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Hull University Teaching Hospitals NHS Trust 

Trust Board Meeting Held In Public 

Tuesday 13 July 2021 
9.00 am – 12.00 pm 

 
Held via video conference 
Appointment details issued by Rebecca Thompson, Head of Corporate Affairs 

 
Items marked * are for information only and will not be discussed unless agreed with the Chairman at 
the start of the meeting. 

 
Agenda 

1 Apologies and welcome verbal Terry Moran - Chair 
 

2 Declarations of Interest 
2.1 Changes to Directors’ interests since 
the last meeting 
2.2 To consider any conflicts of interest 
arising from this agenda 

 
verbal Terry Moran - Chair 

 
verbal Terry Moran - Chair 

 

3 Minutes of the previous meeting 
3.1 Minutes of the meeting held 11 May 
2021 
3.1.1 Minutes of the meeting held 10 June 
2021 
3.2 Board Reporting Framework 
3.3 Board Development Framework 

 
attached 

 
 

attached 
attached 
attached 

 
Terry Moran – Chair 

 
 

Terry Moran - Chair 
Rebecca Thompson – Head of 
Corporate Affairs 

 

4 Matters Arising 
4.1 Action Tracker attached Rebecca Thompson – Head of 

Corporate Affairs 
 

4.2 Any other matters arising 
 

5 Patient Story 

verbal 

verbal 

Terry Moran – Chair 
 

Makani Purva – Chief Medical Officer 

6 Standing Orders and Governance 
6.1 CEO Report and Covid Update 
6.1.1 Green Plan 2021 
6.2 Committees in Common 

 
attached/verbal 
attached 
attached 

 
Chris Long – Chief Executive 
Chris Long – Chief Executive 
Stuart Hall – Vice Chair 

 

6.3 Board Assurance Framework 2021/22 
 
 

6.4 Audit Committee Summary Report 
6.4.1 Audit Committee – Approval of the 
Annual Accounts 2020/21 
6.5 Integrated Performance Report – 
Making Data Count 

attached 

attached 

attached 

Rebecca Thompson – Head of 
Corporate Affairs 

 
Tracey Christmas – Chair of 
Committee 

 
Suzanne Rostron – Director of Quality 
Governance 

7 Our Patient Impacts 
7.1 Performance Summary attached Ellen Ryabov - Chief Operating Officer 
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 7.1.1 Summary and minutes from the 
Performance and Finance Committee 
7.1.2 Performance and Finance Terms of 
Reference 

 
7.2 Quality Governance Report 

 
7.2.1 Summary and minutes from the 
Quality Committee 
7.2.2 Quality Terms of Reference 

 
attached 

attached 

attached 

 
attached 
attached 

 
Mike Robson – Chair of Committee 

Mike Robson – Chair of Committee 

Beverley Geary – Chief Nurse 

Stuart Hall – Chair of Quality 
Committee 
Stuart Hall – Chair of Quality 
Committee 

8 Our People Impacts   

 8.1 Our People – progress report 
 

8.2 Workforce, Education and Culture 
Committee Summary and minutes 

 

attached 
 

attached  

Simon Nearney – Director of 
Workforce and OD 

 
Una Macleod – Chair of Committee 

9 
 
 

10 

Our Finance Impacts 
9.1 Finance Summary 

 
Board Reports 
10.1 *Guardian of Safe Working Report 

 
10.2 *Director of Infection Prevention and 
Control Annual Report 

 
10.3 * Learning from Deaths Annual Report 

 
10.4 *Health and Safety Annual Report 

 
 

10.5 *Safeguarding Annual Reports 
 

10.6 NHS Resolution Maternity Scheme 
 

10.7 Minutes from the Charitable Funds 
Committee 
10.8.1 Charitable Funds Terms of 
Reference 

 
10.9 Freedom to Speak Up Report 

 
 

10.10 * Trade Union Facility Time 
Reporting 

 
 

10.11 Premises Assurance Model 

 
attached 

 
 

attached 

attached 

 
attached 

attached 

 
attached 

attached 

attached 

attached 

 
attached 

attached 

 
attached 

 
Lee Bond – Chief Financial Officer 

 
 

Makani Purva – Chief Medical Officer 
 

Greta Johnson – Director of Infection 
Prevention and Control 

 
Makani Purva – Chief Medical Officer 

 
Suzanne Rostron – Director of Quality 
Governance 

 
Beverley Geary – Chief Nurse 

Beverley Geary – Chief Nurse 

Tony Curry – Chair of Committee 

Tony Curry – Chair of Committee 

 
Fran Moverley – Head of Freedom to 
Speak Up 

 
Simon Nearney – Director of 
Workforce and OD 

 
 

Lee Bond, Chief Financial Officer 

11 Questions from the public relating to 
today’s agenda 

verbal Terry Moran – Chair 
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12 Chairman’s Summary of the Meeting verbal Terry Moran – Chair 

13 Any Other Business verbal Terry Moran – Chair 

14 Date and time of the next meeting: 
Tuesday 14 September 2021 
9am – 12pm via Webex 

 
Attendance 2021/22 

  

 
Name 11/5 10/6 13/7 14/9 9/11 11/1 8/3 Total 
T Moran        2/2 
S Hall        2/2 
T Christmas        2/2 
T Curry        2/2 
U MacLeod        2/2 
M Robson        2/2 
L Jackson  x      1/2 
A Pathak  x      1/2 
C Long        2/2 
L Bond        2/2 
M Purva  x      1/2 
B Geary        2/2 
S Nearney        2/2 
E Ryabov        2/2 
M Kemp  x      1/2 
S Rostron        2/2 
R Thompson        2/2 
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Hull University Teaching Hospital Teaching NHS Trust 
Minutes of the Trust Board 

Held on 11 May 2021 
 

Present:   Mr T Moran CB Chairman 
    Mr S Hall  Vice Chair 
    Prof U Macleod Non-Executive Director 
    Mr T Curry  Non-Executive Director 
    Mrs T Christmas Non-Executive Director 
    Mr M Robson  Non-Executive Director 
    Mrs L Jackson  Associate Non-Executive Director 
    Dr A Pathak  Associate Non-Executive Director 
    Mr C Long  Chief Executive Officer 
    Mr L Bond  Chief Financial Officer 
    Mrs B Geary  Chief Nurse 
    Mrs E Ryabov  Chief Operating Officer 
    Dr M Purva  Chief Medical Officer 
 
In Attendance:  Mr S Nearney  Director of Workforce and OD 
    Mrs M Kemp  Director of Strategy and Planning 
    Mrs S Rostron  Director of Quality Governance 
    Mrs V Walker  Patient (Item 5) 
    Mrs R Thompson Corporate Affairs Manager (Minutes) 
 
 
No Item Action 
1 Apologies and welcome: 

There were no apologies received. 
 
Mr Moran welcomed Dr Ashok Pathak to the Board. He also welcomed 
Vanessa Walker who had joined the Board to tell her patient story. 
 
Mr Moran also remarked on the passing of Mrs Julie Bolus (Non-
Executive Director) who had only been with the Board 4 month and had 
died after a very short illness. Mr Moran stated that the Board were 
shocked and saddened by this and sent their condolences to Julie’s 
husband and family.  Julie would be sadly missed and in her short time 
with the Board had touched many people within the Trust with her 
vibrant approach.  
 
Mr Moran thanked all staff for their considerable work in the elective 
restoration phase and appreciated what a difficult time this was. 
 
Mr Moran advised that Section 10 of the agenda were reports for the 
Board to note with the exception of the Quality Accounts and the 
Charitable Funds minutes. 
 

 

2 Declarations of Interest 
2.1 Changes to Directors’ interests since the last meeting 
There were no declarations made. 
 

 

 2.2 To consider any conflicts of interest arising from this agenda 
There were no declarations made. 
 

 

3 Minutes of the previous meeting  
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3.1 Minutes of the meeting held on 9 March 2021 
The minutes were approved as an accurate record of the meeting. 
 
The Medical Staffing Review to be added to the action tracker with Dr 
Purva and Mr Bond to provide a plan at the July 2021 Board meeting. 
 

 3.2 Board Reporting Framework 
The Board received the document and there were no issues raised. 
 

 

 3.3 Board Development Framework 
Mrs Thompson advised that she would be updating the Board 
Development Framework to align with the refreshed Board Assurance 
Framework. 
 
Mr Moran suggested topics to include should be: equality, diversity and 
inclusion, Staff Survey and the Integrated Care System. 
 

 

4 Matters Arising 
4.1 Action Tracker 
The Covid Independent Review paper would be presented to the Board 
in September 2021 as part of the Performance Report.  
 

 
 
 
CL/ER 

 4.2 Any Other Matters Arising 
There were no other matters discussed. 
 

 

5 Patient Story 
Mrs Walker attended the meeting to talk about her end of life care and 
experiences within the hospitals. 
 
She spoke about Primary Care and how GPs should be more curious 
when diagnosing patients although she appreciated this was difficult 
when they are only given 10 minutes to see patients.  
 
She commended the sonographer who spoke to her after her 
ultrasound scan as she was very kind and thoughtful and 
communicative when sharing the bad news about her cancer diagnosis. 
Mrs Walker advised that she had to chase her CT scan and the waiting 
was very stressful.  She added that she had to chase the biopsy results 
too.  
 
During this time Mrs Walker suffered a heart attack and was rushed to 
Castle Hill Hospital on a weekend.  She spoke of being left in nice room 
but it was a long time before anyone came to speak to her and explain 
what was going on.  
 
Mrs Walker stated that consultants could be more communicative with 
their patients to help them understand and reassure them.  
 
Mrs Walker advised that her first Chemotherapy was stressful as she 
was asked to wait in a room.  She later found out that staff do not make 
up the Chemotherapy until the patient arrives due to patient unreliability.  
 
Mrs Walker was, overall, really happy with her care but sometimes the 
system can let patients down.  She added that being communicated 
with, even when there is bad news is key. 
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Mr Long asked if Mrs Walker would speak to Mrs Coggan so that her 
experiences could be used as a training tool and Mrs Walker agreed. 
 
Mr Moran asked that the wait in Chemotherapy be communicated to 
patients in some way.  Mr Long agreed to look into this.  Mrs Walker 
suggested using volunteers to speak to patients. 
 
Mr Moran thanked Mrs Walker for her candid review of her treatments 
and experiences. 
 

 
 
 
 
 
 
CL 
 
 

6 Standing Orders and Governance  
6.1 CEO Report and Covid Update 
Mr Long advised that there were 11 patients in the hospital at the 
moment and the death rate was reducing. He commended all staff for 
their efforts. 
 
He also thanked the thousands of non-clinical staff working at lower pay 
grades for their work during the pandemic and in the recovery phase. 
 
Dr Pathak thanked the Executive Team for their hard work during the 
pandemic. 
 

 

 Resolved: 
The Board received and accepted the report. 
 

 

 6.2 Committees in Common 
Mr Moran presented the report and advised that the Trust would be 
working closely with NLAG and this would ensure that clear and swift 
decision were made.  The aim was to make sure that patients had the 
right access and treatment at the right time. 
 

 

 Resolved: 
The Board received the report and approved the Terms of Reference 
for the Committee in Common. 
 

 

 6.3 Board Assurance Framework 
Mrs Thompson presented the paper and advised that refreshed Board 
Assurance Framework had been worked up following the Board 
Development session and March Committee meetings. 
 
The BAF risks and ratings were included in the report and Mrs Rostron 
advised that a new risk had been added which related to the waiting 
lists and patient harm due to long waits for treatment.  
 
The Board debated the 3 x 3 target risk rating and Mrs Ryabov queried 
whether it was too low due to the number of patients waiting.   Mrs 
Rostron agreed that the rating was ambitious but added that the 
speciality work and harm reviews in place should mean that the risk 
rating should reduce by the year end.  
 
The Board debated BAF 4 and Mrs Ryabov was uncomfortable with 
reducing the target risk from 5 x 4 as it felt almost certain the Trust 
would still have large waiting lists at the end of the year and the 
recovery plan would go beyond this.  
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Mr Moran was uncomfortable with the risk rating remaining the same 
throughout the year and Mr Long added that progress would be made 
but not enough to reduce the rating.  Mrs Ryabov stated that the risk 
likelihood would remain as a 5 but by managing the situation it would be 
possible to reduce the severity from a 4 to a 3.   
 
Mr Moran suggested that the discussion regarding BAF 4 be taken 
outside of the meeting and the outcome presented at the July 2021 
meeting. 
 
Mrs Rostron advised that both BAF 5 and 6 did not have target risk 
ratings showing improvement within the year.  She advised that BAF 6 
was understandable due to the nature of Research and Innovation and 
the challenge of recovery throughout the year. 
 
Mrs Kemp advised that she was comfortable with BAF risk 6 not 
changing as the risks would be the same in all 4 quarters.  She reported 
that the risk would be monitored throughout the year and the target 
reduced if possible. 
 

 Resolved: 
The Board agreed: 

• The addition of BAF risk 3.2 and the risk ratings set out in the 
report 

• BAF 4 would be discussed further at the Performance and 
Finance Committee 

• BAF 5 and 6 risks would remain as highlighted in the report 
 

 

 6.4 Self Certification and Statement 
Mrs Thompson presented the report which set out the Board statements 
to be submitted to NHS Improvement and displayed on the Trusts 
website.  She advised that only the lead information had changed due 
to changes in leadership roles. 
 

 

 Resolved: 
The Board received the report and approved the statements to be 
submitted to NHS Improvement. 
 

 

 6.5 Fit and Proper Person 
Mrs Thompson presented the paper and advised that it was the year-
end declaration and Companies House check for all Board Members. 
 
Mrs Christmas advised that she was a Trustee at SLP College and Mr 
Bond declared his role of Finance Director at NLAG to be added. 
 

 

 Resolved: 
With the above changes the report was approved for publication on the 
Trust’s website. 
 

 

 6.6 Audit Committee Summary Report 
Mrs Christmas updated the Board and advised that the Annual 
Accounts and Trust Annual Report would be presented for approval at 
the Board on 10th June 2021. 
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 6.6.1 – Audit Committee Terms of Reference 

Mrs Christmas advised that there had been minor amendments relating 
to role changes and mention of a private meeting with the Auditors. 
 

 

 Resolved: 
The Board received and approved the Terms of Reference. 
 

 

7 Our Patient Impacts 
7.1 Performance Summary 
Mrs Ryabov presented the report and advised that the ED performance 
had reduced in March to 70.8% and had been impacted by the number 
of acute admissions. Beds had been removed due to social distancing 
and this had also impacted flow.   Ambulance turnaround times had 
also been affected. 
 
The elective workload had begun and Cancer 2 week performance 
continued to improve and was at 91.8%. 
 
Investment had been agreed to right size the Breast Screening service 
to improve screening performance.  
 
Although the waiting list was still very high but the Trust had achieved a 
better position at the end of March at 59,321. Good progress had also 
been made with the 52 week waits and this had reduced by 13%.  Mrs 
Ryabov advised that although progress was being made the waiting list 
was very large and reducing it down to where it should be would not 
happen in year.  Mrs Ryabov advised that the greatest risk would be in 
the winter months and acute work compromising the elective work.  
Working with system partners was key.  
 
Mrs Ryabov advised that the Trust had reported 3 12 hour trolley waits 
in February and March 2021. All of the patients had complicated issues 
and one was a mental health patient who was moved to the Humber 
facility.   All of the waits had been recorded as Serious Incidents and 
the investigations were underway.  The outcomes of the investigations 
would be presented to the Quality Committee.    
 

 

 Resolved: 
The Board received and accepted the report. 
 

 

 7.1.1 Summary and minutes from the Performance and Finance 
Committee 
Mr Robson presented the summary and minutes to the Board.  He 
advised that the Performance and Finance Committee had been re-
assured that the detailed plans were in place and were gaining traction, 
although progress was slow.   
 
Dr Pathak asked if there was a Mental Health on-call liaison doctor in 
place, but was expected to manage the whole patch. Mrs Ryabov said 
that there was but the Trust was no longer able to access suite 136 at 
Mirander House so this would need to be reviewed. The Trust had seen 
an increase in Mental Health patients of 30%.  
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Mrs Jackson asked about feedback from NHS Improvement regarding 
the recovery submission and Mrs Ryabov advised that she would bring 
a report back to the Board in July 2021.  
 
Mrs Ryabov advised that she was in the process of changing the 
Performance Report which would include the national standard 
performance figures, a separate performance dashboard and Health 
Group performance against trajectory.  
 

ER 
 
 
 
 

 Resolved: 
The Board received and accepted the report.  
 

 

 7.2 Quality Governance Report 
Mrs Geary advised that 11 Serious Incidents had been declared in 
March and the Duty of Candour process had been instigated in each 
instance.  
 
A look back into Covid 19 Serious Incidents had been started and the 
outcomes would be presented to the Quality Committee. 
 
The Trust was reporting zero MRSA bacteraemia for 2020/21. There 
had been 9 MSSA bacteraemia cases which had been secondary to 
Covid 19 infections.  Work was ongoing to review these with the Health 
Group.  Their had been 7 C Difficile cases, the majority of which were 
due to antibiotic prescribing.  The Infection Control Annual Report would 
be presented to the Quality Committee. 
 
Covid 19 cases were reducing but hospital admissions were still being 
seen in the 35 and under age range who had not yet been included in 
the vaccination programme.  The easing of the restrictions might result 
in an increase of hospital admissions.  
 
There had been a reduction in pressure damage and a detailed review 
would be presented to the May Quality Committee. 
 
There had been 38 PALs concerns raised relating to treatment delays, 
waiting times and cancellations.   
 
The Board discussed the Insights report from the CQC and Mr Bond 
asked if the statements had equal ranking or where some priorities for 
the Trust.  Mrs Rostron advised that she would make sure that in future 
it was in a table and included assurance ratings. 
 
Mrs Geary advised that the Trust had 15 Pilipino nurses starting in 
September.  Work was ongoing with partners as the Philippines was 
currently on the red travel list.   
 
Mrs Geary advised that the Humber Coast and Vale had delivered 1.5m 
vaccinations and Trust’s Vaccination Hub had delivered 55,000 
vaccinations. The Hub had now closed but a weekly clinic would be run 
to carry on the programme for people who had not yet been vaccinated.   
Mrs Geary thanked the teams for their hard work.  Mr Moran added his 
personal thanks as his experience with the team had been very 
professional and seamless. 
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 Resolved: 
The Board received and accepted the report. 
 

 

 7.2.1 Summary and Minutes from the Quality Committee 
Mr Hall presented the minutes from the Quality Committee and advised 
that the Quality Committee would be reviewing the Insights Report, 
Pressure Ulcers and Hospital acquired infections. 
 
Mrs Geary advised that the Covid Steering Group was being stood 
down although the Trust was maintaining a good state of preparedness.  
 
Mr Long commended the leadership of the Senior Nursing Team and 
thanked them for their day and night commitment to the Trust during the 
pandemic and beyond.  
 

 

 Resolved: 
The Board received and accepted the report. 
 

 

 7.3 HUTH Report on the Trust’s Response to the Covid Pandemic  
Mr Moran asked that the report have a separate Board session due to 
the level of detail to be reviewed.  
 
Mr Moran thanked Dave Roney and Louise Topliss for their work in 
preparing the document.  
 

 

 Resolved: 
The Board received the report and agreed to discuss it at a different 
session.  
 

 

8 Our People Impacts 
Mr Nearney presented the report and advised that staff absences were 
at 7.6%.  This figure includes Covid absence.  
 
Staff vacancies were at 2.5% which equated to 212 wte.  
There were still challenges with consultant vacancies (7.7%) mainly in 
smaller specialities and radiology. Nursing vacancies were in a good 
position and will be over established later on in the year.  
 
Mr Nearney advised that the Staff support arrangements were under 
pressure and Occupational Health had received 26% of all referrals.  He 
added that the Executives were leading a people recovery brief in May 
and June which was important as part of the service recovery.  
 
Mr Nearney highlighted the National Staff Survey results and advised 
that they had been discussed in the Workforce, Education and Culture 
Committee.  The survey was improving year on year and 3400 staff had 
responded this time. The Trust was better than the national average in 
Equality and Diversity, morale, quality of care, safety and staff 
engagement.  Areas of improvement are bullying and harassment and 
team-working.  

 

 Resolved: 
The Board received and accepted the report. 
 

 

 8.2 Workforce, Education and Culture Committee  
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Prof Macleod presented the summary and advised that the Committee 
had discussed supporting the wellbeing of staff and the impact of Covid 
sickness and staff retirements in the future.  
 
Dr Pathak asked about the statistics around Long Covid and how BAME 
and staff with disabilities had been affected.  Mr Nearney agreed to 
speak to Dr Pathaks outside of the meeting.  
 
Mr Curry asked if there were actions in place relating to the age profile 
and retirement issues. Mr Nearney advised that age profiling was done 
regularly and recruitment plans were in place.  
 
Mr Moran asked for statistics around Lateral Flow testing and Mr 
Nearney agreed to send him the data.  
 

 Resolved: 
The Board received and accepted the report. 
 

 

 9.1 Finance Summary 
Mr Bond presented the report which highlighted the Month 12 position 
which was a surplus of £147k.  The surplus included a number of 
payments from NHS I/E including a payment for the annual leave 
accrual. 
 
The actual final accounts position shows a £10.973m deficit. This is 
adjusted for performance purposes for technical accounting changes on 
receipt of capital donations/grants, impact of consumables donated 
from other DHSC bodies (PPE equipment procured centrally) and 
impact of impairments.  
 
Covid expenditure was £21.3m for the year, with £6.6m being spent in 
the last 6 months.  
 
Mr Bond thanked the Estates Team for successfully spending the £65m 
in the Capital Plan.  Building works and the digital programme were 
ongoing.  
 
The Humber Coast & Vale ICS is planning to submit a balanced 
financial plan for the first 6 months. Within this HUTH has a target to 
deliver a £1.7m deficit. Achievement of this will require HUTH to deliver 
an efficiency programme of 0.7% for the period. 
 
Mr Robson thanked the Finance Teams for their work in a difficult year.   
 
Mr Hall asked if the diagnostic capacity was factored into the 2021/22 
plan and Mr Bond advised that additional activity within the elective 
recovery would help with this.  
 

 

 Resolved: 
The Board received and accepted the report. 

 

 9.2 Capital Plan 2021/22 
Mr Bond presented the Capital Plan for 2021/22 confirming a capital 
allocation for the Humber Coast & Vale (HCV) ICS of circa £72.5m.  
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Following successful negotiation, the Trust has been able to receive an 
increased share of the allocation at £21.7m which results in an 
additional £6.5m over and above our own internal resources, expected 
as PDC in year. This allocation now allows for a replacement Gamma 
Camera at £1.5m, in addition to the replacement theatres of £5m.  
 

 Resolved: 
The Board received and approved the Capital Plan 2021/22. 
 

 

10 Board Reports 
The following Board reports were received for information: 
10.1 Freedom to Speak up Report – Mr Moran thanked Carla Ramsay 
on behalf of the Board for her commitment to the role. 
 
10.2 Guardian of Safe Working Report 
10.3 Quality Accounts – The Board agreed to delegate final sign off of 
the Quality Accounts to the Quality Committee. 
 
10.4 Hull University Teaching Hospital results from GMC training survey 
 
10.5 Maternity Reports 
10.5.1 Biannual Midwifery Workforce Quality and Safety Report – 
February 2021 
 
10.5.2 Maternity Perinatal Quality Surveillance Tool 
 
10.5.3 Perinatal Mortality Review Tool 
 
10.5.4 Clinical Negligence Schemes for Trust (CNST) Safety Action 2 – 
Maternity Systems Data Set (MSDS) – Criteria 3 
 
10.5.5 Neonatal Workforce Action Plan 
 
10.6 Charitable Funds Minutes 
 

 

 Resolved: 
The Board received and accepted the reports. 
 

 

11 Questions from the public relating to today’s agenda 
There were no questions received. 
 

 

12 Chairman’s Summary of the Meeting 
 

 

13 Any Other Business 
There was no other business discussed. 
 

 

14 Date and time of the next meeting: 
Tuesday 13 July 2021, 10am – 12pm via webex 
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Hull University Teaching Hospitals NHS Trust 
Trust Board meeting to approve the annual accounts 

Held on 10 June 2021 
 
 
Present:   Mr T Moran CB Chair 
    Mr S Hall  Vice Chair 
    Mrs T Christmas Non-Executive Director 
    Mr M Robson  Non-Executive Director 
    Prof U Macleod Non-Executive Director 
    Mr T Curry  Non-Executive Director 
    Mr C Long  Chief Executive Officer 
    Mr L Bond  Chief Financial Officer 
    Mrs B Geary  Chief Nurse 
    Mrs E Ryabov  Chief Operating Officer 
    Mrs S Rostron  Director of Quality Governance 
    Mr S Nearney  Director of Workforce and OD 
     
In attendance:  Mrs R Thompson Head of Corporate Affairs 
 
No Item  Action 
1 Apologies: 

Apologies were received from Dr M Purva, Chief Medical Officer, Mrs M 
Kemp, Director of Strategy and Planning, Mrs L Jackson, Associate Non-
Executive Director and Dr Pathak, Associate Non-Executive Director  
 

 

2 Declaration of interests  
2.1 Changes to Directors’ interests since the last meeting 
There were no declarations made. 
 
2.2 To consider any conflicts of interest arising from this Agenda 
There were no declarations made. 
 

 

3 Audited Accounts 2020/21  
3.1 Audit Findings Report (Mazars) 
Mr Bond presented the Audited Accounts 2020/21 and the Audit Findings 
Report (Mazars) to the Board.  He advised that Mazars were reporting a 
modified clean audit opinion. 
 
The modification was due to Mazars being unable to audit the opening 
and closing stock levels due to the Covid restrictions in place.  This was 
common across all NHS Trusts. 
 
There were no concerns raised with the accounts and the only areas 
flagged related to property, plant and equipment but these risks had been 
anticipated.  
 
Mr Bond advised that the Accounts appeared to show a £20m loss due to 
the way the accounts had been prepared and the Statement of 
Comprehensive Income was presented.  He clarified that the Trust had 
actually made a £246k surplus following the funding adjustments shown 
in the accounts.  
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There were no issues with Value for Money.  Recommendations had 
been made in relation to bank and payroll and had been accepted by the 
management teams.  
 
Mrs Christmas advised that the Accounts had been scrutinised at the 
Audit Committee earlier that morning and commended how the report 
and the accounts had been presented and the work put in by the teams.  
 
Mr Hall asked about the reconciliation of the monthly bank statements 
and Mr Bond agreed to check the process and why it had been flagged 
as an internal control.  He assured the Board that this was not a 
significant issue.   
 
Mr Moran highlighted the non NHS payments at 96.7% and congratulated 
the teams on getting the payments on-time as this helped suppliers after 
a challenging year.  
 
Mr Moran asked about the contingency payments and why the numbers 
were smaller this year.  Mr Bond agreed to clarify this with Mr Moran 
outside of the meeting.  
 
Mr Curry asked how Mazars compared with other Auditors used by the 
Trust. Mr Bond advised that all External Auditors were very similar but 
this year more electronic evidence had been required. He added that the 
Government Accounting Manual was used in all cases for consistency. 
 
Mr Moran gave his sincere thanks to the teams for their hard work in 
preparing a clean set of accounts without any substantive concerns being 
raised. He also thanked Mr Bond for his work. 
 
Mr Bond thanked the Auditors and the Finance Teams.  
 

 Resolved: 
The Board adopted the accounts subject to the finalisation of the audit. 
 

 

4 Letter of Representation 
Mr Bond advised that the letter was standard and drafted by the auditors. 
He added that there were no issues to raise. 
 
There had been a change to the authorisation process and Mr Long as 
the Accountable Officer would sign the letter rather than the Audit Chair 
and the Chief Financial Officer. 
 

 

 Resolved: 
The Board approved the Letter of Representation.  
 

 

5 Annual Report 2020/21 
Mrs Thompson presented the report and advised that it was in the final 
stages of completion and would be uploaded to the website along with 
the Annual Accounts 2020/21.  
 
Mr Moran particularly liked the CEO introduction and Mr Long advised 
that it had been drafted by the Director of Communications. Mr Moran 
also asked if the Terms of Office for the Non-Executive Directors could 
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include Prof Macleod’s new term and have a footnote to clarify her re-
appointment.   
 
Mr Moran also asked if Mrs Bolus’s term of office be noted and a note of 
her passing.  In the Remuneration Report, in terms of Mr Moran, Mr Hall 
and Mrs Jackson, the place of work should be Northern Lincolnshire and 
not North Lincolnshire. 
 
Mrs Thompson asked for all comments to be emailed to her by 18th June 
2021.  
 
Mr Moran thanked all of the teams that had worked on the Annual 
Report.  
 

 Resolved: 
The Annual Report 2020/21 was approved by the Board subject to the 
alterations made in the meeting and up until 18 June 2021. 
 

 

6 Any Other Business 
Mr Moran asked that the record of the meeting and the decisions made 
be a formal agenda item at the July 2021 Trust Board. 
 

 

 
 
 
 
 
 
 
 
 



Trust Board Annual Cycle of Business 2020 – 2021 - 2022  2020 2021 2022 
Focus Item Frequency Apr May Jun Jun 

Ex 
July Sept Nov Dec Jan Feb Mar May May 

Ex 
Jul Sept Nov Jan Mar May May 

Ex 
Jul Sept Nov  

Opening Items Declarations of Interest Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  

Minutes of the last meeting Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  

Action Tracker Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  

Board Reporting Framework 2020-2021-2022 Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  

Board Development Framework 2017-2021 Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  
Chair’s Opening Remarks Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  
Chief Executive Briefing Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  
Patient Story Every Meeting x x x  x x x x x x x x  x x x x x x  x x x  

Staff Experience (Frontline staff team in attendance) Every Meeting x x x    x x x x x x  x x x x x x  x x x  

Board Assurance Framework Quarterly  x   x       x x x x  x  x  x x  x  x         x  

Our Patient Impacts Performance Report Every Meeting x x x  x x x     x     x     x x x  x x x x x x  x     x        x  

Quality Report Every Meeting x x x  x x x    x    x    x x x     x x x x x x  x x  x  

Covid-19 Recovery Report Every Meeting  x x  x x x x x x x x  x x x x x x  x      x        x  

Minutes and Escalation from the Performance and Finance 
Committee 

Every Meeting     x                    

Escalation from Ethical Clinical Policy Prioritisation Committee As required x    x                    

Minutes and Escalation from the Quality Committee Every Meeting     x                    

Our People Impacts Staff Overview Report (Including Nurse Staffing) Every Meeting     x    x x       x       x x x     x x x    x       x      x x      x      x x       x      x      x  

Minutes and Escalation from the Workforce, Education and Culture 
Committee 

Every Meeting     x       x x  x  x     x  x      x x x x x  x x x  

Our Finance Impacts Finance Report ( including Statement of Comprehensive Income ) Every Meeting x x x  x x x x x x x x  x x x x x x       x x x  

Items for Approval 
 

 
Freedom to Speak Up Guardian Quarterly     x       x     x  x  x x  x  x  x  

Guardian of Safe Working Hours Quarterly     x       x  x   x  x  x x  x  x  x  

Quality Accounts Annually      x x     x       x      

Statement of elimination of mixed sex accommodation Annually    x         x       x     

Annual Accounts Annually    x         x       x     

Going Concern Review Annually    x              x            x     

Audit Letter Annually    x              x             x     

Annual Report Annually    x         x            x     

 Workforce Race Equality Standards Annually      x      x       x      

Workforce Disability Equality Standards Annually      x      x       x      
 

Modern Slavery Annually      x      x       x      

Emergency Preparedness Statement of Assurance Annually      x         x       x   

NHS Resolution Maternity Incentive Scheme Six-Monthly      x   x     x   x    x    

Business Cases As required     x                    

Self-Certification and Statement Annually   x         x       x      

Reports to the Board Nursing and Midwifery Report (included in Staff Overview Report) Every Meeting x    x      x  x x x x x  x      x  x x x x    x x  x x x  

Fundamental Standards Six-Monthly            x         x      x          x   
National Patient Survey Annually       x         x          x  
National Staff Survey Annually           x           x       
Gender Pay Gap Annually           x       x       
Digital Exemplar Annually       x         x       x  
Scan for Safety Annually       x         x       x  
Fit and Proper Person Report Annually     x       x       x      

Strategy and Planning Operating Framework As required            x   x            x        
5 Year Plan Annually         x            x        
Trust Strategy Refresh As required                         
Operational Planning Annually         x  x      x x       

 Financial Planning Annually   x        x x           x x      
 Capital Planning Annually   x        x x           x x      

Winter Planning Annually       x          x      x  

Equality, Diversity and Inclusion Strategy Every 3 Years           x              

Assurance against Equalities Objectives Annually            x         x       x   

People Strategy Every 3 Years                   x      

IM&T Strategy Every 3 Years            x             

Research and Innovation Strategy Every 3 Years           x              

Trust Strategy Implementation Update Every 6 Months             x    x    x   x    x   

Estates Strategy inc. Sustainability and backlog maintenance Annually    x        x x           x x      

Governance Standing Orders As required x x   x x                   

Safeguarding Annual Reports Annually      x             x       x    

Learning from Deaths Report/Mortality and Morbidity Quarterly  x x    x  x   x  x  x x  x  x  x  

Information Governance Update Six-Monthly    x     x    x    x   x     
Health and Safety Annual Report Annually      x        x       x    
Director of Infection Prevention and Control Annual Report Annually      x        x       x    

Quality Improvement Programme Six-Monthly   x         x     x  x      
 Responsible Officer Report Annually      x         x       x   

Seven Day Working Assurance Framework Six-Monthly       x        x   x    x   

Preparation for EU Exit As required   x   x x                  

Review of Director’s Interests (Inc Fit and Proper Persons) Annually     x       x       x      

Cultural Transformation Six-Montly      x      x   x   x    x   

Board Calendar of Meetings As required      x            x       

Review of Board Effectiveness Annually      x         x       x   



 



Hull University Teaching Hospitals NHS Trust 
Board Development Programme 2021/22 

Overarching aims:  
• The Board to focus on the vision, values and goals of the Trust in all that it does 
• The Board to provide strategic direction and leadership for the Trust to be rated as ‘outstanding’ by 2022 

 
Board Development 
Dates 2021/22 

Strategy 
Refresh 

Honest, caring 
and accountable 
culture 

Valued, skilled 
and sufficient 
workforce 

High quality 
care 

Great clinical 
services 

Partnership and 
integrated 
services 
 

Research and 
innovation 

Financial 
sustainability 

Other 

8 June 2021   BAF 2: Equality, 
diversity and 
inclusion, Staff 
Survey, Staff 
wellbeing 
 

BAF 3.2: Risk 
of harm to 
patients due to 
long waits 
 

BAF 4: Risks to 
the Recovery 
Plan 
 

    

10 August 2021       BAF 6: 
Research and 
Innovation 

 Board Well-
Led self-
assessment 
 
Making data 
count 
training 
 

12 October 2021  BAF 1: Board 
Leadership/ 
Leadership and 
culture 

   BAF 5: Risk that 
the HCAV and 
Integrated Care 
System is not 
able to 
collectively make 
progress on 
developing and 
delivering 
integration due 
to Covid 
recovery 
 

  CQC – 
Quality Risk 
Profile 
 
 

14 December 2021 
 

Strategic 
drivers/balanced 
scorecard 
review 

  BAF 3.1: Risk 
that the Trust is 
not able to 
make progress 
in continuously 
improving 
quality 
 

    End of Life 
Care 

8 February 2022     BAF 4: Risks to 
recovery plan 

  BAF 7: 
Financial 
Sustainability  
 
 

Estates/IT 
Strategy 
Update 

 



Principles for the Board Development Framework         
        
Key framework areas for development (The Healthy NHS Board 2013, NHS Leadership Academy) looks at both the roles and building blocks 
for a healthy board.         
               
Overarching aim:        
·         The Board to be focussed on the Vision, Values and Goals of the Trust in all that it does        
·         To provide strategic direction and leadership for the Trust to be rated as ‘outstanding’ by 2021-22      
         
Area 1 – High Performing Board        
·         Do we understand what a high performing board looks like?        
·         Is there a clear alignment and a shared view on the Trust Board’s common purpose?        
·         Is there an understanding the impact the Trust Board has on the success of the organisation?      
  
·         Do we use the skills and strengths we bring in service of the Trust’s purpose?        
·         How can we stop any deterioration in our conversations and ensure we continually improve them?     
   
·         How can we build further resilience, trust and honesty into our relationships?        

Does the Trust Board understand the trajectory that it is on and the journey needed to move from its current position to an outstanding-
rated Trust?        

·         What is required in Trust Board leadership to contribute to an ‘outstanding’-rated Trust?        
        
Our recent cultural survey (Barrett Values) gave us a clear blueprint of the culture that our staff desire. This is also embedded within our Trust 
Values and Staff Charter defining the behaviours we expect         
from everyone in order to have a culture that delivers outstanding patient care        
·         Is this reflected at Trust Board level?  Do Trust Board members act as consistent role-models for these values and behaviours? 
       
·         What else is needed at Trust Board level in respect of behaviours?  Towards each other?  To other staff in the organisation?   
             
