nature.

Total elective activity undertaken in July was 964, 87 behind the 2022/23 plan of 1051 equating to 91.72%.  Some 

of the shortfall can be attributed to lack of Independent Sector uptake equating to 18 patients, and 43 on the day 

theatre cancellations.  Non-theatre activity is reporting 25.21% of the total and Theatre activity is 74.79% of the 

total.

In July, the Trust fell short of the sessions and cases per session plan; the Trust achieved 97.30% of its IJP capacity 

and 47.43% of its OJP capacity; all core staffed Theatre sessions were utilised.  See 'Theatre Cases per Session 

against plan' and 'Volume of Sessions Against Plan' for further analysis.

The aim of the Trust is to ensure elective activity continues according to plan, to reduce long waits and prevent 

further lengthening of waiting lists.   

In reviewing this KPI by sub-specialty we have noticed an increase in Rheumatology/Metabolic daycases. There are 

two factors impacting this:

* An inconsistency in the intended management recording identified over a period of time 

* More new patients attending for treatment over the last few months and less activity has been seen for returning 

patients

At the time of IPR production investigations to understand the recording and the impact on performance are 

ongoing.

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

772 694 871 917 983 786 656 765 871 602 932 891 964

-    Staff    -    Patients    -    Finances    -
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Bed Occupancy – All Wards – 2pm
% Bed occupancy at 2pm (NHS & Private Beds) 211039 Responsible Unit:

MSK Unit

Target/Plan Latest Value Variation Assurance Trajectory

87.00% 88.07%
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of an improving nature.  Metric is 

consistently failing the target.

Narrative Actions

The occupancy rate for all wards is reported at 88.07% for July and remains shown as special cause variation with 

sustained improvement.  Breakdown provided below:

MSK Unit:

- Clwyd - 89.01% - compliment of 22 beds open majority of the month

- Powys - 90.85% - compliment of 22 beds; gradual reduction at start of month to closure from 12th July

- Kenyon - 88.24% - compliment of 22 beds open for majority of month

- Ludlow -  90.87% - compliment of 16 bed open all month

Specialist Unit:

- Alice - 45.52% - compliment of 16 beds; open to 4-12 beds dependant on weekday/weekend

- Oswald - 86.20% - compliment of 10 beds open all month

- Gladstone - 94.43% - compliment of 29 beds open all month

- Wrekin - 93.89% - compliment of 15 beds open; 1 bed closed on some days

- Sheldon - 91.38% - compliment of 20 beds open throughout month

With regular review, we continue to flex our bed base whenever possible to have sufficient beds open for the 

anticipated activity numbers based on the existing bed model.  This includes assessing the variability of occupancy 

by weekday.  Flexing has included ward and bed closures and redeployment of staff to other areas of the Trust.  

IPC guidance is reviewed as updates are issued.  Consideration and assessment of length of stay and delayed 

transfers of care are considered when monitoring our occupancy.

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

76.54% 79.68% 82.21% 78.37% 84.40% 84.60% 85.35% 82.82% 82.40% 83.58% 83.03% 86.06% 88.07%

-    Staff    -    Patients    -    Finances    -
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Total Outpatient Activity against Plan (volumes)
Total outpatient activity (H1 - consultant led, non-consultant led and un-bundled and H2 and 22/23 plan - consultant led and non-consultant led) against submitted plans.

 217795

Responsible Unit:

Clinical Services Unit

Target/Plan Latest Value Variation Assurance Trajectory

13,854 11,924 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing common cause variation.  This measure has a moving target.

Narrative Actions

The plan for July was 95% of 19/20 against a national target of 104%.  Total outpatient activity undertaken in July 

was 11924 against the 2022/23 plan of 13854; 1930 cases below - equating to 86.07%.  

This is broken down as:

- New Appointments - 3757 against 4459 - equating to 84.26%

- Follow Up Appointments - 8167 against 9395 - equating to - 86.93%

The sub-specialities with the lowest activity against plan in July are:

- Physiotherapy  - 1516 against 2138 - 622 cases below - associated with vacancies and unexpected pool closure

- Upper Limb - 714 against 1086 - 372 cases below - associated with unplanned leave, increase in additional duties 

and covid related absences

- Foot & Ankle - 562 against 787 - 225 cases below - associated with increased levels of leave and covid absences

 Other activity was lost due to a shift in follow ups to new appointments in clinic templates, consultant job plan 

changes and unplanned retirement and transformation schemes not currently achieving required activity levels.  It 

must be noted that there will also be a reduction in follow up appointments as focus on 104 week waiters planned 

for next three months.  

The CSU Unit closely monitor outpatient activity to ensure activity is booked within all sub-specialities in order for 

the 22/23 plan to be met.  Current Actions include:

- Outpatient Improvement Plan which includes all aspects of outpatient activity including Overdue Follow Ups, 

DNA's, PIFU, Virtual, IPC etc.

- Various improvement programs have been implemented to increase outpatient activity

- Changes to clinic templates within sub-specialities to maximise number of appointments 

- Project underway to ensure all activity is captured under the correct area 

- Review of staffing within outpatients to meet current demand 

- Recruitment (particularly consultants and therapists)

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

13244 12978 14765 12914 14599 11804 12469 11619 13672 11761 14213 12376 11924

-    Staff    -    Patients    -    Finances    -
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Income
All Trust Income, Clinical and Non-Clinical 216333 Exec Lead:

Chief Finance and Planning Officer

Target/Plan Latest Value Variation Assurance Trajectory

10,542 10,918 
Actual

Trajectory

What these graphs are telling us

This measure is not appropriate to display as SPC.  This measure has a moving 

target.

Narrative Actions

Income £112k adverse excluding pass through income (offset in expenditure):

- NHS Clinical Income adverse driven by activity

- Other income adverse (Research, Car Parking & TSSU)

Partially offset by :

- ERF rule change favourable

- Private Patient recovery favourable 

- Coding review favourable

Ongoing Private patient activity recovery

Delivery of NHS activity against plan.

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

11188 9797 10905 10113 10935 10780 11021 11516 12150 8585 9554 9573 10918

-    Staff    -    Patients    -    Finances    -
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Agency Core
Annual ceiling for total agency spend introduced by NHS Improvement - Core Agency only 216336 Exec Lead:

Chief Finance and Planning Officer

Target/Plan Latest Value Variation Assurance Trajectory

132 200 
Actual

Trajectory

What these graphs are telling us

Metric is experiencing special cause variation of a concerning nature.  The assurance 

is indicating variable achievement (will achieve target some months and fail others).

Narrative Actions

Core agency above cap driven by Covid absences, recruitment slippage and escalation beds open to support 

system pressures. Request to de-escalate beds through system - reduction from 4 to 2 beds.

Reinforced agency approval procedures and oversight.

Recruitment plans for nursing, HCA's and consultants.

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

92 44 114 111 115 82 109 141 203 191 188 212 200

-    Staff    -    Patients    -    Finances    -
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Finance Dashboard 31st July 2022
Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust

Statement of Financial Position £'000s

Category Jun 22 Jul 22 Movement Drivers

Fixed Assets 90,092 90,031 (61)

Non current receivables 1,363 1,188 (175) Higher than normal RTA/CRU withdrawals.

Total Non Current Assets 91,455 91,219 (236)

Inventories (Stocks) 1,273 1,289 16

Receivables (Debtors) 6,678 6,694 16

Cash at Bank and in hand 22,470 25,081 2,611
Phasing of plan driving increase in cash in addition to: 

lump sum cash received from HEE (deferred income),  

cash received on account from Headley Court donation.

Total Current Assets 30,421 33,064 2,643

Payables (Creditors) (18,776) (21,009) (2,233)
Increases in HEE deferred income, cash received on 

account from Headley Court and accrued payables.

Borrowings (2,017) (2,021) (4)

Current Provisions (336) (336) 0

Total Current Liabilities (< 1 year) (21,129) (23,366) (2,237)

Total Assets less Current Liabilities 100,747 100,917 170

Non Current Borrowings (4,740) (4,734) 6

Non Current Provisions (1,046) (1,032) 14

Non Current Liabilities (> 1 year) (5,786) (5,766) 20

Total Assets Employed 94,961 95,151 190

Public Dividend Capital (36,354) (36,354) 0

Retained Earnings (30,598) (30,598) 0

Revenue Position 1,655 1,465 (190) Current period deficit

Revaluation Reserve (29,664) (29,664) 0

Total Taxpayers Equity (94,961) (95,151) (190)

YTD

Debtor Days 20

Creditor Days 60

Plan Actual Variance Plan Actual Variance Plan Actual Variance

Clinical Income 112,919 9,430 9,277 (153) 33,961 33,819 (142) 112,919 112,284 (635)

Covid-19 Funding 1,411 118 118 0 470 470 0 1,411 1,414 3

Private Patient income 5,868 442 547 105 1,893 1,636 (258) 5,868 5,868 (0)

Other income 6,653 552 653 100 2,203 2,381 178 6,653 6,741 88

Pay (76,490) (6,404) (6,480) (76) (25,285) (25,283) 1 (76,490) (76,552) (62)

Non-pay (43,804) (3,619) (3,597) 23 (13,158) (13,191) (33) (43,804) (43,449) 355

EBITDA 6,558 519 518 (1) 84 (168) (253) 6,558 6,306 (252)

Finance Costs (7,962) (662) (652) 10 (2,587) (2,516) 70 (7,962) (7,710) 252

Capital Donations 3,300 484 324 (160) 1,987 1,220 (767) 3,300 3,300 0

Operational Surplus 1,896 341 190 (151) (516) (1,465) (949) 1,896 1,896 0

Remove Capital Donations (3,300) (484) (324) 160 (1,987) (1,220) 767 (3,300) (3,300) 0

Add Back Donated Dep'n 632 52 50 (2) 202 201 (1) 632 632 0

Control Total (772) (91) (84) 7 (2,301) (2,484) (184) (772) (772) 0

EBITDA margin 5.2% 4.9% 4.9% 0.0% 0.2% -0.4% -0.7% 5.2% 5.0% -0.2%

Performance Against Plan £'000s

Category
Annual 

Plan

In Month Position 22/23 YTD Position Forecast Position

Finance Metrics (NHS Oversight Framework)

Financial efficiency 

- variance from efficiency plan 

Financial stability 

- variance from break-even *

Agency spending

* Subject to system position through IFP arrangements
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YTD Efficiencies Achievement £000'sTrust YTD Achievement Against YTD Plan £000's
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Position as at 2223-04 Capital Programme 2022-23

Project

Annual 

Plan   

£000s

In Month   

Plan        

£000s

In Month 

Completed 

£000s

In Month 

Variance 

£000s

YTD      

Plan  

£000s

YTD 

Completed 

£000s

YTD 

Variance 

£000s

Forecast 

Outturn 

£000s

Backlog maintenance 350 20 0 20 45 63 -18 350 

I/T investment & replacement 300 10 0 10 20 0 20 300 

Capital project management 130 11 10 1 42 42 0 130 

Equipment replacement 750 50 14 36 100 14 86 750 

Diagnostic equipment replacement 920 0 -3 3 390 246 144 920 

IPC & safety compliance 360 80 95 -15 210 158 52 600 

EPR planning & implementation 4,500 1,000 3 997 1,000 3 997 4,500 

Invest to save 200 0 0 0 50 0 50 200 

Enhanced staff facilities 500 0 0 0 0 0 0 500 

Additional theatres x 4 (replace barns) 3,000 0 0 0 0 0 0 3,000 

Leases (IFRS16) 149 0 0 0 0 0 0 149 

Veterans' facility 3,200 484 324 160 1,962 1,220 742 3,200 

Veterans' facility (HEE) 0 0 0 0 0 2 -2 58 

Donated medical equipment 100 0 0 0 25 0 25 100 

Contingency 500 0 0 0 0 11 -11 202 

Total Capital Funding 14,959 1,655 443 1,212 3,844 1,760 2,084 14,959 

Veterans' facility -3,200 -484 -324 -160 -1,962 -1,220 -742 -3,200 

Donated medical equipment -100 0 0 0 -25 0 -25 -100 

Capital Funding (NHS only) 11,659 1,171 119 1,052 1,857 540 1,317 11,659 
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1. Purpose of Paper

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

The Board is asked to consider and approve the proposed risks for the Board Assurance 
Framework (BAF) aligned to the objectives agreed at the meeting on 4 May 2022.

2. Executive Summary

2.1. Context

The Board of Directors uses the BAF as tool to ensure effective management of any risks 

which have potential to impact on delivery of the Trust strategy.  

The Board agreed new objectives for 2022-23 on 4 May 2022 and the project initiation 

documentation for these objectives was presented to the Board on 8 June 2022.  As part of 

this work and through Executive Team discussions headline risks for 2022-23 have been 

identified and the Board Assurance Framework for 2021-22 has been reviewed for closure or 

carry forward of risks (where still relevant).were identified and approved by the Board in 

June 2022.  

The Executive Team worked through these and have made considerable revision to the 

proposed list of risks.  These were approved by the Executive Team on 11 August and 

further work undertaken to align these to the objectives and outline the controls and 

assurances.  The Executive Team reviewed and approved the attached BAF on 6 

September 2022.

2.2   Summary

The Board Assurance Framework is presented for approval with ongoing review and update 

via the relevant Committees going forward ahead of submission to the Board of Directors.

Where risks have previously been identified but removed from the BAF, it does not mean 

that it is no longer a risk that requires action it means that it is a risk that no longer has 

potential to impact on the delivery of the Trust’s objectives.  These risks will continue to be 

managed through the Trust’s risk management processes.

For ease of reference the source of assurance ratings used in the BAF are as follows: 

Level 0 – It has not been possible to obtain assurance

Level 1 – Assurance obtained at departmental level

Level 2 – Assurance obtained at organisational level i.e supported by HR, Finance etc

Level 3 – External assurance has been obtained through audit / inspection processes
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2.3. Conclusion

The Board is asked to:

• Consider and approve the BAF for 2022-23
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Trust Objectives 2022-23
1. Developing and Maintaining Safe Services
This objective can be broken down into seven key components, undertake full service reviews, prioritising the development of a 
specialist knee revision service and securing robust microbiology services in 2022/23, review of funding models and service line 
reporting to ensure robust financial management, recruiting and retaining staff to ensure we have the right staff, in the right place at 
the right time, developing equality and inclusion initiatives for patients, developing equality and inclusion initiatives for staff.