Area 2 – Strategy Development         
Strategy refresh commenced         
·         Outcome:  for the Trust Board to have shared understanding and ownership of the Trust’s strategy and supporting strategic plans, and 
oversee delivery of these, to be rated ‘outstanding’ by 2021-22        
·         What is the role of the Trust in the communities it serves?  What is the Trust Board’s role in public engagement?     
     
·         How does the Trust Board discharge its public accountability?           
·         To link this to Area 4 (exceptions and knowledge development) as needed        
        
Area 3 – Looking Outward/Board education         



Providing opportunity for Board development using external visits and external speakers, to provide additional knowledge, openness to 
challenge and support for the Board’s development and trajectory        
·         Outcome: to provide opportunities for Board knowledge development as well as opportunities for the Board to be constructively 
challenged and underlying working assumptions to be challenged         
·         To provide an external focus to the Board not just for development but also to address the inward-facing perception reported by the 
Board itself as well as by the CQC        
        
Area 4 – Deep Dive and exceptions        
Internal exceptions that require Board discussion and knowledge development and ownership of issues, as they relate to the Trust’s vision and 
delivery of the strategic goals        
·         Outcome: Board to challenge internal exceptions         
·         Board to confirm its risk appetite against achievement of the strategic goals and the over-arching aim of becoming high-performing Trust 
Board and ‘outstanding’ rated organisation by 2021-22        
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Hull University Teaching Hospitals NHS Trust 
Trust Board Action Tracking List (July 2021) 

 
 
Actions arising from Board meetings 

Action NO PAPER  ACTION LEAD TARGET  
DATE  

NEW 
DATE  

STATUS/ 
COMMENT 

May 2021 
01.05 Minutes March 

2021 
Medical Staffing Review plan update to be received  MP/LB July 2021  Update due 

02.05 Patient Story Chemotherapy - communication with patients to be reviewed CL July 2021  Update due 
March 2021 
01.03 External Review of 

Covid response 
Results of the review to be shared with the Board CL/ER September 

2021 
  

COMPLETED 
 
02.03 Performance 

Report 
12 Hour Trolley Waits (March) to be confirmed ER 11.05.21   

 
 
Actions referred to other Committees 

Action NO PAPER  ACTION LEAD TARGET  
DATE  

NEW 
DATE  

STATUS/ 
COMMENT 
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Hull University Teaching Hospitals NHS Trust  
 

Agenda 
Item 

6.1 Meeting Trust Board Meeting 
Date 

13.07.21 

Title  Chief Executive Report 
Lead 
Director 

Chris Long – Chief Executive 

Author Chris Long – Chief Executive 
Report 
previously 
considered 
by (date) 

 
This report is considered at the Trust Board only 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust 
Strategic Objectives 
2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

 

Assurance  Staff Confidentiality  Caring  High Quality Care  
Information Only  Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
 

    Well-led  Partnerships and 
Integrated Services 

 

      Research and 
Innovation 

 

      Financial 
Sustainability 

 

 
Key Recommendations to be considered: 
 
Solar field at CHH, Covid research for kidney patients, BAME conference, Discharge 
planning 
 
Recommendations: 
That the board note significant news items for the Trust and media performance. 
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Hull University Teaching Hospitals NHS Trust 

 
Chief Executive’s Report  

 
Trust Board 14 July 2021 

 
1. Key messages from May/June 2021 
 
Plans unveiled for a solar panel field to power Castle Hill Hospital 
Our Trust has unveiled plans to create a solar panel field to power Castle Hill Hospital in 
Cottingham and reinvest savings in health care for future generations. 
 
Known as a “ground mounted solar photovoltaic array”, the solar panels will be created on 
fields owned by the Trust, south of Castle Road. 
 
All energy generated by the solar panels will be used to power the hospital as part of the 
trust’s commitment to reduce its impact on the environment, minimise carbon emissions and 
enhance the sustainability of trust land, buildings and properties. 
 
Savings in energy costs will then be reinvested in hospital services to tackle waiting lists hit 
hard by the Covid-19 pandemic. 
 
The trust wants to balance the amount of greenhouse gas it produces and the amount it 
removes from the atmosphere, known as carbon net zero, before 2040, ahead of the target 
set by the wider NHS. 
 
As well as improving the environment, the entire environmental programme will also help the 
trust achieve its long-term goals of exceptional health care and clinical services, high 
standards of research and innovation and financial sustainability to ensure we can provide 
health services over the next decades. 
 
A planning application for the ground-mounted solar photovoltaic array will be submitted to 
East Riding of Yorkshire Council shortly. The trust is also writing to residents living near the 
hospital to inform them and invite their comments about the plans. 
 
BAME conference was a great success 
The Trust’s Black Asian and Minority Ethnic (BAME) Staff Network held its annual 
conference on Friday, 21 May, at which over 80 people dialled in to our virtual event. 
 
Keynote speakers at the conference included workforce race equality standard (WRES) 
expert, Bo Escritt, lead pharmacist with Yorkshire Ambulance Service, Usha Kaushal, and 
Steve Russell, chief executive of NHS Nightingale (Yorkshire and the Humber) and of 
Harrogate & District NHS Foundation Trust. 
 
Our Chief Executive, Chris Long, also spoke about the importance of the Equality Diversity 
and Inclusion agenda to the future success of HUTH, whilst director of workforce Simon 
Nearney spoke about the hospitals’ race equality programme. Delegates were able to 
explore issues such as unconscious bias and equality of opportunity for career progression 
through a series of breakout sessions. 
 
Thanks to everyone who attended and to all of the organisers for making this such a 
worthwhile and successful event. 
 
Hull set to play a key role in training surgeons of the future 
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The Royal College of Obstetrics & Gynaecology (RCOG) has approved applications from 
Hull University Teaching Hospitals NHS Trust and its partner, Leeds Teaching Hospitals 
NHS Trust, to become a urogynaecology subspecialty training centre. 
 
Together, the two trusts represent one of just 15 centres across the country to deliver this 
particular course. 
 
This means surgeons from both Trusts are now able to deliver a two-year training 
programme to equip aspiring surgeons with the skills they need to perform both routine and 
complex procedures. 
 
Trainees will normally spend a year working in Leeds and a year in Hull, working alongside 
various teams and specialties including urology, colorectal services and physiotherapy to 
ensure a full understanding of surgical procedures and aftercare. 
 
While in Hull, trainees will complete their primary training within the theatres and clinics of 
Hull Women and Children’s Hospital, but as their learning progresses, they will go on to train 
and learn within other areas of the trust such as urology and colorectal clinics and theatres. 
 
Now that the application to become a urogynaecology subspecialty training centre has been 
approved, the team is working towards accreditation from the British Society of 
Urogynaecology (BSUG). It is hoped that such accreditation will help to reinforce Hull’s 
reputation for expertise in this area, generating further national interest and helping with 
recruitment. 
 
HUTH undertakes major research aimed at improving the treatment of people with 
blood cancers 
Hull University Teaching Hospitals NHS Trust, Hull York Medical School (HYMS) and the 
Universities of Hull and York have been awarded £2.3m to help people with Acute Myeloid 
Leukaemia (AML) and High-Risk Myelodysplastic Syndromes (HRMDS). 
 
Around 500 patients will take part in the study – funded by the National Institute for Health 
Research (NIHR), the research partner of the NHS, public health and social care – which 
aims to examine if blood tests can be used safely to identify serious fungal infections, 
reducing the use of antifungal drugs and safeguarding their future use. 
 
Chief Investigator Dr Gavin Barlow, Senior Clinical Lecturer at the Medical School and an 
Honorary Consultant in Infection at the Trust is leading the project with Co-Chief Investigator 
Dr David Allsup, Senior Clinical Lecturer in Haematology at the Medical School and an 
Honorary Consultant at the Trust. 
 
Our findings may prevent patients having to take prophylaxis drugs every day, which have 
potential side-effects and most patients don’t actually need. This reduction in use will 
hopefully decrease the risk of fungi becoming resistant to antifungal drugs, protecting them 
for patients who really do need them, both now and in the future. 
 
Kidney patients join clinical trial to see if tapeworm drug can protect from Covid-19 
High-risk kidney patients in Hull are being invited to join a clinical trial to see if a tapeworm 
drug can protect them from Covid-19. 
 
The study has been running successfully at Addenbrooke’s Hospital, in Cambridge, since 
February and is now being rolled out to more than 40 additional hospitals, including Hull, to 
find out if kidney patients can benefit from an extra layer of protection from the coronavirus. 
 
Scientists are investigating whether the drug niclosamide, which is routinely used to treat 
intestinal worms and has been re-formulated into a nasal spray, could prevent kidney 
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patients, who are more vulnerable to becoming seriously ill or dying from Covid-19, from 
contracting the virus. 
 
People in the Hull area who are on dialysis, who have had a kidney transplant or who have 
an auto-immune condition affecting the kidneys, can take part in the trial. 
 
Hull Royal Infirmary introduces new system to get patients back home more quickly 
Patients are to be discharged home or to a community facility as soon as they are well 
enough to stop them spending too long in hospital. 
 
Our Trust is introducing the new “Discharge to Assess” system so people can leave Hull 
Royal Infirmary as soon as they are well enough instead of spending longer than necessary 
in a hospital bed while their future needs are assessed. 
 
Trust staff are working with Hull City Council, East Riding of Yorkshire Council and City 
Health Care Partnership (CHCP) to introduce the new scheme, initially for elderly patients 
treated in hospital for medical conditions. 
 
Between 180 and 200 patients are discharged from Hull Royal Infirmary and Castle Hill 
Hospital every day. Around 15 per cent of those require additional support, such as social 
care packages to help them stay at home or round-the-clock care in a nursing or care home. 
 
Previously, patients had to stay in hospital – even when they were no longer in need of care 
from medical and nursing staff – while assessments were carried out on what support they 
may require to continue to live independently. 
 
They also had to remain in hospital, often for weeks, while families worked with social 
services to find suitable residential places in care or nursing homes if they were no longer 
able to remain in their own homes. 
 
Not only will the new system prevent people spending too long in hospital, it will also benefit 
those forced to wait for surgery because of the pandemic as more beds will be available to 
care for more patients with staff free to look after those with serious conditions. 
 
Patients will be encouraged to talk to nursing staff about the opportunity to have 
assessments carried out in the familiar surroundings of their own home rather than wait 
longer in hospital for it to be carried out. 
 
Transforming a hospital service to help those most at risk of Covid-19 
Trust nurses are reshaping a specialist service to keep hundreds of patients most at risk 
from Covid-19 safe during the pandemic. 
 
The Home Ventilation team, based at Castle Hill Hospital, supports more than 300 people 
with severe health conditions affecting their breathing such as Chronic Obstructive 
Pulmonary Disease, Motor Neuron Disease, Muscular Dystrophy or spinal injuries. People 
with very high BMIs who experience breathing difficulties are also part of the group. 
 
Every single person helped by the team is classed as “Extremely Clinical Vulnerable” 
because Covid-19 poses such a danger to their life and most have been shielding for a year 
to ensure they do not catch the virus. 
 
The service has introduced virtual clinics and socially distanced face-to-face sessions as 
well as increased home visits to patients throughout East and North Yorkshire as well as 
Lincolnshire to keep them safe and as well as possible. 
 
2. Media/social media activity 
In May 61 articles and reports were published and broadcast about the Trust: 
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• 44 positive (72%) 
• 2 factual (3%) 
• 14 negative (23%) 
• 1 neutral (2%) 

 
Social media 
Facebook  
Total “reach” for Facebook posts on all Trust pages in May – 372,018 

• Hull Women and Children’s Hospital – 115,081 
• Castle Hill Hospital – 78,000 
• HEY Jobs page – 14,847 
• Hull Royal Infirmary – 101,484 
• Hull University Teaching Hospitals NHS Trust – 62,606 

 
Twitter @Hull Hospitals  
 

• 208,000 impressions in May 2021 
• 9,216 followers  
• Tweets with highest number of impressions related to a midwifery assistant 

celebrating her 80th birthday and a junior doctor staying late to play piano for patients 
during Mental Health Awareness Week 
 

In June 75 articles and reports were published and broadcast about the Trust: 
 

• 37 positive (50%) 
• 33 factual (44%) 
• 4 negative (5%) 
• 1 neutral (1%) 

  
Social media 
Facebook  

• Total “reach” for Facebook posts on all Trust pages in June – 320,656 
• Hull Women and Children’s Hospital – 75,504 
• Castle Hill Hospital – 72,603 
• HEY Jobs page – 6,482 
• Hull Royal Infirmary – 65,055 
• Hull University Teaching Hospitals NHS Trust – 101,012 

 
Twitter @Hull Hospitals  

• 272,600 impressions  in June 
• 8656 followers  
• Tweets with highest number of impressions related to Covid vaccinations and staff 

receiving abuse 
 
3. Moments of Magic   
Moments of Magic nominations enable staff and patients to post examples of great care and 
compassion as well as the efforts of individuals and teams which go above and beyond the 
call of duty. They illustrate our values at work and remind us that our workforce is made up 
from thousands of Remarkable People. 
 
Please visit the intranet to read the most recent nominations. 
 
Number of Moments of Magic submitted by month April 2017 – June 2021: 

https://pattie.info/Interact/Pages/Content/Document.aspx?id=7862
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Hull University Teaching Hospitals NHS Trust 
Trust Board and Committee Front Sheet 

 
Agenda 
Item 

6.1.1 Meeting Trust Board Meeting 
Date 

13/07/21 

Title  Green Plan 20/21 
Lead 
Director 

Chris Long 

Author Marc Beaumont 
Report 
previously 
considered 
by (date) 

 
Not previously considered at other committees. 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

X Commercial 
Confidentiality 

 Safe X Honest Caring and 
Accountable Future 

X 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective X Valued, Skilled and 
Sufficient Staff 

X 

Assurance  Staff Confidentiality  Caring X High Quality Care X 
Information Only  Other Exceptional 

Circumstance 
 Responsive X Great Clinical 

Services 
X 

    Well-led X Partnerships and 
Integrated Services 

X 

      Research and 
Innovation 

X 

      Financial 
Sustainability 

X 

 
Key Recommendations to be considered: 
 

The Trust Board is asked to: 
• Approve the proposed green plan document and the targets and commitments 

set out within the document. 
• To note the financial commitment that it will entail and the potential changes to 

anaesthetic gas use. 
• Endorse the approach outlined in order to achieve ZERO:THIRTY, subject to 

the availability of external funding. 
• Discuss whether the Board would like a development session in order to 

discuss and increase understanding and awareness of net zero. 
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Hull University Teaching Hospitals NHS Trust 

Trust Board 
Trust Green Plan 

 
1. Purpose of the Report 

The purpose of the report is to put forward the new green plan document to the Trust 
Board and seek agreement to approve the document and its targets. The green plan 
sets out the Trusts aspirations and targets to comply with the NHS carbon reduction 
targets. A copy of the green plan is attached. 
 

2. Background 
In October 2020 the NHS published the Delivering a ‘Net Zero’ National Heath 
Service document. This document sets out the scale of the challenge together with 
the reasons why the NHS must tackle this issue now, positioning the NHS to be the 
world’s first net zero health service. It sets out the long term goals and short term 
actions that can be taken. Some of the key deliverables of the document have been 
incorporated into the NHS standard contract. 
 
The environmental impacts of the NHS as part of the UK are significant and as a 
large acute Trust we have a major role to play. As one of the largest employers in the 
local area we have a responsibility to lead by example and ensure that we not only 
follow through on this green plan but align ourselves with other to help us deliver it. 
 
The health conditions created by carbon emissions and climate change are 
significant and increasing. Lung conditions from air pollution and poor environmental 
health contributing to cardiac problems and cancer. 
 

3. Existing Trust Carbon Emissions 
The has been recording carbon emissions for a number of years. The table below 
shows the current emissions in tonnes and the key areas that are reported. 
Procurement has only been recorded for the last two years and at this time uses 
financial spend to estimate carbon emissions. 
 

 
 
 
The largest area of emissions for the Trust as all other provider organisations is 
procurement. This makes up more than 80% of the Trust total emissions the green 
plan document refers to this as carbon footprint plus. 
Procurement has a number of challenges to address when reducing emissions, the 
biggest being the organisations we buy from are not directly under our control so we 
cannot enforce how they operate. However the NHS has massive buying power and 
is working nationally with high emissions sectors and suppliers such as the 
pharmaceutical manufacturers to influence their operations. Changes to our contracts 
and requirements will help to push suppliers to meets our needs as well as the 

2017/18 2018/19 2019/20 2020/21
Energy 27,725       24,540       24,181       24,037       
Waste 330             303             319             321             
Water 276             288             317             281             
Transport 685             607             542             632             
Anaesthetic Gases 5,572          5,820          6,155          5,113          
Procurement 132,715     167,546     
Total Emissions CO2e 
(Excluding Procurement) 34,588       31,558       31,514       30,385       
Total Emissions CO2e 34,588       31,558       164,229     197,931     
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changing needs of the market as a whole enabling reductions in emissions to be 
made. 
 
Excluding procurement the remainder of our emissions are much more under our 
control. These areas are referred to as our carbon footprint in the green plan. The 
largest source of our emissions are those from our buildings making up 76% of the 
emissions within the carbon footprint. These include the gas used to heat our sites 
and the electricity used to power them. 
Our next largest source of emissions are anaesthetic gases, these contribute 20% of 
our controllable emissions. 

 
4. Current Work 

There has been a significant amount of work carried out by the Trust over the years. 
Many of these have concentrated in the emissions from our estate and specifically 
the reduction in energy usage to deliver a financial saving. This has resulted in a 
reduction in our emissions of just under 8,000 tonnes since 2009/10 from the energy 
used on site. 
 
The Trust was successful 2020 in securing a grant of £12.6M to support the 
decarbonisation of the Trust. This has enabled the Trust to focus on key areas to 
deliver a forecast carbon saving of over 1,000 tonnes. This grant has enabled 
projects such as insulation, air source heat pumps, LED lights and hopefully a large 
5MW solar PV farm, subject to planning permission. 
 

5. Next Steps 
We need to tackle the challenge of carbon emissions now, there is no longer time to 
delay. The longer we delay the harder and more financially burdensome these 
challenges will become. 
 
There are many items that will need to be developed to implement the green plan, a 
number of areas remain unknown nationally at this time. However, we, together with 
the team at Greener NHS are working through solutions so that as an NHS we can 
deliver on these ambitious targets. 
 
Following approval of the Green Plan the Trust will put in place a Committee to 
manage the delivery of the plan. Membership will be agreed with key leaders in the 
organisation to ensure that this is driven forwards with the pace that is required. 
 
There will be significant investment required to achieve these goals, these will have 
to come from both internal and external sources. We will not be able to do this alone 
and will have to link with partners for support. 
 
As well as the costs of implementing this work, there are many opportunities that this 
will undoubtedly bring. Removing wastage and creating a more efficient organisation. 
One that could also be healthier and more productive as a result of its actions. The 
evidence of why we should do this is now more compelling than ever, indeed the cost 
of inaction now will only put an even higher financial pressure on us in the future. 
 
Reducing the emissions from our procurement processes by 1% could deliver a 
financial saving of £2.5-2.7M. Some of these efficiencies will come at no cost to the 
Trust. 
 

6. Stretch and Ambition 
In response to a challenge by the Chief Executive the Estates Team has developed a 
plan which will allow the Trust to become carbon neutral by 2030 – significantly 
ahead of the national target.  This is highly ambitious and would require additional, 
external, funding of some £10m per year over the next decade in order to deliver it.  
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Nevertheless the Board is asked to endorse this strategy with a view to gaining 
external support for the following reasons: 

 
• It will allow the Trust to become a national exemplar in delivering the 

sustainability agenda. 
• It fits with the carbon reduction ambitions of the wider Humber Region. 
• It will provide a significant boost to the local economy if procurement decisions 

are weighted to favour sustainability – albeit potentially at a cost to the Trust. 
• It is the right thing to do. 

 
The proposal is to drive a separate strategy, “ZERO:THIRTY”, in order to achieve this 
goal.  A copy of this is attached. 

 
7. Recommendations 

The Trust Board is asked to: 
• Approve the proposed green plan document and the targets and commitments 

set out within the document. 
• To note the financial commitment that it will entail and the potential changes to 

anaesthetic gas use. 
• Endorse the approach outlined in order to achieve ZERO:THIRTY, subject to the 

availability of external funding. 
• Discuss whether the Board would like a development session in order to discuss 

and increase understanding and awareness of net zero. 
 

 
Marc Beaumont 
Head of Sustainability 
July 2021 
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“The goal of sustainable development 
is to meet the needs of today, without 
compromising the needs of tomorrow“

- Brutland Commission

2



Sustainability in healthcare is changing, 
and we have a significant part to play. 
Currently, as the NHS touches all our 
lives, it has a huge impact on our carbon 
footprint, producing 5.4% of the UK’s total 
carbon emissions. That’s equivalent to the 
greenhouse gas emissions of 11 coal-fired 
power stations.

Whilst our recent focus has been very much 
about protecting patients, staff and the public 
in the face of a global pandemic, the NHS must 
not lose sight of the imminent health emergency 
that climate change could bring. That means 
more intense storms and floods, more frequent 
heat waves, and the wider spread of infectious 
diseases. Only the strongest and most determined 
response will impact on this, bringing with it direct 
improvements for public health and health equity. 

In ‘Delivering a net zero Health Service’, we are 
informed that reaching our country’s ambitions 
under the Paris Climate Change Agreement 
could see over 5,700 lives saved every year from 
improved air quality, 38,000 lives saved every year 
from a more physically active population, and over 
100,000 lives saved every year from healthier diets. 
That’s the equivalent of off-setting a coronavirus 
crisis every year from the middle of this century.

Closer to home, the Humber is one of the coastal 
regions around the world officially listed at high risk 
due to rising sea levels and increasing flood threat. 
With 90% of Hull standing below the high-tide line, 
the devastating floods of 2007 are a sign of things 
to come, should we choose to do nothing. 

From every perspective, the case is compelling. We 
cannot retreat from climate change, and this will 
need to be embedded into everything we do.

Of course, we will continue with our commitments 
to reduce carbon emissions, build resilience to 
the effects of climate change, minimise waste and 
pollution, and make the very best use of scarce 
resources. But we want to go further than that.

Our trust ethos encourages us to go where care 
leads, to do what is right, however bold, and 
deliver lasting change. That is why following our 
declaration of a climate emergency in 2020, we are 
now making an ambitious commitment to be net 
zero by 2030. 

This puts us at the forefront of hospital trusts 
throughout the UK, and sends a strong message 
to the rest of the world that we’re doing our bit to 
overcome the climate crisis. 

We’re rising to the challenge, showing others the 
way, and for that as a trust and a community, 

We should be very proud.

Sustainability 
in healthcare is 
changing, and we 
have a significant 
part to play.

Chris Long, Chief Executive 

Foreword
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Where 
Care 
Leads…
We have four cornerstones on which 

our entire strategy is built:

One inclusive 
team

Compassionate 
care

Groundbreaking 
research

This sets the agenda for our annual objectives and every support is given to our 
operational teams so that they are delivered.

We want our trust to be a shining light in tackling the climate crisis, being one of the first in the country to 
achieve net zero by 2030.

We believe unequivocally that this is an area where care leads which is why it is fundamental to our trust strategy.

The Trust Strategy

A Greener NHS
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The NHS pathway to net zero

Fossil fuels

Nhs facilities

anaesthetics

nhs fleet & 
leased vehicles

Energy 
Well-to-tank

business travel 
Public transport, 

grey fleet etc..

Waste

Water

Metered dose 
inhalers

Medical devices

Medicines

Food & catering

Freight 
transport

Commissioned 
health services 

outside nhs

business 
services

Construction

ICT

Manufacturing 
Products, 

Chemicals, Gases

Staff 
commuting

Electricity

Scope 1
Direct

Scope 2
inDirect

Scope 3
inDirect

Travel
outside GHGP 

Scopes

Patient 
visitor 
travel

NHS CARBON FOOTPRINT NHS CARBON FOOTPRINT PLUS

CH4 SF6 CFCs
Major 
emissions PFCs HFCsN2O CO2

The 
national 
picture

The NHS guidance sets out two targets for the reduction of emissions:
•    For the emissions we control directly (NHS Carbon Footprint), it’s net zero by 2040, with an ambition to 

reach an 80% reduction between 2028 to 2032.

•    For the emissions we can influence (NHS Carbon Footprint Plus), it’s net zero by 2045, with an ambition to 

reach an 80% reduction between 2036 to 2039

5



In 2017, the NHS sent 15% of 
its waste to landfill, a total 
of 47,000 tonnes. a weight 
equal to 650 times the  
Space Shuttle. 
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The NHS has a target to 

achieve 80% reduction by 

2032. We want to improve 

this by two years and 20%.

80% Procurement

76% Energy*

20% Anaesthetic Gases*

2% Transport*

20% carbon 
footprint emissions

1% Water*

1% Waste*

AND WHAT ABOUT US?

OUR  
CARBON 
EMISSIONS 
MOUNTAIN

what it is 
and how 
we’ll do it 
Net Zero is the balance 

between the amount of carbon 

emissions produced and the 

amount removed from the 

atmosphere. We reach net zero 

when what we add is no more 

than what we take away. 

As a trust we will seek to 

rapidly reduce our carbon 

emissions as much as possible. 

Where Net Zero cannot be 

achieved, we will offset this 

using carbon sequestration 

through rewilding or carbon 

capture on our own sites 

together with off site sources.

*excluding procurement

40% of all emissions 
within the NHS come 
from acute settings.



Energy, estates and facilities
Upgrade our facilities to minimise energy use and 
replace fossil fuels with zero carbon sources and 
sustainable spaces for patients, staff and visitors.

Reduce building emissions by 50% by 2028.

Supply chains
Ensure sustainability is central to any purchases made.

A minimum of 20% of the award criteria to  
be attributed to sustainability for all procurement  
by 2023.

Travel AND transport
Promote low-carbon travel for patients, visitors 
and staff, and reduce our business journeys.

25% of the trust fleet to be zero emissions  
by 2024.

Waste AND water
To reduce, reuse and recycle wherever possible.

Zero waste to landfill by 2025.

Sustainable care 
Work with staff and patients on pathways that 
deliver more efficient and sustainable whole life care.

Reduce anaesthetic gas emissions by 50% by 2025.

Governance and partnership
Work with our partners to deliver shared sustainable 
goals within current guidance & legislation.

Set an internal cost of carbon for all business cases.

Funding and finance
Embed carbon reduction in financial mechanisms 
and decisions.

Create a fund for significant investment into net 
zero projects.

Our people
Inspire and inform our people and partners to make 
us net zero by 2030.

How it will work?

What we can do

OBJECTIVES 
& TARGETS
We’ve already reduced our carbon 

emissions by 25% but there’s still some 

way to go. 

Here’s what we want to achieve, and where: 

Let’s take a closer look at what we want to achieve 
in each priority area, and how we will do it ...

8



Lighting
20,000 light fittings at Hull 

Royal Infirmary and Castle 

Hill Hospital as well as 

smaller hospital sites around 

the city are to be replaced 

with SMART LED lighting 

after the trust was awarded 

a £12.6m grant to support 

its major green agenda.

BIG PROJECTS

Field of 
dreams
We have secured 

funding for a  

groundbreaking 

solar panel scheme 

at Castle Hill 

Hospital that will 

transform our 

carbon footprint.

Building 
insulation
A major project 

insulating buildings 

across the trust will 

massively  reduce 

heat loss.

Heat  
pumps
Replacing our 

localised gas fired 

boilers throughout 

the trust with  

Air Source  

Heat Pumps.

Wind  
farm
We will contract 

with a renewable 

energy  supplier 

in the medium 

term to supply our 

offsite electricity.

Decarbonise 
heating
We will start 

installing a district 

heating system 

around our sites to 

enable us to switch 

to  renewable 

sources of heating.

Anaesthetic 
Gases
We will reduce 

the emission of 

anaesthetic gases  

by 50% by 2025.
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Estimates suggest the 2007 flooding in Hull cost 
the NHS £1M, the economy £2M, and individuals in 

loss of quality of life a total of £19M. 
- DEFRA 2012
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Minimise energy use and replace fossil 

fuels with zero carbon sources and 

sustainable spaces for patients, staff 

and visitors.

WHAT  
WE WANT

How we do it
• Decarbonise the estate and infrastructure by 

50% by 2028

• Improve insulation and air-tightness of buildings

• Staff training on energy reduction, cooling, 

localised heating and recycling

• Reduce energy demand within buildings

• Incorporate carbon in evaluation of projects

• All new build and refurbishments to meet low 

carbon  standards

• Introduce low-carbon menus for staff  

and patients

• Develop a carbon reduction plan for our buildings

How we score
• Assess sustainability impact and carbon cost of 

completed schemes

• Monitor utility usage

• Report carbon emissions performance 

• Ensure buildings are adapted to climate  

change risks

The NHS estate and its supporting 

facilities services – including primary 

care, trust estates and private finance 

initiatives – comprises 15% of the total 

carbon emissions profile. There are  

big opportunities for emission 

reductions in the secondary and 

primary care estates respectively, 

with significant opportunities seen 

in energy use in buildings, waste and 

water, and new sources of heating and 

power generation.

“ It is not building new ones, 
but rebuilding other people’s 
buildings that is perhaps the 
most urgent and difficult 
challenge that faces the 
architects of the future”. 

-  Lloyd Alter, Architect and Green 
Design Writer

Energy, Estates and Facilities
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By encouraging staff to turn off equipment and 
lights and control temperatures, 

Barts Health’s ‘Operation TLC’ saved  2,200 tonnes 
of carbon a year across six sites.
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How we do it
• Work with sustainable, ethical and local suppliers 

to meet or exceed our net zero targets by 2030

• Implement the use of life cycle costing within 

procurement decision making 

• 20% of the award criteria to be attributed to 

sustainability  by 2022, rising to 40% by 2030

• A paperless and digitally-optimised environment

• Remove single use plastics

• Reduce the amount of transportation packaging

• Establish targets to reduce emissions from 

procurement of pharmaceuticals

How we score
• Establish baselines

• Work to develop new foot-printing of supply 

chains and procurement

• Report on procurement emissions

Ensure sustainability is central to any 

purchases made.

WHAT  
WE WANT

The importance of tackling 
supply chain emissions 

“ The procurement of goods 
and services accounts for 
72% of the carbon impact 
of kidney care. Within 
procurement, the majority 
of emissions are attributable 
to pharmaceuticals, medical 
equipment and waste services.” 

-  The Renal Association - Green 
Nephrology 

Supply Chains
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Using a 
refillable 
bottle for a 
whole year..

saves 64kg of 
CO2 compared 
with single 
use plastic 
bottles.
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Travel AND Transport
How we do it
• Work with suppliers to increase the efficiency of 

deliveries and to minimise carbon emissions

• Assist patients, visitors and staff to travel  

in more sustainable ways

• Increase the number of online  

patient appointments

• Reduce the amount of business travel.  

Limit and offset  business flights

• Further encourage tele and video  

conferencing facilities

• Support the use of cycles and e-bikes with secure 

lockers, chargers, changing and shower facilities 

• Increased use of electric vehicles for the trust 

fleet to 25% by 2024

• Reduce emission cap on staff car lease  

scheme to ULEV and zero emission vehicles

How we score
• Annual snapshot survey detailing how staff, 

patients and visitors travel 

• Work with suppliers to report & reduce mileage 

• Evaluate travel analysis from zero thirty tools

Push low-carbon travel for patients, visitors and 

staff, and reduce our business journeys.

WHAT  
WE WANT Around 3.5% of all road 

travel in England relates 
to patients, visitors, staff 
and suppliers to the NHS. 
That’s 9.5 billion miles of 
travel which contributes 
around 14% of the 
system’s total emissions. 
Of this, 4% is for 
business travel and fleet 
transport, 5% for patient 
and visitor journeys, and 
4% for staff commutes*.

* Delivering a ‘Net Zero’ National Health Service
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Saving one car journey a week of 16.7 miles 
(average daily commute) reduces the equivalent of 

230kg of CO2 per person over a year.
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Waste AND Water
How we do it
• Maintenance of existing buildings 

• Ensure the provision of water efficient appliances 

within new buildings 

• Rainwater harvesting

• Work with contractors to reduce waste

• Work with suppliers to reduce packaging

• Educate staff on waste and recycling

• Explore on-site treatment of waste and water

• Borehole water supply

• Zero waste to landfill by 2025

How we score
• Monitor usage 

• Report against activity data and  floor area

• Leakage monitoring

• Auditing of waste streams

• Measure the amount of overall waste recycled 

To reduce, reuse and recycle wherever possible.

WHAT  
WE WANT The trust water consumption 

is 314 million litres of water a 
year. That is equivalent to 37,000 
litres of water for each member 
of staff. 

If the entire adult population of 
England and Wales remembered 
to turn off the tap when they 
were brushing their teeth, we 
could save 180 million litres a 
day - enough to supply nearly 
500,000 homes and fill 180 
Olympic swimming pools!* 

* (One Olympic-sized pool is 1 million litres /1Ml).
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Across 100 journeys, this equates to a level of carbon dioxide that would take 10 tree seedlings 10 years of growth to capture.

A single  

virtual oncology 

consultation can save 

an average of 5.8kg 

of carbon dioxide.
18



How we do it
• Establish and understand the key hot spots 

within the organisation 

• Utilise the Sustainable Care Pathways Guidance 
to establish a baseline 

• Introduce more virtual consultations

• Commission services with focus on more efficient 
whole-life care 

• Remove desflurane from being used in the Trust 
as soon as possible.

• Reduce our emissions from anaesthetic gases by 
50% by 2025.

• Reduce the use of Measured Dose Inhalers (MDI’s) 
by 50% by 2025

• Reduce medicine wastage

• Promote recycling of MDI’s

• Establish emissions from key pharmaceuticals

• Develop a clinical working group to educate, 
inform and target areas of opportunity

How we score
• Measure and report the use of medicines, gases 

and their emissions 

• Establish a baseline for clinical pathways

• The number of follow up appointments  
(right first time)

• Review changes to clinical pathways in 
establishing carbon reduction and  
sustainability improvements

Work with staff and patients on 

pathways that deliver efficient and 

sustainable whole life care.

Sustainable Care (to cover medicine and research)

WHAT  
WE WANT

Medicines account for 25% 
of emissions within the NHS. 
A small number of medicines 
account for a large portion 
of the emissions, and there 
is already a significant 
focus on two such groups 
– anaesthetic gases (2% 
of emissions) and inhalers 
(3% of emissions) – where 
emissions occur at the ‘point 
of use’. The remaining 20% 
of emissions are primarily 
found in the manufacturing 
and freight inherent in the 
supply chain*.

*Delivering a ‘Net Zero’ National Health Service

Sustainable care is potentially the 

greatest area of opportunity for 

improvement within the health 

service as a whole. This is where we 

interact with patients and carry out 

required interventions. Not only does 

an efficient and effective pathway 

deliver better patient care but also a 

financial and carbon efficient system. 

With the challenges facing the NHS in 

the coming years these present a key 

focal point. 
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How we do it
• Global green & healthy hospitals

• Collaborative working with partner organisations

• Establish sustainability into the governance of trust processes and committees

• Monitoring & reporting on performance measures

• Ensure sustainability is included within business cases, service changes and board reports

• Set an internal cost of carbon for all business cases

• Sustainability committee established with  trust leads 

• Regular updates on performance against net zero targets

How we score
• Record the good work and examples already in place 

• Carbon Reduction Targets as net-zero by 2030

• Life-cycle costing or reporting

• Revise and review against net zero targets annually

Work with our partners to deliver 

shared sustainable goals within current 

guidance & legislation.

Governance AND Partnerships

WHAT  
WE WANT
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Funding AND Finance
How we do it
• Resources: reduce the demand, increase  

the efficiency

• Establish a carbon offsetting strategy

• Explore external funding options

• Business case requirement for inclusion of 

sustainability and cost of carbon 

• Create a significant fund for net zero projects

• Reinvest savings 

• Whole life costing of products, equipment and 

buildings

How we score
• Post implementation review of changes  

to confirm carbon reductions or  

sustainability improvements

• Business cases prepared with cost of  

carbon included
£100m

Embed carbon reduction in financial 

mechanisms and decisions.

WHAT  
WE WANT

“ It is absurd 
to question 
whether we 
can afford 
to keep 
our planet 
liveable”
-  Fiona Harvey, 

environment journalist
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How we do it
• A bespoke zero:thirty website/app

•  Zero thirty champions to offer direction and 

impetus from the start

• Zero thirty network with regular news, views and 

meetings

• Zero thirty rewards can be won for saving energy, 

reducing waste and travelling sustainably

• Zero thirty training for leaders and sustainability 

ambassadors

• Zero thirty funds for any member of staff with a 

strong sustainability project

• Zero thirty awards for those who have made a real 

impact on key areas of sustainability

How we know it’s working
• Staff performance development review 

• Evaluation tools for zero:thirty

• Training provision

Engage the workforce and change the 

culture to inspire our people to deliver 

sustainable healthcare.

WHAT  
WE WANT

OUR PEOPLE
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Reduce 
building 

emissions by 
50% by 2028

Whole  
life cycle 
costs and the 
environmental 
impact of 
financial 
decisions

Business 
flights to be 

limited and offset

Establish 
carbon 

offsetting 
strategy

Embed 
net zero  
into internal 
governance

Agree 
an internal 

cost of carbon

Sustainability 
to account for 20% of all 
procurement decisions by 
2022. Rising to 40% by 2030

Reduce 
emissions 

cap on salary 
sacrifice lease 

scheme

25%  
of the Trust 

fleet to be zero 
emissions  

by 2023

50%  
by 2026

90%  
by 2028

100%  
by 2030

Assist 
Patients and 

visitors to 
travel in more 

sustainable ways

Reduce  
the use of 

MDI’s by 50%

De-steam 
the Trust ready 

for renewable 
heating 

solutions.

Reduce  
CO2 emissions 

by 80%

New 
technology to 

reduce on-site 
use of fossil 

fuels

Large  
scale ground 
source heat 
pumps

Net zero and 
compassionate care  

at the heart of everything we do

Prepare 
Estate for 

renewable 
heating 

solutions

Reduce  
the amount of 
business travel 
by car by 20%

Create 
sustainable 
investment 

fund

Reduce  
the amount of 
transport and 

packaging from 
procured items

Develop 
a building 

improvement 
plan

All new 
 builds and 

refurbishments to be 
to passivhaus or low 

carbon standards

Establish 
targets to reduce 

emissions from 
procurement of 

pharmaceuticals

Zero  
waste to 
landfill by 
2025

Reduce 
anaesthetic gas 
emissions by 50%

Launch Zero30
Work with staff partners and 

stakeholders on green plan

2021 2023 2027 2030

Timeline
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Why not here?    Why not now?   Why not us?

is possible

We think
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“The greatest threat to our planet is the belief 
that someone else will save it.” 

- Robert Swan OBE, Explorer and Environmentalist
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Hull University Teaching Hospitals NHS Trust 
Trust Board and Committee Front Sheet 

 
Agenda 
Item 

6.2 Meeting Trust Board Meeting 
Date 

13.07.21 

Title  Committees in Common – Humber Acute Services Development 
Committee 

Lead 
Director 

Terry Moran CB, Chairman 

Author Stuart Hall, Vice Chair 
Report 
previously 
considered 
by (date) 

 
This report has not been received at any other meeting. 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust 
Strategic Objectives 
2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

 

Assurance  Staff Confidentiality  Caring  High Quality Care  
Information Only  Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
 

    Well-led  Partnerships and 
Integrated Services 

 

      Research and 
Innovation 

 

      Financial 
Sustainability 

 

 
Key Recommendations to be considered: 
The HASDEC Committees in Common agreed the following: 

• The NLAG updated Terms of reference would be adopted by HUTH 
following updates agreed at the meeting. 

• The Working Together memorandum of understanding was approved in 
principle and would be updated for the next meeting in August. 

• The Governance SLA was approved in principle and will return to the next 
meeting with the response from NHSR. 

 
 
The Trust Board is asked to receive the update from the first meeting of HASDEC 
Committees in Common. 
 
 
 
 
 
 
 
 
 

 



Humberside Acute Service Review Development Committee 
Summary Report to Boards 

 
Meeting Date 25th June 2021 Chair T Moran Quorate (Y) 

 
Key items discussed 

1) The Committee received a copy of the current Terms of Reference and subsequent 
amendments to the NLAG ToR for review. Recognised this presented high opportunity and 
likened an Ice-breaker” approach. 

2) Discussions took place regarding the rolling monthly review from the ICs and NHSE/I. 
Recognition was made of the progress of the overall review, in developing a Pre-
Consultation Business Case and Strategic Objective Business case. 

3) The Committee reviewed HAS Programme overview and P1, P2, P3  
       Status report, with a particular focus on development of the Clinical Plan and business case       
.      planning, to be in place by September 2021. Key areas reviewed included: 

Allocation of dedicated resources to support the programme  
Undertaking wide ranging external engagement. Including – OSCs, CCGs,LAs and focus 
groups. 
Undertaking a number of clinical workshops for the design of urgent, emergency care and 
maternity with circa 450 staff from across secondary, primary and community care. 

4) The HASR Memorandum of Understanding, developed to facilitate movement of staff across 
Trust boundaries spanning the Humber without the need for additional contracts of 
employment. This included the development of a “Staff Passport” 

5) The Committee reviewed the development of a Governance Service Level Agreement for 
joint working arrangements and to jointly access and monitor improvements in quality and 
safety. As part of problem resolution this involves settlement of incidents, complaints and 
claims. It was recognised that the process would involve building on existing governance. 
 

Key decisions made/items agreed. 
1) The Terms of Reference were agreed. The amendments contained in the revised NLAG ToR 

to be incorporated into the HUTH document. 
2) Noted. 
3) The Committee reviewed the work plan Key decisions and timescales for the CIC. 
4) The governance framework in relation to liabilities, complaints and indemnities was agreed 

and subsequently approved by the Committee. 
5) Joint bi-monthly quality meetings are to be held to review and facilitate the key elements of 

the SLA. By building on existing governance the Committee would avoid replicating Board 
Committees. The Committee approved the contents of the SLA presented at the meeting 
and agreed final version approval would be delegated to the respective Quality Committees. 
 

Risk and assurance matters to be escalated. 
Nothing to note 

 
Date of next meeting. 
26th August 2021 

 
 



Hull University Teaching Hospitals NHS Trust 
Trust Board and Committee Front Sheet 

 
Agenda 
Item 

3.3 Meeting Trust Board Meeting 
Date 

13.07.21 

Title  Board Assurance Framework 
Lead 
Director 

Suzanne Rostron, Director of Quality Governance 

Author Rebecca Thompson, Head of Corporate Affairs 
Report 
previously 
considered 
by (date) 

 
This report will be considered quarterly at the Board Committees and will 
then be presented at the next available Trust Board. 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

 

Assurance  Staff Confidentiality  Caring  High Quality Care  
Information Only  Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
 

    Well-led  Partnerships and 
Integrated Services 

 

      Research and 
Innovation 

 

      Financial 
Sustainability 

 

 
Key Recommendations to be considered: 
The Trust Board is asked to: 
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Hull University Teaching Hospitals NHS Trust 
Trust Board 

Board Assurance Framework 2021/22 – Q1 Position 
 

1. Purpose of the Report 
The purpose of the report is to present the Q1 Board Assurance Framework to the 
Trust Board following scrutiny at the Board Committees. An overview of the BAF 
risks is provided for completeness.   
 

2. Background 
The Board held a development session on 8 April 2021 to consider progress against 
the Trust Strategy and consider the risks to achieving the associated strategic 
objectives to inform the BAF for 21/22.  Inherent (risks without any controls in place), 
current and target risk ratings were considered and risk appetite levels were set.  The 
Board discussed and approved these at its meeting in April 2021, with the exception 
of BAF risk 4 where the Board requested the Executive Team discuss further and 
bring a proposal on the target risk rating to the Performance and Finance Committee.  
The target rating for BAF 4 has now been amended and is shown in the below table.  

 
3. Current Status of the Board Assurance Framework 

An overview of all BAF risks is provided in the table below.  The risks are considered, 
discussed and challenged at the appropriate Board Committees with regular 
meetings held between the Head of Corporate Affairs and the named Executive 
leads.   

 
3.1 – Risks, ratings and risk appetite 2021/22 
The table below shows all risks and risk ratings.  The populated Board Assurance 
Framework for these risks is provided at Appendix 1.  

 
Risk Inherent 

Risk 
Rating 
(LxI) 

Current 
Risk 
Rating 
(LxI) 

Target 
Risk 
Rating 
(LxI) 

Risk 
Appetite 
Score 

Honest Caring Accountable Culture 
BAF 1 - The Trust does not make 
progress towards further improving a 
positive working culture this year. 
 

4x4=16 4x3=12 3x3=9 Moderate 

Well-Led, Skilled and Sufficient Workforce 
BAF 2 - The Trust does not effectively 
manage its risks around staffing levels, 
both quantitative and quality of staff, 
across the Trust 
 
Lack of affordable five-year plan for 
‘sufficient’ and ‘skilled’ staff to meet 
demand 
 
 
 

5x5=25 4x3=12 3x3=9 Moderate 

High Quality Care 
BAF 3.1 - There Is a risk that the Trust is 
not able to make progress in continuously 
improving the quality of patient care and 
reach its long-term aim of an ‘outstanding’ 
rating 
 
 

4x4=16 3x4=12 2x4=8 Moderate 

*New BAF Risk 3.2 – There is a risk that 
patients suffer unintended or avoidable 
harm.  

5x5=25 4x4=16 3x3=9 
 

Low 
 



2 
 

 
Causes – access to services/waiting lists, 
patient flow, human error, clinical 
guidance not adhered to, poor compliance 
with fundamental standards. 
 

Great Clinical Services 
BAF 4 - There is a risk to access to Trust 
services due to the impact of Covid-19 
1- There has been a deterioration in the 
Trust’s performance on a number of key 
standards as a result of the organisation 
responding to Covid-19 
2- There is a level of uncertainty regarding 
the scale and pace of recovery that is 
possible and the impact of national 
guidance 
3- Planning guidance being released in 
stages across the year 
 

5x5=25 4x5=20 4x4=16 Low 

Partnership and Integrated Services 
BAF 5 - That the Trust will not be able to 
fully contribute to the development of the 
Integrated Care Service review due to 
recovery constraints 
 
 
 

3x3=9 2x3=6 2x3=6 High 

Research and Innovation 
BAF 6 - That the Trust does not make 
progress in developing its research 
capability, capacity and partnerships and 
that the Trust does not deliver the Non-
Covid research during the recovery phase 
due to capacity issues. 
 

4x4=16 3x4=12 3x4=12 High 

Financial Sustainability 
BAF 7.1 - There is a risk that the Trust 
does not achieve its financial plan for 
2021/22 
 

4x4=16 4x3=12 4x2=8 Moderate 

BAF 7.2 - There is a risk that the Trust 
does not plan or make progress against 
addressing its underlying financial position 
over the next 3 years, including this year  
 

4x5=20 4x5=20 3x5=15 Low 

BAF 7.3 - There is a risk of failure of 
critical infrastructure (buildings, IT, 
equipment) that threatens service 
resilience and/or viability  
 

4x4=16 4x3=12 4x2=8 Moderate 

 
 

4. Actions Update 
This Committee will receive updates on the actions taken in quarter with a plan for 
the following quarter.  The Committee should agree the assurance rating against the 
reported progress.  A number of actions have been taken in Quarter 1 and these are 
shown at Appendix 2.  The planned actions for Quarter 2 are also included in this 
table. 
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5. Proposals for changes in risk ratings 
The Committee is asked to consider if the actions taken in quarter one impact on the 
current risk rating or the ability to achieve the target risk rating.  All proposals for 
changes in risk rating require Board approval. 
 
The Performance and Finance Committee have considered BAF Risk 4 and 
amended the target risk rating to 4 x 4 = 16 forecasting that improvements will be 
made throughout the year. 

 
The risk matrix is attached at Appendix 3. 
 

6. Next Steps 
The BAF is supported by operational and corporate risks and these are shown on the 
BAF. There is a new Risk Manager in place who will ensure that DATIX can link the 
operational risks to the BAF automatically.   
 
In relation to BAF risk 3.2 and aligning the extreme risks from the QDG Meeting, a 
paper has been commissioned regarding the actions the Trust are taking in response 
to the Quality Risk Profile process. The paper will be presented to the Quality 
Committee and will highlight areas such as access to core services, compliance 
against complaints and PALs and the clinical harm review process.  

 
7. Recommendations  
The Board is asked to consider Quarter 1 BAF Risks and decide: 
• if there are any gaps in controls, sources of assurance or further actions to add.   
• Discuss the proposed risk ratings and highlight any assurance or gaps in controls 
• Confirm approval of the risks ratings (in particular BAF 4 target risk) 

 
 
Rebecca Thompson 
Head of Corporate Affairs 
July 2021 
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Strategic Objective:  Honest Caring and Accountable Culture                                     Assurance Committee: Workforce, Education and Culture 
Executive Lead:  Chris Long                                                              
CQC Domain: Well Led                                                                                  Enabling Plan: People Strategy 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Improving Culture 
 
Condition: 
The Trust does not make 
progress towards further 
improving a positive working 
culture this year. 
 
 
Cause:  
Staff behaviours 
Low staff engagement 
Workforce engagement with 
ICS/HASR 
 
 
Consequence: 
Trust unable to achieve 
Outstanding CQC rating and 
Well Led domain 
 
 
 
 

Trust People Plan 2019/22 
approved and in place 
 
Work being carried out around 
recruitment and retention 
 
Nursing establishment 
investment 
 
Staff Development 
programmes 
 
Leadership Development 
programmes 
 
Staff wellbeing services during 
the recovery phase 
 
Positive relationships with 
JNCC and LNC (Trade Unions) 
 
Monthly Health Group 
Performance and 
Accountability meetings to 
ensure workforce targets are 
being met 
 
Health Group and Directorate 
management manage 
workforce KPIs 
 
 

Delays in delivering the 
People Plan due to the 
pandemic 
 
Face to face Leadership 
courses have not taken 
place due to the pandemic 
 
Emergency Medicine Staff 
Survey results 
  

Management assurance: 
Workforce, Education and 
Culture Committee 
 
Workforce Transformation 
Committee 
 

Gaps: 
Possibility that staff may 
leave the Trust following 
the pandemic 
 
Long term effects of Covid 
 
Recovery processes – 
returning to business as 
usual 
 
Flexible working must be 
embedded (work/life 
balance) 
 
Junior Doctor Training 
 
Line managers creating 
the right environment – 
culture issues 
 

People plan (action plan) 
 
Health Group/Directorate Staff 
Survey action plans 
 
Leadership Programmes – 
online learning courses 
established 
 
BAME Network Conference 
 
Disabilities Network 
established 
 
Wellbeing champions to be 
appointed 
 

Q1 – Update to the 
Workforce, Education 
and Culture Committee 
 
Board Development 
Deep Dive in Q2 – 
Equality, Diversity and 
Inclusion, Wellbeing of 
staff and Staff Survey 
Results  
 
Management Briefing 
sessions relating to 
staff recovery in Q2 

Risks from Risk Register: 
 

Metrics 
Performance against 
People Strategy 
 
Quarterly and National Staff 
Survey Results 
 
People Report monitoring/ 
Board and Workforce 
committees 
 

Outcomes: 
 
 

Independent / semi-
independent: 
NHSE/I 
CQC 
Internal Audits – WRES 
standards 
Doctors Annual Leave 
 

 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 3 12 3 3 9 
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Strategic Objective:       Valued, skilled and sufficient staff                                                Assurance Committee:  Workforce Education and Culture 
Executive Lead:  Simon Nearney                                                             
CQC Domain:   Safe, Effective, Well-Led                                                        Enabling Plan: People Strategy 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk:  Sufficient 
staffing 
 
 
Condition: The Trust does not 
effectively manage its risks 
around staffing levels in both 
quality and quantity of staff 
across the Trust 
 
Cause:  
National and international 
shortages 
Impact of Brexit on availability of 
international workers 
Covid impact on staff health 
including long term trauma and 
burnout 
 
 
Consequence: 
Insufficient staff to deliver 
services 
 
 
 
 

People plan in place which 
sets out the changing 
workforce requirements 
 
Remarkable People, 
Extraordinary Place brand – 
targeted recruitment  
 
Golden Hearts, Moments of 
Magic rewards in place 
 
Monthly monitoring of Health 
Group plans – Performance 
and Accountability meetings 
 
Nurse safety brief to ensure 
safe staffing 
 
Guardian of Safe Working 
reports to the Workforce 
Committee and Board 
 
Focus on staff wellbeing  
 
Workforce planning forms part 
of business plan to understand 
and predict workforce trends 
 
 
 

Freedom to speak up 
champions 
 
Medical staffing levels 
including Junior Doctors 

 
 

Management assurance: 
 

Monitoring of Workforce 
assurances through the 
Workforce Transformation 
Committee and Workforce 
Education and Culture 
Committee 
 
Vacancy position reported 
in every Board meeting 

Gaps: 
Impact of Covid relating to 
training, education, 
retention of staff  
 
Certain medical 
specialities struggle to 
recruit due to 
national/international 
shortages 
 
Managers thinking 
innovatively about new 
roles to new ways of 
working (ACP/PA) 
 

People Plan 
 
Health Group Directorate 
action plans address 
challenging areas  
 
Management Briefing sessions 
– staff recovery 
 
 

Q1 Disabled Network 
established 
 
BAME conference  
 
Q2 – Board 
Development deep dive: 

• Equality, 
Diversity and 
Inclusion 

• Staff Wellbeing 
• Staff Survey 

 
 

Risks from Risk Register: 
 

Metrics 
Staff Survey 
People Performance Report 

Outcomes: 
 
 

Independent / semi-
independent: 
CQC 
NHS England/Improvement 
 
Internal Audits 
WRES 
Doctors annual leave 
 

 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 5 25 4 3 12 3 3 9 
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Strategic Objective:  We will achieve a rating of ‘Outstanding’ in the next 5 years (2019-2024)        Assurance Committee: Quality Committee                              
                                                               
Executive Lead: CMO/CN/DQG                                                              
CQC Domain: All/Well-led                                                                                 Enabling Strategies/Plans: Quality, Patient Safety, Improvement 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Taken from the Trust’s strategy: 
The Trust has a well embedded 
approach to monitoring and 
improving the fundamental 
standards of nursing and 
midwifery care in its inpatient and 
outpatient areas 
 
Condition: 
There is a risk that the Trust is 
not able to make progress in 
continuously improving the 
quality of patient care and reach 
its long-term aim of an 
‘outstanding’ rating 
 
Cause:  
1. The Trust does not 

develop its patient safety 
culture and become a 
learning organisation.   

2. Insufficient focus, 
resource and capacity for 
continuous quality 
improvement for quality and 
safety matters. 

3. Poor governance 
arrangements. 

4. That Quality 
Improvement Plan is not 
designed around moving to 
good and outstanding  

5. That the Trust is too 
insular to know what 
outstanding looks like 

 
Consequence: 
Patients do not receive the level 
of care and clinical outcomes 
that we strive to provide. 
 

Quality committee structure & 
work-plans 
 
Health Group Governance 
 
Performance Management 
Meetings 
 
Patient Safety Specialist role 
 
IPC arrangements 
 
Safeguarding processes 
 
Fundamental Standards 
programme 
 
Quality Improvement Plan  
 
Serious Incident Management 
 
Clinical Audit programme 
 
CQC improvement plans 
 
External agency register and 
process 
 
Horizon scanning 

External report 20/21 
highlighted a review of 
assurance/performance 
committees could be 
beneficial 

 
Patient Safety Specialist 
role new, needing time to 
embed 

 
Greater scrutiny required 
for clinical audits, 
improvement plans and 
outlier reports 
 
VTE Compliance 
  

Management assurance: 
 

Reports to Quality 
Committee 
 
Quality/outcome data 
 
Self-assessments 
 
Infection Control Annual 
Report  
 
Quality Accounts 

Gaps: 
Quality Risk Profile – 
Patient flow and the 
Trust’s waiting list 
 
Assurance: 
There are currently 34 
Registered Nursing 
Associates (RNA) and 43 
Trainee Nursing 
Associates (TNA`s) 
employed by the Trust. 
The Trust has 
successfully recruited a 
further 25 TNA`s who will 
commence employment 
with the Trust in 
September 2021. 
 
Quality Governance 
restructure in place.  Risk 
management, 
effectiveness and patient 
safety strengthened as 
part of the process. 
 
Family and Women’s risk 
pilot underway 
 
 
 

1. Develop Quality 
Strategy and supporting 
implementation plan  

2. Develop Continuous 
Improvement programme 
in line with ‘Be 
Remarkable’ 

3. Develop Patient Safety 
Strategy 

4. Strengthen Patient 
Safety Committee and 
work-plan 

5. Undertake review of 
quality related committees 
using WWW/EBI 

6. Introduce further 
forums and mechanisms 
for recognising and 
celebrating exceptional 
practice 

7. Undertake Well-led 
self-assessment, 
developing and 
implementing plan as an 
outcome. 

8. Implement assurance 
visits to core services 

9. Ensure suitable 
structure and personnel for 
quality improvement and 
governance requirements 

10. Review quality data 
and measuring for 
improvement. 

Q1 Patient Safety 
Specialist role 
established 
 
Pressure Ulcer review – 
action plan being 
developed 
 
Re-modelling of the bed 
base due to increased 
activity 
 
New Head of Patient 
Experience in post 
 
 
Q2 Mental Health 
summit with CCGs to 
review the issues 
 
New student nurses 
appointed  
 
HASR joint governance 
arrangements to be 
agreed 
 
Re-instate Youth and 
Adult patient council 
 
CAS Alert look back 
outcomes to be 
reviewed 
 
External Agencies 
report to be presented 
quarterly to the Board 
 
A review of Klebsiella 
bacteraemia cases is 
underway to monitor 
any learning from Trust 
apportioned cases 
 
HSMR Review – piece 
of work reviewing 
deaths, working with 
community partners 

Risks from Risk Register: 
 
3460 - Availability of Radiology 
Support for Paediatric & 
Neonatal Services. 

Metrics 
 
National Audit 
Benchmarking 
Harm Free Care 
Patient Experience Survey 

Outcomes: 
 
No Never Events 
No Regulation 28 reports 
Top quartile for patient 
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3282 - Failure in the Trust 
systems to ensure requested 
test results, pathology and 
radiology, are reviewed & 
actioned by the requester 
3450 - There is a risk of 
increased pressure damage to 
patients due to failing or lack of 
pressure relieving mattresses 

 

Independent / semi-
independent: 
 
CQC inspections 
Internal audits – QI 
scheduled 
External reviews (e.g. 
NHSEI) 

safety incident reporting 
S31 removed in ED 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 12 2 4 8 
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Strategic Objective:  We will increase harm free care                                     Assurance Committee: Quality Committee                                                   
Executive Lead: CMO/CN                                                              
CQC Domain: Safe                                                                       Enabling Strategies/Plans: Recovery Plan & Work-streams, Patient Safety 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Taken from the Trust’s strategy: 
The Trust is the only local 
provider of secondary 
emergency and elective 
healthcare services for a 
population of 600,000. These 
people rely on us to provide 
timely, accessible, appropriate 
care and look after them and 
their families at times of great 
vulnerability and stress. 
 
Condition: 
There is a risk that patients 
suffer unintended or avoidable 
harm. 
 
Cause:  
Delayed access to services due 
to the increased waiting lists as 
part of the pandemic, patient 
flow, human error, clinical 
guidance not adhered to, poor 
compliance with fundamental 
standards. 
 
Consequence: 
Deterioration of conditions for 
patients, poor quality of life, loss 
of sight. 
 
Patient experience, clinical 
outcomes, timely access to 
treatment and regulatory action. 

• Clinical harm review 
process 

• Prioritisation of P1 
patients 

• Fundamental 
Standards programme 

 
• The Trust’s Elective 

Recovery Group is 
responsible for the co-
ordinated oversight of the 
agreed elective recovery 
plans in line with the 
Trust’s and system level 
recovery objectives. This 
work is underpinned by 14 
Task and Finish Groups 
which will focus on 
different aspects of 
recovery  

1. Independent Sector  
2. Evidence Based 
Interventions  
3. Day Case Capacity 
Development  
4. Productivity, Benchmarking 
and Demand and Capacity  
5. Outpatient Transformation  
6. Data Quality and Validation  
7. Theatre Capacity Hull 
University Teaching Hospitals 
NHS Trust 24 Assurance 
Framework Responsive  
8. Diagnostics Capacity  
9. Therapies Capacity  
10. Critical Care Capacity for 
Elective Post-op care 11. Pre-
operative Assessment 
Capacity  
12. Outpatient Capacity 13. 
Partial Booking  
14. Job Planning for Recovery. 

 

Reduction of beds in 
Medicine 
 
Radiology capacity issues 
 
There were 268 breaches 
of the 2ww standard with 
the majority in Breast at 
223, then Skin at 22.  
 
2ww suspected cancer 
referrals are now back to 
pre-Covid levels of 
demand.  
 
The Trust is in the median 
quartile nationally for 
2week wait performance at 
82nd out of 124. 
 
26% of the 52 ww 
breaches are in ENT 
(2,857) – of which 81% are 
on a non-admitted pathway 
 
Ophthalmology 
experiencing a delay in 
meeting outpatient 
appointments 
 
 
 

Management assurance: 
 

• Reports to Quality 
Committee 

• Clinical harm data 
and reports 

• 52 week reports 
• Humber Acute 

Strategic Development 
Committee joint review 
of P1/P2 patients 

• 1.2% improvement 
in RTT performance in 
April 
 

Ophthalmology validation 
of follow ups is undertaken 
weekly to ensure capacity 
is utilised appropriately 
 
Funding in place to source 
2 additional Glaucoma 
Consultants and 2 
additional MR consultants 
 
MRI Issue: 59 MRI 
procedures behind plan 
due to unexpected 
equipment issues at the 
end of Q3 and into the start 
of Q1. This led to reduced 
capacity and the loss of 
approximately 27 slots.  

Gaps:  
 
Diagnostic waiting times 
 
GP Capacity and 
increased referrals 
 
Assurance 
Glaucoma virtual review 
sessions in place 
 
 
 

 

Improvement meetings with 
Family and Women’s Health 
Group to target specific 
specialities 
 
Diagnostics:  

• Currently looking at 
‘delays’ from D1S to 
ordering CTs and x-
rays. These aren’t high 
in number but do show 
significant wait times 
when they occur  

• Radiographers start to 
approve to review and 
sign-off of the more 
common, simple CT 
requests – at present 
this is only the 
Radiologists who are 
multi-tasking with 
reporting scans and 
reviewing ordered 
ones  

• Reviews have shown 
few delays once 
ordered – with the 
exception of laboratory 
system or testing 
machine breakdowns  

• Approval and funding 
has been given for the 
replacement of the 
RIS – expected 
complete late Q2/early 
Q3 21/22 
 

Incomplete list size trajectory 
to be achieved – aim to reduce 
to 55,803 by end of September 
2021 
 
 
 

Q1 Review of bed base 
due to activity levels 
 
H1 plan in place which 
covers the first 6 months of 
the year 
 
Increase Elective Capacity 
Framework – independent 
sector providers included 
 
Updates received at the 
Performance and Finance 
Committee regarding 
waiting list initiatives for 
Breast surgery, cardiology, 
dermatology, ENT, 
Gynaecology, 
Interventional 
Radiology,Ophthalmology, 
Oral Surgery and Plastic 
Surgery 
 
St Hughs was still being 
used for Trauma and 
Orthopaedics activity 
 
Urology working with 
external provider in Q1 
 
Q2 Replacement of the 
Radiology Information 
System 
 
Breast  - Under 40s and 
over 40s clinics to be 
introduced (under 40s do 
not require mammograms) 
 
Health Group recovery 
actions detailed in 
Appendix 2. 
 
 
 
 

Risks from Risk Register: 
 
2675 - Insufficient capacity 
within Radiology to 
accommodate increasing 
demand 

Metrics 
Patient Safety incidents 
Waiting list numbers 

Outcomes:  
RTT list size for April was 
under the trajectory at 
60,422 
 Independent / semi-

independent: 
 
CQC inspections 
Internal audits – Waiting 
lists, recovery included in 
schedule 

 
Inherent risk Risk as at 01.04.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 5 25 4 4 16 3 3 9 

 



Page 1 of 1 
 

 

St
ra

te
gi

c 
Th

em
e:

 P
er

fo
rm

an
ce

 
R

is
k 

A
pp

et
ite

: L
ow

 
R

is
k:

 to
 a

cc
es

s 
Tr

us
t s

er
vi

ce
s 

du
e 

to
 C

ov
id

-1
9 

Strategic Objective:  Great Clinical Services                                                                        Assurance Committee: Performance and Finance Committee 
Executive Lead:  Ellen Ryabov – Chief Operating Officer                                                              
CQC Domain:  Effective                                                                                  Enabling Plan: Operating Plan 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
BAF 4 - There is a risk to access 
to Trust services due to the 
impact of Covid-19 
 
 
Condition: 
There has been a deterioration in 
the Trust’s performance on a 
number of key standards as a 
result of the organisation 
responding to Covid-19 
 
There is a level of uncertainty 
regarding the scale and pace of 
recovery that is possible and the 
impact of national guidance 
 
Planning guidance being 
released in stages across the 
year 
 
Cause:  
Delayed access to services 
 
 
Consequence: 
Deterioration of conditions for 
patients 
 
 

Performance and 
Accountability meetings 
 
Clinical harm reviews taking 
place 
 
Partnership working with 
ICS/HASR  
 
Clinical triage of all new 
referrals to ensure 
patients/GPs receive advice 
and guidance and diagnostics 
where available whilst awaiting 
first appointment 
 
 
Trust Escalation Policy 

Mismatch between demand 
and capacity 
 
Flow through the 
department 
 
Exit blocking 
 
Using locums to optimise 
staffing levels 
 
 
 
 
 

 
  

Management assurance: 
 
Monthly performance report 
to the Performance and 
Finance Committee which 
includes a recovery plan for 
each of the 12 specialties 
with the largest waiting lists 
 
Bi-monthly Board Report 
 
Health Group Performance 
and Accountability meetings 
monitor recovery plans in 
place 
 

 
 

Gaps: 
 
Capacity in some 
specialties  
 
Use of ambulatory care 
 
 
 

 

 Diversionary pathways for 
admissions away from ED 
 
Regular Board rounds within 
ED to provide senior input and 
decision making 
 
Site team to facilitate flow 
 
Additional capacity 
requirements identified and 
additional scanning sessions 
arranged in Radiology.  
Extension of working hour, 
additional reporting sessions, 
reporting outsourcing and 
alternative providers utilised. 
 
 
 

Q1 – Update Board 
 
Streaming implemented 
which has had a 
significant impact. 
 
MRI Van sessions 
increased 
 
Meetings with each of 
the challenged 
specialities will take 
place during April and 
will look to find 
additional means of 
support to address the 
significant backlogs 
within our top 10, now 
expanded to top 12 with 
the inclusion of Gastro 
and Interventional 
Radiology. 
 
 
Q2 –  
Humber Acute 
Strategic Committee 
meeting in June 2021 
to review joint services 
and working 
 
ED Triumvirate 
presenting performance 
issues to the 
Performance and 
Finance Committee in 
June 2021 
 
Waiting list recovery 
plans in place for all of 
the 12 worst performing 
specialities.  
 
 

Risks from Risk Register 
 
Crowding in the Emergency 
Department 
 
Insufficient capacity within 
Radiology to accommodate 
increasing demand 

Metrics 
Health Group 
recovery plan 
trajectories 

Outcomes: 
 
 

Independent / semi-
independent: 
1. NHSE/I 
2. CQC 
3. Internal Audit 
4. External Audit 

 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 5 25 5 4 20 4 4 16 
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Strategic Objective:  Partnerships and Integrated Services                                               Assurance Committee:  Trust Board 
Executive Lead:  Michelle Kemp                                                              
CQC Domain:   Well Led/Effective/Safe                                                Enabling Plan:  Trust Strategy 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Partnerships and Integrated 
Services 
 
Condition: 
That the Trust will not be able 
to fully contribute to the 
development and 
implementation of the 
Integrated Care System due to 
recovery constraints 
 
 
Cause:  
The recovery programme slows 
down the progress to become an 
Integrated Care System  
 
 
 
 
Consequence: 
Reputational damage 
Relationships with other care 
providers are not forged 
 
 
 
 

The Trust has key leadership 
roles in the current ICS 
governance structure  
 
HUTH leading on continued 
partnership work and driving 
momentum on acute service 
reviews  
 
HUTH driving the wider Acute 
Provider Collaborative 
programme 

Uncertainty with the 
national policy approach 
around the Independent 
sector programme 
 
Uncertainty around 
allocation of recovery 
funding 
 
HUTH Workforce recovery 
following Covid is at an 
early stage 
 
Limited feasibility around 
delivery of the mutual aid 
model in the context of 
possible reliance on the 
wider system to deliver  
 
Alignment of HASR 
programme service 
resilience into performance 
recovery is at an early stage 
 

 
  

Management assurance: 
 
 

Gaps: 
 

 

1.   Q1 - Update 

Risks from Risk Register: 
 

Metrics 
Recovery rate 
Outcomes of Service 
Reviews 
 

Outcomes: 
Achieve an Integrated 
Care System 
 
 

Independent / semi-
independent: 
NHS E/I 
CQC 
ICS 
HASR 
Acute Collaborative 

 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
3 3 9 2 3 6 2 3 6 
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Strategic Objective:  Research and Innovation                                                                                  Assurance Committee: Quality Committee 
Executive Lead:        Dr M Purva                                                             
CQC Domain:         Safe                                                                                  Enabling Plan: Research and Innovation Strategy 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Research and Innovation 
 
 
Condition: 
That the Trust does not make 
progress in developing its 
research capability, capacity and 
partnerships and that the Trust 
does not deliver the Non-Covid 
research during the recovery 
phase due to capacity issues. 
 
 
Cause:  
Additional activity due to the 
recovery phase could mean less 
capacity for Research and 
Innovation 
 
 
Consequence: 
Impact on R&I Investment 
Impact on R&I capacity 
 
 
 
 
 
 

Strengthened partnership with 
the University of Hull  
 
Infection Research Group 
established 
 
ICS Research Strategy 
 

The impact of Covid-19 in 
the short and long term. 
 
The impact of Covid-19 with 
key partners. 
 
Reduction in support 
services due to activity 
delivery 
 
Loss of commercial 
research income as well as 
other income as non-Covid 
activity was paused 
 
Additional research due to 
Covid without additional 
investment in staff 
 
Social distancing impacting 
on research projects 
 

 
  

Management assurance: 
 
Successful portfolio of 
Covid studies managed in 
2020 
 
 

 

Gaps: 
 
Scale of ambition vs 
deliverability 
 
Current research capacity 
hampered due to the 
recovery plan 
 
External funding 
availability 
 
collaboration, starting with 
Acute Trusts and moving 
to all providers and 
commissioners within the 
ICS footprint, will allow a 
unified research strategy 
picking up perhaps two or 
three mutually beneficial 
themes to be explored 
with a view that joining of 
resources and expertise 
can greater serve the 
needs of our geographic 
areas. It is anticipated (but 
not assumed) that a focus 
on mental health, 
community services and 
social care will provide a 
backbone to these initial 
scoping of themes. 

 

(1) A Research Aware 
Organisation  
(2) Positive, Proactive 
Partnerships  
(3) Reputation through 
Research 
 
HUTH will continue to provide 
equitable access for patients 
and staff to both Urgent Public 
Health Research and non-
COVID-19 research where it is 
possible and safe to do so. 

Q1 – Update 
 
HUTH has successfully 
managed an intensive 
portfolio of COVID-19 
research as well as 
ensuring studies that 
provide access to 
potentially life preserving 
or life-extending 
treatment not otherwise 
available to the patient 
can continue with 
appropriate safeguards. 
This achievement has 
been formally 
recognised by the 
Clinical Director of the 
Yorkshire and Humber 
CRN as well as the CEO 
of the NIHR. 
 
HUTH has made a 
significant contribution to 
the development of a 
COVID-19 vaccine. This 
experience and 
momentum must be 
galvanised and used as 
a catalyst to grow 
vaccine and other 
infectious diseases 
research portfolios 
 
The development of the 
IRG is allowing the 
creation of capability and 
capacity to offer an 
increase in both COVID 
and non-COVID-19 
research opportunities. 
Its development is being 
considered in tandem 
with routine service 
delivery so that it 
becomes a truly 
integrated service. 
Initially, this work will be 
underpinned by COVID-
19 vaccine work and 
associated DHSC 
funding with plans to 
integrate into OPAT and 
other Infectious 
Diseases services. 
Institutional support will 
be required longer-term. 
 

Risks from Risk Register: 
No risks highlighted 

Metrics 
Recovery Activity 
R&I Capacity 

Outcomes: 
HUTH response to the 
COVID-19 pandemic has 
demonstrated our 
capabilities to deliver 
clinical research at pace 
and scale and we have 
now enrolled over 2,500 
participants across 27 
COVID-19 studies since 
April 2020 (with 
approximately 2,900 
COVID-19 admissions 
since 17/03/20). 
 

Independent / semi-
independent: 
NHS E/I 
HASR 
CQC 
ICS 
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Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 3 4 12 
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Strategic Objective:  Financial Sustainability                                 Assurance Committee: Performance and Finance Committee 
Executive Lead:  Chief Financial Officer                                                              
CQC Domain: Effective                                                                Enabling Strategy: Financial Plan 2021/22  
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: Financial 
Sustainability 
Condition: 
Expenditure incurred exceeds 
income by greater than agreed 
control total 
Cause:  
Health Groups and Corporate 
Departments do not deliver 
services within agreed budgets 
and do not achieve Cash 
Releasing Efficiency Savings 
Capped and block contract 
arrangements limit scope for 
payment 
Additional activity delivered may 
not result in increased income; 
due to levels of activity or coding 
issues  
Consequence: 
Impact on investment in quality 
Inability to meet regulatory 
requirements 
Reputational damage 
Impact upon recruitment 
 

Health Group Budgets in place 
2021/22 
 
Financial Performance Review 
meetings in place with Health 
Groups 

 
Monthly scrutiny of the Balance 
Sheet by the Performance and 
Finance Committee 
 
Realistic and achievable plan 
in place developed with staff 
input and sustainability funds 
identified 
 
 

Ongoing development of 
accountability of Health 
Groups – further 
improvements required  
 

Block contractual 
arrangements remain in 
place for Q1 

 
Cost reduction and 
expenditure controls in 
place but with lack of 
consistent application within 
Heath Groups and 
corporate functions  
 

Gap in identified CRES 
schemes and required level  
 

 
  

Management assurance: 
Performance Committee 
and Boards 

 
Finance Performance 
Reviews with Health 
Groups 
 
Additional income can be 
earned by delivering 
income above baseline 
national targets to access 
the Elective Recovery 
Fund. This requires delivery 
across the ICS and is not 
just dependent upon Trust 
performance. Plans across 
the ICS assume that 
baselines will be exceeded 
and additional income 
received. 