2. Develop our Veterans Service to ensure it is established as a centre of excellence
This objective can be broken down into six key components, developing an communications, marketing and branding strategy 
aimed at enhancing links with key stakeholders, maintain veteran accreditation and explore other relevant accreditation 
opportunities, identification and utilisation of key recruitment links for the veterans service, roll out of veterans awareness training, 
sustainable funding model to be agreed to optimise further investment opportunities, programme of review to ensure best use of 
resource

3. Support MSK integration across the system
This objective can be broken down into six key components, leading the MSK Transformation Board and contributing to the delivery 
of the transformation programme, standardising pathways and access for patients, levelling up of outcomes for patients across all 
providers, integrated OD solution for MSK providers in the system, enhancement of non medical roles, delivery of efficiencies 
outlined in the ICS plan

4. Optimise the potential of digital technologies to transform the care of patients and their outcomes
This objective can be broken down into three key components, continue to develop patient facing apps to optimise patient outcomes 
and explore the use of artificial intelligence, programme of education for staff on digital awareness and commence deliver of the 
next stages of the EPR programme, ensuring processes are reviewed to improve workflows and outcomes

5. Maintaining statutory and regulatory compliance
This objective can be broken down into seven key components, progress towards full compliance with accessible information 
standard to coincide with EPR programme, maintaining CQC rating, delivery of the IPC improvement programme, compliance with 
ED&I requirements for both staff and patients, delivery of financial plan and improve system oversight framework rating from SOF 3 
to SOF 2

The risks to delivery of the Trust’s objectives are detailed on the Board Assurance Framework and presented at 
Appendix One.  Each objective has an identified Assurance Committee for oversight and onward assurance to the 
Board.

Risk Headline Risk Linked Objective(s) Assurance Committee

1 Effectiveness of engagement with the workforce 1,2,3,4,5 People Committee

2 Workforce capacity and capability 1,2,3,4,5 People Committee

3 ED & I capacity and capability 1,2,3,4,5 Quality and Safety 

Committee & People 

Committee

4 Community Infection Prevalence 1,5 Quality and Safety 

Committee

5 Insufficient capacity to meet demand 1,3,5 Quality and Safety 

Committee & Finance 

Planning and Digital 

Committee

6 IT capacity and functionality to support new 

ways of working

1,2,3,4,5 Quality and Safety 

Committee & Finance 

Planning and Digital 

Committee 

7 Cyber risk 1,3,5 Finance Planning and 

Digital Committee

8 Constrained resources (incorporating system 

investment restrictions)

1,2,3,4,5 Finance Planning and 

Digital Committee

9 Delivery of year on year efficiencies and 

productivity gains

1,2,3,4,5 Finance Planning and 

Digital Committee

10 Compliance with strategic oversight 

framework

1,4,5 Audit and Risk Committee
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Appendix One: Extracted risks from the Board Assurance Framework for consideration of the People Committee

Effectiveness of engagement with the workforce NEW BAF 1

If the engagement with the workforce is not effective there is a risk that opportunities for improvement and innovation will be missed and staff morale will deteriorate with potential to result in 
loss of staff.  Engagement can be hampered by the prioritisation of operational and clinical duties and there is potential for there to be insufficient time given to managers and clinical staff 
working together.

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 4 4 4

Likelihood 4 3 1

Total 16 12 4

Opened: August 2022

Reviewed Date: September 2022

Source of Risk: Risk assessment

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Rolling half days
✓ Monthly Trust Management Group meeting to include Clinical Leads
✓ Staff briefing open to all staff
✓ Appointment of COO and strengthened operational team
✓ Ward / department buddying by Executive Team
✓ Communications and engagement strategy – do we have one?
✓ Six monthly back to the floor events / virtual visits – still happening?
✓ Leadership training and bite-sized modules for wider organisation
✓ Performance framework in place
✓ Weekly update from CEO
✓ Comms bulletin
✓ Q&A sessions with members of the Executive Team
✓ Staff networks
✓ Awards/Health Heroes
✓ Freedom to Speak up initiative
✓ ‘Chats with Harry’
✓ Exec and NED board day walkabouts

✓ Medical Advisory Committee overseeing engagement with management

✓ Regular updates to People Committee and the Board

✓ NHSE Quarterly System Review Meetings

✓ Staff Survey

✓ NHS Oversight Framework

✓ Oversight from People Committee 

✓ Health and Safety Committee oversight of staff health

Gaps In Controls: Gaps in Assurance:

C1: Staff experience group not established – consider shared governance model
C2: Quality Forum has not adequately replaced MDCAM
C3: Schwartz Centre Rounds
C4: Staff Survey action plan and communications 

Lack of real-time measure of workforce engagement levels (all staff) 
Responding to staff concerns in a timely manner

Action Plan to Address Gaps

Ref Action Lead Due Progress

C1 Staff Experience Group not established Chief People Officer Oct-22 First meeting will be scheduled for October and Terms of Reference will 
be drafted for agreement at the first meeting.

C2 MDCAM to be re-established Trust Secretary / Chief 
Medical Officer

Oct-22 Agreement has been reached that these should be re-established.  
Dates being scheduled for the rest of the financial year.

C3 Schwartz Centre Rounds Chief Nurse & Patient 
Safety Officer 

Dec-22 Two new facilitators are being appointed.
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C4 Staff survey action plan to be re-visited and communication 

plan is being agreed to encourage responses to 2022 
survey

Chief People Officer Oct-22

Exec Lead Lead Committee

Chief People Officer People Committee
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Workforce Capacity and Capability CARRIED FORWARD FROM 2021-22 BAF 2

Inadequate succession planning and talent management resulting in gaps in levels of expertise.  Risk to staff morale resulting in increased turnover. Inability to increase activity safely to meet 
national targets resulting in further regulatory scrutiny.  Poor patient experience and potential patient safety risks.  This risk is impacted by potential reduced opportunities for international 
recruitment due to Covid and lack of a sustainable workforce model.  Lack of innovative roles reduces the quality of staff being attracted to the organisation

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 4 4 2

Likelihood 4 4 2

Total 16 16 4

Opened: April 2021

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Recruitment plans to target vacancy hotspots
✓ Sickness absence management
✓ Staff turnover monitoring
✓ Leadership training to support effective management and engagement of staff
✓ Business Continuity Plans
✓ KPI in place for overtime hours by unit
✓ IPR includes breakdown of activity for IJP & OJP at point of delivery
✓ Recruitment timeline KPIs
✓ Vacancy rates by professional staff group
✓ Nursing associate roles now in training
✓ Nursing strategy on a page

✓ Performance report

✓ Safe staffing audits

✓ People Committee oversight

✓ Agency usage monitoring

✓ Independent review of e-rostering

✓ Turnover and sickness absence rates

Gaps In Controls: Gaps in Assurance:

C1: Lack of emergency planning and resilience resource
C2: Nursing strategy implementation Nov 22
C3: Unit level workforce plans aligned to operational activity
C4: PDR compliance
C5: Exit interview completion and themes
C6: Sickness themes
C7: Review of flexible working and flexible working offering
C8: Supernumerary and supervised staff not counted within establishment 

A1: Alignment of workforce to optimise capacity
A2: Workforce plan monitoring triangulated with activity and quality
A3 Succession plan
A4 Talent management strategy
A5 CPD gaps and allowance of time
A5: Recruitment process assurance -line of sight on milestones
A7: Escalation process for staffing rota concerns 

Action Plan to Address Gaps

Ref Action Lead Due Progress

C1 EPRR resilience review Chief Operating Officer Nov 22 Short term internal options are being explored alongside longer-term 
options for an ICS wide solution

C2 Nursing strategy implementation Chief Nurse and 
Patient Safety Officer

Nov 22 Nursing associates rolled out with second cohort recruited and in 
training

C3, C4, 
C5, C6, 
C7, C8

Workforce Task and Finish Group to be set up and chaired 
by CPO and CN&PSO. To include full establishment review 
of wards.

Chief Nurse and 
Patient Safety Officer 
and Chief People 
Officer

Sep-22 Update and recommendations presented to People Committee in 
August 2022.

A1-A7 Review of workforce assurance Chief People Officer Sept 22 Additional resource has been brought in to support the review

Exec Lead Lead Committee

Chief People Officer People Committee
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 EDI Compliance, delivery, accountability and leadership  CARRIED FORWARD FROM 21-22 BAF 3

Potential for non-compliance with statutory and regulatory requirements.  Poor staff experience impacting on staff morale and lack of inclusion, sickness absence and turnover.  Inability to 
improve staff survey results.  Potential for health inequalities to not be addressed impacting on patient experience.

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 4 3 3

Likelihood 4 4 1

Total 16 12 3

Opened: April 2021

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ ED&I Committee members taking ownership to drive the agenda forward
✓ Appointment of Chief of People and Culture Officer
✓ NHS Standard Contract requirements
✓ System transformation work (includes consideration of health inequalities)
✓ EDS 2022 self-assessment and action plan (in progress)
✓ Annual ED&I Workforce report and annual report – includes WRES and WDES
✓ ‘It’s Just Cricket’ (BAME), LQBTQIA+ Friends & Womens Network
✓ Accessible Information Standards- regular reviews
✓ PLACE assessments
✓ ED&I training (ICS) and Veteran Awareness training
✓ Data quality improvement plan including ethnicity and deprivation index
✓ Menopause awareness

✓ Staff surveys

✓ NHSE oversight/ NHS Oversight Framework

✓ People Committee

✓ System People Board and establishment of a System People Committee

✓ Executive lead in place both for patients and staff

✓ ED&I Committee oversight

✓ WRES, WDES and EDS 2022 returns

✓   Bi-annual report on health inequalities (includes digital exclusion)

Gaps In Controls: Gaps in Assurance:

C1: Sustainable ED&I resource to be identified and secured
C2: Health inequalities working group
C3: Talent Management

A1: Effectiveness of ED&I Committee

Action Plan to Address Gaps

Ref Action Lead Due Progress

A1 Review of ED&I effectiveness to be undertaken Trust Secretary / Director of 
Governance

Dec 20
Mar 22

Completed – Internal Audit undertaken and presented to People 
Committee with associated action plan

C1 ED&I resource to be secured Chief of People May 21
Apr 22
Jun 22
Oct 22

Internal audit undertaken and action plan developed.

A1, C3 Refresh of ED&I Committee Chief of People Sept 22 Meeting in September of Interim Chief People Officer / Director of 
Governance and Chief Nurse

C2 Health inequalities working group to be 
established

Chief Nurse and Patient 
Safety Officer

Oct 22

Exec Lead Lead Committee

Chief People Officer People Committee and Quality & Safety Committee
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Community Infection Prevalence (NEW) BAF 4

Impact on staff absence, increased potential for covid outbreaks, adverse impact on patient safety and patient experience, reputational damage, additional regulatory scrutiny, impact on the 
capacity of the IPC Team

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 5 5 5

Likelihood 4 3 1

Total 20 15 5

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ External support from NHSE/I
✓ Alignment to Clinical Governance from 1 April 2022
✓ Investment in the team
✓ IPC Governance role established
✓ Quality Management System
✓ IPC Task Group led at Executive Level
✓ IPC Improvement Plan in place which incorporates well led improvements 

identified in the IPC Governance Review
✓ Senior IPC/ Deputy DIPC recruited in partnership with Shrop Comm
✓ Increased staff training programme
✓ Learning from previous SI’s – actions completed
✓ Compliance with Covid guidance
✓ Sickness policy and communication
✓ Risk assessments
✓ Flu campaign
✓ Covid booster

✓ IPC Quality Assurance Committee

✓ Increased committee reporting

✓ NHSE/I oversight of IPC improvement plan

✓ External clinical governance review with focus on IPC commissioned

✓ People Committee oversight

Gaps In Controls: Gaps in Assurance:

C1: Completion of IPC action plan
C2: Community prevalence (outside of Trust’s control)

A1: EPRR desktop scenarios and testing business continuity plans 

Action Plan to Address Gaps

Ref Action Lead Due Progress

C1 Progress with improvement action plan Chief Nurse Oct 2022 Reported through IPC Quality Assurance Committee

A1 EPRR desktop scenarios and business continuity plan 
testing

Chief Operating Officer Nov 22 Short term internal options are being explored alongside longer-term 
options for an ICS wide solution

Exec Lead Lead Committee

Chief Nurse and Patient Safety Officer Quality and Safety Committee / IPC Assurance Committee

1.
2.

3.
4.

5.
6.

7.
8.

9.
10.

11.
12.

76



Board Assurance Framework 2022-23

Insufficient core capacity to meet demand CARRIED FORWARD FROM BAF 21-22 BAF 5

Inability to restore activity levels to that provided pre-Covid resulting in increasing waiting times and poor patient experience.  Regulatory and system scrutiny and loss of reputation.

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 4 4 4

Likelihood 4 4 1

Total 16 16 4

Opened: November 2020

Reviewed Date: September 2022

Source of Risk:

Corporate Risk 
Register

Controls: Assurance: Source of Assurance 3

✓ Demand and capacity modelling at local level
✓ Monitoring of efficiency KPIs
✓ 6-4-2 implemented
✓ Recovery programmes in place for Outpatients, Theatres and Diagnostics
✓ Weekly tactical restart activity meeting
✓ Key restoration of capacity KPIs
✓ Weekly meetings for management of delayed discharges
✓ Daily dashboards 
✓ Outpatient room usage report in place

✓ Monthly Performance Improvement Board oversight

✓ Inpatient Survey Performance

✓ System and regulatory oversight

✓ Internal audit regarding job planning

✓ Patient Experience Committee oversight
✓ Finance, Planning & Digital Committee oversight
✓ Outpatient Transformation Board restored

✓ STW Planned Care Delivery Board Oversight

✓ System Governance Framework

✓ Integrated Performance Reporting

✓ Consultant annual leave reporting through People Committee

Gaps In Controls: Gaps in Assurance:

C1: Lack of line of sight on system demand and capacity requirements
C2: Potential for Gaps in job planning and governance processes to ensure full capacity 
utilised
C3: Clear leadership for discharge planning
C4: Impact on capacity of increasing complexity of cases due to increased waiting times
C5: Lack of line of sight on use of Trust infrastructure (theatres/op rooms) utilisation
C6: Ward staffing establishments aligned to theatre activity planning
C7: Implementation of current job planning policy

A3: Key performance indicator of job plans reviewed and in date required.