Gaps: 
 
Divisional awareness of 
spend within new 
structures as budget 
centres have shifted  
 
Clarity of ownership of 
schemes  
 
Pace of delivery  
 
 

The NHSEI indicative plan 
position for the period for 
HUTH was a deficit of £1.1m 
within an overall Humber 
Coast & Vale ICS (HC&V) 
target of break-even. Following 
discussions across all 
organisations within the ICS, 
based on forecast income and 
expenditure plans across the 
patch, the Trust has set a 
target plan of a deficit of 
£1.7m. The overall ICS 
position remains at break-
even.  

Q1 – Update 
NHSEI has issued 
official planning 
guidance that sets out 
the details of the finance 
and contracting 
arrangements for the 
six-month period from 
1st April 2021 to 30th 
September 2021 (H1). 
 
The month 2 reported 
position against the 
NHSI plan, at health 
group level, with a high-
level commentary on the 
variance. The Trust is 
reporting a deficit of 
£165k at month 2, which 
is in line with plan. 

Risks from Risk Register: 
 
RDC Funding not yet agreed 
 
 

Metrics 
1. Run rate 
2. I&E position 
3. CRES position 
4. Activity 

performance 
against plan  

5. Cash flow 

Outcomes: 
1. Achieve Board 

approved financial 
plan 

2. Achieve financial 
control total at Trust 
and system level  

 
Independent / semi-
independent: 
1. NHSE/I 
2. CQC 
3. Internal Audit 
4. External Audit 
5. Local Counter 

Fraud Specialist 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 12 2 4 8 
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Strategic Objective:  Financial Sustainability                                                                      Assurance Committee: Performance and Finance 
Executive Lead:  Lee Bond                                                              
CQC Domain: Effective                                                                                  Enabling Plan: Financial Plan 2021/22 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Finance 
 
Condition: 
There is a risk that the Trust 
does not plan or make progress 
against addressing its underlying 
financial position over the next 3 
years, including this year. 
 
Cause:  
 
Lack of achievement of sufficient 
recurrent CRES or make 
efficiencies  
 
Unknown impact of Covid-19 
finances and recovery planning  
 
National guidance not yet 
released for system financial 
planning during and post Covid-
19 
 
 
Consequence: 
The Trust does not achieve its 
Financial Plan or make efficiency 
savings 
 
 
 
 

H1 Operating and Financial 
plan  
 
Robust financial planning 
processes in place 
 

Need to update longer term 
financial plan – planning 
assumptions may change 
as well as ability of ICS to 
be able to meet all financial 
pressures of system 
 
Ability to deliver a 2-3 year 
plan to tackle underlying 
financial position relies on 
system-level control and 
contribution 
 
Need to agree a process to 
ensure resources are 
transferred appropriately 
between Trusts as a result 
of the developing acute 
service reviews 
 
 

 
  

Management assurance: 
Regular update reports to 
the Performance and 
Finance Committee 

 
 

Gaps: 
NHS Finance sees 
performance being 
measured at a system 
(ICS) level 
 
All health groups are 
struggling to identify 
recurrent CRES schemes 
and this remains a 
challenge for the Trust. 
There is an opportunity 
through the elective 
recovery fund to support 
the programme if 
additional work can be 
undertaken below funding 
levels. Costs, against the 
£2.5m income assumption 
for ERF, have been 
assumed to match the 
income at this stage, for 
prudency whilst the full 
extent of the costs of the 
additional work (both 
internally and via 
outsourced contracts) is 
assessed. This included 
an expenditure accrual of 
£1.4m within the month 2 
position. 

 

   

Risks from Risk Register: 
 

Metrics 
1. Run rate 
2. I&E position 
3. CRES position 
4. Activity 

performance 
against plan  

5. Cash flow 

Outcomes: 
 
 

Independent / semi-
independent: 

 
1. NHSE/I 
2. CQC 
3. Internal Audit 
4. External Audit 
5. Local Counter 

Fraud Specialist 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 5 20 3 5 15 
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Strategic Objective:   Financial Sustainability                                                                      Assurance Committee: Performance and Finance 
Executive Lead:  Lee Bond                                                             
CQC Domain:   Effective                                                                                 Enabling Plan: Capital Plan 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: 
Financial Sustainability – 
Capital Programme 
 
Condition: 
There is a risk of failure of critical 
infrastructure (buildings, IT, 
equipment) that threatens 
service resilience and/or viability 
 
Cause:  
Lack of sufficient capital and 
revenue for funds for investment 
to match growth, wear and tear, 
to support service 
reconfiguration, to replace 
equipment. 
 
 
Consequence: 
Lack of capital funding impacting 
on services 
 
Lack of investment impacting on 
patient and staff safety 
 
 
 
 

Capital programme in place 
and risk assessed  
 
Comprehensive maintenance 
programme in place 
 
Capital Resource Allocation 
Committee in place to allocate 
funds 
 
Service level business 
continuity plans in place 
 
The Trust is expecting capital 
grant income totalling £13.7m 
relating to the Decarbonisation 
schemes and NPIC 
(pathology). £9.6m of this is 
expected in the first 6 months 
 

Supplier price increases 
and delays to building 
works to be managed 
 
Since the last Capital 
Resource Allocation 
Committee (CRAC) in April 
a number of risks are 
emerging in terms of 
schemes that are not 
currently accommodated 
within the capital 
programme. These include 
the need for 
accommodation for the 
OPAT service, equipment 
requests associated with 
elective recovery and risks 
that there will be additional 
IT hardware requirements 
associated with some of the 
planned capital 
developments. 
 
 

 
  

Management assurance: 
Monthly updates to the 
Performance and Finance 
Committee 
 
Regular updates to the 
Board 

 

Gaps: 
Building works impacting 
on patients and staff 
 
Approval of the Urgent & 
Emergency care Business 
Case, however due to 
delays in approval the 
Trust has slipped £8m 
into 21/22. It is expected 
the PDC funding will be 
moved to match this. 
 
The Trust has been 
working with ICS 
colleagues to agree an 
overall ICS capital 
programme for 2021/22. It 
should be noted, however, 
that partner organisations 
within the ICS remain 
legally responsible for 
maintaining their estate 
and for setting and 
implementing capital 
investment plans at 
organisational level. 
 
 

Capital Plan  
 
Approved at the Board last 
month, the planned capital 
expenditure for the full year 
2021/22 (incl PFI/IFRIC12 
impact) is £58.1m; this 
includes assumptions on the 
Trust receiving PDC 
allocations relating to Urgent & 
Emergency care Business 
Case (£16.4m); Theatre/3rd 
floor redevelopment (£5m); 
Digital Aspirant (£1.5m) and 
Gamma Camera (£1.5m). 

Q1 – Update to the 
Performance and 
Finance Committee 
and the Board 

Risks from Risk Register: 
 

Metrics 
Capital performance and 
expenditure against the 
plan 

Outcomes: 
 
 

Independent / semi-
independent: 
NHSE/I 
CQC 
Internal Audit 
External Audit 
Local Counter Fraud 
Specialist 

 
 

 
Inherent risk Risk as at 30.06.21 (Q1) Target risk position by 31/3/2022 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 3 12 4 2 8 

 
 



Appendix 2 
Honest Caring and Accountable Culture 
BAF 1 - The Trust does not make progress towards further improving a positive working culture this 
year. 
 
Inherent Risk: 4 x 4 = 16 
Current Risk: 4 x 3 =12 
Target Risk: 3 x 3 = 9 
Q1 Actions Q2 Actions Risk Assurance 
Risks approved at the Board in May 
2021 
 
BAME Network conference 
 
Disability Network established 
 

Board Development deep dive: 
Equality, Diversity and Inclusion, 
Wellbeing of staff and the Staff 
Survey results 
 
Wellbeing champions to be 
appointed 
 
Mediation Service and support 
 
Roll out of wellbeing conversation 
programme via appraisal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 



Valued, skilled and sufficient staff 
BAF 2 - The Trust does not effectively manage its risks around staffing levels in both quality and 
quantity of staff across Trust 
 
Inherent Risk: 5 x 5 = 25 
Current Risk: 4 x 3 =12 
Target Risk: 3 x 3 = 9 
Q1 Actions Q2 Actions Risk Assurance 
Risks approved at the Board in May 
2021 
 
 

Board Development deep dive: 
Equality, Diversity and Inclusion, 
Wellbeing of staff and the Staff 
Survey results 
 
Management Briefing Sessions 
relating to staff recovery 
commenced – Approximately 100 
managers reached so far over 4 
sessions 
 
Personal Coaching service for 
home and work wellbeing 
challenges 
 
Great Leaders Management 
Clinics & Leading through Covid 
Bitesize 
 
Coordination of Schwartz Rounds 
and Team Time 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
High Quality Care 
BAF 3.1 - We will achieve a rating of ‘Outstanding’ in the next 5 years (2019-2024)         
Inherent Risk: 4 x 4 = 16 
Current Risk: 3 x 4 =12 
Target Risk: 2 x 4 = 9 
Q1 Actions Q2 Actions Risk Assurance 
Q1 Patient Safety Specialist role 
established 
 
Pressure Ulcer review – action plan 
being developed 
 
Re-modelling of the bed base due to 
increased activity 
 
New Head of Patient Experience in post 
 
Quality Governance restructure in place.  
Risk management, effectiveness and 
patient safety strengthened as part of 
the process. 
 
Family and Women’s risk management 
pilot underway 
 

Q2 Mental Health summit with 
CCGs to review the issues with 
mental health capacity and 
support 
 
Ongoing international recruitment 
campaign. In response to the 
financial support offered by 
NHSI/E, the Trust plans to recruit 
a further 60 international nurses, 
between June and December 
2021. There are also 9 existing 
Trust HCSW`s currently being 
supported through the OSCE 
process. 
 
HASR joint governance 
arrangements to be agreed 
 
Review Youth and Adult patient 
council and develop a forward 
plan 
 
CAS Alert look back exercise to 
be carried out to ensure all alerts 
are seen by the relevant teams 
and any actions completed. 
 
External Agencies report to be 
presented quarterly to the Board 
to ensure all visits are highlighted 
and any actions recorded. 
 
A review of Klebsiella 
bacteraemia cases is underway to 
monitor any learning from Trust 
apportioned cases 
 
HSMR review of deaths is being 
carried out. The Trust will be  
working with Community partners 
relating to this piece of work 
 
Structured Judgement Reviews - 
Training seminar is currently 
being planned to be delivered to 
senior nurses.  
 
The improvement Academy have 
also begun delivering training 
sessions upon request, to Trusts. 
This will provide a good platform 
for training delivery along with a 
revised training packaged that is 
in development.  
 

 



Learning from Morbidity and 
Mortality now takes place across 
several different departments 
across the Trust, in varying ways. 
This includes the Medical 
Examiner’s Office, in addition to 
SJR and Speciality M&M. The aim 
going forward is to have a single, 
robust reporting channel to 
ensure that the Trust learns 
lessons, shares lessons and 
takes positive action to embed 
positive change. This will allow for 
good practices to also be 
identified and shared and will 
allow for efficient monitoring. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



High Quality Care 
BAF 3.2 We will increase harm free care                                      
Inherent Risk: 5 x 5 = 25 
Current Risk: 4 x 4 =16 
Target Risk: 3 x 3 = 9 
Q1 Actions Q2 Actions Risk Assurance 
Q1 Review of bed base due to activity 
levels 
 
H1 plan in place which covers the first 6 
months of the year 
 
Increase Elective Capacity Framework – 
independent sector providers included 
 
Updates received at the Performance 
and Finance Committee regarding 
waiting list initiatives for Breast surgery, 
cardiology, dermatology, ENT, 
Gynaecology, Interventional 
Radiology,Ophthalmology, Oral Surgery 
and Plastic Surgery 
 
St Hughs still being used for Trauma and 
Orthopaedics activity 
 
Urology working with external provider in 
Q1 

Replacement of the Radiology 
Information System 
 
Breast  - Under 40s and over 40s 
clinics to be introduced (under 40s 
do not require mammograms) 
 
Weekend working initiatives 
included in the plan for Q1 & Q2  
• Stratified Breast cancer follow up 
pathway supported by PIFU & PKB 
 
Cardiology - Working with clinical 
support (bi weekly meetings in 
diary) additional weekend 
sessions secured for June and 
July. Cardiology registrars are 
supporting on WLI basis as well 
additional support for Consultant 
Cardiologists 
 
Dermatology - Implement image 
with referral for the skin pathway – 
approved for May 2021 go-live and 
assess impact on 2WW clinic 
throughput and waiting times for 
routine referrals 
 
ENT - Weekend working initiatives 
to be developed for Q1 & Q2 – 
including impact of 1st OP 
backlogs  
• Recruitment to vacant consultant 
post – over-recruitment approval 
to be developed  
• Develop specialist nursing roles 
to support/improve capacity and 
pathways 
 
Gynae - Cedar maintained as a 7-
day ward; increased bed/trolley 
base (nearly pre-Covid) with 
screens. Aspiration to review of 
hot/cold configuration supported 
by POCT  
• Continued use of Pioneer to 
support theatres/7-day working  
• Theatre timetable to return to pre-
Covid levels – confirmed for 10 
May 2021 for planned theatres; 
acute provision to be confirmed  
• Improved access to day case 
theatres required, potentially at 
CHH – Day Case T&F Group 
 
Interventional Radiology - 
Consideration to be given to 

 



introduce Radiographer led 
sessions in September which will 
reduce reliance on consultants 
and improve flexibility in capacity • 
Mobile CT scanner secured until 
end of Q3 – will assist with 
expected increase in demand and 
reduction of cardiac CT backlog 
 • 4 x Rheumatology led US WLI 
sessions have been completed in 
April & May to reduce backlog  
• CTVC waiting times/backlog 
reduced and are now being 
completed under 3 week 
 
Ophthalmology - Continued use 
of Pioneer to support theatres 
activity (theatre nurse, technical 
and consultant vacancies) at 
weekends for cataracts – releases 
sub-speciality resource for 
weekday working  
• Continued use of locum 
consultants to manage the sub-
speciality demand/backlogs – 
Glaucoma and Medical Retina  
• Theatre staff recruitment and 
training  
• Further expansion to a 7-day 
working model for non-medical 
staff to provide sufficient capacity 
and/or development of community 
imaging hubs  
• Continued use of overtime for 
optometrists and orthoptists 
 
Oral Surgery - Significant 
weekend lists in Oral surgery has 
started to improve the 52-week 
position for patients awaiting follow 
up and treatments – looking to 
continue weekend lists where 
teams are able to support this  
 
Plastic Surgery - Centenary 
Theatre capacity to 3 lists per day 
from May 2021  
• Continue to outsource activity to 
Spire (Hesslewood), St Hughs and 
Winterton  
• Continue to deliver WLIs  
• Consultant recruitment to vacant 
posts completed in May 2021 with 
further offer of locum post as over-
recruitment approval. Right-sizing 
business case to be finalised.  
• Seek improvement in virtual clinic 
– additional IT support to patients 
to improve efficiency  
• Implement image with referral for 
the skin pathway – go-live 1 May 
2021 and assess impact on 2WW 
clinic throughput and waiting times 



for routine referrals  
• Theatre timetable to identify x2 
ortho/plastics lists per week  
• Assess the impact of joint case 
demand from other specialities as 
part of the right-sizing business 
case 
 
Trauma and Orthopaedics - St 
Hugh’s capacity still being utilised 
– circa 50 cases in April 2021  
• C9 bed capacity increased to 19 
beds – this enables theatre 
capacity to be used through case 
mix as far as possible; further 
increase in bed capacity likely in 
June/July 2021 when Complex 
Rehab unit opens – this provides 
capacity for long-waiting 
orthopaedics and neurosurgery 
patients  
• ASI/Holding position for new 
outpatients now back at 
sustainable position; key area of 
pressure is new foot/ankle 
referrals but routine/other sub-
specialties do not have new 
outpatient waiting list issues  
• Part of ICS project to utilise 
capacity at Bridlington Hospital at 
weekends; patients identified who 
wish to transfer treatment – 
contractual, financial and patient 
pathway work being completed at 
present 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 
 
 

Great Clinical Services 
BAF 4 - There is a risk to access to Trust services due to the impact of Covid-19 
Inherent Risk: 5 x 5 = 25 
Current Risk: 4 x 5 = 20 
Target Risk: 4 x 4 = 16 
Q1 Actions Q2 Actions Risk Assurance 
 
Streaming implemented in ED which has 
had a significant impact 
 
MRI Van sessions increased 
 
Meetings with each of the challenged 
specialities will take place during April 
and will look to find additional means of 
support to address the significant 
backlogs within our top 10, now 
expanded to top 12 with the inclusion of 
Gastro and Interventional Radiology. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Humber Acute Strategic 
Committee meeting in June 2021 
to review joint services and 
working 
 
ED Triumvirate presenting 
performance issues to the 
Performance and Finance 
Committee in June 2021 
 
Waiting list recovery plans in 
place for all of the 12 worst 
performing specialities.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Partnership and Integrated Services 
BAF 5 - That the Trust will not be able to fully contribute to the development and 
implementation of the Integrated Care System due to recovery constraints 
Inherent Risk: 3 x 3 = 9  
Current Risk: 2 x 3 = 6 
Target Risk: 2 x 3 = 6 
 
Q1 Actions Q2 Actions Risk Assurance 
Committee in Common meeting has met 
in June 2021 
 
CIC Terms of Reference agreed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Working Together memorandum 
of understanding has been 
agreed 
 
Humber Acute Services 
Programme: Plan to deliver 
Neurology, Oncology, ENT and 
Haematology in Q2.  Delivery 
plans have been mapped to 
recovery planning. 
 
Joint Governance SLA between 
HUTH and NLAG approved in 
principle 

 



Research and Innovation  
BAF 6 - We will develop research capability, capacity and partnerships                                      
Inherent Risk: 4 x 4 = 16 
Current Risk: 3 x 4 =12 
Target Risk: 3 x 4 = 12 
Q1 Actions Q2 Actions Risk Assurance 
Q1 – Update 
 
HUTH has successfully managed an 
intensive portfolio of COVID-19 research 
as well as ensuring studies that provide 
access to potentially life preserving or 
life-extending treatment not otherwise 
available to the patient can continue with 
appropriate safeguards. This 
achievement has been formally 
recognised by the Clinical Director of the 
Yorkshire and Humber CRN as well as 
the CEO of the NIHR. 
 
HUTH has made a significant 
contribution to the development of a 
COVID-19 vaccine. This experience and 
momentum must be galvanised and used 
as a catalyst to grow vaccine and other 
infectious diseases research portfolios 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The development of the IRG is 
allowing the creation of capability 
and capacity to offer an increase in 
both COVID and non-COVID-19 
research opportunities. Its 
development is being considered 
in tandem with routine service 
delivery so that it becomes a truly 
integrated service. Initially, this 
work will be underpinned by 
COVID-19 vaccine work and 
associated DHSC funding with 
plans to integrate into OPAT and 
other Infectious Diseases 
services. Institutional support will 
be required longer-term. 
 

 

 
 
 



Financial Sustainability 
BAF 7.1 - Expenditure incurred exceeds income by greater than agreed control total 
 
Inherent Risk: 4 x 4 = 16 
Current Risk: 3 x 4 = 12 
Target Risk: 2 x 4 = 8 
Q1 Actions Q2 Actions Risk Assurance 
NHSEI has issued official planning 
guidance that sets out the details of the 
finance and contracting arrangements for 
the six-month period from 1st April 2021 
to 30th September 2021 (H1). 
 
 

The NHSEI indicative plan 
position for the period for HUTH 
was a deficit of £1.1m within an 
overall Humber Coast & Vale ICS 
(HC&V) target of break-even. 
Following discussions across all 
organisations within the ICS, 
based on forecast income and 
expenditure plans across the 
patch, the Trust has set a target 
plan of a deficit of £1.7m. The 
overall ICS position remains at 
break-even. 
 
 
 
 
 

 

 
Financial Sustainability 
BAF 7.2 The Trust does not plan or make progress against addressing its underlying financial 
position over the next 3 years 
 
Inherent Risk: 4 x 5 = 20 
Current Risk: 4 x 5 = 20 
Target Risk: 3 x 5 = 15 
Q1 Actions Q2 Actions Risk Assurance 
 
 
 
 
 

The reported position includes 
expenditure accruals of a further 
£1.6m to show the Trust being on 
plan. The expectation is that this 
will contribute towards a reserve 
that can be used in H2 if there are 
any funding issues in the second 
half of the year. Cost pressures 
are likely to increase in H2 as 
winter kicks-in and the Trust is 
being prudent. There is as yet no 
confirmation of funding 
arrangements for H2 and it is 
possible that the Trust will be 
expected to manage with a similar 
level of funding as H1. 

 

 
Financial Sustainability 
BAF 7.3 Failure of critical infrastructure (buildings, IT, equipment) that threatens service resilience 
and/or viability 
 
Inherent Risk: 4 x 4 = 16 
Current Risk: 4 x 3 = 12 
Target Risk: 2 x 4 = 8 
Q1 Actions Q2 Actions Risk Assurance 
Approved at the Board last month, the 
planned capital expenditure for the full 
year 2021/22 (incl PFI/IFRIC12 impact) 
is £58.1m; this includes assumptions on 

  



the Trust receiving PDC allocations 
relating to Urgent & Emergency care 
Business Case (£16.4m); Theatre/3rd 
floor redevelopment (£5m); Digital 
Aspirant (£1.5m) and Gamma Camera 
(£1.5m). 
 
 
 
 

 



Appendix 3 
 
 
 

  Impact Score 
1 2 3 4 5 

Li
ke

lih
oo

d 
Sc

or
e 

1 1 2 3 4 5 
2 2 4 6 8 10 
3 3 6 9 12 15 
4 4 8 12 16 20 
5 5 10 15 20 25 

 

Likelihood Descriptions Score 

Rare This will probably never happen / recur. 
Not expected to occur for years. 1 

Unlikely Do not expect it to happen / recur but it is possible it may do so. 
Expected to occur at least annually. 2 

Possible Might happen or recur occasionally. 
Expected to occur at least monthly. 3 

Likely Will probably happen / recur but it is not a persisting issue. 
Expected to occur at least weekly. 4 

Almost 
Certain Will undoubtedly happen / recur, possibly frequently. 

Expected to occur at least daily. 5 
 

 
 
 
 
 



 

Impact 
Domains 

Impact Score and Examples of Descriptions 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 

Impact on the 
safety of 
patients, staff 
or public 
(physical / 
psychological 
harm) 

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment. 
  
No time off work 

Minor injury or 
illness, requiring 
minor intervention 
  
Requiring time off 
work for >3 days 
  
Increase in length of 
hospital stay by 1-3 
days 

Moderate injury  
requiring 
professional 
intervention 
  
Requiring time off 
work for 4-14 days 
  
Increase in length of 
hospital stay by 4-15 
days 
  
RIDDOR/agency 
reportable incident 
  
An event which 
impacts on a small 
number of patients 

Major injury leading to 
long-term 
incapacity/disability 
  
Requiring time off work 
for >14 days 
  
Increase in length of 
hospital stay by >15 
days 
  
Mismanagement of 
patient care with long-
term effects 

Incident leading  to 
death 
  
Multiple permanent 
injuries or irreversible 
health effects 
  
An event which impacts 
on a large number of 
patients 

Quality / 
Equality / 
Complaints / 
Audit 

Peripheral 
element of 
treatment or 
service 
suboptimal  
  
Informal 
complaint/inquiry  

Overall treatment or 
service suboptimal  
  
Formal complaint 
(stage 1)  
  
Local resolution  
  
Single failure to meet 
internal standards  
  
Minor implications for 
patient safety if 
unresolved  
  
Reduced 
performance rating if 
unresolved  

Treatment or service 
has significantly 
reduced 
effectiveness  
  
Formal complaint 
(stage 2) complaint  
  
Local resolution (with 
potential to go to 
independent review)  
  
Repeated failure to 
meet internal 
standards  
  
Major patient safety 
implications if 
findings are not 
acted on  

Non-compliance with 
national standards with 
significant risk to 
patients if unresolved  
  
Multiple complaints/ 
independent review  
  
Low performance rating  
  
Critical report  

Totally unacceptable 
level or quality of 
treatment/service  
  
Gross failure of patient 
safety if findings not 
acted on  
  
Inquest/ombudsman 
inquiry  
  
Gross failure to meet 
national standards  

 
 
 



Impact 
Domains 

 

1 2 3 4 5 
Negligible Minor Moderate Major Catastrophic 

Human 
Resources / 
Organisational 
Development / 
Staffing / 
Competence 

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service 
due to lack of staff  
  
Unsafe staffing level 
or competence (>1 
day)  
  
Low staff morale  
  
Poor staff attendance 
for mandatory/key 
training  

Uncertain delivery of 
key objective/service 
due to lack of staff  
  
Unsafe staffing level or 
competence (>5 days)  
  
Loss of key staff  
  
Very low staff morale  
  
No staff attending 
mandatory/ key training  

Non-delivery of key 
objective/service due to 
lack of staff  
  
Ongoing unsafe staffing 
levels or competence  
  
Loss of several key staff  
  
No staff attending 
mandatory training /key 
training on an ongoing 
basis  

Statutory Duty 
/ Inspections  

No or minimal 
impact or breech 
of guidance/ 
statutory duty  

Breech of statutory 
legislation  
  
Reduced 
performance rating if 
unresolved  

Single breech in 
statutory duty  
  
Challenging external 
recommendations/ 
improvement notice  

Enforcement action  
  
Multiple breeches in 
statutory duty  
  
Improvement notices  
  
Low performance rating  
  
Critical report  

Multiple breeches in 
statutory duty  
  
Prosecution  
  
Complete systems 
change required  
  
Zero performance rating  
  
Severely critical report  

Adverse 
Publicity / 
Reputation 

Rumours  
  
Potential for 
public concern  

Local media 
coverage –  
short-term reduction 
in public confidence  
  
Elements of public 
expectation not being 
met  

Local media 
coverage – 
long-term reduction 
in public confidence  

National media 
coverage with <3 days 
service well below 
reasonable public 
expectation  

National media 
coverage with >3 days 
service well below 
reasonable public 
expectation. MP 
concerned (questions in 
the House)  
  
Total loss of public 
confidence  

 
 
 
 
 
 
 



Impact 
Domains 

 

1 2 3 4 5 
Negligible Minor Moderate Major Catastrophic 

Business 
Objectives / 
Projects 

Insignificant cost 
increase/ 
schedule 
slippage  

<5 per cent over 
project budget  
  
Schedule slippage  

5–10 per cent over 
project budget  
  
Schedule slippage  

Non-compliance with 
national 10–25 per cent 
over project budget  
  
Schedule slippage  
  
Key objectives not met  

Incident leading >25 per 
cent over project budget  
  
Schedule slippage  
  
Key objectives not met  

Finance 
including 
Claims 

Small loss Risk 
of claim remote  

Loss of 0.1–0.25 per 
cent of budget  
  
Claim less than 
£10,000  

Loss of 0.25–0.5 per 
cent of budget  
  
Claim(s) between 
£10,000 and 
£100,000  

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget  
  
Claim(s) between 
£100,000 and £1 million 
  
Purchasers failing to 
pay on time  

Non-delivery of key 
objective/ Loss of >1 per 
cent of budget  
  
Failure to meet 
specification/ slippage  
  
Loss of contract / 
payment by results  
  
Claim(s) >£1 million 

Service / 
Business 
Interruption / 
Environmental 
Impact 

Loss/interruption 
of >1 hour  
  
Minimal or no 
impact on the 
environment 
  
No impact on 
other services 

Loss/interruption of 
>8 hours 
  
Minor impact on 
environment  
  
Impact on other 
services within the 
Division  

Loss/interruption of 
>1 day  
  
Moderate impact on 
environment  
  
Impact on services 
within other Divisions 

Loss/interruption of >1 
week  
  
Major impact on 
environment  
  
Impact on all Divisions 

Permanent loss of 
service or facility  
  
Catastrophic impact on 
environment  
  
Impact on services 
external to the Trust  

Information 
Security / Data 
Protection 

Potential breach 
of confidentiality 
with less than 5 
people affected 
  
Encrypted files 

Serious potential 
breach of 
confidentiality with 6 
– 20 people affected 
Unencrypted clinical 
records lost 

Serious breach of 
confidentiality with 21 
– 100 people 
affected  
  
Inadequately 
protected PCs, 
laptops and remote 
device 

Serious breach of 
confidentiality with 101 
– 1000 people affected  
  
Particularly sensitive 
details (i.e. sexual 
health) 

Serious breach of 
confidentiality with over 
1001 people affected 
  
Potential for ID theft 

 



 
Report to the Board in Public 

Audit Committee 
 

Item: Audit Findings Report Level of assurance gained: Good 
Mazars presented the report and advised that Mazars were issuing a clean opinion with the exception of limitation of scope relating to inventory 
balances due to the pandemic. 
 
Item: Audited Accounts 2020/21 Level of assurance gained: Good 
The Accounts were adopted by the Audit Committee and recommended approval by the Board. 
 
Item: Annual Report 2020/21 Level of assurance gained: Good 
The Annual Report was presented to the Committee.  Minor comments were raised and following the changes adopted by the Committee and 
recommended approval by the Board. 
 
Item: Annual Governance Statement 2020/21 Level of assurance gained: Good 
The Chief Executive presented the Annual Governance Statement to the Committee.  The Committee discussed the Humber Acute Services 
Review and progress, the next CQC visit and the aim for a good rating and the resilience of staff following the pandemic. 
 

 
 



 
Hull and East Yorkshire Hospitals NHS Trust 

 
Audit Committee 

 
 10 June 2021 

 
Title: 
 

Annual Accounts 2020/21 

Responsible 
Director: 

Chief Financial Officer – Lee Bond 

Author: 
 

Deputy Director of Finance – Stephen Evans 

 
Purpose: 
 

The Audit Committee should scrutinise the annual accounts, taking into 
consideration the content of the Audit Completion report, and decide whether 
to recommend their adoption by the Trust Board. 
 

BAF Risk: 
 

7.1 Finances 
 

Strategic Goals: Honest, caring and accountable culture   
Valued, skilled and sufficient staff  
High quality care  
Great local services  
Great specialist services  
Partnership and integrated services  
Financial sustainability    

Summary Key of 
Issues: 
 

 
 
The Audit Completion Report (ACR) is positive 
 
The audit opinion will be modified due to Mazars not being able to attend 
stocktakes due to Covid-19. 
 
The auditors have yet to complete the Value For Money work but have 
identified no significant weaknesses. 
 
The audit opinion on all other matters is expected to be unqualified. 

 
Recommendation: 
 

Review the Audit Completion Report  
 

Recommend the final version of the accounts to be adopted by the Trust 
Board. 

 
 
 
 
 
 
 
 
 



 
HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST 

 
AUDIT COMMITTEE 

ANNUAL ACCOUNTS 2020/21 
  

 
1. PURPOSE 

 
The purpose of this paper is to present the final 2020/21 Annual Accounts for scrutiny and  
Recommendation to the Trust Board. 
 
 

2. BACKGROUND 
 
The audit is now substantially complete and submission of the final accounts and audit 
opinion is due to NHSEI by the deadline of midday on 15th June 21.  
 
Our auditor, Mazars, expect to issue a modified audit opinion on the accounts. This is due to 
Mazars not being able to obtain sufficient and appropriate audit evidence through stocktake 
attendance, regarding the condition and existence of inventory at 1st April 2020 and 31 March 
2021 and as a result of the Covid-19 government guidance. The audit opinion on all other 
matters is expected to be unqualified. 
 
The issue with regard to inventory, as per last year, is a national issue which is being applied 
to all NHS entities that have material stock holdings. 
 

3. ACCOUNTS POSITION 
 
The Trust reported an income and expenditure deficit of £11m for the financial year 2020/21. 
 
This was following impairments reported through income and expenditure of £14m and 
benefits of capital grants and donations of £2.2m. The Trust also received a benefit of £0.6m 
from the valuation of PPE inventory bought by central government during the Covid-19 
outbreak but valued in the Trusts accounts at year end. 
 
Further impairments and revaluations totalling £9.5m were taken direct to the revaluation 
reserve. As a result the Total comprehensive income / expense for the period were a deficit 
of £20.5m.  
 
The face of the final SOCI has been changed to remove the adjusted performance table to 
reflect changes to the DHSC Group Accounting Manual and associated accounting 
standards. This has been moved to Note 38. 
 
For performance purposes, NHSE I judge the Trust to have made a surplus of £0.2m as per 
the following breakdown. 
 



         £m 
  Total Comprehensive income/(expense)  (20.5) 
 
  Remove Items charged to Revaluation reserve 
  Impairments      £11.5m 
  Revaluations      (£2.0m) 
         £9.5m    
 
  Income and Expenditure Deficit   (£11.0m)  
 
  Adjustment for Performance Reporting 
  Impairments      £14.0m 
  Grants and donated income    (£2.2m) 
  Covid-19 inventories     (£0.6m) 
         £11.2m 
 
  Reported Performance Position for control total £0.2m    
 
Although the audit is not yet complete, the auditors have not identified any material 
misstatements. 
 
As part of the audit discussion the Trust has agreed to reclassify an accrual totalling £2.4m to 
a provision to reflect its possibility. This has no impact on the reported financial position of 
the Trust. 
 
There have been 3 disclosure amendments made to the draft accounts. 
 

• Performance adjustment table moved from SOCI to Note 38 as noted above 
 

• Accounting policies (1.9 and 1.11) have been amended to bring the range of asset 
lives in line with those held in the Fixed Asset Register 

 
• To ensure compliance with accounting standards, the prior year comparators for 

operating income from activities have been amended to agree with the audited prior 
year figures. The narrative at the foot of note 3.1 has been enhanced to describe 
why, due to changes in the financial framework in 2020/21, current and prior year 
income are not comparable. 

 
4. AUDIT COMPLETION REPORT RECOMMENDATIONS 

 
The auditors have issued their Audit Completion Report and on pages 19 and 20 of the 
report set out their recommendations for action. The Audit Committee should consider the 
adequacy and appropriateness of Management’s response to the recommendations. 
 



5. RECOMMENDATION 
 

 The Audit Committee is asked to: 
 

1. Note the content of this paper 
2. Review the current version of the accounts and recommend them to the Board for 

approval subject to no material items being raised by the auditors in the outstanding 
areas. 

3. Consider the recommendations in the Audit Findings Report and the adequacy and 
appropriateness of the management response. 

 
 
Stephen Evans 
Deputy Director of Finance 
10 June 2021 



Hull University Teaching Hospitals NHS Trust 

Agenda 
Item 

6.5 Meeting Trust Board Meeting 
Date 

13.07.21 

Title  Integrated Board Report Proposal 
Lead 
Director 

Suzanne Rostron, Director of Quality Governance 

Author Suzanne Rostron, Director of Quality Governance 
Report 
previously 
considered 
by (date) 

 
This report has not been considered at any committee 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

 

Assurance  Staff Confidentiality  Caring  High Quality Care  
Information Only  Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
 

    Well-led  Partnerships and 
Integrated Services 

 

      Research and 
Innovation 

 

      Financial 
Sustainability 

 

 
Key Recommendations to be considered: 
 
It is recommended that the Trust Board: 
 
• Approves this proposal 
• Considers whether any further actions are required in next steps 
• Aims to have the new integrated governance report in place for its September 21 

meeting 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Hull University Teaching Hospitals NHS Trust 

TRUST BOARD – 12 JULY 2021 

INTEGRATED PERFORMANCE REPORT PROPOSAL 

 

1. Purpose of the Paper 
The purpose of this paper is to introduce ‘making data count’ and propose a new format for 
receiving information at the Board and Board Committees. 
 
2. Background 
For many years, trusts have relied on RAG rated reports.  These reports automatically draw the 
reader’s eye to areas that are rated ‘red’ and focuses the Board’s questions on these areas.  It also 
has potential to provide false assurance when a ‘sea of green’ is presented, masking areas where 
further probing could be beneficial in promoting improvement or preventing deterioration.   
 
Evidence supports that we make better decisions when we analyse data using SPC (Mountford J, 
Wakefield D. From stoplight reports to time series: equipping boards and leadership teams to drive 
better decisions.  BMJ Qual Saf 2017, 26:9-11).  This approach looks at data over a longer time series 
with the mean, upper and lower process limits illustrated on the charts to understand normal 
variability.   
 
NHSEI has been promoting ‘making data count’ for just over four years.  However, SPC has been 
used to good effect in improvement for a much greater time period.  Indeed, back in 2010 when this 
Trust was part of the ‘Leading Improvements in Patient Safety’ programme the quality board reports 
included SPC charts. 
 
A link to further information about ‘making data count’ is provided below: 
 
NHS England » Making data count 
 
This extends to all types of data and is not limited to quality improvement alone.  Some trusts in 
receipt of intensive support from NHSEI are now being held up as best practice for the integrated 
governance reports, which also include finance data presented in this format.  These trusts report a 
difference in the discussions they are having at Board, which in turn enable energy and resource to 
be targeted on where it can make the most difference. 
 
3. Proposal 
Appendix 1 provides a sample of how information could be presented to the Board.  This will 
improve further as the ‘public view’ system that the Trust uses has now been updated to be 
compliant with ‘making data count’.  This change provides the ability to demonstrate at a glance the 
trend for variation and assurance. 
 

https://www.england.nhs.uk/a-focus-on-staff-health-and-wellbeing/publications-and-resources/making-data-count/


Hull University Teaching Hospitals NHS Trust 

 
 
 
The proposal for consideration is that an integrated performance report is reintroduced using SPC 
charts, moving away from RAG rating. 
 
For the greatest benefit from this to be realised a series of indicators need to be determined by the 
Board committees, in line with their responsibilities and associated objectives.  These are likely to be 
greater in volume than those escalated to Trust Board.  Escalation from the Board committees would 
be to celebrate success or highlight risks against strategic priorities.   
 
The integrated performance report has potential to replace some current reports to the Trust Board, 
which would enable time to be released to focus on the issues of most concern. 
  
4. Next Steps 
Subject to approval of this proposal, the next steps are: 
 
• Agree the suite of indicators of each Board Committee at the next committee meetings.  These 

will be aligned to the appropriate CQC domain. 
• Determine which of these indicators are readily available via the Trust data warehouse and/or BI 

systems 
• Produce a realistic plan for bringing online indicators that are required but not currently 

available 
• Arrange for NHSEI to deliver the ‘making data count’ training to the Trust Board 
• Obtain dates for operational teams to attend the virtual ‘making data count’ training to support 

understanding and production of these report. 
• Confirm which current Board reports would no longer be required and update Board work-plan 

to ensure all requirements continue to be met. 
 

5. Recommendation 
It is recommended that the Trust Board: 
 
• Approves this proposal 
• Considers whether any further actions are required in next steps 
• Aims to have the new integrated governance report in place for its September 21 meeting. 
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Agenda 
Item 

7 Meeting July Trust Board Meeting 
Date 

13th July 
2021 

Title  Performance Summary 
 

Lead 
Director 

Ellen Ryabov, Chief Operating Officer 

Author Louise Topliss – Assistant Director of Operations (Operational 
Performance) 
Ellen Ryabov – Chief Operating Officer 

Report 
previously 
considered 
by (date) 

Performance and Finance Committee 28th June 2021 
 

 

Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

√ 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

√ 

Assurance √ Staff Confidentiality  Caring  High Quality Care √ 
Information Only √ Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
√ 

    Well-led  Partnerships and 
Integrated Services 

√ 

      Research and 
Innovation 

√ 

      Financial 
Sustainability 

√ 

 

Key Recommendations to be considered: 

Urgent and Emergency Care 

 Performance against the 4 hour standard was 79.8% for April. 

 A revised 4-hour delivery action plan is in development alongside a review and 
update to the Ambulance Handover Improvement Plan 

 

Cancer 

 The Trust did not achieve the 2 WW target in month which was due to ongoing 
capacity issues within the Breast Service. The Breast “Right Sizing” business case 
has now been approved and recruitment for the service has commenced. 

 Performance against the 62 day Cancer standard was 59.4% for March. 

 The Faster Diagnostics Standard was not achieved for March with 4 tumour sites 
achieving less than 50% performance. The Cancer Development Group are working 
to redesign pathways to improve straight to test activity. 

 

Diagnostics 

 39.8% of patients on the waiting list for diagnostics have waited over 6 weeks which 
is a slight deterioration on the March position. 

 

Referral to Treatment Elective Standards 

 There was a 1.2% improvement in RTT performance in April compared with March 
at 53.4% 



Hull University Teaching Hospitals NHS Trust 
Trust Board and Committees 

 

 The Trust had 10,750 52 Week breaches at the end of April which is 1,241 
improvement on the March position. 
 

Both Trust total WLV and planned 52 week trajectories were met 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 
 
 
 
 
 

 

Performance and Activity 

Report 
May 2021 Performance 

Produced June 2021 
 
 
 
 
 
 
 
 
 

The Board Assurance Framework is structured around the Trust’s three Strategic Goals: 
 

 To deliver safe and high quality patient care as part of an integrated system

 To support an engaged, healthy and resilient workforce

 To ensure financial stability
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Agenda 
Item 

7.1 Meeting July Trust Board Meeting 
Date 

13th July 
2021 

Title  Elective Recovery Report 
 

Lead 
Director 

Ellen Ryabov, Chief Operating Officer 

Author Louise Topliss – Assistant Director of Operations (Operational 
Performance) Aswathi Shanker – Operations Director (Medicine 
Health Group) 
Carla Ramsay – Operations Director (Surgery Health 
Group)  
Helen Horth – Operations Director (Clinical Support 
Health Group) 
Julia Harrison-Mizon – Operations Director (Family & 
Women’s Health Group) 

Report 
previously 
considered 
by (date) 

Performance and Finance Committee 28th June 2021 
 

 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

√ 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

√ 

Assurance √ Staff Confidentiality  Caring  High Quality Care √ 
Information Only √ Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
√ 

    Well-led  Partnerships and 
Integrated Services 

√ 

      Research and 
Innovation 

√ 

      Financial 
Sustainability 

√ 

 
Key Recommendations to be considered: 
 
• At Trust Level and both Surgery and Clinical Support Health Groups have successfully 

delivered against the Trust Elective Recovery Fund (ERF) trajectories at all Points of Delivery 
(PODs) for the month of May 

 
• The Day Case and Inpatient Elective POD (in activity terms) were slightly below the H1 planned 

activity submitted by 159 and 55 FCE’s respectively, albeit that total activity remained above 
the 75% threshold. 

 
• The RTT WLV, 52 weeks and P2 trajectories were delivered 

 
• The Cancer “bounce-back” trajectories for 2ww attendances did not materialise as expected 

in May 2021 and treatment numbers were also below the submitted plan. The 63+ day trajectory 
was also not delivered. 

 
• 4 of the Trust diagnostic modalities did not achieve their H1 plans (Flexi Sigmoidoscopy, 
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Colonoscopy, Gastroscopy and Echocardiography), although only Flexi Sigmoidoscopy was 
more than 10% below their plan. 

 
Outpatient Transformation trajectories were achieved for Patient Initiated Follow up (PIFU) and 
non-Face to Face attendances. Advice and Guidance requests were slightly below the plan by 
2.5% (although it should be noted that A&G is predicated on GP demand and not therefore in 
Trust control) 
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Elective Recovery Report  

 
1. Purpose 

 
To update the Trust Board on the in-month delivery of the H1 Elective Recovery Plan with 
regards to the submitted activity/value thresholds and agreed Trust performance trajectories.  

 
2. Background  

 
The Trust submitted the draft H1 operational plan on 27th April 2021. This plan identifies both 
activity (in numbers) and also total value of activity against the agreed National thresholds. 
Receipt of income via the Elective Recovery Fund (ERF) is based on activity values, when 
comparing those achieved in 2019/20 against the current 2021/22 plan. The agreed thresholds 
set a trajectory of expected activity achievement from April (70%) through to the end of 
September (85%) which recognises the impact of transition back to more normal levels of 
activity.  The final plan was submitted on 20th May 2021 with some slight adjustments to activity 
and the P2 trajectory.    

 
3.  Summary  
 
The summary of the submitted Trust H1 Plans and actual delivery in May are noted below.  
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The areas outlined above that are behind planned activity numbers in month, and therefore 
require further attention by the Health Groups, total number of Cancer treatments in month, 
63+ day Cancer breaches and Flexi Sigmoidoscopy procedures. It should be noted that 
Cancer referrals and A&G requests are initiated by GPs and whilst our initial plan anticipated 
the expected numbers, these are not determined by the Trust and therefore may not occur at 
the anticipated levels.  

 
4. Elective Activity Plan  

 
The Trust has achieved the ERF threshold of 75% of 19/20 baseline activity in May at all Points 
of Delivery (PODs).  Day Case (-159) and Ordinary Elective (-55) was slightly under the Trust 
H1 submitted plan, however activity in total remained above the 75% threshold. It is also of 
note that we may still increase the total activity numbers outlined above given that there is an 
element of lag in terms of reporting until the SUS freeze date.  

 
 
 
 
TRUST Level Activity at POD 
 

 

 
As can be seen from the above, planned delivery was achieved and well above the National 
Threshold of 75% in month of May for all POD other than inpatient Ordinary Electives which 
were 28 FCEs behind the Trust submitted plan. The financial ERF was therefore achieved at 
a Trust level; it should be noted however that access to the ERF funding is reliant on all of the 
ICS meeting the national threshold of 75% of 2019/20 activity values which is not yet clear.   

 
5. Diagnostic Activity Plan  
 
The H1 operational plan requirement for diagnostics is to deliver “Recovery of the highest 
possible diagnostic activity volumes will be particularly critical to support elective recovery”.   

Activity data up to 08/06/2021 Apr May Jun Jul Aug Sep
*Actual activity for current month is projected using working days; actual activity is based on da    

Elective Recovery Fund Threshold: 70% 75% 80% 85% 85% 85%

TRUST TOTAL New Baseline 17,631 17,087 16,627 18,381 14,783 17,740
Plan 14,332 14,710 16,084 16,017 15,364 15,769
Actual* 15,220 15,662 - - - -
H1 Plan % 106% 106% - - - -
19/20 Baseline % 86% 92% - - - -

Follow Up Baseline 32,415 36,173 34,175 38,080 32,032 34,591
Plan 31,681 31,919 33,178 34,620 32,854 33,893
Actual* 33,104 32,474 - - - -
H1 Plan % 104% 102% - - - -
19/20 Baseline % 102% 90% - - - -

Day Case Baseline 6,080 6,198 5,817 6,488 5,948 6,167
Plan 4,948 5,607 5,776 6,231 6,125 6,174
Actual* 5,211 5,448 - - - -
H1 Plan % 105% 97% - - - -
19/20 Baseline % 86% 88% - - - -

Ord Elect Baseline 1,203 1,276 1,296 1,341 1,177 1,275
Plan 881 1,073 1,155 1,122 1,069 1,111
Actual* 855 1,018 - - - -
H1 Plan % 97% 95% - - - -
19/20 Baseline % 71% 80% - - - -
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Colonoscopy (-28), Flexi-sigmoidoscopy (-41), Gastroscopy (-36) and Echocardiography (-26) 
did not deliver their H1 plans and were also well below the 19/20 baselines.   
 
6. RTT Trajectories 
 

     The Trust exceeded both the WLV and 52 week trajectories at the end of May 2021.   
 

7.  Priority 2 Trajectory  
 
The trajectory for May was delivered at 55.1% of the P2 waiting list <4 weeks.   
 
8. Cancer Trajectory  
 
The submitted plan for 63+ day cancer breaches was above the planned trajectory with 21 
more that the planned trajectory of 165 (12% above plan).  The most challenged tumour sites 
are Colorectal (42 breaches), Urology (31 breaches) and Gynaecology (20 breaches) further 
work to improve these areas is underway with the respective teams.   
 
In constructing the submitted Cancer plan, an expectation of “bounce back” for referrals and 
treatments not received during 20/21 was included. The H1 plan is based on 2 week wait 
attendances which remained marginally below the “bounce-back” plan by 146 (-7.3% of plan) 
but is an increase on the April position of -13% below plan.  In overall terms, the 2ww referrals 
have now returned to pre-Covid levels for the majority of tumour sites but remain below pre-
Covid levels for Colorectal, however, this could be due to the implementation of the new 
pathway and the requirement for a FIT test.  The expectation is that primary care will undertake 
active case finding to identify patients who may require an urgent cancer referral.   
 
The baseline submission for cancer included a requirement to build into the submitted H1 plan 
an assumption that the “missing” referrals from 20/21 (based on actual referrals received in 
19/20) would be the additionality referred this coming year.  Based on the first 2 months if 
forecasted forward over this year, there would be an increase of +1,100 on 19/20 (4.7%).    
 
The total numbers of cancer treatments in month were below the submitted plan by 75 (20% 
below plan).  As with 2ww referrals the treatment trajectory includes an element of those not 
referred / treated last year and these anticipated treatments may not occur.   An internal 
trajectory has been developed which will track treatments going forward (based on 2019/20 
treatments) plus the agreed % uplift. 
 
9. Outpatient Transformation 
 
The H1 plan has 3 key areas for outpatient transformation.  Increasing non-face to face 
outpatient activity with a minimum of 25%, which was achieved in May at 33.6%.  Use of 
Advice and Guidance with a monthly trajectory based on 20/21 baseline which was marginally 
under plan of 63 (2.5%) although we are reliant on GP usage of Advice requests.  
Implementation of Patient Initiated Follow Up (PIFU) in at least 3 main specialties with a 
monthly additions trajectory, of which the Trust delivered above the plan with 230 (+98 on 
plan).   
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10. Conclusion 
 
The Trust has made excellent progress in delivering the planned activity for the second month 
of the Trust H1 plan, with over delivery in most PODs and we have instigated a good method 
for monitoring, and reporting with this initial draft report submitted for review and comment 
from PAF.  
 
The exception reporting has been implemented in each Health Group where the agreed 
activity plan is more than 10% below the H1 plan at POD level.  The exception report will also 
cover where the specialty is above the RTT WLV and 52 week trajectories and below the 
trajectory for P2 patients waiting less than 4 weeks.  The future exception reports will also 
provide an overview of the Cancer tumour site activity and 63+ breaches where they are off 
track on the internal monitoring plan.   
  

• Issue: Why has the plan not been delivered in month 
• Action: What actions will be taken to address the shortfall and is it recoverable 
• Outcome: When can we expect the plan to recover, rectification timeline  

 
 
11. Recommendation   
 
That the Performance and Finance Committee receive, discuss and accept the report and 
confirm or otherwise indicate whether further development to this draft report is required to 
ensure appropriate governance and assurance of the Committee in relation to our Elective 
Recovery Plan.  
 
 
 



 
Report to the Board in Public 

Performance and Finance Committee June 2021 
 

Item: Emergency Department Presentation Level of assurance gained: Reasonable 
 
The Emergency Medicine Triumvirate gave a presentation to the Committee which highlighted the current issues in the Emergency Department 
and actions in place to address the issues. 
 
Mental Health capacity was raised as an issue to escalate to the Board. 
 
Item:  Performance Report Level of assurance gained: Reasonable 
 
Updates were received relating to ED, Cancer, diagnostic and RTT performance. The outpatient list had improved slightly and non face to face 
activity was above H1 trajectory.   
 
Item: Elective Recovery Level of assurance gained: Reasonable 
 
Each Health Group had an Elective Recovery Plan and work was ongoing to achieve the trajectories set out. 
 
Additional information was requested relating to the Cardiology service and how they were managing their backlogs. 
 
Item: Breast Screening Update Level of assurance gained: Reasonable 
 
The Breast Screening Service were developing a business case to support recruitment and right-size the service. 
 
Item: Finance Report Level of assurance gained: Good 
 
There had been no guidance received for H2 yet.  Reserves had been built up by using the elective recovery tariffs to ensure the system target 
was met.  Mr Drury advised that the Trust might get £7.5m from the Elective Recovery Fund.  
 
Item: Scan4Safety Report Level of assurance gained: Good 
 
The next phase of the programme was to tag equipment to track and trace devices and equipment, particularly during ward moves. 
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Hull University Teaching Hospitals NHS Trust 
Minutes of the Performance and Finance Committee 

Held on 24 May 2021 
 

Present:  Mr M Robson   Chair 
   Mr S Hall  Vice Chair 
   Mrs T Christmas  Non-Executive Director 
   Mr T Curry  Non-Executive Director 
   Mrs E Ryabov  Chief Operating Officer 
   Mr L Bond  Chief Financial Officer 
   Mrs A Drury  Deputy Director of Finance 
 
In attendance: Mrs R Thompson Corporate Affairs Manager (Minutes) 
 
No Item Action 
1 Apologies 

Apologies were received from Mr S Evans, Deputy Director of Finance 
 

 

2 Declarations of Interest 
There were no declarations received. 
 

 

3 Minutes of the meeting held on 26 April 2021 
The minutes were approved as an accurate record of the meeting. 
 

 

4 Matters Arising 
There were no matters arising. 
 

 

5 Action Tracking List 
The action tracking list was reviewed by the Committee. 
 

 

6 Workplan 
The Committee discussed whether the ICS should be added.  It was 
agreed that it should be referred to in the BAF and recognised as a risk. 
 
The IM&T and Digital Exemplar Strategy updates were due to be 
presented to the Committee.  
 
Mrs Christmas asked if the Lord Carter of Coles section was still relevant 
and Mr Bond advised that this had been superseded by the Model Hospital 
standards. 
 

 
 
 
 
 
 

7 Board Assurance Framework 
Mrs Ryabov advised that BAF 4 target risk could be changed to a 4 x 4 as 
there would be improvements made during the year. Mr Curry asked about 
the narrative and Mrs Thompson agreed to bring the updated BAF to the 
Committee in June 2021.  
 

 

8 Performance Report 
Mrs Ryabov presented the report that had been separated out into the 
national standards and the elective recovery plan progress. 
 
Mrs Ryabov advised that there were significant challenges in the 
Emergency Department and a revised action plan was being developed to 
support the recovery period.  
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The Trust had not met the Cancer standards.  Additional Breast clinics had 
been introduced to meet the demand.  Mrs Ryabov agreed to bring a 
report highlighting 2 week wait issues to the next meeting.  
 
The Trust had not met its diagnostics standards since 2016 and there were 
currently 11500 patients on the list with half waiting over 6 weeks.  
 
RTT had been impacted by elective activity increasing and 52 week 
breaches continue to reduce.  There were 1200 less patients at the end of 
March 2021.  The reduction of beds in medicine had created a challenge 
and work was ongoing to risk assess re-introduction of the beds.  
Ambulance handovers were still an issue.  
 
The overall waiting list had reduced but the number of referrals was still 
challenging.  
 
Mr Curry asked about the Breast service and was keen to understand the 
pressure points and root causes. Mrs Ryabov advised that the increase in 
referrals and reduction in capacity due to social distancing had meant that 
the service was struggling to meet the needs of the patients.  
 
Mrs Christmas asked about GP capacity and how this was impacting on 
the services.  Mrs Ryabov advised that the lack of GPs and Urgent 
Treatment centre restricted hours was driving people to the hospital, 
especially over-night.  
 
Mr Robson requested a deep dive in the Emergency Department at the 
June 2021 meeting.  He suggested the session looked back at 
performance over the past 5 years and also benchmark against other 
Trusts. He added that the Chairman wanted to attend the session.  Mrs 
Ryabov agreed to bring a presentation and the triumvirate to the next 
meeting.  
 
Elective Recovery Report 
Mrs Ryabov summarised the H1 plan and advised that the waiting list and 
52 week waits were reducing and overall the Trust had performed well 
against the plan.   
 
The appendices showed each Health Group’s performance at granular 
level.  Family and Women’s were still behind plan but had significant 
challenges in many specialities.  Improvement meetings with clinical leads 
were ongoing.  
 
Mr Hall stated that he liked the format of the report and asked if we could 
outsource first appointments as 30% of patients are discharged without 
further action.  Mrs Ryabov advised that working differently and reviewing 
the way other hospitals were tackling these issues was part of the future 
planning.  
 

 
ER 

 Resolved: 
The Committee received and accepted the report.  The Committee agreed 
to receive a deep dive from the Emergency Department at the June 2021 
meeting. 
 
 

 
 
ER 
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9 9.1 Finance Report 
Mr Bond advised that the 6 month budget cycle known as H1 had been set 
at ICS level and the Trust was due to achieve a £1.7m deficit as part of the 
Humber, Yorkshire and North Yorkshire system.  
 
He advised that the Trust did not have to quantify the elective recovery 
funding yet and this had not been reflected in the plan.  
 
The Trust was expected to save 1.2% £4m but this would include the 
Covid allocation plus any profit from the elective recovery fund. He 
expressed his concern regarding H2 as the Treasury was due to increase 
the expected level of savings in the second half of the year.  
 
The Capital plan had been approved at the Board in May 2021. 
 
Mr Bond advised that risks included locum pay, pressure on streamlining 
services and pressure on the Trust to achieve cost savings.  
 
There was a discussion around the ICS costs base and the ability to 
achieve cost savings.  Mr Bond advised that work was ongoing to share 
rotas to eliminate duplication.   
 

 

 Resolved: 
The Committee received and accepted the report.  
 

 

 9.2 Use of Independent Sector Providers  
During the Pandemic NHS England negotiated a National Contract with 24 
IS providers to support NHS providers with additional capacity for elective 
work. This contract was introduced in late March 2020 and ran until the 
24th December 2020. At that point a new national contract was launched 
with 14 IS providers including the Spire and St Hughs. This contract 
finished on the 31st March 2021.  
 
During the summer of 2020, NHS England published a tender for IS 
providers to bid and join a “increasing elective capacity” framework (ICF). 
This framework was launched to NHS providers in late November to 
secure capacity that was funded via the Treasury until 31st March 2021. 
From 1st April 2021, funding of additional IS capacity transferred back into 
CCG budgets and the elective recovery fund was set up to support NHS 
providers.  
 
Within the ICF direct award contracts / sub contracts are allowed to be 
given within the first 6 months of the IS providers being named on the ICF. 
After this CCGs / NHS providers must undertake a short mini competition 
prior to awarding new contracts / sub contracts. The 14 IS providers on the 
previous national contract are now on this framework. 
 
The Committee discussed consultant capacity and how Pioneer were 
working to get through as many patients as possible.  Mr Bond added that 
providers charging more than tariff might be problematic and Mrs Ryabov 
advised that recently other organisations were employing their own staff to 
do the work.  She added that the patients must be willing to have their 
procedure done elsewhere, but most were as they had been waiting such 
a long time.  
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 Resolved: 
The Committee received and accepted the report. 
 

 

10 10.1 Capital Resource Allocation Committee Minutes 
Mr Bond presented the minutes and advised that the Nightingale Hospital 
in Harrogate was selling 800 computer screens and the Trust was looking 
to purchase them.  
 
Mrs Drury advised that the Committee reviewed the Corporate Risk 
Registers relating to kit and equipment requirements to assist with the 
elective recovery.  
 
Mr Robson to attend the next Committee in June. 
 

 

 Resolved: 
The Committee received and accepted the minutes. 
 

 

 10.2 Contract Shared Business Services 
Mr Bond presented the call-off order for Dell equipment.  The contract was 
on framework for hardware procurement.  
 

 

 Resolved: 
The Committee received and approved the contract. 
 

 

 10.3 Linear Accelerator Contract 
Mr Bond presented the contract which was for the service maintenance of 
the Linear Accelerator. Mr Bond advised that the order would not be 
placed until the Committee had approved the contract.  
 

 

 Resolved: 
The Committee received and approved the contract. 
 

 

11 Any Other Business 
Mr Robson asked that risks around supplier price inflation and delays 
caused by this should be added to the Board Assurance Framework.  
 

 
 
RT 

12 Date and time of the next meeting: 
Monday 28 June 2021, 1.30pm – 4pm via Webex 
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7.1.2 Meeting Trust Board Meeting 
Date 
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Title  Performance and Finance Committee Terms of Reference 
Lead 
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Suzanne Rostron, Director of Quality Governance 

Author Rebecca Thompson, Head of Corporate Affairs 
Report 
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The Terms of Reference have been considered at the Performance and 
Finance Committee in June 2021.  

 
 
Purpose of the 
Report 
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Trust Board private 
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Link to Trust Strategic 
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Trust Board 
Approval 
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Key Recommendations to be considered: 
 
There have been minor job title changes to the Terms of Reference. 
 
The Trust Board is asked to approve the Terms of Reference.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 



2 
 

Performance and Finance Committee 
 

Terms of Reference 
 
1. Formation of this Committee 
 The Performance and Finance Committee is a Committee of the Trust Board and has 

been established in accordance with Corporate Policy CP105 Standing Orders, 
Reservation and Delegation of Powers and Standing Financial Instructions.  

 
 The Committee has formal terms of reference and powers as delegated by the Trust 

Board.  
 

2. Role 
The Committee is responsible for seeking assurance on the planning and successful 
delivery of key performance measures both financial and operational, with a focus on 
sustained performance and future delivery.  
 
The key performance measures which fall within the remit of the Performance and 
Finance Committee are the NHS Constitution standards relating to access and 
indicators relating to the delivery of the Trust’s financial plan.  

   
In line with the Trust’s scheme of delegation the Committee is charged with reviewing 
and authorising business cases or recommending business cases to the Board for 
authorisation, if beyond the Committee’s delegated limit.  

 
3.    Responsibilities  

   NHS Constitution standards (access)  
3.1 To gain assurance that the organisation has, at all times, robust and effective 

operational planning systems in place (including demand and capacity) for 
delivering contract levels of activity  

 
3.2 To gain assurance that the organisation has, at all times, robust and effective  

performance management systems in place relating to delivery of the access 
targets.  

 
3.2 To seek assurance that controls are in place, and operating effectively to 

mitigate the risks to the successful delivery of access targets    
 

3.3 Review the plans for winter and make recommendations to the Board for 
adoption. Monitor delivery of the plans.  

 
3.4 To ensure that the Board is informed of significant issues, underperformance, 

deviation from plans and to provide assurance on action being taken  
 

3.5 To seek assurance that agreed recovery plans are being implemented in a 
timely fashion and delivering the required outcomes     

 
Financial Performance 

 3.6 To seek assurance that the organisation has a robust and effective financial 
planning and performance management systems in place. 

 
3.7 To seek assurance on the production and implementation of long term financial 

plans (including capital) having regard to relevant national guidance, 
commissioning plans, and resource availability both internally and within the local 
health economy in order to support the Board in its decision making. 
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3.8 To consider loan applications prior to recommending approval by the Trust Board  

 
3.9 To seek assurance that controls are in place and operating effectively to mitigate 

the risks to the successful delivery of financial performance, including cash 
releasing efficiency schemes (CRES) and agency caps. 

 
3.10 To ensure that the Board is informed of significant issues, underperformance, 

deviation from plans and to provide assurance on action being taken 
  
 3.11 To seek assurance that agreed recovery plans are implemented in a timely 

fashion and resulting in improved outcomes  
 

3.12 To receive assurance that Service Line Management is in place and Patient level    
        costing is being developed and used to support delivery of the Trust's financial  
        objectives 
 
3.14 To receive assurance on the work being undertaken in relation to the Lord Carter 

review  
 
3.15 To receive regular assurance on the People Strategy, the Trust’s current 

workforce figures and the Trust’s agency spend position, to flag up any financial or 
delivery issues impacted by workforce 

 
Overall Financial & Operational Planning 

 3.16  To provide overview and scrutiny to the development of the Trust’s annual and 
longer term plans (as required by relevant National Guidance) for financial and 
operational performance and is line with the Trust Strategy,  ensuring that the 
Trust’s financial plan is consistent with the Trust’s operational plan and reflective 
of the Trust’s goals   

 
 3.17 Ensure that the annual plans (operations, revenue and capital) are consistent 

with, and supportive of, relevant Trust wide strategies - Clinical Services, IM&T 
and Estates  

 
 3.18 To recommend to the Trust Board the approval of the Annual Operating Plan in 

relation to operational performance and financial plans. 
 
 3.19 Review the risks on the Board Assurance Framework relevant to the remit of the 

Committee (NHS Constitution Standards and Finance) to ensure that controls are 
in place and mitigating action is effective  

 
Investment  

 3.20 In line with the Trust’s approved scheme of delegation scrutinise all business 
cases for proposed capital investment that require either Performance and 
Finance Committee or Trust Board approval, ensuring that outcomes and 
benefits are clearly defined, are measurable and support delivery of the Trust’s 
goals 

 
 3.21 Evaluate, scrutinise and approve investment (and dis-investment) proposals within 

delegated limits, making recommendations to the Board in line with Standing 
Orders, Standing Financial Instructions  

 
 3.22 To receive assurance from the Capital Resource Allocation Committee that in-

year capital investment is being spent as planned and delivering planned benefits. 
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4. Membership of the Committee  

The Committee shall comprise: 
  
Non-Executive Director (Chair) 
2 Non-Executive Directors (one of whom will be designated as vice chair)  
Chief Financial Officer 
Chief Operating Officer 
Director of Workforce & OD 
 
Other officers will be invited to attend the Committee to speak to specific agenda items:  
Director of Estates, Facilities and Development 
Director of Strategy and Planning 

 
It is expected that all members will attend at least 10 out of 12 committee meetings per 
financial year.  If Executive Directors are unable to attend a meeting they will be 
represented by a deputy who has the authority to make decisions on their behalf.  
 
An attendance record will be submitted to the Committee for information and action at 
each meeting. 

 
The Trust Board will ensure that the Committee membership is refreshed and that 
undue reliance is not placed on particular individuals when undertaking the 
responsibilities of the Committee. 

 
5. Chairman of the Committee    
 The Chairman and Vice Chairman of the committee shall be Non Executive Directors. 
 
6. Quorum 
 The quorum shall be a minimum of 4 out of 6 members.  Of these 2 must be Non 

Executive Directors, one Executive Director and one other officer.  
 
7. Meetings 
 The Committee shall meet 12 times a year.  The chair may at any time convene 

additional meetings of the Committee to consider business that requires urgent 
attention. 

 
8. Attendance at meetings  
 Other senior employees may be invited to attend by the chair, particularly when the 

Committee is discussing an issue that is the responsibility of that employee.   
 
9. Notice of meetings 
 Meetings of the Committee shall be set at the start of the calendar year by the Quality 

Governance Officer. Notice of each meeting, including an agenda and supporting 
papers, shall be forwarded to each member of the Committee not less than five 
working days before the date of the meeting. 

 
10. Agenda and action points 
 The agenda and action points of all meetings of the Committee shall be produced in 

the standard agreed format of the Trust and kept by the Quality Governance Officer.   
 
11.  Reporting Arrangements  
 The proceedings of each meeting of the Committee shall be reported to next meeting 

of the Board following production of the minutes. The Chair of the meeting shall draw 
the attention of the Board to any issues that require disclosure or require Board action. 
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The Chair is required to inform the Board on any exceptions to the annual work plan or 
strategy.  

 
The committees reporting in to the Performance and Finance Committee are Capital 
Resource Allocation Committee and the Carter Steering Group. 

 
12. Duties and Responsibilities of the Committee 

The Committee is required to fulfil the following responsibilities:  
 
12.1 Produce an annual work plan in the agreed Trust format, in line with the 

objectives set, for approval by the Trust Board. 
 
12.2 Produce an annual report setting out the achievements of the committee and any 

gaps in control or effectiveness of reporting arrangements  
 

12.3 Communicate and consult with the Health Groups and Directorates in achieving 
the objectives of the annual work plan, policy or strategy.  

 
12.4 Monitor, review and recommend any changes to the terms of reference annually 

to the Trust Board 
 
13. Scheme of Delegation  

The Performance and Finance Committee will have delegated responsibility as 
follows:  
 

Capital Cost Approving Board / Committee 
£5m+ Trust Board 

£2m – Less than £5m Performance and Finance Committee 
£0.5m – Less than £2m Executive Management Board 
£5k – Less than £0.5m Capital Resource Allocation Committee 

  
Note:  Any business case deemed to be a high financial risk per Trust Business Case 
Guidance will also require approval at the next level of authority. 
 
Additional external approval is currently required for schemes with a capital cost 
above £5m as follows: 
 

• NHS Improvement  (NHSI) over £5m 
• NHSI, Department of Health and Treasury over £50m 

 
14.  Authority 
 The Committee is authorised by the Board to investigate any activity within its terms of 

reference.  It is authorised to seek the information it requires from any employee, and 
all employees are directed to co-operate with any request made by the committee, 
including representation where appropriate at Committee Meetings.  

 
 The Committee is authorised by the Trust Board to obtain independent professional 

advice and to secure the attendance of people/organisations from outside the Trust. 
 
 
15. Relationship with Other Committees   
 The Committee receives information and assurances from the Trust’s internal 

performance review processes and meetings The Committee will receive updates from 
the Capital Resource Allocation Committee. 
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 The Committee works closely with the Trust’s Quality Committee. The Trust Board is 

responsible for ensuring that clarity exists between the Performance & Finance 
Committee and the Quality Committee in terms of which measures each Committee is 
responsible for monitoring performance against. It is the responsibility of the respective 
Chairs of each Committee to ensure that issues of common interest or overlap are 
effectively communicated and managed between the Committees. 

 
 The Performance and Finance Committee may refer issues to the Audit Committee or 

be requested to consider issues raised by the Audit Committee.  
   
16.    Administration 
 The Committee is supported administratively by the Quality Governance Officer, who 

will agree the agenda with the Chairman, collate all necessary papers, attend meetings 
to take minutes, keep a record of matters arising and issues to be carried forward and 
generally provide support to the Chairman and members of the Committee. 

 
  

Date updates received by Trust Board:  July 2021 
Review date:     July 2022 
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Information Only  Other Exceptional 
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Key Recommendations to be considered: 
This report provided information on key quality indicators. 

 
Exceptions are noted in more detail in the report in relation to: 

• IPC Performance 
• Patient Safety Indicators 
• Pressure ulcer and skin related injuries 
• Complaints and PALs 
• CQC Insight information 

 

The Board is asked to receive the report as assurance on the quality of care being 
delivered in the Trust and that mechanisms are in place to record exceptions and mitigate 
risks. 
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Patient Impacts 
 

1. Purpose of the report 
The purpose of the report is to apprise the Board of the key issues in relation to 
quality governance, patient safety and regulatory matters. 

 
2. Risk Management 

2.1 Never Events and Serious Incidents 
In May 2021 there was one Never Event declared relating to a wrong site surgery, 
the investigation has commenced. 

 
There have been 7 Serious Incidents declared in May 2021. The Duty of Candour 
process has been initiated in all cases. 

 
The 7 incidents were: 

• 3 patients incorrectly reported as Covid-19 positive to the Coroners Service. 
• 2 x Patient falls 
• Delay in diagnosis 
• Delay in sub-specialist assessment 
• Unexpected death 
• Deteriorating patient/unexpected death 

 
There are currently 124 open Serious Incident investigations placing significant 
pressure on the investigation team and panel chairs. A review of the Serious 
Incident investigating process is underway. 

 
2.2 Incident Reporting 
The Trust encourages incident reporting and believes that a strong incident reporting 
culture is a sign of a good patient safety culture. 

 
Patient incidents injury or adverse outcome moderate plus per 1000 bed days. 

 
 

Patient incident numbers have shown a slight increase (8.2%) from last month, but 
remain within control limits. Access, admission, transfer and discharge, consent and 
communication and pressure ulcer account for the majority of the increase. 
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3. Patient Safety 
3.1 Healthcare Associated Infections 
MRSA 
There has been 1 hospital onset MRSA bacteraemia case reported on 20 May 2021. 
The patient was known to the Infectious Diseases Team and had complex 
comorbidities. Multiagency involvement was now in place. 

 
MSSA 
During May 2021, 6 Trust apportioned MSSA bacteraemia cases were reported. Root 
cause analysis investigations were underway. 

 
Clostridium difficile 
5 Trust and 2 community apportioned C difficile cases were reported during May 
2021. All reported samples were tested and all 5 samples had different types so no 
themes were emerging. Root Cause Analysis investigations were ongoing for all 
cases. Due to the increase in incidents an enhanced ward audit took place and there 
were no lapses in practice identified. 

 

E.Coli Bacteraemia 
During May there were 6 Trust apportioned E.coli bacteraemia were reported, 
demonstrating a reduction in reported cases and within normal limits. Each case is 
subject to a review by the Infection Prevention Control Team (IPCT) and if lapses in 
practice are identified then a Root Cause Analysis is required. The same trends and 
sources of infection continue to be identified, being biliary, urinary and respiratory. 
From the 1st July 2021, the IPCT will focus on E.coli and undertake a deeper dive 
especially regarding bacteraemia linked to urinary catheter related infections. 
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Klebsiella Bacteraemia 
3 Trust apportioned Klebsiella bacteraemia cases were reported in May 2021. Each 
case is subject to a review by the IPCT and if lapses in practice are identified then a 
RCA is required. 

 

 
Pseudomonas aeruginosa Bacteraemia 
1 Trust apportioned Pseudomonas aeruginosa bacteraemia case was reported. 
The same trends and sources of infection continue to be identified, being soft tissue, 
respiratory and intra-abdominal. 

 

 
Outbreaks/Incidents of Infection 
During May 2021, bay closures occurred on H11 & H200 due to diarrhoea & 
vomiting, these were relatively short-lived due to cessation of symptoms with no 
causative organism detected on sampling. 

 
 

Covid-19 
During May 2021, 32 patients screened positive for COVID-19; the majority were 
patients screened with a decision to admit and/or in OPD settings. 
There were no reported COVID-19 outbreaks but 1 hospital onset case reported at 
12 days was identified. Investigation into this case identified that this was likely to be 
a false positive as COVID-19 samples taken immediately before and after this one 
screen were negative. The patient was isolated as a precaution. Enhanced screening 
including day of admission, day 3, days 5-7 and repeat screening continues. 
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Additional Information 
 

On the 16th June a team from NHSI visited the Trust to begin a scoping exercise. 
This is the beginning of some focussed work and Quality Improvement as a result of 
the nosocomial infection rates we experienced in January and also to plan for the 
coming winter. 
The Quality Committee will be appraised of the recommendations and QI when this is 
received and agreed. 