N/A

Action Plan to Address Gaps

Ref Action Lead Due Progress

C1 Development of a system orthopaedic PTL Chief Performance 
Officer
Chief Operating Officer

Sep 21
Nov 21
Sept 22

DPIA completed and awaiting sign off following which the system 
orthopaedic PTL will go live, this is being led by the System.

C3 Review of leadership for discharge planning with clear 
escalation structure to be articulated and actioned

Chief Nurse Jul 21
Oct 21
Nov 21

Completed

C4 Establish reporting on impact of complexity and consider 
mitigating actions

Chief Medical Officer Jul 21
Oct 21
Jan 22
Overdue

Complexity review underway with focus on long waiters and P2 patients 
and establishing the average case per session for these patients.  
Update to go to Q&S after going through Clinical Effectiveness 
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Committee – first meeting of refreshed Clinical Effectiveness Committee 
has taken place

A3 Creation of KPI’s in relation to job planning to be added to 
people committee IPR.

Chief Performance 
Officer

Dec 21 Completed

C5 Regular reporting in place of room and theatre usage at 
room and theatre level

MD for Support 
Services

Dec 21 Completed 

C6 Deep dive triangulating nursing, activity, bed numbers 
commissioned

Chief Nurse and Chief 
Performance Officer

Feb 22 Completed – deep dive presented to People Committee in January 22 
and recommendations being actioned.

C7 Conversations to take place around review of job plans Chief of People / MDs Mar 22 Good progress made with conversations around job plans and being 
tracked through Trust Performance Board – action can be closed

C7 All job plans to be signed off by e-job planning Chief Medical Officer Ongoing Tracking of this to be looked at so that there is line of sight

Exec Lead Lead Committee

Chief Operating Officer Finance Planning and Digital Committee
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IT capacity and functionality to support new ways of working NEW BAF 6

Impact on roll out of EPR, inability to adapt to emerging requirements, opportunities of the system constrained by finances, inability to progress with compliance with accessible information 
standard resulting in inadequately meeting patient needs and poor patient experience

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 5 5 5

Likelihood 4 3 1

Total 20 15 5

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Digital Steering Group in place for operational delivery
✓ Sub groups as created by Digital Transformation Board to oversee delivery 

of EPR implementation
✓ Programme plan in place
✓ Outpatient processes to identify and flag patient needs before admission
✓ Accessible Information Working Group established
✓ Translation and interpretation services available

✓ ICS Digital Strategy Board

✓ Digital Transformation Board oversight reporting to FPD Committee 

✓ Oversight of Accessible Information Group and Patient Panel

Gaps In Controls: Gaps in Assurance:

C1: EPR Solution in development to address accessible information standard 
compliance but not in place

A1: Monitoring of additional patient needs to ensure services and facilities are suitable to meet the 
needs of patients

Action Plan to Address Gaps

Ref Action Lead Due Progress

A1 Accessible Information Group / Patient Panel to 
recommend monitoring metrics

Chief Nurse Dec 2022

C1 Progress with EPR Solution Director of Digital Ongoing Programme in place with monitoring via Digital Group and FPD

Exec Lead Lead Committee

Chief Medical Officer Quality and Safety Committee & Finance Planning and Digital Committee
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Cyber Security NEW BAF 7

Potential for cyber attack impacting on systems and processes required for delivering patient care, information governance breach, poor patient experience

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 4 4 4

Likelihood 4 4 2

Total 16 16 8

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Digital Steering Group in place for operational delivery
✓ SIRO, DPO and Caldicott Guardians in place
✓ DPIAs in place for all systems and register of data flows
✓ Business Continuity Plans in place
✓ Security policies and equipment in place
✓ Proxy servers to limit downloads and access
✓ Penetration testing
✓ Staff training
✓ CISSP professional training undertaken

✓ Back up processes in place

✓ Information Governance Committee in place with oversight from Audit Committee

✓ NHS X oversight

✓ Data Security Toolkit submissions

Gaps In Controls: Gaps in Assurance:

N/A N/A

Action Plan to Address Gaps

Ref Action Lead Due Progress

Exec Lead Lead Committee

Chief Medical Officer Finance Planning and Digital Committee
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Constrained resources (incorporating system restrictions) NEW BAF 8

Unable to take forward necessary and identified improvements, inability to comply with quality risk appetite /tolerance, reduction in standards of care and patient experience

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 5 4 3

Likelihood 4 4 2

Total 20 16 6

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Case of need business case process
✓ Finance BP support for Units
✓ Offsetting efficiency / funding stream identification
✓ System plan to improve financial position
✓ IPC escalation successful

✓ SLG Oversight

✓ Finance Planning and Digital Committee oversight

✓ Investment Panel within ICS

✓ Scrutiny at organisation, system and regional level of delivery of the financial plan

✓ QEIA process in place

Gaps In Controls: Gaps in Assurance:

o N/A o N/A

Action Plan to Address Gaps

Ref Action Lead Due Progress

Exec Lead Lead Committee

Chief Finance Officer Finance Planning and Digital Committee
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Delivery of year on year efficiencies and productivity gains  NEW BAF 9

Non delivery of financial plan, additional regulatory scrutiny, impact on MSK Programme to include impact on financial viability  and inability to design required admin processes

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 5 4 3

Likelihood 4 4 2

Total 20 16 6

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ Finance BP support for Units
✓ Offsetting efficiency / funding stream identification
✓ Cost improvement schemes identified
✓ Access to good quality benchmark information as per model hospital
✓ Tracking of theatre productivity
✓ Risks reviewed on a monthly basis and addressed through performance 

reviews
✓ Agency controls in place

✓ SLG Oversight

✓ Finance Planning and Digital Committee oversight

✓ Scrutiny at organisation, system and regional level of delivery of the financial plan

✓ QEIA process in place

✓ Monitoring of CIP delivery via performance meetings
✓ QIPP monitored by RJAH and CCG at contract meetings

Gaps In Controls: Gaps in Assurance:

o C6: Slippage on cost improvement programmes A1: Reset of Big Ticket Item Governance at ICS level 

Action Plan to Address Gaps

Ref Action Lead Due Progress

A1 Embedding of ICS Governance – in relation to efficiency 
delivery

Chief Finance Officer Ongoing

Exec Lead Lead Committee

Chief Finance Officer Finance Planning and Digital Committee
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Compliance with Strategic Oversight Framework BAF 10