 
3.2 Pressure Damage 
In May there were a total of 31 hospital acquired pressure ulcers, the majority of 
these were category 2.  In May there has been an increase in device related 
pressure ulcers. Devices causing the injuries include surgical drains, oxygen tubing 
and naso-gastric tubes. There was a plan to re-audit all wards for the Tissue Viability 
standard. 

 
Purpose T, a new Pressure Ulcer risk assessment tool will be implemented across 
the organisation once the training had been received. 

 
3.3 Falls 
The total number of falls per 1000 bed days has shown a decrease in May, the 
severity of harm reported by these falls has also shown a slight decrease. This is 
reflected across all Health Groups. 

 
3.4 Safeguarding 
In May 2021 there were 49 safeguarding adults concerns made with 44 sent to the 
Local Authority. The table below shows the type of abuse submitted by HUTH staff. 

 

There were 24 safeguarding children referrals in May 2021. The five main issues 
raised are family dysfunction, parenting issues, domestic abuse, neglect and 
emotional harm. 

 
4. Patient Experience 

35 complaints were made in May 2021. Treatment continues to be the subject 
receiving the highest number of complaints, with 23 in total. The standard is for 85% 
of complaints to be closed within 40 working days. Of the 28 complaints closed in 
May 2021, 17 (60.7%) were closed within 40 working days. 

 
Due to a significant amount of unplanned sickness and absence in the Patient 
Experience Team there is a backlog of PALs cases. A plan in place to address the 
backlog and all options are being explored exploring all options including using a 
temporary workforce. However, delays in some response time are expected in the 
short term. 

 
 
 
 
 
 



 

 
 
 
5. WELL-LED  
5.1 CQC Insight Report  
The latest CQC Insight for Hull University Teaching Hospitals NHS Trusts report was released 09 
May 2021. The following table provides a brief overview of the Trust position against the Insight 
indicators in the May 2021 report. All indicators reported below remain in the same position as 
reported in the March 2021 Insight Report; however, HSMR has been identified in the May 2021 
report as a declining indicator.  The Trust has improved in many areas particularly Never Events, 
digital and feedback from the staff survey on health and wellbeing, morale and quality of care.  
Many of the of areas of decline are also taken from the staff survey, so whilst they have declined 
slightly, the Board has had sight of the latest results where this indicators are at or above average.   

 
Much Better  Much Worse  Improved  Declined 
Sick days for 
medical and dental 
staff-[set target 
3.5%] 

Hospital 
Standardised 
Mortality Ratio 
(HSMR) 

Never events (total 
events with rule-based 
risk assessment) 

Pain control by staff 

 CAS alerts not 
closed by the trust in 
the preceding 12 
months 

Never events (total 
events with statistical 
comparison to bed 
days) 

Speaking to staff 
about worries and 
fears 

  Digital maturity 
capabilities score (%) 

Emotional support 
from hospital staff 

  Digital maturity 
readiness score (%) 

Data Quality Maturity 
Index Percentage 
Score-monthly 

  Digital maturity 
infrastructure score 
(%) 

Turnover rate for 
other clinical staff 
(%) 

  Health & wellbeing Overall experience 
as an inpatient 

  Morale Hospital 
Standardised 
Mortality Ratio 
(HSMR) 

  Quality of care  
 
The Trust has been identified as an outlier against HSMR for the period of 2019/20 due to a ratio of 
109.5 as detailed in the table below.  
 
Indicator National 

Average  
Previous 

Performance 
Current 

Performance 
National 

Comparison 
Hospital Standardised Mortality 
Ratio (HSMR) 
Dr Foster - Dr Foster - HSMR (29 
Mar 2021) 

100.0 102.9 
Oct 18 - Sep 19 

109.5 
Oct 19 - Sep 20 

Much Worse 

 
The Trust monitors the HSMR status on a montly basis in the Performance Report to the Trsut 
Board. Further analysis of the data between January 2020 and March 2021 demonstrates clear 
spikes in the HSMR, which correlate with the COVID-19 pandemic waves. The graph below clearly 
demonstrate where the increases occurred and that the HSMR ratio is reducing and returning back 
within the control limits. Although this information is demonstrating a reduction, the Trust will remain 
an outlier with the CQC until the data is updated and reflected to the current position.  
 
 
 
 
 
 
 
 
 
  



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Chief Medical Officer has established a Mortality Task and Finish Group which is led by the 
Deputy Chief Medical Officer, supported by the Head of Effetctiveness and Improvement. The 
Mortality Task and Finish Group has a multi-disciplinary membership and is undertaking an 
investigation into the mortality data to idenity the factors which have influenced the increase in the 
HSMR ratio and the required improvements.  The outcome of the this review will be presented to the 
August 2021 Mortality and Morbidity Committee and to the September 2021 Board meeting to 
provide assurance on improving the Trust HSMR.   
The decline in turnover rate has been reviewed by the WECC committee and is thought to be 
related to the additional staff that supported the Trust temporarily during the pandemic.   
The Deputy Director of Information is reviewing the data quality indicator; this is an area where 
audits generally find good compliance.   
The process for CAS alerts has been updated.  The non-closure of alerts is largely an administration 
oversight as opposed to patient safety alerts not being completed. 

There are a number of clinical outcome measures where the Trust is reported as an outlier.  
However, many of these are from data that is over 2 years old.  The Quality Committee received a 
full update against all areas and the Health Groups provide up to date information at the Health 
Group performance and accountability meetings with the Executive Team. 
 
6.Recommendation 
The Board is asked to receive the report as assurance on the quality of care being 
delivered in the Trust and that mechanisms are in place to record exceptions and mitigate 
risks. 
 
 
Rebecca Thompson  
Head of Corporate Affairs 
July 2021 



 
Report to the Board in Public 

Quality Committee 
 

Item:  Quality Improvement Programme Level of assurance gained:  Low (Mental Health issue) 
Mr Hall expressed his concern at the national and local issue around mental health triage and Mrs Geary reassured him that work was ongoing regionally to 
review the lack of capacity within the system.  She added that Covid and the lock downs had impacted on people’s mental health and the risks were significant.  
Mr Hall advised that this item would be re-escalated to the Board. 
 
There was a discussion around Stop the Line and Ms Coneyworth advised that a Task and Finish Group had completed 19 reviews and work was ongoing to 
increase awareness. 
 
Item: Quality Report  Level of assurance gained: Reasonable 
The Committee received updates relating to Hospital acquired infections, the backlog of serious incidents, complaints and PALS and issues around sickness in 
the department, pressure ulcers, falls and the CQC engagement meetings relating to ED pressures. 
 
Item: Quality Accounts 2021/22 Level of assurance gained: Good 
The Quality Accounts 2021/22 were approved by the Committee. 
 
Item: Learning from Deaths Report Level of assurance gained: Reasonable 
102 Structured Judgement Reviews had been carried out despite Covid.  The Annual Report captured the key learning and a review of Mortality and Morbidity 
was underway.  There were 2 themes emerging from the review; sepsis and not appreciating the deteriorating patient.   
 
Item: Infection Control Annual Report Level of assurance gained: Good 
The Infection Control Annual Report was presented to the Committee. 
 
Nosocomial infections had impacted greatly on the hospital and work was ongoing to review new builds and review the estate to achieve compliance.  There 
had been a successful recruitment campaign to ensure all positions had been recruited to within the Infection Prevention and Control Team which included a 
matron to support the Director of Infection Prevention and Control. 
 
Item: Maternity Incentive Scheme – Safety Actions 
CNST 

Level of assurance gained: Good 

The 10 safety actions were discussed and the Trust was now compliant in all areas.  
 
Item: Perinatal Surveillance Tool Level of assurance gained: Good 
Work was ongoing to review perinatal deaths, ensure Serious Incident actions were monitored and addressed, teaching and training took place and any 
themes and trends were escalated.   Safe staffing was also monitored and assurance was also provided by the matron’s handbook compliance.  
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Hull University Teaching Hospitals NHS Trust 
Minutes of the Quality Committee 

Held on 24 May 2021 
 

Present:  Mr S Hall  Chair 
   Prof U Macleod Non-Executive Director 
   Dr A Pathak  Associate Non-Executive Director 
   Dr M Purva  Chief Medical Officer 
   Mrs B Geary  Chief Nurse 
   Mrs S Rostron  Director of Quality Governance 
   Mr D Corral  Chief Pharmacist 
   Mrs A Green  Lead Clinical Research Specialist 
 
In attendance: Mrs R Smith  Deputy Nurse Director (Surgery HG) 
   Mrs K Rudston Assistant Chief Nurse 
   Mrs R Thompson Corporate Affairs Manager (Minutes) 
 
No  Item Action 
1 Apologies: 

Apologies were received from Mrs L Jackson, Associate Non-Executive 
Director and Mrs M Stern, Patient Representative, Mrs K Southgate, 
Deputy Director of Quality Governance and Assurance. 
 

 
 
 
 
 

2 Declarations of Interest 
There were no declarations of interest made. 
 

 

3 3.1 Minutes of the last meeting held on 26th April 2021 
Dr Pathak to be added to the attendance list. 
 
Dr Pathak in the attendance 
 
Item 4.1 Quality Report – Mrs Rostron clarified that the Trust had not 
received a Section 31 relating to the Emergency Department.  
 
Item 4.1 Quality Report – 3rd paragraph though should read thought.  
 
Following the above amendments the minutes were approved as an 
accurate record of the meeting. 
 

 

 3.2 Matters Arising 
There were no matters arising from the minutes. 
 

 

 3.3 Action Tracking List 
The action tracking list was reviewed by the Committee. 
 

 

 3.4 Any other matters arising 
There were no other matters arising. 
 

 

 3.5 Workplan 
The Workplan was received by the Committee. 
 

 

4 4.1 Pressure Ulcer Review 
Mrs Smith attended the Committee to present the work that was being 
carried out following the increase in tissue damage following the 
pandemic.  The review was specific to the Surgery Health Group.  
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The 4 category 3 pressure ulcers had been located in the Surgery 
Health Group and were device related due to Covid-19. Mrs Smith 
advised that the patients had co-morbidities and work was ongoing to 
review the data, interview the nurses involved and gather the learning 
from the incidents.  All 4 cases were being investigated as Serious 
Incidents.  
 
An action plan was being developed and workshops had taken place to 
raise awareness.  Tissue viability training was being rolled out and 
nurses were being released to complete it.  
 
Prof Macleod asked what best practice looked like and were there any 
opportunities to benchmark against other Trusts.  Mrs Smith advised 
that she was reviewing information from other Trusts. 
 
Mrs Smith advised that care after patients developing pressure damage 
was excellent and that taking a step back and going back to basics will 
help to deter pressure damage in the first place. 
 

 Resolved: 
The Committee received good assurance that work was ongoing to 
reduce the amount of pressure damage currently being reported. 
 

 

 4.2 Quality Report 
Mrs Geary presented the report and advised that there have been no 
MRSA Bacteraemia reported during since 1st April 2020. There had 
been 5 MSSA cases and the root causes were being analysed.  
 
There had been limited ward closures during April 2021 due to D+V but 
no organism was found on sampling. There had been 1 Pseudomonas 
case and the baby had been treated.  
 
There had been no reported Covid-19 outbreaks, and the Trust now 
had a weekly vaccination clinic in place.  The Infection Control Team 
had increased its capacity and a new Matron had been recruited. 
  
There had been 7 Serious Incidents reported in April and the Duty of 
Candour followed in each case.  There had been a slight decrease in 
patient incidents in April and pressure damage incidents had also 
decreased in all areas. There had been a significant increase in patients 
admitted with pressure damage. 
 
Mrs Geary advised that the CQC were focussing on Mental Health 
specialist services as patients were not getting timely reviews and 
having long waits in the hospital. This was creating bad patient and staff 
experiences and also impacting on other patients in the Trust.  
 
Dr Pathak confirmed that the mental health issues were a concern, 
particularly in the ED and Paediatric Department.  He stated that the 
Humber Trust involvement should be increased as there had been a 
63% rise in mental health issues in 11-18 year olds.  
 
Dr Purva gave details of a mental health patient that had required 
support at the weekend but there were no CAHMS beds available.  The 
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consultant in charge was concerned about the patients requirements 
being beyond their GMC training and there was no mental health 
support available.  
 
Dr Purva suggested that a Health Summit was called to bring to light 
the serious concerns relating to mental health support.  
 

 Resolved: 
Mr Hall agreed to escalate the mental health issues to the Board as the 
Committee were not assured and were concerned about the impact on 
patient experience.  
 

 
 
 
SH 

   
 4.3 Re-introduction of beds and associated risks 

Mrs Geary presented the paper which assessed the risks relating to the 
re-introduction of beds into the Medicine Health Group that had 
previously been closed due to Covid and infection risks.  
 
There had been a significant increase in patient activity which had 
instigated the move to re-introduce beds and the risks were being 
reviewed around patient flow and infection control.  Mrs Geary added 
that the Emergency Department was overcrowded and patients were 
experiencing long waits due a number of issues as well as the number 
of beds available.  
 
The bed profiling would be reviewed at the Executive Management 
Committee and it was important that the bed modelling was robust and 
in place before the winter months. Mrs Jackson asked if the Trust had 
the staff to support the beds being re-introduced and Mrs Geary 
advised that month by month additional recruits from overseas would be 
joining the Trust and that the establishment would be zero RN 
vacancies by the Autumn.  
 

 

 Resolved: 
The Committee agreed with the proposed approach.  Mr Hall added that 
the Committee were assured by the processes that were in place 
following the risk assessment.  
 

 

 4.4 Humber Acute Services – Service Level Agreement 
Mrs Rostron presented the agreement between HUTH and NLAG and 
advised that NLAG had already approved it. Mrs Rostron, Dr Purva and 
Mrs Geary had all added their comments to the document and once 
approved by the Committee it would be submitted to the Committee in 
Common.  
 
It was agreed that any comments be emailed to Mrs Rostron. 
 

 

 Resolved: 
The Committee received and approved the document subject to any 
slight amendments following comments from the Committee members. 
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5 5.1 Patient Experience Annual Report 2021 
Ms Rudston presented the report and highlighted the key areas; 
complaints, PALS, interpreters, National surveys, Friends and Family 
Tests, volunteers, Patient Information Leaflets and PROMS.  Data 
relating to the Friends and Family Test and PROMS had not been 
collected in year due to the pandemic. 
 
Complaints training had been paused due to the pandemic for frontline 
staff but this would be re-instated in 2021. New procedures for 
complaints and PHSO investigations had been put into place due to the 
pandemic.   
 
Work was continuing with the virtual interpreter service and this had 
been available throughout the pandemic.  
 
Ms Rudston advised that a new Head of Patient Experience had been 
appointed and he was reviewing the strategic objectives for the year.  
 
The Patient Council had been stood down during the pandemic but 
plans were in place to reinstate a youth and an adult council.  
 
Ms Rudston was looking to introduce pet therapy and was reviewing the 
governance around this.  Mrs Johnson advised that she had written a 
Pet Therapy Policy which would underpin most of the review.  
 
Mrs Geary commended the Team and Ms Rudston for the work she had 
done. Dr Pathak stated that the Trust was doing well compared with 
others and asked if compliments were fed back to the teams. Ms 
Rudston advised that the Trust had introduced ‘you said, we did’  
boards in the wards and that staff were notified of compliments.  
 
Dr Pathak asked how a charitable donation would be processed and Ms 
Rudston advised that any charitable funds should be directed through 
Mr Haire – Charity Director.  
 
Mrs Green thanked the Patient Experience Team and advised that 
there were acknowledgements on the NHS Choices website relating to 
the Trust.  
 

 

 Resolved: 
The report was received and accepted by the Committee. Good 
assurance was gained from the report. 
 

 

 5.2 Infection Reduction Annual Report  
The report was deferred to the June 2021 meeting. 
 

 

 5.3 CQC Report 
Mrs Rostron reported that the CQC’s new strategy would be published 
on Thursday 27th May for consultation.  
 
Mrs Rostron advised that the Trust had met with the CQC at its 
engagement and information meeting recently and had been advised 
that they would be attending Quality Committees and Board meetings 
as part of their Well-Led preparation.  
 

 



5 
 

Mrs Rostron also advised that the Trust would have an enhanced 
monitoring meeting every month linked to the delivery of the recovery 
plan. Performance against this would determine whether an inspection 
was required sooner.  
 
Mrs Rostron advised that the Trust would need to demonstrate that it 
was doing all it could in regards to Mental Health and evidence this.  
She added that the Trust was still accountable for the patients but that 
the CQC understood the challenges in this area.  
 
As part of the Emergency Care quality improvement work, the service is 
in the process of completing a further update against the initial Patient 
FIRST response.  
 
The CQC will be focussing on ED, Maternity and Infection Prevention 
and Control. There was lots of work going on in all areas and there 
were some good stories to tell the CQC at the next engagement 
meeting.  
 
The Insight Report would be published every other month and 
responses would be required where the Trust was an outlier.  
 
HSMR would be monitored through the Mortality Committee. 
 
Mrs Rostron advised that a look back exercise was being carried out 
regarding CAS alerts and an update would be provided in the next CQC 
paper.  
 

 Resolved: 
Mr Hall reported that assurance had been gained from the CQC action 
plans in place. 
 

 

 5.4 Quality Risk Profile 
Mrs Rostron presented the item and advised that the Trust was to be 
monitored on 7 risks which were set out in the report.  She advised that 
a meeting had been held on 30th April with the commissioners and NHS 
I/E to discuss the Trusts Quality Risk Profile.  13 of the ratings had been 
challenged with the Commissioners and NHS I/E, 10 of which they 
agreed with, 2 were reduced and the HSMR risk remained the same.  
 
Mrs Rostron advised that out of the 7 extreme risks the main 2 were 
patient flow and the Trust’s waiting list. Monthly meetings will be held to 
review the risks and the CQC will also attend.  An information pack is 
being developed and would be shared with the Committee.   
 
Mr Hall suggested a Board Development session to review the risks 
and action plans.  
 

 
 
 
 
 
 
 
 
 
 
 
SR 

 Resolved: 
Mr Hall advised that the Committee were aware of the actions involved, 
the consequences and were assured that work was ongoing to address 
the issues. 
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6 6.1 Operational Quality Committee Summary Report 
Dr Purva presented the summary and advised that the focus of the 
meeting was around the Risk Report and how it could be presented in 
the future.  
 
The Committee also focussed on mandatory training, the clinical harm 
review process and the WHO checklist. 
 
Mr Hall asked about the recent Panorama programme which highlighted 
a number of Trusts that had not published Royal College reviews and 
whether the Trust shared its reviews openly.  Dr Purva advised that the 
Trust did not have many Royal College visits.  Mrs Rostron added that 
the External Agencies report would be presented to the Board on a 
quarterly basis and this would capture any visits.  
 
Dr Pathak asked if Dr Purva had any concerns with any departments 
and wished to take pre-emptive action and Dr Purva advised that she 
was not aware of any but was able to triangulate information such as 
complaints and GIRFT information.  
 

 

 Resolved: 
The Committee received and accepted the report.  Assurance was 
gained with the External Agencies report capturing any Royal College 
visits. 
 

 

7 Chairman’s summary to the Board 
Mr Hall advised that the Committee had gained good assurance on all 
items except for the provision of mental health support, which he would 
escalate to the Board.  
 
Mr Hall asked that an effectiveness questionnaire be carried out by 
Committee members for review at the June 2021 meeting. 
 

 

8 Date and time of the next meeting: 
Monday 28 June 2021, 9am – 11am by Webex 
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Agenda 
Item 

7.2.2 Meeting Trust Board Meeting 
Date 

13.07.21 

Title  Quality Committee Terms of Reference 
Lead 
Director 

Suzanne Rostron, Director of Quality Governance 

Author Rebecca Thompson, Head of Corporate Affairs 
Report 
previously 
considered 
by (date) 

 
This report has been considered at the Quality Committee in June 2021. 

 
 
Purpose of the 
Report 

Reason for 
submission to the 
Trust Board private 
session 

Link to CQC 
Domain 

Link to Trust Strategic 
Objectives 2021/22 

Trust Board 
Approval 

 Commercial 
Confidentiality 

 Safe  Honest Caring and 
Accountable Future 

 

Committee 
Agreement 

 Patient 
Confidentiality 

 Effective  Valued, Skilled and 
Sufficient Staff 

 

Assurance  Staff Confidentiality  Caring  High Quality Care  
Information Only  Other Exceptional 

Circumstance 
 Responsive  Great Clinical 

Services 
 

    Well-led  Partnerships and 
Integrated Services 

 

      Research and 
Innovation 

 

      Financial 
Sustainability 

 

 
Key Recommendations to be considered: 
The changes made to the Terms of Reference are: 

• Job Title updates 
• Addition of the Director of Research and Innovation to the membership. 

 
 
The Trust Board is asked to approve the Terms of Reference. 
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Quality Committee 

 
Terms of Reference 

 
1. Formation of this committee 

The Board has established a committee, known as  the Quality Committee reporting 
to the Board, in accordance with Corporate Policy CP105 Standing Orders, 
Reservation and Delegation of Powers and Standing Financial Instructions.  
 
The Committee shall have terms of reference and powers and be subject to 
conditions such as reporting back to the Board, as the Board shall decide and shall 
act in accordance with any legislation, regulation or direction issued by the 
regulators.  
 
The committee is a committee of the Board and has executive powers delegated 
specifically in these terms of reference. The Terms of Reference can only be 
amended with the approval of the Board. 

 
2.         Role 

The Committee is responsible for providing the Board with assurance concerning all 
aspects of quality and safety relating to patient care and identifying quality 
improvement measures. The specific responsibilities are to:  
• Monitor delivery of Trust strategies as delegated by the Board to this committee. 
• Advise the Board on appropriate quality and safety indicators and benchmarks for 

inclusion in the Trust’s Corporate Performance Report and keep these under 
regular review. 

• Propose Quality Accounts priorities for consideration by the Board and maintain 
oversight of delivery.  

• Scrutinise performance against quality targets, highlighting risks and exceptions 
to the Board. 

• Regularly review compliance with Care Quality Commission requirements and 
receive assurance that agreed actions are being progressed. 

• Regularly review progress with the Trust’s Quality Improvement Plan, as the 
Trust’s over-arching plan on driving improvement in quality of care, including any 
issues highlighted by the Care Quality Commission 

• To assure the Board that where there are risk and issues that might jeopardise 
the Trust’s ability to deliver excellent quality care that these are being managed in 
a controlled and timely way. 

• Receive assurance that the Trust’s Cost Improvement Programme is not 
adversely impacting on quality. 

• Monitor the information being received from patient feedback and adverse 
incidents to demonstrate that the Trust is learning and making improvements. 

• Learning and compliance from national and local reviews. 
• Regularly review outcomes, themes and trends from mortality reviews and to 

receive assurance on meeting national guidance on Learning from Deaths 
• To receive regular updates on the delivery of the People Strategy and its link with 

quality and safety 
 
3.         Membership of the Committee 

The committee shall comprise: 
Non Executive Director (Chair)  
2 x Non-Executive Directors + Associate Non-Executive Director (if determined by the 
Trust Chairman) 
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 Chief Nurse 
 Chief Medical Officer  

Chief Pharmacist 
Director of Quality Governance 

 Lead Allied Health Professional 
Director of Research and Innovation 

 Patient Council Representative 
 Head of Corporate Affairs 
    

It is expected that all members will attend 9 out of 12 committee meetings per 
financial year.  If Directors are unable to attend a meeting they will send a deputy.  

 
An attendance record will be submitted to the committee for information and action at 
each meeting. 
 
The Trust Board will ensure that the Committee membership is refreshed and that 
undue reliance is not placed on particular individuals when undertaking the 
responsibilities of the committee. 
 
The Director of Workforce and Organisational Development will attend on a quarterly 
basis to present an update on the People Strategy and the links between workforce 
and patient care, quality and safety. 
 

4.         Chairman of the Committee   
The Chairman of the Committee shall be a Non Executive Director and the Vice 
Chairman shall be a Non Executive Director.  

 
5. Quorum 
 The quorum shall be a minimum of 6 members, to include at least one Executive 

Director and two Non Executives. 
 
6. Meetings 

The Quality Committee will meet 12 times per year on a monthly basis.  Additional 
meetings will be called at the request of the Chair of the Committee. 
  

7. Attendance at meetings 
Other senior employees may be invited to attend by the chair, particularly when the 
committee is discussing an issue that is the responsibility of that employee.  The 
following staff will be expected to attend meetings at the invitation of the Chair: 

• Chief Operating Officer 
• Health Group Triumvirate Directors 
• Assistant Director of Information 
• R&D Manager 

 
The Committee will be open to all Non Executive Directors to attend as observers. 
  

8.  Notice of meetings 
Meetings of the committee shall be set prior to the start of the calendar year by the 
Quality Governance Officer. Notice of each meeting, including an agenda and 
supporting papers, shall be forwarded to each member of the committee not less 
than five days before the date of the meeting. 
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9. Agenda and action points 
The agenda will be agreed with the Chairman of the committee. The agenda and 
action points of all meetings of the committee shall be produced in the standard 
agreed format of the Trust and kept by the Quality Governance Officer.   
 
 

10.       Reporting arrangements 
The proceedings of each meeting of the committee shall be reported to next meeting 
of the Board. The Chairman of the meeting shall draw the attention of the Board to 
any issues that require disclosure or require executive action. The Chairman is 
required to inform the Board on any exceptions to the annual work plan.    

 
11. Duties and Responsibilities of the Committee 

The committee is required to fulfil the following responsibilities:  
 
11.1 Meet the annual objectives of the committee. 
 
11.2 Produce an annual work plan in the agreed Trust format in line with the 

objectives. 
 
11.3 Report to the Trust Board any exceptions to the achievement of the annual 

work plan and resulting risks.  
 
11.4 Produce an annual report setting out the achievements of the committee and 

any gaps in control, effectiveness of reporting arrangements from sub-
committees and to the Board, responding to actions delegated from the Trust 
Board and achievement of the Terms of Reference. 

 
11.5 Monitor, review and recommend any changes to the terms of reference 

annually to the Trust Board. 
 

12.  Authority 
The Committee is authorised by the Board to investigate any activity within its terms 
of reference.  It is authorised to seek the information it requires from any employee, 
and all employees are directed to co-operate with any request made by the 
committee.  
 

 The committee is authorised by the Trust Board to obtain independent professional 
advice and to secure the attendance of people/organisations from outside the Trust. 

 
13. Relationships with other committees   

The committee receives minutes from the Operational Quality Committee and the 
Non-Clinical Quality Committee.    
 
This committee must escalate any issues to the Trust Board by presenting the 
minutes following each meeting.   
 
Actions escalated to the committee must be recorded within the minutes/report to the 
Quality Committee and highlighted to the committee.    
 
The committee shall have a standing agenda item for matters delegated from the 
Trust Board. 

 
 
 



Hull University Teaching Hospitals NHS Trust 
 

14. Administration 
 The committee shall be supported administratively by the Quality Governance Officer 

who will agree the agenda with the Chairman, collate all necessary papers, attend 
meetings to take minutes, keep a record of matters arising and issues to be carried 
forward and generally provide support to the Chairman and members of the 
committee. 
 

 
Date updates received by Trust Board:  July 2021 
Review date:     July 2022 
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Hull University Teaching Hospitals NHS Trust 
 

Trust Board 
 

13th July 2021 
 

Our People 

1. Purpose 
The purpose of the report is to provide the Board with an overview of the key people issues. 
 
2. Background 
At the previous Board meeting in May the Trust had 10 Covid-19 inpatients.  As at 6th July, 2021 
the Trust has again 10 Covid-19 inpatients.  However community infection rates continue to rise 
and the Trust is seeing an increase in staff self-isolating which impacts further upon our services 
who are working tirelessly on our elective recovery programme.  
 
3. Key Issues 
Staff Absence 
The total staff sickness absence for the financial year 2020-21 was 3.51%. The total absence 
including sickness and Covid-19 for 2020-21 was 7.20%. The Trust attendance target for 
attendance is 96.1% (sickness not to be greater than 3.9%).  
 
The Trust currently has 201 staff absent due to Covid-19 which is 1.89% of the workforce.  Total 
sickness and Covid-19 absence is currently 5.41%.  This is an increase from 3.30% as at the last 
Board meeting in May. 
 
4. Staff Testing 
Symptomatic Testing (PCR) 
The Trust continues to test symptomatic staff and family members for Covid-19 via a drive through 
facility which has been in operation since April 2020.  Between April 2020-June 2021, we have 
tested 13665 HUTH staff or family members (14%) of which were positive. 
 
During June, 459 HUTH staff or family members were tested.  34 HUTH staff or family members 
tested positive.  The positivity rate for June 2021 was 7.4% (This includes staff referred to the drive 
through as a result of a positive lateral flow test). The staff positivity rate over the past few months 
is as follows - December 2020 it was 26.6%, January 2021; 22.4%, February 2021: 15.3%, March 
2021: 10.9%, April 2.2% and May was 2.9%.  A significant proportion of the positive cases in June 
where family members (mainly children) who were tested after positive lateral flow tests. 
 
The Trust also tests a small number of staff from CHCP, Yorkshire Ambulance Service, Humber 
FT and others, which are additional to the figures above. 
 
Asymptomatic Staff Test  
LAMP  
On Tuesday 1 June 2021, the Trust commenced LAMP testing via a partnership with the University 
of York and Capita. LAMP testing has been offered to all staff, clinical and non-clinical and will 
replace lateral flow testing for most staff.  LAMP samples are processed in a laboratory so it is 
necessary for staff to attend site to drop off their sample.  For this reason, some staff, who work in 
the community will continue to use lateral flow testing.  Uptake has been low so far, with only 
approx. 10% of the expected samples being received each week.  This means a significant 
proportion of staff are not currently undertaking any routine asymptomatic testing.  Informal 
feedback is that there is a high level of ‘testing fatigue’ amongst staff, and this is mirrored across 
the country. 
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Lateral Flow Testing 
From Monday 5th July, the Trust will no longer be supplied with lateral flow testing kits for staff, 
and individuals will need to replenish their testing kits by ordering online from the National system.  
The Trust will no longer be required to collect and report on lateral flow testing.  This will all be 
done via the national system.  As the Trust is currently holding a stock of Lateral flow kits, we 
intend to distribute these kits to our community based staff to support them with their continued 
regular asymptomatic testing. 
 
Test and Trace  
The NHS Test and Trace programme launched on Friday 5th June 2020.  To date the Trust has 
requested 925 staff to self-isolate as a result of a ‘contact’ within their workplace. In August the 
figure was 8, which increased to 32 in September, 192 in October, 236 in November, 137 in 
December, 121 in January, 2021, 25 in February, 34 in March, 12 in April, 19 in May and 121 in 
June. 
 
5. Staff Vacancies 
The Trusts overall vacancy position as at 30th June 2021 is as follows: 

Staff Group Establishment 
WTE 

Staff in 
Post WTE 

Temp 
Workforce 
WTE 

Vacancies 
WTE 

Vacancy 
Rate % 

Additional Clinical Services 1405.1 1368.5 81.2 0.0 0.0% 
Add Prof Scientific and Technical 366.5 303.3 4.8 58.4 15.9% 
Administrative and Clerical Staff 1648.2 1561.0 11.8 75.4 4.6% 
Allied Health Professionals 487.0 462.5 6.2 18.3 3.8% 
Estates and Ancillary 600.7 523.3 5.0 72.4 12.0% 
Healthcare Scientists 330.5 306.1 0.0 24.5 7.4% 
Medical & Dental - Consultant 497.5 453.8 15.0 28.7 5.8% 
Medical & Dental - SAS 63.6 46.4 1.0 16.2 25.4% 
Medical & Dental – Trainee 
Grades 721.3 646.8 14.9 59.6 8.3% 
Nursing and Midwifery 
Registered 2381.3 2267.6 40.4 73.3 3.1% 
Trust Total 8501.6 7939.3 180.3 382.0 4.5% 
  

Overall the Trust vacancy position is 4.5%.  The Consultant vacancy rate is 5.8%.  Whilst our 
vacancy situation remains in a healthy position the Trusts recruitment plans during this financial 
year have been somewhat interrupted, but recruitment and retention remains a key priority.      

The vacancy rate for Registered Nursing and Midwifery is currently 3.1% across the organisation.  

The Trust is currently pursuing 126 adult and paediatric student nurses predominately from the 
University of Hull.   

There are currently 34 Registered Nursing Associates (RNA) and 43 Trainee Nursing Associates 
(TNA`s) employed by the Trust. The Trust has successfully recruited a further 25 TNA`s who will 
commence employment with the Trust in September 2021. 

From the perspective of the Registered Nurse Degree Apprentices (RDNA) there are currently 33 
in training, with 13 of the 2018 cohort due to qualify as Registered Nurses in September 2021. 
Recruitment for a September 2021 cohort of RDNA has commenced. 
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In relation to the Health Care Support Worker Apprentices, there are currently 27 in post, 9 of 
whom are due to complete their apprenticeship in September 2021. It is envisaged that potentially 
6 of these apprentices will transfer onto the RDNA programme with the remaining 3 onto the TNA 
programme.  In conjunction with Hull College and the University of Hull the Trust plans to recruit a 
further 15 HCSW to commence their programme in September 2021.  

From an international perspective, the Trust has successfully recruited 196 international nurses 
mainly from the Philippines since October 2017. Of those 5 have left the Trust which is a retention 
rate of 97.5%. Of those that left 4 have relocated to be with family in the UK (3 in London and 1 in 
Brighton) and the other left for a promotional opportunity in Leeds.  

In response to the financial support offered by NHSI/E, the Trust plans to recruit a further 60 
international nurses, between July and December 2021. There are also 9 existing Trust HCSW`s 
currently being supported through the OSCE process.  

In order to demonstrate the impact of each of the above recruitment streams, the nursing and 
midwifery workforce model as illustrated in Appendix 1, has been updated. The model 
demonstrates the following:  

• Nursing and Midwifery Budgeted establishments.  
• Actual staff in post   
• Average annual turnover   
• Planned Recruitment from different workforce streams   
• Predicted Monthly Vacancy Position 

 
As illustrated, it is envisaged that in relation to the current establishments and associated service 
provision, the continuation of the current nursing and midwifery workforce streams will lead to a 
positive position in 21/22. (The financial implications and mitigation in relation to this position have 
been presented at the Trusts Performance and Finance Committee) It is recognised that there are 
a number of factors which have the potential to impact on this potential position: 
 

• Changes in service position/regulation  
• Increased attrition rates  
• Changes in supply 
 

6.  Covid-19 Vaccination programme.  
HUTH is the Lead Agency to deliver the ICS Covid-19 vaccination programme.  Led by Beverley 
Geary Chief Nurse, a population and health and care staff vaccination programme has been rolled 
out.  A total of 56,000 vaccines have been administered from the centre. Over 8,500 HUTH staff 
have been vaccinated.  The vaccination centre has now reduced its operating times to 1 clinic per 
week.  Attention has now turned to Phase 3 planning which may require all health and social staff 
receiving a booster Covid jab at the same time as having the flu vaccine for the winter period.  
 
7.  Communications and engagement 
Staff Surveys 
From Quarter 2 (July-September) all NHS organisations will be required to run a quarterly staff 
engagement survey based on the nine engagement questions in the national survey – Q3 will be 
the national survey itself. A quarterly staff engagement score for the trust will be submitted to 
NHSE/I.  The Trust is in a strong position with this new mandate, as HUTH has run quarterly staff 
surveys including those nine engagement questions since 2015 to measure and improve staff 
engagement. We have a substantial trend dataset and process in place as a consequence. 
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Picker provided the best service model for the new survey requirements, as well as the lowest 
quote and therefore we will commission them to provide the surveys for the Trust. 
 
 
Culture and leadership briefings 
All managers Band7+ have been invited to attend executive-led briefing sessions designed to 
promote our People First agenda. Managing the recovery of patient activity alongside 
compassionate leadership and ensuring the health and wellbeing of staff remains a priority, but is a 
challenge. The sessions are set up to promote key principles of people management and enable 
managers to provide their feedback and let us know what support they need at this time to achieve 
both goals. We have met with over 200 managers to date and more sessions will be held during 
July to enable us to engage with all of our supervisors, managers and leaders. 
 
COVID-19 recognition 
We have written a letter to all of our staff, contractors and volunteers thanking them for their 
support and service since the start of the pandemic. The letter contains a commemorative coin, 
designed especially for our staff and includes the offer of an additional day of annual leave for 
everyone on our payroll.  The letters were delivered during the week of the 73rd birthday of the 
NHS which also saw us promote all of our Up! Health and wellbeing programme which includes 
everything from psychosocial support to social and physical activity clubs, healthy living promotions 
and mental health support. 
 
8. Staff Support Arrangements 
Occupational Health Services remain the main route for staff to see support and help for a wide 
range of mental and physical challenges at work. During the 12-month period between 1st April 
2020 and 31st March they saw a 34% increase in self-referrals from staff, saw 315 staff with Covid 
health anxiety/problems and a 40% increase in staff suffering from Work related stress 
  
They are continuing to see increased referrals for staff who are experiencing problems related to 
the last year. This includes redeployed staff who are still not back in their base areas, staff who 
have been impacted by what they have experienced whilst caring for Covid patients. This has 
particularly impacts staff if their substantive post would not normally bring them into contact with 
such sick patients. There have also been increased referrals from managers as they start to 
manage attendance more robustly and to support staff who are returning in to work after working 
from home for an extended period.  
  