Failure to satisfy NHSE criteria, continued breach of licence and SOF3, increased regulatory scrutiny, reputational damage

Risk Rating: Risk Details:

Inherent Risk Residual Risk
Target Risk 

(Tolerance)

Consequence 5 5 5

Likelihood 4 3 1

Total 20 15 5

Opened: August 2022

Reviewed Date: September 2022

Source of Risk:

Corporate Risk Register

Controls: Assurance: Source of Assurance 3

✓ External support from NHSE (Improvement Director)
✓ IPC Governance role established
✓ Quality Management System - IPC dashboard
✓ IPC Improvement Plan in place which incorporates well led improvements 

identified in the IPC Governance Review
✓ Senior IPC/ Deputy DIPC recruited in partnership with Shrop Comm
✓ Temperature checks using sustainability tool for IPC improvements
✓ Identification of gaps against NHS Oversight Framework 
✓ CQC action plan and Niche well led review action plan 
✓ CQC engagement meetings

✓ IPC Quality Assurance Committee

✓ NHSE oversight and support for delivery of IPC improvement plan 

✓ Self-assessment against undertakings monthly

✓ Formal improvement review meeting with NHSE monthly

✓ Formal NHSE IPC reviews to assess compliance against IPC standards

✓ IPC standing agenda item at Trust Board 

✓ Self-assessment against strategic oversight framework completed and submitted

✓ Regulatory Oversight Group 

Gaps In Controls: Gaps in Assurance:

o C1: Improvement action plan to be completed
o C2: Awaiting GGI recommendations
o C3: Executive Team oversight of gaps against NHS Oversight Framework
o C4: CQC stakeholder engagement

o N/A

Action Plan to Address Gaps

Ref Action Lead Due Progress

C1 Completion of improvement action plan – meeting 
undertakings and continuation of IPC improvement plan 
and sustainability

Chief Nurse and 
Patient Safety Officer

Oct 22 and 
Mar 23

Good progress is being made and regular update meetings with NHSE 
continue.

C3 Delivery of actions in support of moving to segment 2 of 
NHS Oversight Framework (ambition of segment 1) 

Assistant Chief 
Executive

Oct 22 Gap analysis agreed with Executive Team and leads assigned to 
metrics.

C4 CQC stakeholder engagement plan Chief Nurse and 
Patient Safety Officer

Nov 22 Plans include staff briefings, mock inspections, CQC inspector visits and 
briefings to Trust Management Group and Board

Exec Lead Lead Committee

Chief Nurse Quality and Safety Committee / IPC Quality Assurance Committee
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1. Purpose of Paper

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

This paper presents a summary of the Quality and Safety Committee meeting held on 21 July 
2022 for assurance purposes.  The Trust Board is asked to consider the assurances provided 
and whether any additional assurances are required.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the oversight of patient safety and 
quality to the Quality and Safety Committee.  This Committee is responsible for seeking 
assurance on the quality and safety of the services it delivers in order that it may provide 
appropriate assurance to the Board.

2.2 Summary

▪ The Committee was quorate.
▪ The Committee received the standard agenda items which included the SI and Never 

Events paper, a Unit quality report, the Harms presentation, and the performance report.
▪ The Committee approved Getting to a Health Weight SOP. 
▪ Areas to highlight to the Board include: 

o The Uniform Policy has been updated and implemented.
o Speech and language provision has been added to the risk register.
o Inpatient ward falls have been consistently off target and work is ongoing to 

investigate potential causes for this e.g. lack of joint school or physiotherapy 
sickness therefore patients attempting to mobilise themselves without 
assistance.

o One case of C.Diff in June, associated with antibiotic usage.
o Zero Serious Incidents reported in June.
o One surgical site infection (SSI) reported in June and a Post Infection Review 

(PIR) taking place.

2.3. Conclusion

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

3.1 Introduction

This report has been prepared to provide assurance to the Trust Board from the Quality and 

Safety Committee which met on 21 July 2022.  The meeting was quorate with 2 Non-Executive 

Directors and 2 Executive Directors in attendance. A full list of the attendance is outlined 

below:  

Chair/Attendance:

Present: Chris Beacock Non-Executive Director (Chair)
Martin Newsholme Non-Executive Director
Penny Venables Non-Executive Director
Paul Kingston Non-Executive Director
Ruth Longfellow             Chief Medical Officer                                        
Stacey Keegan Chief Executive
John Pepper Non-Executive Director

In Attendance: Kirsty Foskett Head of Clinical Governance & Quality
John Pepper Associate Non-Executive Director
Nicki Bellinger Assistant Chief Nurse

                       Tracy Slater Assistant Director of Quality, ICB                         
Nia Jones Head of Planning
Jacqueline Barnes Director of Improvement
Heather Pickering Executive Assistant – Minute Secretary 
Karen Hunter Good Governance Institute
Jenny O’Connor Shropshire, Telford and Wrekin CCG
Teresa Jones Research Manager
Ian Gingell Health and Safety Officer

Apologies:

Shelley Ramtuhul, Sara Ellis-Anderson, Ibrahim Roushdi and Dawn Forrest.

3.2 Actions from the Previous Meeting

The Committee discussed the action plan in detail and an update was provided for each action. 

There were 0 actions noted as outstanding a forwarded on to the next meeting.

3.3 Key Agenda  

The Committee received all items required on the work plan (except IPC agenda items) with 

an outline provided below for each:

Agenda Item / Discussion Assured 
(Y/N)

Assurance Sought

1. Declaration of Interest

PV noted themselves as a NED from the BDA.

2. CNO and CMO Update

Covid-19 is still present in the community. Weekly risk 
assessments being undertaken and face masks reinstated in 
certain areas.

Y
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Updated Uniform Policy has been implemented.

Speech and language provision in the Trust is insufficient and 
has been placed on the risk register.

Concerns have been raised as to the provision of 
physiotherapy for orthopaedic patients due to sickness and 
vacancies within the team.

Concerns also raised in relation to staff shortages overnight 
due to short notice cancellations from agency staff.

Y

Partial

N

N

Mitigation plan in 
development with SaTH.

3. Performance Report

Slight amendments to IPR:
- “Total deaths” as replaced “Unexpected deaths”.
- WHO documentation has been removed from IPR.

Inpatient falls consistently off target. Potentially driven by the 
lack of Joint School and lack of inpatient physiotherapists 
therefore patients trying to mobilise with no assistance.

Complaints response rate continues to be off target.

One case of C. Difficle in June associated with antibiotic 
usage.

One surgical site infection reported in June and a post infection 
review is due to be undertaken.

One unexpected death which was bought to serious incident 
panel. Confirmed as not a serious incidents however root 
cause analysis underway.

Cancellations continue to be off target.

Y

N

N

Y

Partial

Partial

N

Falls Lead is looking 
specifically are falls in 
bathrooms and mitigating 
actions.

RCA will confirm 
learnings from death.

4. Clinical Services Quality Report

102 incidents reported consisting of 59 no harm, 32 low harm 
and 11 moderate.

Therapies manager is on long term sick leave therefore NB is 
working closely with Therapies team in his absence for 
support.

Recruitment drive taking place within physiotherapy to mitigate 
the use of bank and agency.

There are both capacity and income issues with Research 
which need addressing.

Partial

Y

N

N

Full Therapies service 
review is planned to 
commence on 1st 
September 2022.

5. Operational Planning Framework

E-Rostering attainment level of 0 against a national standard 
of 4. This is due to the new system embedding and is 
anticipated to be up to standard shortly.

Currently non-compliant against 2 monthly clinical reviews for 
elective patient standards.

Partial

N
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6. CQUIN Update Q1

Out of 9 CCG CQUINS, 6 have been agreed as relevant to 
RJAH. More detail will follow at future meetings.

Y

7. Serious Incidents and Never Events

Zero serious incidents reported in June 2022.

Never Event from 2021 has now been closed following 
approval from ICS.

Really good improvements made in month with 20 actions 
completed and only 2 actions overdue which are being 
reviewed daily.

Y

Y

Y

8. Harms Presentation

Of cohort 1, 2259, 23 were defined as moderate harm with 2 
requiring an RCA. Cohort 2 has begun with 1100 patients.

Harms reviews in discussions for becoming business as usual 
given the high number of waiting list backlogs.

Y

Y

9. Quality Priorities

VTE – Progressing well with monitoring of compliance against 
new policy to begin in quarter 3 and 4.

End of Life & RESPECT – Working ongoing and linking in with 
local hospices to receive specialised end of life training and 
care.

Y

Y

10. Learning from Deaths Report

3 deaths within quarter 1. 1 death taken to serious incident 
panel who confirmed as not a serious incident. Discussions 
surrounding deaths are had at Mortality Steering Group.

Y Further information 
surrounding deaths 
required in future papers.

11. Legal Claims Update

Clinical negligence claims: 2 closed in quarter and 8 remain 
open.
Employee liability: 1 closed in quarter and 5 remain open.

Y

12. Research Committee Chair Report

The Committee noted the chair report. N/A

13. Trust Performance and Operational Improvement Board Chair Report

The Committee noted the chair report. A decision was made 
for the chair report to be presented at FPD moving forward.

N/A

14.  Patient Safety Committee Chair Report

The Committee noted the chair report. N/A

15. Health and Safety Committee Chair Report

The Committee noted the chair report. N/A

16. Medical Devices Committee Chair Report

The Committee noted the chair report. N/A

14. Review of the Work Plan

The Committee noted the workplan. N/A

15. Attendance Matrix

The Committee noted the attendance matrix. N/A

3.4 Approvals
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Approval Sought Outcome

Getting to a Healthy Weight SOP Approved

3.5 Risks to be Escalated  

During its business the Committee confirmed there are no risks to be escalated to the Board.

4.  Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances 
obtained.
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0. Reference Information

Author: Dr James Neil Paper date: 7 September 2022

Executive Sponsor: Dr Ruth Longfellow Paper Category: Governance and Quality 

Paper Reviewed by:
Quality and Safety 
21/07/2022

Paper Ref: N/A

Forum submitted to: Board of Directors - Public Paper FOIA Status: Full 

1. Purpose of Paper

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

Learning from Deaths summary report was presented to the Quality and Safety Committee 
in July 2022.

After deaths are reported on Datix, a decision is made as to whether it is a serious incident 
‘SI’ or not. 

A structured judgement review is carried out in timely manner using the SJR Plus 
methodology developed by NHSE/I.

Deaths are reported through the Board of Directors. 

A detailed discussion occurs in the Mortality Steering Group at four monthly intervals and the 
Governance team will continue the bereavement process with the family.

MSG report discussed at Patient Safety Committee.

2. Executive Summary

2.1. Context

To report the current numbers and trends in last quarter for In-patient Learning from Deaths 
(LFD).

2.2. Summary

See Numbers Below.

2.3. Conclusion

No Concerns identified.
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3. The Main Report

3.1. Introduction

NHSE asks that we have an update for the board on the current state of LFD 
investigations/numbers/actions and themes identified.

3.2. Learning From Deaths Summary.

Date Total 
In-
patient 
Deaths

Number for 
case 
record 
(SJR) 
review

SI Death 
likely due 
to 
problems 
with care

Themes/Family 
feedback.

Actions

April 2022 0 0 0 0 No theme/Feedback None required

May 2022 2 2 0 0 No theme/Feedback None required

June 2022 1 Awaited: 
(RCA in 
progress)

0 0 RCA awaited

3.3. Associated Risks

None

3.4. Next Steps

Discussions in progress with SaTH concerning a link with their Medical Examiner and 
Bereavement system. DPIA done but outstanding IG clarification still awaited. This service 
likely to commence autumn 2022.

Learning from Deaths lead now working as a Medical Examiner at SaTH.

Learning from Deaths lead at RJAH now attends Mortality steering group at SATH. 

Also attends Shropshire Learning from Deaths group and West Midlands Learning from 
Deaths forum (currently west midlands only due to staffing issues at ICS in Shropshire).

3.5. Conclusion

No concerns identified.
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Appendix 1: Acronyms

LFD Learning From Deaths

SJR Structured Judgment Review

MSG Mortality Steering Group
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0. Reference Information

Author: Mary Bardsley Paper date: 7 September 2022

Executive 
Sponsor:

Chris Beacock and 
Sara Ellis Anderson

Paper written on: 1 September 2022

Paper Reviewed 
by:

N/A Paper Category: Governance

Forum submitted 
to:

Board of Directors - 
Public

Paper FOIA 
Status:

Full

1. Purpose of Paper

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

This paper presents a summary of the Infection Control & Prevention Quality Assurance 
Committee meeting held on 11 August 2022 for assurance purposes.  The Board of Directors 
is asked to consider the assurances provided and whether any additional assurances are 
required.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the oversight of all items relating to 
infection, prevention, and control to the IPC Quality Assurance (QA) Committee. This 
Committee is responsible for seeking assurance on the IPC of the services it delivers in order 
that it may provide appropriate assurance to the Board.

At the Board meeting in April, it was agreed the IPC QA Committee would report directly to 
the Board of Directors until further notice, removing all IPC agenda items from the Quality and 
Safety Committee and realigning to the IPC QA Committee.

2.2  Summary

▪ The meeting was well attended and quorate
▪ The Committee received all agenda items noted within the Committee workplan
▪ The Committee asked for the meetings to be scheduled up to March 2022, where a formal 

effectiveness discussion will be held
▪ Good progress was noted across all action plans
▪ The Exit Strategy target date remains at the end of September/beginning of October

2.3. Conclusion

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

3.1  Introduction

This report has been prepared to provide assurance to the Board of Directors from the 

Infection Control & Prevention Quality Assurance Committee which met on 11 August 2022.  