The staff support service continues to work alongside our Occupational Health Service and offers 
an email and telephone hotline service. We are signposting Covid-19 related 1:1 mental wellbeing 
requests to the Humber Coast and Vale Resilience Hub. The Trust is promoting and advertising 
the Resilience Hub widely for staff to access support.  The Trust continues to support staff via 
Focus Counselling, Occupational Health Team and the Pastoral and Spiritual Care Team for 
general mental wellbeing support. An internal clinical Psychology service for staff is now available 
via Occupational Health. Coaching services are now being accessed via the coaching referral form 
available on Pattie.  
 
The 24/7 staff support hotline will continue to be available and is run by the Pastoral and Spiritual 
Care team. The OD team continue to monitor and signpost staff through the hyp-
tr.staff.support@nhs.net email address.  
 
The Quick Guide to Staff Support has now been updated to reflect the current changes in services 
available.  
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A new version of our Appraisal has been launched on 7th July 2021 which now includes a more 
comprehensive Wellbeing Conversation tool. The appraiser is now prompted to complete a 
wellbeing conversation and given a tool to share with their staff member to help facilitate this 
conversation. There is space now to record any actions needed, alongside checks to make sure 
the conversation took place. The appraisee is asked to confirm the conversation took place and 
how useful they found it. Whilst many managers are already holding regular wellbeing 
conversations, this allows us as Trust to feel assured that it happens a minimum of once a year in 
a context where there is a focus on the individual. To support appraisers then is a new module 
added to the appraisal training called “How to Have a Wellbeing Conversation” and the first 
session took place on 6th July with one available per week over the summer period.  
 
The Schwartz round initiative “Team Time” 
held its second virtual session on 26th June 
and had a focus on support staff who have 
family abroad during these difficult times in a 
session called “home is where the heart is”. 
Team Time is different from usual meeting is 
that is about hearing the experience of 
colleagues and creating a safe space to allow 
our staff to hear stories from colleagues 
focused on emotions and feelings rather than 
process and problem solving. This allows 
staff to normalise how they’re feeling and 
have a chance to explore how they feel, in a 
psychologically safe space. As well as working with specific teams the Trust is also inviting 
particular staff groups e.g. those who have been redeployed, to either tell their story or be a 
participant in a session and these session are advertised to take place in July and August.  
 
11. Learning and Organisational Development  
The continuation and development of online provision of services across all Learning and OD 
programmes continues with our existing e-learning programmes. The deployment of the Big Blue 
Button is supporting all educators within the Trust to provide both clinical and non-clinical 
development for our staff.  
 
HEY247 our learning management system is still due to be upgraded and will enable us to use and 
manage training data better between ESR and HEY247.  This will allow the Trust to share 
information with other trusts ‘portable data between trusts’. The Trust has also signed up to the 
Core Skills Training Framework (CSTF) from Skills for Health and anyone transferring with training 
accredited to these standards will not have repeat the training already completed. This has many 
benefits for the Trust and staff and in particular our Junior Doctor rotations. Unfortunately, the roll 
out is delayed (not by us) and us due now to go live in September 2021.  
 
11.  Recommendations 
The Trust Board is requested to note the content of the report and provide any feedback.  
 
 
Officer to contact: 
Simon Nearney     
Director of Workforce and OD 
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Report to the Board in Public 

Workforce Education and Culture Committee 
June 2021 

Item: Guardian of Safe Working Report Level of assurance gained: Reasonable 
31 exception reports were submitted within this quarter for missed self-development time. 
This issue has also been raised at the Junior Doctors Forum. There was also a discussion around e-Rostering and some departments using paper rotas 
rather than the system. 
 
Item: Medical Undergraduate Progress Report Level of assurance gained:  Good 
Dr Hepburn presented the report and highlighted the partnership with the Medical School and the increase in students from 47 to 76 in year 3. Additional 
consultants and tutors were scoping out programmes to incorporate the increase. 
 
Item: People Performance Report Level of assurance gained: Reasonable 
The vacancy position was 6.9% which was reasonable although there were some challenges in some specialities.  
 
The SAS vacancy position was 35% and a data cleanse was being carried out.  
 
Turnover was 11.4% and this included the temporary workforce.  If this was removed the figure was 9.2% against the target of 9.3%. 
 
The Trust is currently meeting the Trust target and when compared with the percentage sickness in Acute Teaching Hospitals is ranked 14th out of 38 
Trusts (NHS Digital). Additional Clinical Services (5.37%), Estates and Ancillary (4.76%), Medical & Dental – SAS (4.85%) and Nursing and Midwifery 
Registered (4.31%) are above the Trust target.  
 
The Trust is 10.4% below the target for AfC staff appraisals and 54.2% below the target for Consultant/SAS appraisals. The Trusts performance in the 
appraisal targets has been impacted by the Covid 19 pandemic.  
 
Item: Nursing and Midwifery Staffing Report Level of assurance gained: Good 
There were 107 Registered Nurse vacancies but the Trust had 126 student nurses registering in the Autumn.  The Trust would be in a good establishment 
position going into Winter and a piece of work around bed modelling was ongoing to ensure the staffing levels were appropriate.   
 
Item: Staff Support during Covid Level of assurance gained: Good 
A multi-disciplinary team was being created to support staff which included: occupational health, pastoral team, the psychologist and the practice nursing 
team. It was suggested that a Junior Doctor representative be on the MDT. 
 
The Great Leaders course was still popular and managers were also using the 1:1 support offered.  Wellbeing conversations would be added into the 
appraisal process and this would be launched officially on 5 July 2021.  
 
The Schwartz Rounds steering group has been running successful for 3 months and has supported the operationalisation of Team Time at HUTH.  
 
Item: Freedom to Speak Up Report Level of assurance gained: Good 
The new Head of Freedom to Speak up attended the meeting to give an update regarding the new improved service, work with the Communications team to 
promote the service and the plan for Freedom to Speak Up Champions. 
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 

TRUST BOARD: TUESDAY 13th JULY 2021 

FINANCIAL UPDATE - 2021/22 MONTH 2 

1. Purpose of Paper 
  
 To inform the Trust Board on the month 2 reported financial position and forecast to 

end of September 21 (H1). 
 
2. Background  

 
NHSEI has issued official planning guidance that sets out the details of the finance and 
contracting arrangements for the six-month period from 1st April 2021 to 30th 
September 2021 (H1). 
 
The Trust has set a target plan of a deficit of £1.7m for the H1 period. The overall 
Humber, Coast and Vale ICS position is break-even. The initial plan submission did 
not include any expected income or expenditure from the Elective Recovery Fund 
(ERF). NHSEI have now amended national guidance and a revised plan has been 
submitted week commencing 21st June 21. This does not change the bottom line Trust 
plan, which remains at £1.7m deficit but now includes an assumption of £7.5m ERF 
income and expenditure. 
 
Details on H2 (October 21 – March 22) are still to follow. 
 

3. Month 2 Reported Position 
 
The Trust has reported that it has a deficit of £0.2m in line with the plan at month 2. 
 

4. Income Variances  
 
Overall Trust income is £5.7m above the initial plan. This includes £2.5m of elective 
recovery income, which will be included in the revised plan referenced above from 
month 3.   We are not expecting to have the funding confirmed relating to ERF until at 
least 2-3 months after each month end as the calculation uses the Trust’s SUS 
“freeze” submissions and assesses the overall ICS position.   As a working assumption 
for month 2, providers were advised to use 2/6s of planned allocation of £7.5m.   
 
The Trust is also expecting to receive £3.2m of additional income to offset costs of 
vaccination programme (£2.5m), testing (£0.4m) and deployment of final year nursing 
students (£0.3m). These are all in line with NHSEI guidance and are outside of the 
current block envelope. 
 
The Trust is £1.7m above plan for pass through income to offset the costs of high cost 
drugs and devices. 
 
The Trust is £0.9m below plan at month 2 on the receipt of income from the Salix 
grant. This is a phasing issue and the full income is expected to be received. 
 
Other income is also slightly below plan in research and development and training and 
education but again these are due to phasing issues and are matched by reductions in 
expenditure. Car parking income has recovered better than expected and is £0.1m 
above plan. 



5. Expenditure Variances 
 
All health groups are struggling to identify recurrent CRES schemes and this remains a 
challenge for the Trust. There is an opportunity through the elective recovery fund to 
support the programme if additional work can be undertaken below funding levels.   
Costs have been assumed to match the income at this stage, for prudency whilst the 
full extent of the costs of the additional work (both internally and via outsourced 
contracts) is assessed.  This included an expenditure accrual of £1.4m within the 
month 2 position. 
 
£2.9m of Covid19 funding was built into the plan for H1 (Including cleaning costs, 
psychology support posts, home working and lost income). On top of this, a further 
£0.7m has been spent in the first 2 months of H1. Work is ongoing to confirm the 
expected recurrent cost of Covid19, including its impact on the bed base. 
 

6. Forecast Outturn (Months 1-6) 
 
The Trust is currently forecasting that it will achieve its plan of £1.7m deficit for H1.  As 
noted above this will also include building up a reserve to support the H2 position. 
 

7. Capital 

The reported capital position at month 2 shows gross capital expenditure of £2.2m 
against the plan of £5.4m, resulting in a variance of £3.2m. The main areas of variance 
relate to the profiling of the Salix and UEC schemes and will fully catch up during the 
year.  Other main variances relate to the applications made for emergency PDC to 
support the theatre replacement scheme and Gamma Camera replacement scheme, 
which are agreed within the ICS CDEL limit.  

The forecast capital expenditure for 2021/22 (incl PFI/IFRIC12 impact) is £58.1m and 
is in line with the plan; this includes assumptions on the Trust receiving PDC 
allocations relating to Urgent & Emergency care Business Case (£16.4m); Theatre/3rd 
floor redevelopment (£5m); Digital Aspirant (£1.5m) and Gamma Camera (£1.5m). The 
PDC Applications for Theatres and the Gamma Camera replacement have been 
submitted to the local ICS Finance team for review and approval. 

8. Recommendations 
 
The Trust Board is asked to note the following: 
 

a) The year to date deficit of £0.2m in line with plan. 
 

b) The assumption that costs of elective recovery match the income assumption 
of £2.5m at month 2. 
 

c) The H1 forecast of a deficit of £1.7m in line with plan. 
 

Stephen Evans 
Deputy Director of Finance 
July 2021 
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1 RECOMMENDATIONS  
The Board is asked: 

• to note the findings of this report, which should be regarded as a baseline for future 
reports 

• to support the development of a coherent strategy for the medical workforce and its 
support by non-medical practitioners and other staff. 

 

 

 

2 KEY PURPOSE:  

Decision  Approval   Discussion  
Information  Assurance  Delegation  

3 STRATEGIC GOALS:  

Honest, caring and accountable culture   
Valued, skilled and sufficient staff  

High quality care  
Great local services  
Great specialist services  
Partnership and integrated services  
Financial sustainability   

4 LINKED TO:   

 

 

 

 

 

 

 

 

 

CQC Regulation(s):   

W2 – Governance Framework – Quality, performance and risks are understood 

 Assurance Framework  

Ref: BAF 2 Staffing 

Raises Equalities 
Issues?  N 

Legal advice 
taken?  N 

Raises sustainability 
issues?  N 

5 BOARD/BOARD COMMITTEE  REVIEW   

The report is received annually by the Trust Board. 
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ANNUAL REPORT ON ROTA GAPS AND VACANCIES: DOCTORS AND 
DENTISTS IN TRAINING  
Executive summary 

This paper provides an annual summary of gaps and exception reports received by the 
department for each quarter at Hull University Teaching Hospitals NHS Trust, together with a 
plan to improve these gaps. 

The Guardian of Safe Working is responsible for monitoring the safe working hours of junior 
doctors and issues relating to working hours, service support and missed education / training 
opportunities. Professor Mahmoud Loubani started in the role as Guardian of Safe Working 
from September 2020. 

The main reason for submitting an exception report relates to staff shortages 
(gaps/sickness/leave/COVID related absence) and increased workload. Other reasons for 
working over include for the interest of patient care and patient safety. Exception reports 
have also been submitted for lack of support and missed educational / training opportunities.  

The Board should regard this paper as a baseline for future work, and is requested to 
support the development of a coherent strategy for the medical workforce. 

Introduction 

This report provides a summary of information from April 2020 – March 2021.  

High level data (As of 31 March 2021) 

Number of doctors / dentists in training (total): 562 (562 March 2020) 

Number of doctors / dentists in training on 2016 TCS (total): 561.4 (527 March 2020) 

Annual vacancy rate among this staff group:    94.37% 

Annual data summary 

The following table lists all vacancy gaps among the medical training grades (including trust 
doctors) during April 2020 – March 2021.  This is a combined summary of the data from the 
previous four quarterly reports. This information is shown for the departments where Rota 
gaps have been identified. 
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Summary of Rota gaps and vacancies. 

HG Dept Grade Q1 Q2 Q3 Q4 
Average Gaps 
FTE 

Number of 
shifts uncovered 
(over the year) 

Average no. 
of shifts 
uncovered 
(per week) 

Clinical 
Support 

Academic, Community, GP and Psych 
F1 

               
-    

          
1.00  

               
-    

               
-    

16.20 0 0.00 

F2 
        
10.00  

               
-    

               
-    

               
-    

GPSTR 
        
16.00  

          
8.60  

        
14.60  

        
14.00  

ST           
0.60  

               
-    

               
-    

               
-    

Medicine 

Acute Medicine 
F2 

               
-    

          
2.00  

          
1.00  

          
2.00  

1.55 319 6.13 ST 
          
1.00  

          
0.20  

               
-    

               
-    

Surgery 

Anaesthetics 
CT/ST1-2 

          
7.00  

               
-    

               
-    

               
-    

6.28 0 0.00 

F1 
               
-    

          
1.00  

          
4.00  

               
-    

F2 
               
-    

          
2.00  

               
-    

               
-    

ST 
               
-    

          
2.26  

          
3.27  

          
5.59  

F&W 

Breast Surgery 
CT/ST1-2 

               
-    

               
-    

               
-    

          
1.00  

3.63 0 0.00 

F1 
               
-    

          
1.00  

          
2.00  

          
2.00  

F2 
               
-    

          
2.00  

               
-    

               
-    
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ST 
               
-    

          
2.26  

          
3.27  

          
1.00  

Medicine Cardiology 

GPSTR 
               
-    

               
-    

          
1.00  

               
-    

1.25 93 1.79 ST 
          
4.00  

               
-    

               
-    

               
-    

Surgery Cardiothoracic Surgery 

ST 
          
2.00  

               
-    

               
-    

          
3.00  

1.25 0 0.00 F2 
               
-    

               
-    

               
-    

               
-    

Clinical 
Support Chemical Pathology ST 

          
2.00  

          
2.00  

          
2.00  

          
2.00  2.00 0 0.00 

F&W Dermatology GPSTR 
               
-    

               
-    

          
1.00  

          
1.00  0.50 0 0.00 

Medicine 

Elderly Medicine 
F1 

               
-    

               
-    

          
1.00  

          
1.00  

4.55 69 1.33 

F2 
               
-    

               
-    

          
1.00  

          
1.00  

GPSTR 
               
-    

               
-    

          
7.00  

          
7.00  

ST 
               
-    

               
-    

          
0.10  

          
0.10  

Emergency 
Care 

Emergency Medicine 
CT/ST1-2 

          
2.00  

               
-    

               
-    

               
-    

6.25 265 5.10 

F2 
               
-    

          
1.00  

               
-    

               
-    

GPSTR 
          
4.00  

          
6.00  

          
6.00  

          
6.00  

Medicine 

Endocrinology 
F1 

               
-    

               
-    

          
0.40  

          
0.40  

0.45 8 0.15 ST 
               
-    

          
1.00  

               
-    

               
-    
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F&W 

ENT 
CT/ST1-2 

          
1.00  

               
-    

               
-    

               
-    

1.50 50 0.96 

GPSTR 
               
-    

               
-    

          
1.00  

          
1.00  

ST 
          
1.00  

               
-    

               
-    

          
2.00  

Surgery Gastroenterology CT/ST1-2 
               
-    

          
2.00  

               
-    

               
-    0.50 0 0.00 

Surgery 

General Surgery 
CT/ST1-2 

               
-    

          
4.00  

          
4.00  

          
4.00  

10.39 213 4.10 

F1 
               
-    

          
5.00  

               
-    

               
-    

ST 
               
-    

          
9.29  

          
7.26  

          
8.00  

Clinical 
Support  

Haematology 
CT/ST1-2 

               
-    

               
-    

          
1.00  

          
1.00  

3.24 9 0.17 

F1 
               
-    

               
-    

          
1.00  

          
1.00  

ST 
               
-    

          
2.32  

          
3.32  

          
3.32  

Clinical 
Support 

Histopathology 
ST 

          
3.00  

               
-    

               
-    

          
4.00  1.75 0 0.00 

Clinical 
Support 

Infectious Diseases 
CT/ST1-2 

               
-    

               
-    

               
-    

          
1.00  

3.25 351 6.75 

F2 
               
-    

          
2.00  

          
2.00  

          
2.00  

ST 
          
3.00  

               
-    

          
2.00  

          
1.00  

Surgery 

Lower GI Surgery 
CT/ST1-2 

          
1.00  

               
-    

               
-    

               
-    

0.75 0 0.00 ST 
          
2.00  

               
-    

               
-    

               
-    
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Medicine 

Neurology 
CT/ST1-2 

               
-    

          
2.00  

          
2.20  

          
1.00  

1.60 13 0.25 ST 
               
-    

          
1.20  

               
-    

               
-    

Surgery Neurosurgery  

CT/ST1-2 
          
2.00  

               
-    

          
4.00  

          
6.00  

3.25 29 0.56 F1 
               
-    

               
-    

          
1.00  

               
-    

F&W Obstetrics & Gynaecology GPSTR 
               
-    

          
4.00  

          
4.00  

          
4.00  3.00 0 0.00 

Clinical 
Support Oncology GPSTR 

               
-    

          
4.00  

          
4.00  

          
4.00  3.00 63 1.21 

F&W Ophthalmology ST 
               
-    

               
-    

          
3.00  

          
3.40  1.60 1 0.02 

Surgery 

Oral & Maxillofacial 
F2 

               
-    

          
4.00  

          
4.00  

          
4.00  

5.25 0 0.00 ST 
               
-    

          
3.00  

          
3.00  

          
3.00  

F&W 

Paediatric Neonatal Medicine 
CT/ST1-2 

          
3.00  

               
-    

               
-    

          
0.62  

1.48 30 0.58 ST 
               
-    

          
0.41  

          
1.88  

               
-    

F&W 

Paeditaric Surgery 
CT/ST1-2 

          
1.00  

          
1.00  

          
1.00  

               
-    

1.00 21 0.40 ST 
          
1.00  

               
-    

               
-    

               
-    

F&W 

Paediatrics 
CT/ST1-2 

          
4.00  

          
5.00  

          
5.00  

          
8.00  

9.61 292 5.62 

F1 
          
2.00  

          
2.00  

          
1.00  

          
1.00  

F2 
               
-    

               
-    

          
1.00  

          
1.00  
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GPSTR 
               
-    

          
2.00  

          
2.00  

          
2.00  

ST 
               
-    

               
-    

               
-    

          
2.43  

Clinical 
Support Palliative Care  GPSTR 

               
-    

          
2.00  

          
2.00  

          
2.00  1.50 0 0.00 

Surgery Plastic Surgery CT/ST1-2 
          
1.00  

          
1.00  

          
1.00  

               
-    0.75 2 0.04 

Clinical 
Support 

Radiology 
F2 

               
-    

               
-    

               
-    

          
1.00  

6.60 0 0.00 ST 
               
-    

          
8.89  

          
9.29  

          
7.20  

Medicine Renal Medicine ST 
          
1.00  

               
-    

               
-    

               
-    0.25 0 0.00 

Medicine 

Respiratory 
F2 

               
-    

          
1.00  

               
-    

               
-    

1.75 14 0.27 

GPSTR 
               
-    

          
2.00  

          
2.00  

               
-    

ST 
          
1.00  

               
-    

               
-    

          
1.00  

Medicine 

Rheumatology 
GPSTR 

               
-    

          
2.00  

          
2.00  

               
-    

2.10 32 0.62 ST 
          
2.00  

               
-    

               
-    

          
2.40  

Medicine Stroke Medicine ST 
          
1.00  

               
-    

          
1.00  

          
1.00  0.75 86 1.65 

Surgery 

Trauma & Orthopaedics 
F2 

          
1.00  

               
-    

               
-    

               
-    

1.00 75 1.44 

GPSTR 
               
-    

               
-    

               
-    

          
1.00  

ST 
          
2.00  

               
-    

               
-    

               
-    
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Surgery 

Upper GI Surgery 
CT/ST1-2 

          
3.00  

               
-    

               
-    

               
-    

2.00 0 0.00 ST 
          
5.00  

               
-    

               
-    

               
-    

Medicine 

Urology 
CT/ST1-2 

          
1.00  

               
-    

               
-    

               
-    

0.50 30 0.58 ST 
          
1.00  

               
-    

               
-    

               
-    

Surgery Vascular Surgery ST 
               
-    

          
1.20  

          
3.00  

          
2.11  1.58 8 0.15 

 

The board has received quarterly updates throughout the year on the gaps across the different specialties and grades. 

There are consistent gaps in the following departments:  

• Academic, Community, GP and Psychiatry – This has a small impact on the Trust as these doctors do not contribute to the Trusts rotas. 
• Anaesthetics – This is managed centrally in line with the departments CLW system. 
• Breast Surgery – Provides cross cover to Acute and general surgery.  
• Paediatrics – The department have a high number of LTFT doctors. The HG are picking up the issues relating to gaps in Paediatrics. 

 
The reason for these gaps could be due to deanery and trust doctor vacancies. To address these gaps, recruitment is taking place / has recently 
taken place in the following areas:  

• Acute Surgery – recruitment for CT level currently in process. 
• Trauma and Orthopaedics’ – F2 post recently advertised.  
• Paediatric Surgery – recruitment for ST3 in process. 
• Cardiothoracic Surgery - 2 x F2 doctors due to start in June. 
• Gastro – Interviews recently taken place to appoint IM doctor. 
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Summary of exception reports. 

There have been a total of 402 exception reports that were submitted between March 2020 - 
April 2021.  

 

At HUTH COVID cases seemed quite low during the first wave compared to other Trusts 
across the region and UK.  However, Hull University Teaching Hospitals saw higher than 
expected COVID patient numbers during the second wave (sept – November) and again in 
January 2021. Staff shortages have been significantly higher than average during this time 
due to COVID related sickness. The extra workload has led to junior doctors working over 
their rostered hours.  

The main type of reports continues to relate to doctors working over their rostered hours. 
Junior doctors can receive time back or payment for these types of exceptions so they are 
more likely to raise this type of report. Other reasons for exceptions include missed training 
opportunities.  

Missed self-development time is a subject of importance to our doctors in training and is 
discussed regularly at the JDF. We started to receive these type of exception reports from 
September 2020.  



10 
 

 

Anaesthetics received the highest number of exceptions in Quarter 1. These reports were 
raised by one trainee on one day for exceptions that occurred between October 2019 to 
June 2020. These reports relate to missed breaks and the completion of portfolio work in the 
trainees own time in addition to extra pressures at the start of the COVID19 Pandemic. 

Within this quarter, the number of exception reports were significantly lower than usual due 
to the COVID-19 Pandemic. Education and training time was mostly suspended so junior 
doctors were advised not to exception report for educational activity until training was 
introduced back in to their programme. There was also an expectation that extra hours 
would be worked consistently so reports of this kind were also reduced but Doctors in 
Training were not disadvantaged financially due to agreed pay protection arrangements in 
place.  

There were many changes to Medicine rota patterns to support the Trust during the 
Pandemic. The COVID Medicine rota’s received 10 exception reports due to staff shortages 
which resulted in doctors having to stay late to cover the extra workload. 

The establishment report for this quarter was based on the previous quarterly report. A more 
accurate record was unable to be provided due to a significant number of changes that were 
made to support the Trusts response to COVID which included the redeployment of doctors 
to support busier areas.  
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Exception reports started to increase again following the first wave of COVID. Elderly 
Medicine received the highest number of exception reports within this quarter. The main 
reason for raising a report was due to doctors working over their rostered hours. The root 
cause includes staff shortages and lack of support from phlebotomy.  

Concerns regarding lack of support from Phlebotomy services was also raised at the Junior 
Doctors Forum across different specialties. 
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Gastroenterology received the highest number of reports within this quarter. The main 
reason continues to relate to working over rostered hours due to staff shortages and high 
workload. Staff sickness levels were much higher than average due to COVID related 
sickness.  

Junior Doctors continue to raise reports regarding the lack of support from Phlebotomy 
services which increases the workload for junior doctors.  
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Elderly Medicine received the highest number of reports in this quarter. The main reason for 
exception reporting includes missed self-development time and working extra hours due to 
staff shortages and increased workload.  
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Summary of Fines 

The trust has incurred 13 fines which total the amount of £4,275.31. This includes £1,603.1 
paid to the doctor and £2,672.21 to the Guardian of Safe Working.  

The decision on how the Guardian of Safe working budget is used is discussed and agreed 
by the JDF. As 2020 was a very difficult year for Junior Doctors, the Co-chair of the JDF 
arranged a prize giveaway. Local businesses donated prizes and a £75 amazon voucher 
was purchased out of the GoSW pot. Previously a sofa had been purchased for the Junior 
Doctors Mess. The account balance as of March 2021 totals: £4,173.62. 

The following fines have been issued (April 20 – March 21):  

Quarter 1 

• An ST5 trainee working in Obstetrics & Gynaecology worked an additional 2 hours 
over on 29 April due to an increased workload. This led to a breach of the maximum 
13 hour shift and minimum 13-hour rest rules. 

 

Quarter 2 

• A CT2 trainee worked over by 30 minutes to help with on call duties. This led to a 
breach to 13 hour shift and minimum 11 hours’ rest rules on two occasions. 

 

Quarter 3 

• Vascular Surgery received 3 fines due to not being able to cover the 10am -10pm 
shift which resulted in a FY1 staying to cover the gap on three occasions. This led to 
a breach to the 13 hours shift rule. The 10am – 10pm shift is difficult to cover with 
locums so if a doctor stays late to cover the gap it will result in a breach and fine.  
This was a work schedule review following receipt of exception reports. Medical 
Staffing met with the department to discuss the rota issues. It was agreed that 
improvements could be made to the rota by changing the timings of the long day and 
night shifts. This would also bring the rota’s more in line with the rest of the 
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department. Medical Staffing worked with the department to run these changes 
through the system. The changes were not agreed by all doctors in the department 
due to the effect on pay and it was decided to implement the changes for August 
2021. This will be discussed at the JDF in May 21. 

• Renal Medicine received a fine due to a CT trainee working over their rostered hours 
due to an increase in workload, exceeding the 13 hours shift rule.  

• A fine was issued to the Medicine HG due to a FY2 staying late to cover a gap on the 
COVID mega rota. This also exceeded the 13-hour shift rule. 

• A CT2 trainee worked 4.75 hours over to assist with a case. This breached the 13 
hours shift and minimum 11 hours’ rest rule. 
 

Quarter 4 

• FY2 trainee in Elderly Medicine worked 2.5 hours over due to a staff sickness. This 
led to a breach in 13 hour shift and 11 hours’ rest.  

• CT2 trainee working the COVID Mega rota worked over 1.25 due to staff shortages. 
This exceed the 13-hour shift rule.  

• FY2 in Orthopaedics worked over 1.5 due to staff shortages. This resulted in a 
breach to max 13 hour shift and minimum 11 hours’ rest rule. 

• FY1 in Upper GI worked 1.5 hour over due to busy workload. This breached 
maximum 13 hour shift and minimum 11 hours’ rest. 

 

Multiple fines were issued for multiple breaches. Evidence is required via exception reporting 
to highlight breaches / unsafe working hours.  

Junior Doctors Forum (JDF) 

JDF takes place on the second Friday of each month. Trainees across the trust in all 
specialties are invited to attend to represent their colleagues and the forum is currently well 
represented by the Junior Doctors. The purpose of this meeting is to allow juniors to raise 
and highlight any concerns or issues that the juniors are currently facing as well as 
discussing any trends or patterns highlighted via exception reports. 

The Guardian of Safe Working and Director of Medical Education have held twice-weekly 
drop in sessions in addition to the JDF, providing extra support to Junior Doctors during the 
pandemic. 

There have been many rota changes that have taken place to support the busier areas 
during the pandemic. Discussions have taken place at the JDF to ensure all doctors have 
been involved in decisions affecting their rota patterns. 

Actions taken to resolve issues 

In order to ensure the Trust is complying with the Junior Doctors terms and conditions, it is 
important that all departments are using the eroster system fully. This allows the Guardian of 
Safe Working to monitor the working hours. When an exception report has been submitted 
for the difference in hours of work; eroster is updated to reflect the actual hours worked. 
Eroster then automatically flags up any rules that have been broken. At the moment we are 
unable to ensure departments not using the system fully are following the T&Cs. The 
department of Anaesthetics uses a separate rota system called CLW. A meeting has taken 
place with the Anaesthetics department to discuss how we can ensure the department are 
complying with the T&C’s. There are plans for Medical Staffing to meet with the secretaries 
within the Anaesthetics department to gain a better understanding of how the rota system 
works.  
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The lack of support from Phlebotomy services continue to be highlighted as an issue via 
exception reporting and from trainee feedback raised at the Junior Doctors Forum. This may 
result in overtime payments for doctors working late to cover the extra workload. The time 
spent taking bloods also takes the junior doctors away from educational / training 
opportunities. Dan Carradice is working on a new business proposal to address this issue. 
 
There were 31 reports that were submitted within this quarter for missed self-development 
time. This issue has also been raised at the Junior Doctors Forum. Trainees are expected to 
receive this time within their working week to complete the requirements of their ARCP. SDT 
has been in place for GP and the majority of higher trainees for some time and was 
implemented for Foundation Doctors in August 2020. There has been some confusion 
regarding SDT and consistency across all departments is important. Miss Cattermole, 
Director of Medical Education is writing a paper with Finance to be presented to the Exec 
team. 
 
There is a process in place to chase supervisors for the completion of exception reports. 
There is a system automated email that is issued to the supervisor at the time a report is 
submitted followed by up to 3 chaser emails. Each email is escalated to an increasing 
number of senior people. There are also monthly reports submitted to each HG with details 
of the exceptions that have occurred and the status of the reports. However, there are still 
many reports that remain outstanding. 
 

Questions for consideration 

The Workforce, Education and Culture meeting has requested to receive this report and 
decide if the report provides sufficient information and assurance and decide if any further 
information / actions are required. 
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 
 

DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) 
 

ANNUAL REPORT 2020-21 
 

1 PURPOSE OF THE REPORT 

This report provides an overview of the work done in accordance with the Infection 
Prevention and Control Plan during the financial year 2020-21.  It is a record of the Trust’s 
activity and achievements in preventing healthcare associated infection, and in managing 
infectious diseases more generally. It also describes areas where improvement is needed.   

2 BACKGROUND 

This report is required by the Code of Practice for the Prevention and Control of Healthcare 
Associated Infection contained in the Health and Social Care Act 2008. 

3 INFECTION PREVENTION & CONTROL ARRANGEMENTS 

Greta Johnson is the Trust Director of Infection Prevention and Control (DIPC)/ Lead 
Nurse and was responsible for leading and managing the Trust’s Infection Prevention and 
Control (IPC) plan during 2020-21. Beverley Geary, Chief Nursing Officer, had executive 
responsibility for infection prevention and control during 2020-21. During 2020-21 the role of 
Infection Control Doctor was facilitated by Dr Debbie Wearmouth, Consultant 
Microbiologist from the 1st November 2020. During 2020-21, the Infectious Diseases (ID) 
team scoped the need for ongoing recruitment to the service but appreciated this would 
prove challenging during the pandemic, therefore active recruitment is to take place in the 
first quarter of 2021/22 for an additional ID Consultant. The DIPC/Lead Nurse for the 
Department of Infection is responsible for the infection prevention & control team and 
Infectious Diseases specialist nurse teams. 

During April 2020, the DIPC and CNO restructured the meetings held to discuss all matters 
related to infection prevention & control. The previous Infection Reduction Committee 
(IRC) which met monthly was replaced with the Strategic Infection Reduction Committee, 
capitalising on the Command structure put in place to manage the Trust’s COVID-19 
response, under the chairpersonship of the DIPC.  This meeting met bi-monthly initially and 
towards the end of the financial year increased to meeting monthly. The SIRC is a 
performance management and assurance committee, responsible for holding the Health 
Groups and Directorates to account for their performance in preventing and managing 
healthcare associated infections/ infectious diseases, and providing information and 
assurance to the Trust Board that all issues relating to infection prevention and control 
governance are being managed safely and effectively.  Attendance by the senior HG 
representatives has been good, and most meetings are quorate, mainly led by senior 
nurses, although medical directors have attended but not consistently. 

The Infection Prevention and Control Committee (IPCC) met bimonthly and was replaced 
by the Operational Infection Reduction Committee (OIRC), meeting monthly.  During 2020-
21 this committee was chaired by the Senior Infection Prevention & Control Nurses or the 
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DIPC. The Committee is a forum for the Health Groups to demonstrate their compliance with 
Trust and national policies and procedures, and to share good practice.  Attendance by the 
senior HG representatives has been good, and most meetings are quorate. The OIRC is an 
expert advisory body, with the core role of providing advice to the Trust Board and Health 
Groups on issues pertaining to infection management (including the structure and 
governance of the infection prevention and control team).  The Committee has 
representation from each Health Group, from the IPC team, from the Department of 
Infection, from Occupational Health, from the Estates & Facilities Directorate, from the 
Sterilisation and Decontamination Unit, and from Pharmacy.  It reports to the SIRC.  The 
OIRC has responsibility for guiding Infection Prevention and Control activity within the Trust, 
interpreting external guidance and instruction, and providing the Chief Executive with 
relevant information and advice.  It also advises the Trust on its statutory requirements in 
relation to Infection Prevention and Control and the decontamination of medical and surgical 
equipment. 

The clinical IPC team is composed of an Infection Prevention and Control Doctor, specialist 
Infection Prevention and Control nurses, and supporting secretarial and administrative staff. 
The nursing team is managed by the Lead Nurse for the Department of Infection and for the 
period covered by this report consisted of 2.0 WTE band 7’s, 3.0 WTE band 6 and 1 WTE 
band 5 IPC Nurses, supported by a secretary and a part-time administrative assistant.  The 
national recommendation is for 1 nurse per 250 acute beds (as part of a fully supported 
team); 83% of English NHS Trusts achieve this figure.  Advertisement of IPC posts and 
recruitment during 2020-21 continued, which at times was challenging due to the Pandemic, 
a theme experienced by other organisations over the same time period. A further 1.0 WTE 
band 6 nurse was recruited during 2020-21, starting in post on the 1st April 2021. A post 
became vacant due to movement of staff, 1.0 WTE Band 7, providing an opportunity to 
pursue a further restructure of the service, including a 1,0 WTE Band 8a Matron post with 
the latter part of the financial year finalising the job description and person specification.  
Continuing to delivering an effective IPC proactive and reactive service has developed 
further during 2020-21 with support from the Infection Control Doctor, Consultant 
Microbiologist, Infectious Diseases Consultants, Corporate Nursing team and site team. 
There is currently no system analyst, data manager, or epidemiological support for the team.   

The Department of Infection clinical team includes 8 (5.7 WTE) Consultant Infectious 
Disease physicians, 2 Consultant Microbiologists (2 WTE), 1 Virology Consultant Clinical 
Scientist and 1 trainee Consultant Clinical Scientist in Medical Microbiology. In addition, the 
team is also supported by at least 5 ID/ Microbiology registrars. The nursing team consists of 
Specialist Nurses in HIV (1.8 WTE), viral hepatitis (4.0 WTE), sepsis (2.0 WTE), and 
Outpatient Antibiotic Therapy (3.2 WTE), as well as a team of ward-based nurses managing 
the infectious disease ward at Castle Hill Hospital (CHH).  

4 OTHER RELEVANT COMMITTEES 

The Trust has specific committees responsible for decontamination and for water safety.  
These committees have representation on the Operational Infection Reduction Committee 
(OIRC), and report to SIRC.  There have been previous concerns about frequency of 
meetings but attendance was impacted during 2020-21 by the pandemic.  The chair of the 
Water Safety Committee, which is a mandatory institution, saw an improvement in 
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attendance by Health Groups and Fresenius Renal Unit. The Water Safety Committee has 
also benefitted from the continuation of input from an Authorising Engineer for water safety. 
Water safety issues are also reviewed regularly by both the SIRC and OIRC. 

The Trust’s designated Board level Decontamination Lead (as required by the Health and 
Social Care Act) is the Director of Estates, Facilities & Development supported by the 
Surgical Health Group Medical & Nursing Directors.  