The meeting was quorate with 3 Non-Executive Directors and 2 Executive Directors in 

attendance. A full list of the attendance is outlined below:  

Chair/ Attendance:

Membership:
Chris Beacock Non-Executive Director (Chair)
Paul Kingston Non-Executive Director
Martin Newsholme Non-Executive Director
Stacey Keegan Interim Chief Executive
Sara Ellis-Anderson Interim Chief Nurse & Patient Safety Officer

In Attendance:
Susan Sayles IPC Nurse Specialist
Shelley Ramtuhul Trust Secretary/Director of Governance
Ian Maclennan Assistant Chief Nurse for MSK Unit

Apologies:

Kirsty Foskett, John Pepper, Penny Venables, Ruth Longfellow, Jacqueline Barnes.

3.2  Actions from the Previous Meeting

The Committee noted the actions of the previous meeting and received an update on the 

progress of each.  

3.3  Key Agenda  

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

each:

Agenda Item / Discussion Assured Assurance Sought

Declaration of Interest

There was no declaration of interests shared. N/A

IPC Live Data Dashboard

The following key highlights were presented:
▪ The programme of works is now 81% complete.
▪ 13 criteria are on plan/in progress.
▪ 1 outstanding criteria
▪ Publishing of the revised Covid-19 BAF is imminent 

and will then need to be reassessed, 
▪ IPC Covid audits have been suspended and merged 

with existing audits. Key themes are cleanliness of the 
environment and equipment cleanliness, including the 
labelling of clean equipment.

▪ The new IPC support worker has delivered 24 
sessions trust wide on subjects including bare below 
the elbow and hand hygiene. 

Yes
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There was a query regarding a potential solution for the SSI 
data collection, and how rapidly this may be able to be in place. 
The Trust reported that the case of need is currently being 
drafted and confirmation have been received regarding the 
access to upfront capital spend, however there are some 
ongoing discussions around the implications of the upkeep 
costs. It was noted this would be expedited where possible. 

IPC Quality Report

The following key highlights were presented:
▪ 1 case of E coli, 1 case of C difficile, 1 case of MSSA
▪ SSI figures: 3 hips, 2 spines, 0 knees. A thematic 

review has been undertaken. 
▪ Outbreaks: 4 are noted in the report but this figure has 

since risen to 5, involving Powys, Clwyd, Kenyon, 
theatres, implant room and admissions team. Key 
lessons have been circulated.

▪ Quality Assurance Walks have taken place during July 
on Kenyon, Gladstone and Clwyd.

▪ IPC training compliance- currently at 87% with hand 
hygiene training and 62.5% hand hygiene 
competencies.

▪ Patient feedback is very positive, the exception is 
feedback regarding outpatient seating.

There was a query regarding whether the MRSA cases are 
showing that RJAH has an issue with nursing MRSA positive 
patients. The Trust noted it is a concern. The circumstances in 
this case were a unique combination that have resulted in the 
outbreak. Following a discussion, the Trust noted there was 
scope for looking at possibilities for further provision of 
showering facilities in this area. 
The Trust discussed the importance of staff being confident to 
challenge others regarding the Bare Below the Elbow 
campaign. It was queried whether there was a visitor IPC 
protocol. The Trust confirmed all visitors to MCSI are educated 
around hand hygiene and instructed to remain in one area of 
the ward where possible. 

Partial

IPC Improvement Plan

Following a review of the action plan in July, the actions have 
increased from 67 to 82 of which 49 are complete, 28 are in 
progress and 2 actions have not commenced. There are 3 
currently behind plan which are linked to the microbiology SLA.
There will be a continued focus on IPC training although the 
Committee noted the vast improvements made by the team.
Following a discussion, the Trust noted all actions do not need 
to be completed to ‘exit’ the plan. A self-assessment of the 
undertakings has been completed and shared with NHSE; 
therefore, the target date remains the beginning of October. 
The Trust confirmed launching the IPC strategy is a current 
key focus point. It was noted the sustainability of the strategy 
is key to ensuring ways to maintain the momentum amongst 
staff will be the focus when the inspectorate have left. 

Yes

IPC Hygiene Code Gap Analysis

The code of practice sets out 10 criteria, with 250 elements 
which the CQC and Regulators will monitor the Trust against.

Yes
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The Trust undertake a self-assessment every quarter with this 
paper presented to the IPC Committee in July. Overall 
compliance increased to 96% due to the actions taken on the 
IPC Improvement Plan. Next steps are an independent review 
carried out by an external body to provide the Trust with 
additional assurance, this is planned for quarter 3.
It was queried whether all Trusts undertake this process, and 
if so whether there is benchmarking available. The Trust 
confirmed other organisations do complete this, but there isn’t 
a pass mark. Due to the live and rolling nature the document it 
was thought 100% compliance was unlikely to be achievable 
within any Trust. 

IPC Q1 Report

The following key points were highlighted:
▪ First case of c-difficile, patient treated with antibiotics 

for a chest infection subsequently developed c-
difficile. The patient responded to treatment but 
relapsed taking him over the 30 days, counting as a 
second case.

▪ Klebsiella bloodstream infection. PIR showed the 
infection to be ‘unavoidable’ – lessons learnt were 
circulated. 

▪ Surgical site infections include, 4 total hips, 4 total 
knee, 1 spinal. Outlier letter has been received for the 
4 total hips from NHSA. It was noted that revisions are 
not separated out in these figures - it could be the 
revision surgeries (which carry greater risk of 
infection) are the reason for the high numbers. It was 
noted it would be worth separating these figures out if 
possible. 

▪ 4 covid outbreaks 
▪ 15 Quality Assurance Walks completed. Key themes 

raised are storage, cleanliness of equipment, floors 
and inappropriate items in shower rooms. 

▪ 2 new staff have joined the IPC team 
▪ IPC fair was well attended
▪ Hand hygiene posters have been circulated

 The Trust is now reduced to amber on NHSE matrix

Yes

One Together Action Plan

There are a total of 66 actions - good progress was noted 
following a review of the action plan. The Trust agreed to 
expedite the outstanding policies using the One Together 
resources which include an assessment tool. 
A specific challenge around medical engagement was noted, 
this is hoped to be resolved by September when annual leave 
is less frequent.
There was a query regarding how the criteria scored as green 
are evidenced. The Trust noted much of the criteria were 
audited as part of the One Together programme. 
There was a query regarding how newly reviewed policies are 
followed up to ensure they are being appropriately 
implemented. The Trust noted all policies have an 
implementation and monitoring section which sets out the 
process. The oversight of compliance would then sit with the 
author of the policy. 

Yes
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Chair Report from IPC Committee

The Committee met on 26/07/2022 and the following key 
points were highlighted:

▪ VIP scoring has arisen as a theme so spot check 
audits will be completed in this area.

▪ A significant number of policies have been approved 
through the committee, so policies are now within their 
review dates.

Yes

Committee Workplan

The Committee reflected upon the work plan. It was noted that 
the meetings have been scheduled until October 2022, this is 
to be extended until March 2023. 

Yes

Attendance Matrix

The attendance matrix is shared with the Committee for 
information only

N/A

AOB

The following items were shared with the Committee for 
information only:

▪ IRM presentation (July 2022)
▪ Undertakings Self-Assessment

Both documents have been presented to NHSE within July 
and no risks/concerns have been noted to escalated to the 
Board.

N/A

4.  Conclusion

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