5 THE WIDER INFECTION PREVENTION TEAM 

In addition to the core clinical IPC team (DIPC, Infection Control Doctor, IPC nurses, etc.) an 
increasing number of other clinicians are being recruited to support the Trust’s efforts. 

The Infection Prevention and Control Link Practitioners act as a resource for good infection 
prevention practice within their clinical areas. Study days, which are facilitated by the 
Infection Prevention and Control Team (IPCT), are normally held twice a year to disseminate 
new information and guidance but due to the COVID-19 pandemic this was not possible. 
However, during 2020-21 Link Practitioners continued to be supported by the IPCT to be 
proactive in implementing guidance both existing and new within their workplace.   

Access to infection prevention and control information can also be obtained from the Trust 
Pattie page and via the Trust’s global email address Ask Infection, facilitated by the both the 
IPC team and Infectious Diseases consultants. During 2020-21, a global IPC team email 
address was available for staff to access and email the team with queries, concerns and/or 
requests for advice or assistance.  

6  SURVEILLANCE OF HEALTHCARE ASSOCIATED INFECTION 

Public Health England Fingertips data 

PHE produce regularly-updated information on a variety of IPC parameters, benchmarking 
NHS Trusts against other organisations in England (https://fingertips.phe.org.uk/profile/amr-
local-indicators/data). The huge amount of information available can be grouped in various 
ways: the appendices contain spine plots of the performance of the Trust against all other 
acute NHS trusts in England in overall performance on all HAI targets (Appendix 1), in 
antimicrobial prescribing data (Appendix 2), in antimicrobial resistance data (Appendix 3) 
and in other IPC measured initiatives (Appendix 4).  This information represents 2018-19 
data (depending on availability of information) against the NHS initiative targets, HUTH has 
performed at or better than the benchmark in all cases.  For the wider range of HAI targets 
the Trust generally falls between the 25th and 75th centile, but was a significant negative 
outlier for hospital onset Meticillin Sensitive Staphylococcus Aureus (MSSA) blood stream 
infections (BSI) during 2019-20 but in spite of the COVID-19 pandemic, numbers during 
2020-21 remained static. Performance remained good for the antimicrobial prescribing 
targets: the Trust was better than the benchmark value in all criteria, and remained a 
significant (positive) outlier in some areas. 

i  Meticillin resistant Staphylococcus aureus (MRSA) bloodstream infection (BSI) 

The Trust had achieved a year on year reduction in cases of MRSA BSI since reporting 102 
cases in 2005-6 when mandatory surveillance was introduced.  Up until 2013 NHS trusts 
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were set progressively decreasing maximum thresholds for MRSA BSI by the Department of 
Health & Social Care. 

 

Figure 1. MRSA BSI rates in England 2007-2019 in comparison with Hull University 
Teaching Hospitals NHS Trust (red lines indicate introduction of universal screening) 

From 2013-14 the Department of Health & Social Care moved away from a fixed numerical 
target in favour of a policy of ‘zero tolerance of avoidable infection’.  It was accepted, that 
there would continue to be small numbers of infections seen, and that the national aim was 
to reach an ‘irreducible minimum’.  National figures support this contention (Figure 1). The 
numbers of total and Trust-attributed MRSA BSI diagnosed in the Trust for the last 6 years 
are shown in Table 1. 
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Table 1. MRSA bloodstream infection diagnosed in HUTHT 2015-20 

During 2020-21, one Community apportioned case was reported in June 2021 and 
investigated by both the Trust and Commissioning Team with no lapses in practice identified 
with regards the care the patient received whilst admitted to the Trust.  



 

5 | P a g e  

 

There was no other MRSA BSI reported during 2020-21, inclusive of hospital onset cases; a 
significant improvement for the Trust and especially in context with regards the COVID-19 
pandemic. 

Among other measures to try to reduce the number of MRSA BSI, the Department of Health 
in 2010 mandated that all patients admitted to hospital in England must be screened for 
MRSA skin colonisation. This has proved difficult to implement in practice, and the efficacy 
of such universal screening (as opposed to testing patients at higher risk) has always been 
debated.  In 2014 the DH Expert Advisory Group on Antimicrobial Resistance and 
Healthcare Associated Infection (ARHAI) reviewed the available evidence, and 
recommended that all Trusts move from a policy of universal screening to one of selective 
screening of high risk patients. The Trust developed a proforma to assist clinical areas with 
identifying which patients, which areas and when HCAI screening will be completed. To date 
this has not been formally adopted, especially with a continued increase in MRSA 
bacteraemia cases experienced during 2019-20 and the competing priorities experienced 
during the COVID-19 pandemic, therefore, the Trust continues to screen all admissions for 
MRSA on admission. It was hoped that the proforma and preferred option would be 
launched during 2019-20, however, there were impending changes nationally again with 
regards to MRSA screening which at the time of writing this report remain outstanding due in 
part to the COVID-19 pandemic. Opportunities to screen for other HCAI’s, including 
Clostridioides difficile and Carbapenemase producing Enterobacteriaceae (CPE) are taken 
in line with the drafted proforma which the IPCT continue to monitor.   

ii Clostridioides difficile Associated Diarrhoea (CDAD)  

The Trust has participated in the mandatory surveillance of Clostridioides difficile since 2004. 
The Trust was a significant outlier with regards hospital acquired C difficile infection during 
2011-12 with 105 cases of CDAD attributed to the Trust, against a maximum threshold of 60 
set by the Department of Health but following a number of interventions the number of cases 
in 2012-13 fell to 58, and the Trust has maintained a steady improvement in performance 
since then (Figure 2).   

In 2019, the Department of Health and PHE introduced updated CDAD objectives based on 
using CDAD data from 1 April 2018 to 31 December 2018. The changes to the CDI reporting 
algorithm for financial year 2019-20 which included the addition of a prior healthcare 
exposure element for community onset cases, reducing the number of days to apportion 
hospital-onset healthcare associated cases from three or more (day 4 onwards) to two or 
more (day 3 onwards) days following admission has continued during 2020-21. Therefore, 
for 2020-21 cases reported were assigned as follows:  

• hospital onset healthcare associated: cases that are detected in the hospital three 
            or more days after admission (HOHA) 

• community onset healthcare associated: cases that occur in the community (or 
            within two days of admission) when the patient has been an inpatient in the trust 
            reporting the case in the previous four weeks (COHA) 

• community onset indeterminate association: cases that occur in the community (or 
            within two days of admission) when the patient has been an inpatient in the trust 
            reporting the case in the previous 12 weeks but not the most recent four weeks  
           (COIA) 
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• community onset community associated: cases that occur in the community (or 
            within two days of admission) when the patient has not been an inpatient in the trust 
            reporting the case in the previous 12 weeks (COCA) 
 
Acute provider objectives were not published for 2020-21 because of the COVID-19 
pandemic but data was collected utilising these two categories: 

• hospital onset healthcare associated: cases that are detected in the hospital three or 
            more days after admission 
      •     community onset healthcare associated: cases that occur in the community (or within 
            two days of admission) when the patient has been an inpatient in the trust reporting 
            the case in the previous four weeks.  
 
In 2020-2021 there were 47 HOHA and 14 COHA cases reported, taking the total of CDAD 
cases to 58, against a threshold of 80 cases. 
 

 
 
Figure 2. C. difficile rates in England 2007-2019 in comparison with Hull University Teaching 
Hospitals NHS Trust per 100,000 bed-days (PHE Fingertips) 

From 2015-16 there was an opportunity for cases of C difficile for which the commissioners 
agreed that there had been no lapses of care (and the infection was therefore unavoidable) 
would be highlighted and removed from any financial penalty, although still included in the 
total.  The Trust agreed a very strict definition with the commissioners, whereby any 
deviation from Trust or national guidance (even if not necessarily contributory to the 
development of infection) was classed as a lapse of care. Meetings with the Commissioners 
to review CDAD cases were postponed due to COVID-19 but opportunity to discuss HCAIs 
including hospital onset CDAD cases where lapses in practice occurred continued through 
other outbreak meetings set up to discuss COVID-19 activity. 
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Table 2. Hospital onset Clostridioides difficile infections diagnosed in HUTHT 2019-21 

All cases of C difficile infection are subject to a Root Cause Analysis (RCA).  The RCA 
process is led by the senior clinicians (medical and nursing) involved with the care of the 
patient, and supported by the IPC team.  Summary outcomes are presented to the IRC.  In 
most cases there were no significant failures of care apparent that had led to the 
development of CDAD.  One key identified issue for improvement related to antimicrobial 
stewardship and adhering to the Trust antimicrobial prescribing guidance.   

Of note is a slight increase overall of three HOHA cases at year end early indications 
suggest the use of high risk antibiotics such as Cephalosporin’s and Quinolones used to 
treat patients with COVID-19 at the start of the first wave has clearly impacted on acquisition 
of CDAD. Another aspect is reduced ‘in reach’ by the Infectious Diseases team to wards and 
departments, especially at the peaks of the pandemic in the Trust, providing advice on 
prudent antimicrobial prescribing. Active review of cases is facilitated by the IPCT.     

Meticillin sensitive Staphylococcus aureus (MSSA) BSI 

National data show that the general reduction in MRSA BSI has not been mirrored by a fall 
in MSSA bloodstream infection.  This is of concern as the two organisms have similar 
epidemiology and pathogenesis.  The Department of Health therefore introduced mandatory 
surveillance of MSSA bacteraemia from January 2011.   

Benchmarking for MSSA infections is less developed than for MRSA, and the balance 
between healthcare-associated and other infection less clear.  Root cause analysis of MSSA 
BSI cases are completed and reported via the OIRC. There have been year to year 
fluctuations, but during 2020-21 HUTH reported the same rate of infection as experienced 
during 2019-20 it however, remains the one major HAI indicator for which we are 
significantly worse than the national benchmark.  

From a national perspective, rates of Meticillin-Sensitive Staphylococcus aureus (MSSA) 
bacteraemia continued to increase moderately from 2011-12 when the PHE HCAI 
surveillance was introduced. Since the mandatory reporting of MSSA bacteraemia began in 
January 2011 there has been a general trend of increasing counts and incidence rates of 
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cases. The count of all reported cases of MSSA bacteraemia increased by 34.0% from 2,199 
to 2,947 between January to March 2011 and October to December 2020. This was 
accompanied by a 23.7% increase in incidence rate from 16.8 to 20.8 per 100,000 
population. These increases are primarily driven by the increase in community-onset cases. 
Between January 2011 and October to December 2020, the count and the incidence rate of 
community-onset cases increased by 40.4% and 29.6% respectively from 1,464 to 2,055 
cases and from 11.2 to 14.5 cases per 100,000 population. Over the same period, the count 
of hospital-onset cases increased by 21.4% from 735 to 892 cases, while the incidence rate 
increased 41.1% from 8.4 to 11.8 cases per 100,000 bed-days.  

Since the beginning of the COVID-19 pandemic there has been a decrease in all reported 
cases and a contrasting increase in hospital-onset cases. The overall reduction is, in part a 
result of reduced hospital activity, although the increase nationally in hospital-onset cases is 
still under investigation. It is worthy to note that the Trust has not seen an increase in MSSA 
bacteraemia cases, with numbers remaining static at 62 hospital onset cases being reported. 

  

Figure 3. MSSA BSI rates in England 2011 - 2019 in comparison with Hull University 
Teaching Hospitals NHS Trust (PHE Fingertips) 
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Table 3. MSSA bloodstream infection diagnosed in HUTHT 2019-21 

Reasons for the continued relatively high rate of MSSA BSI during 2020-21 are multifactorial 
and relate to a variety of causes including skin and soft tissue infections, ventilator 
associated pneumonia, especially in COVID-19 positive patients and ongoing poor 
intravascular line insertion and care, specifically peripheral vascular devices but thankfully in 
lesser numbers during 2020-21 yet these should be avoidable. During 2020-21, in spite of 
the COVID-19 pandemic the Device Task, Challenge & Finish Group continued to meet to 
understand the systems, processes, products and human factors responsible for increasing 
the risk of infection and mitigating those risks by making it easier for clinical staff to do the 
right thing. Other cases associated with intravenous drug use and chronic ulcers are more 
difficult to address, but further work is needed to investigate why such a high proportion of 
our overall MSSA BSI cases are hospital-apportioned. During 2020-21, focus has primarily 
been working alongside the Surgical Health Group to address concerns with regards a 
number of surgical wards with higher than average MSSA bacteraemia rates. Initial findings 
suggest a correlation with regards the use of central venous access devices and a lack of 
robust evidence to support staff competencies. Additional training was being provided along 
with a Trust wide roll out updated care bundles to improve documentation. In those areas 
where this has been delivered a marked reduction in MSSA bacteraemia has been noted, 
one example of this is on surgical wards where competency training for nurses and medical 
staff alike has resulted increased compliance with care bundles. Community Apportioned 
MSSA bacteraemia cases across Hull & East Riding of Yorkshire during 2020-21 have 
reduced potentially due in part to the reduced footfall of patients accessing treatment and the 
measures taken to reduce the transmission of COVID-19 in the community.   

Escherichia coli bacteraemia 

The national incidence rate of all reported E. coli bacteraemia has increased each year since 
the initiation of the mandatory surveillance of E. coli bacteraemia in July 2011 to the start of 
the COVID-19 pandemic in April to June 2020. This was primarily driven by the increase in 
the rate of community-onset cases. Since the start of the pandemic, the total cases and 
rates and community-onset cases and rates have fallen but are still higher than the start of 
the period. In contrast, the incidence rate of hospital-onset cases has remained relatively 
stable within the same period. 

Between July to September 2011 and October to December 2020, the count of cases and 
the incidence rate of all reported cases of E. coli bacteraemia increased by 12.1% from 
8,275 cases to 9,275 and from 61.8 to 65.4 cases per 100,000 population. Similarly, over the 
same period, the count of community-onset cases increased by 19.1% from 6,279 to 7,479, 
while the incidence rate increased by 12.4% from 46.9 cases per 100,000 population to 52.7. 

Between July to September 2011 and October to December 2020, the count of hospital-
onset cases decreased by 10.0% from 1,996 to 1,796. In contrast, there has been an 
increase in the incidence rate of hospital-onset cases of 0.5% between July to September 
2011 and October to December 2020 from 23.6 per 100,000 bed-days to 23.7. This contrast 
between the change in counts and rates of hospital-onset infections can, in part be 
explained through the reduction of hospital activity as a result of COVID-19 pandemic. 
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When comparing the most recent quarter (October to December 2020) to the same period in 
the previous year (October to December 2019) there is a 13.2% decrease in the count of all 
reported cases from 10,685 to 9,275, while the incidence rate also decreased by 13.2% from 
75.3 per 100,000 population to 65.4. Community-onset E. coli bacteraemia cases decreased 
by 13.9% from 8,690 to 7,479, with the community-onset incidence rate decreasing by the 
same percentage (13.9% from 61.3 per 100,000 population to 52.7. 

Furthermore, hospital onset E. coli bacteraemia cases decreased by 10.0% from 1,995 to 
1,796. However, incidence rate increased by 5.4% from 22.5 to 23.7 per 100,000 bed-days. 
It is important that these figures be interpreted with caution. Since the start of the COVID-19 
global pandemic, the total count and rate of E. coli bacteraemia cases declined due to 
reduced hospital activity but the rate of hospital-onset case has increased compared to the 
previous year. 

In previous years, there is a strong seasonality to the incidence of all-reported E. coli 
bacteraemia cases, with the highest rates observed between July and September of each 
year. Care is required in interpreting 2020 to 2021 as we have seen a reduction in cases and 
hospital activity. 

The Department of Health had announced a formal intention to reduce the incidence of E 
coli bacteraemia by 50% by 2020; this was subsequently reviewed and updated on the 24th 
January 2019 on the Department of Health publication of ‘Tackling antimicrobial resistance 
2019–2024. The UK’s five-year national action plan’. This publication acknowledged the 
complexity of reducing gram negative bloodstream infections but reiterated the need to 
continue work to halve healthcare associated Gram negative BSIs, adopting a systematic 
approach to preventing infections and delivering a 25% reduction by 2021-2022 with the full 
50% by 2023-2024  

The majority of E coli BSI diagnosed in HUTH are the cause of admission rather than being 
hospital-acquired (usually related to urine or gall bladder infections), and are therefore 
considered as ‘non-attributable’ to the Trust.  However a proportion of E coli bloodstream 
infections continue to be acquired in hospital, associated with urinary catheters, wound 
infections, vascular devices, and ventilator-associated pneumonia. Even for the ‘community-
attributable’ bacteraemia the situation is not as straightforward as it may seem, as infections 
developing in the community may be related to a previous admission to hospital.  Although 
surveillance of cases is reported, it is difficult to determine which infections were potentially 
avoidable without robust investigation. Each hospital apportioned case is subject to a review 
by the IPCT and if identified lapses in practice are identified then a root cause analysis 
((RCA) is completed.  



 

11 | P a g e  

 

 

Figure 4. E.coli BSI rates in England 2012 - 2019 in comparison with Hull University 
Teaching Hospitals NHS Trust (PHE Fingertips) 

 

Table 4. E. coli bloodstream infection diagnosed in HUTHT 2019-21 

Klebsiella and Pseudomonas Aeruginosa bacteraemia  

For the operational period 1st April 2019 to 31st March 2020, PHE and NHS England 
required NHS Trusts to continue to report cases of bloodstream infections due to Klebsiella 
species and Pseudomonas aeruginosa. This is to support the government initiative to reduce 
Gram-negative bloodstream infections by delivering a 25% reduction by the financial year 
2021-2022 with the full 50% by 2023-2024, inclusive of E.coli, Klebsiella and Pseudomonas 
Aeruginosa bacteraemia. Klebsiella and Pseudomonas Aeruginosa bacteraemia 
demonstrate similar risk factors as those found with E.coli bacteraemia, with both reported 
for cases of respiratory and urinary tract infections.  

Klebsiella bacteraemia 

Between April to June 2017 and October to December 2020, there was a 23.7% increase in 
the count of all nationally reported Klebsiella spp. bacteraemia cases from 2,348 to 2,905 
and a 20.9% increase in the incidence rate from 16.9 to 20.5 cases per 100,000 population 
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respectively. The count of community-onset cases also increased by 11.8% from 1,678 to 
1,876 cases, while the incidence rate increased by 9.3% from 12.1 to 13.2 cases per 
100,000 population respectively. Over the same period, the count and the incidence rate of 
hospital-onset cases increased by 53.6% from 670 to 1,029 cases and by 75.0% from 7.8 to 
13.6 cases per 100,000 bed-days respectively. The sharp rise in hospital-onset counts and 
rates is a recent development and is currently under investigation by PHE and NHSI. 

Comparing the most recent quarter (October to December 2020) to the same period in the 
previous year (October to December 2019) shows a 1.5% decrease in the count of all 
reported cases from 2,950 to 2,905, with the same decrease in rate from 20.8 to 20.5 per 
100,000 population. Hospital-onset Klebsiella spp. cases have increased sharply by 19.1% 
from 864 to 1,029 corresponding incidence rate increased by 39.5% from 9.7 to 13.6 per 
100,000 bed-days. Community-onset Klebsiella spp. cases decreased 10.1% from 2,086 to 
1,876, with rates decreasing by the same percentage (10.1% reduction from 14.7 to 13.2 per 
100,000 population). 

During October to December 2020, 72.1% (2,095/2,905) of all reported Klebsiella spp. 
bacteraemia were caused by Klebsiella pneumoniae, a decrease from 74.1% in the same 
quarter in the previous year (October to December 2019). Over the same period, the 
percentage of cases caused by Klebsiella oxytoca increased to 17.2% (499/2,905) in 
October to December 2020 from 15.9% in the same quarter in the previous year (October to 
December 2019). 

There is evidence of seasonality to the incidence of all-reported Klebsiella spp. bacteraemia 
cases, with the highest rates observed in July to September of each year. Due to this 
seasonality, trends of Klebsiella spp. and the limited data points available the results need to 
be interpreted with caution. 

Pseudomonas aeruginosa bacteraemia  

Between April to June 2017 and October to December 2020, there was a 10.2% increase in 
the count of all nationally reported P. aeruginosa bacteraemia cases from 1,012 to 1,115 and 
a 7.7% increase in the incidence rate from 7.3 to 7.9 cases per 100,000 population 
respectively. The count and the incidence rate of community-onset cases also increased by 
5.2% from 638 to 671 cases and by 2.8% from 4.6 to 4.7 cases per 100,000 population 
respectively. Over the same period, the count and the incidence rate of hospital-onset cases 
increased by 18.7% from 374 to 444 cases and by 35.3% from 4.3 to 5.9 cases per 100,000 
bed-days respectively. 

Comparing the most recent quarter (October to December 2020) to the same period in the 
previous year (October to December 2019) shows a 0.5% increase in the count of all 
nationally reported cases from 1,110 to 1,115, while the incidence rate increased 0.5% from 
7.8 to 7.9. Hospital-onset P. aeruginosa case counts, like those for Klebsiella spp., increased 
sharply (7.5%) from 413 to 444, which corresponds to an increase in the incidence rate 
increase of 25.9% from 4.6 to 5.9 per 100,000 bed-days. Similarly to Klebsiella spp., the 
underlying causes for these increases other than changes resulting from the pandemic 
response are currently unknown. Community-onset P. aeruginosa cases decreased 3.7% 
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from 697 to 671 per 100,000 population, while the community-onset incidence rate 
decreased 3.7% from 4.9 to 4.7 per 100,000 population. 

There is evidence of seasonality to the incidence of all-reported P. aeruginosa bacteraemia 
cases, with the highest rates observed in July to September of each year. Due to this 
seasonality, trends of P. aeruginosa and the limited data points available the results need to 
be interpreted with caution. 

Tables 5&6. Klebsiella and Pseudomonas aeruginosa bloodstream infections diagnosed in 
HUTHT 2019-2021 
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Figure 4. Klebsiella BSI rates in England 2017 - 2019 in comparison with Hull University 
Teaching Hospitals NHS Trust (PHE Fingertips) 

 

Figure 5. Pseudomonas aeruginosa BSI rates in England 2017 - 2019 in comparison with 
Hull University Teaching Hospitals NHS Trust (PHE Fingertips) 

Surgical Site Surveillance 

The Trust continues to participate in both mandatory and voluntary surveillance of surgical 
site infection: in 2020/21 this included orthopaedic surveillance (hip replacements) and was 
commenced during October to December 2020; in addition, from January 2020 to March 
2020 because of previous concerns raised regarding perceived increase in wound infections 
amongst fractured neck of femur patients, repair of neck of femur fracture surveillance was 
once again undertaken, providing the opportunity to compare year on year figures.  

With regards hip replacement surveillance, the IPCT commenced surveillance on the 1st 
October 2020 but because of increasing numbers of COVID-19 cases during November 
2020, all elective hip replacement surgery was postponed resulting in a significant reduction 
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in identified surveillance cases. IPCT sought advice from PHE Surgical Site Infection 
Surveillance team with regards continuation of this surveillance period and it was decided to 
postpone the surveillance and reschedule for 2021-22.  

With regards repair of neck of femur fracture surveillance completed during January – March 
2021, eighty eight repair of neck of femur operations were surveyed, 1 patient was reported 
to have a superficial wound infection providing the percentage of surgical site infections 
(SSIs) at the Trust at 1.1%, in line with the national hospital SSI rate. These figures remain 
static from the same surveillance period for January to March 2020. At the time of drafting 
the report, the surveillance is awaiting sign off and ratification by the PHE Surgical Site 
Surveillance Service (SSISS).  

8       OUTBREAKS AND RESISTANT ORGANISMS 

The Trust’s policy on outbreaks and incidents of infection was updated during 2020-21 to 
reflect the challenges of COVID-19 and has been followed by the IPC team and respective 
Health Groups.  Incident and Outbreak Control Group meetings have been held where 
necessary to support clinical areas in determining whether an incident or outbreak is 
occurring, ensuring patient safety and preventing onward transmission. The majority of 
outbreaks during 2020-21 have related to COVID-19 and is covered in this report in a 
separate section. 

Diarrhoea & Vomiting/ Norovirus 

During 2020-21, no incidences and/or outbreaks of Norovirus were reported. This was not an 
isolated event but experienced by other Trusts and community settings such as care homes. 
Due in part to the restrictions imposed to tackle the COVID-19 pandemic and the reduction 
of movement of patients, staff and visitors, coupled with improved compliance with IPC 
measures such as hand hygiene.  

During 2020-21, outbreaks of diarrhoea & vomiting (D&V), mainly affecting medical elderly 
wards were reported. In the majority of cases, only bays were affected and following applied 
control measures and sampling, closure was short-lived. In March 2021, ward H8 was 
closed to admissions for 11 days due to an outbreak of diarrhoea and vomiting which was 
protracted and affected a number of patients some of whom became symptomatic within 24 
hours of admission. No causative organisms were detected in spite of numerous faecal 
samples submitted to Microbiology and the likely cause was believed to be condition/ 
medication related requiring further investigation by the medical team responsible for the 
affected patient’s care.   

In accordance with national guidance hospital outbreaks of D&V/ Norovirus were managed 
with partial restrictions but some complete ward closures were necessary.  

Carbapenemase producing Enterobacteriaceae (CPE)  

Infections with multi-drug resistant Gram negative bacteria are becoming increasingly 
common in Britain, and there have been a number of healthcare associated outbreaks 
(including some in other acute trusts in Yorkshire).  During 2020-21 Hull University Teaching 
Hospitals NHS Trust continued to experience imported infected and/or colonized patients, all 
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of whom brought the organism in from elsewhere albeit at lower numbers due to restrictions 
of patient movement imposed by the COVID-19 pandemic.  The Trust continues to identify 
and respond as per the updated national toolkit ‘Framework of actions to contain 
carbapenemase-producing Enterobacterales’ (updated September 2020) on the prevention 
and management of CPE and during 2020-21 met the requirements of the toolkit e.g. 
identifying, screening and managing at risk patients and those with active infection. During 
2020-21 in response to admissions and transfers of patients with CPE and a concern 
regarding the propensity for CPE to survive in healthcare environments, reactive cleaning of 
ward/department areas using Hydrogen Peroxide Vapours (HPV) was conducted where 
patients had been nursed and/or treated. This was invariably needed out of normal working 
hours and conducted by an external company who specialise in HPV decontamination. This 
represents a cost burden to the Trust in the long term with HPV decontamination out of 
hours costing the Trust approximately £25,000.00 excluding VAT for 2020-21. 

Influenza 

Although cases of Influenza were reported during March 2020 there were no further cases 
reported during 2020-21, albeit only three cases reported during November & December 
2020 representing paediatric patients but these were determined as vaccine related and not 
clinical cases of Influenza. 

The influenza vaccination campaign for 2020-21 commenced on the 25th September 2020 
and at year end, 87% of Trust staff involved in providing direct patient care had taken up the 
influenza vaccine a marked increase from previous campaigns. 

During 2020-21, the Microbiology laboratory continued to use molecular testing (Biofire film 
array multiplex PCR system). This provided rapid respiratory panel testing including 
influenza, enabling prudent management and treatment of respiratory viral infections and 
improving patient flow. During 2020-21, this included COVID-19 as standard.    

Patients were on the whole proactively screened for influenza, although COVID-19 took 
precedence in some circumstances, during admission and/or treatment when presenting 
with flu-like symptoms which is to be commended and encouraged, ensuring patient and 
staff safety. 

The following two graphs show the distribution of Influenza strains for FY 19-20 and 20-21.  
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Table 9. Represents influenza activity at the Trust since October 2020 until the end of March 
2021 

In previous annual reports national Influenza data provided by PHE has been included but 
due to the COVID-19 pandemic and a marked reduction of cases reported, the last weekly 
report received by the Trust was published on 1st October 2020 and at the time of drafting 
the Annual DIPC report 2020-21 the PHE Annual Influenza Report remains outstanding.    

COVID-19 

During 2020-21, COVID-19 remained the largest challenge for the organisation. The first UK 
patients with Coronavirus Disease (COVID-19) were admitted to CHH on the 30th January 
2020. The first COVID-19 related death reported at the Trust occurred on the 19th March 
2021.  
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The Trust adopted a Command Structure to manage the pandemic and the subsequent 
Trust COVID-19 Surge Plan. In addition, the Trust adopted and updated a ‘live’ IPC Board 
Assurance Framework (BAF) in line with national recommendations. 

The pandemic can be separated into 3 waves. The first wave of the pandemic continued 
until June 2020 with a peak of 112 patients on the 1st April 2021. Outbreaks of COVID-19 
infection were identified in small numbers during this period mainly on the Hull Royal 
Infirmary (HRI) site, compounded by asymptomatic carriage in both patients and staff and a 
lack of understanding of the transmissibility of the virus.  

During July and August 2020, following a better understanding of the transmissibility of the 
virus and a national recommendation from NHS England, the Trust undertook an 
assessment of bed capacity across both hospital sites. This assessment focused on the 
ability to adequately socially distance inpatients but also took cognisance of the measures 
required to mitigate risk in outpatient departments. This was completed by the DIPC in 
conjunction with the respective Health Groups. The outcome of this review was a 
recommendation to removes beds from the existing bed capacity, primarily on the HRI site 
and affecting the Medicine and Surgery Health Group predominantly. The wards in the tower 
block and specifically the 6 bedded areas were areas of increased concern compounded 
also by a lack of floor to ceiling partitions, which has been previously raised as a contributory 
factor for the transmission of infections. A paper was tabled with the Executive Team and 
after careful consideration the risk of removing the beds far outweighed the prospective 
infection prevention & control concerns because of the impact on flow and capacity and was 
felt at the time a greater risk to patient safety.  

A second wave was identified at the beginning of October 2020 with a peak of cases 
identified by the 17th November 2020 totalling 183 patients and a further peak or arguable 
wave reported in January 2021 with the largest peak of 264 patients. It is worth noting that 
the rate of COVID-19 infection in Hull was at its height on the 11th November 2020 with 786 
per 100,000 cases, this was far higher than the England average which peaked at 681 per 
100,000. Although, other areas of the country who experienced significant rates of infection 
had additional national support such as surge testing this was not provided to Hull & East 
Yorkshire with partner agencies working together to mitigate risk to the population. It is also 
worth noting in areas of most deprivation, rates of infection were well above 1000 per 
100,000 cases which must be a priority going forward. From the 1st December 2020, 
additionally screening for inpatients was piloted and fully adopted by January 2021 inclusive 
of day 3 screening, days 5-7 screening and regular screening thereafter.   

During these subsequent waves a number of Trust outbreaks occurred both on the HRI and 
CHH site. A definition of a hospital onset case was published in May 2020 and using these 
definitions 512 patients tested positive for COVID-19 infection 8 or more days into their 
inpatient stay, 358 8-14 days (probable) and 154 15 days or more (definitely). Unfortunately, 
a quarter of these patients (132) died within 30 days of testing positive and during this period 
the Trust was an outlier with regards hospital onset cases of COVID-19 when compared to 
other Trusts. The outbreaks were predominantly on the HRI site and the reported outbreaks 
at CHH were as a result of patient transfer from HRI. Nosocomial transmission occurred at 
its height in wards were there was a lack of floor to ceiling partitions and in other wards 
originated in mainly bedded area e.g. six bedded bays. Other compounding factors included 
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multiple patient ward moves making contract tracing challenging, asymptomatic carriage 
amongst patients, lack of ventilation and reduced IPCT capacity and response.   

An overview of COVID-19 activity during the pandemic is provided in d can   

The causes of outbreaks have been previously outlined in a separate report to the Trust 
Board, as has learning from structured judgement reviews following deaths associated with 
COVID-19 but the learning from these will provide the focus of attention for the Trust during 
the coming financial year(s). 

The Trust has commissioned an external review of the COVID-19 pandemic and the 
handling of the pandemic by the Trust during 2020/21 and at the time of writing this report is 
underway. Additionally, a Trust internal serious incident thematic review is also underway 
alongside a bed modelling review.  

9  ISOLATION FACILITIES 

There have been, for many years, concerns about the Trust’s isolation facilities, in particular 
on the HRI site.  Given that the HRI site is the main bedded area for the Trust’s acute adult 
and paediatric patients, arriving through the Emergency Department and admission 
assessment areas, this proves a significant challenge. Like many other NHS Trusts with 
older estate there is a shortage of single rooms suitable for isolating patients with potentially 
contagious conditions and there are no ensuite facilities even if there are single rooms. 
Ventilation is another issue that is compounded by the structure of the building but is 
inadequate for infection prevention and control purposes. This is a long-standing issue, and 
there is no simple solution.   

The opening of ward C7 has had a positive impact on patient management, particularly 
those patients with difficult to treat infections and infectious diseases requiring specialist 
isolation facilities, particularly pertinent in light of COVID-19. It also means that we can 
manage several patients at once with conditions requiring long term isolation, for example 
multidrug resistant tuberculosis. 

There remain concerns about the organisation’s ability to isolate children, especially those 
with airborne infections.  Although plans are discussed and implemented to minimise the risk 
of infections, especially during winter with risk assessments and liaison with IPCT - there 
have been, and will continue to be, cases of hospital transmitted influenza and respiratory 
syncytial virus (RSV) until more suitable facilities for isolating children with these infections 
are provided. Cases of childhood respiratory viruses were significantly reduced during 
2020/21 due in part to the measures implemented to mitigate the concerns with regards 
COVID-19 such as facemasks, social distancing and the importance of prudent hand 
hygiene. Consequently, paediatric services with reduced surgical elective activity were able 
to manage any admissions with respiratory infections effectively across the paediatric bed 
base. During 2020-21, with IPC input and involvement, multi-disciplinary meetings have 
been held and work has commenced on a new paediatric inpatient, high dependency unit 
(PHDU) and outpatient facility. Improved ward layout, including addition isolation facilities on 
the PHDU will enable prudent management of paediatric patients and minimise the risk 
associated with the transmission of infections, in spite of the constraints of the existing 
estate being used. 
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The Neonatal Intensive Care Unit, a tertiary level 3 unit, has had a number of incidents and 
outbreaks the last 6 years with the environment cited as being a contributory factor and 
significant work has been undertaken on the unit to mitigate risks. The ‘blue room’ although 
reduced by one cot space requires further work to reconfigure the space following a 
recommendation from the Department of Infection for this to be addressed as soon as is 
practicable. The COVID-19 pandemic halted any imminent plans and although the 
reconfiguration has been approved, additional allocated funding is pending at the time of 
writing this report.   

During 2020-21, the COVID-19 pandemic provided the opportunity to review the Trust’s 
existing bed capacity and with it the ability to isolate patients effectively in collaboration with 
the Estates team and the IPCT. A ward block was constructed including wards H36, H37 & 
H38 for nursing COVID-19 positive patients, with H36 provided with 18 cubicles of which 6 
had lobbied areas with negative pressure ventilation and H37 constructed and configured to 
nurse level 2 respiratory patients. 

The COVID-19 pandemic highlighted the need for compliant isolation facilities in ICU 
settings on both hospital sites and to this end in January 2021 work commenced on building 
an improved ICU on the HRI site, with an increase in lobbied negative pressure isolation 
facilities. Scoping for a new ICU has been in collaboration with clinical teams and latterly as 
construction commenced with the involvement of the IPCT, with expected completion by 
September 2021.       

10        ANTIMICROBIAL STEWARDSHIP 

Increasing emphasis is being placed nationally on the importance of antimicrobial 
stewardship as part of infection prevention and control plan.  This is useful in reducing the 
development of C difficile infection, but is even more important in limiting the emergence of 
bacterial resistance.  The Trust has for many years had a good record in antimicrobial 
stewardship.  

The World Health Organisation created the Access, Watch and Reserve antibiotic categories 
to assist antimicrobial stewardship and to reduce antimicrobial resistance. The three AWaRe 
categories divide antibiotics as follows: 

• Reserve – antibiotics that need to be reserved due to antimicrobial resistance 

• Watch – second-line agents 

• Access – key antibiotics which are narrow spectrum and used as first-line treatment 
options. 

During 2020-21 the assigned CQUINS – with regards antimicrobial resistance and the use of 
antifungals and appropriate antibiotic prescribing for UTI in adults aged 16+ were paused 
because of the focused attention on the COVID-19 pandemic.   

Although the CQUINs were paused the Trust continued to monitor Carbapenem usage 
throughout 2020-21 and the proportion of ACCESS agents. 
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The Antibiotic Control Advisory Team (ACAT continues to work on improving antibiotic 
usage within the Trust.  Advice on the use of antibiotics is included in consultants’ mandatory 
training day and junior doctor’s induction which was paused at the start of the pandemic but 
is expected to be restarted.  In addition to an innovative antibiotic formulary (promoting less 
use of broad spectrum agents) ACAT has produced guidelines on empiric antibiotic 
prescribing, antibiotic ‘streamlining’, and surgical antibiotic prophylaxis.  All this guidance is 
available both in hard printed copy and on Pattie.  The Antibiotic Pattie page has been 
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reviewed and improved so that each speciality has their own section and they are currently 
being updated.  Closer links with the specialities concerned is integral to the development of 
the updates which will hopefully encourage guideline adherence. During 2020-21, in spite of 
the challenges faced by the COVID-19 pandemic ACAT continued to meet, less frequently 
and in some cases virtually.   

On the Pattie homepage there is a direct link to the Antibiotic page and it is accessible on 
mobile devices via Pattie links.   

The Empiric Guidance has been further updated during 2020-21 with the addition of new 
charts to accompany the ‘blue adult’ including the ‘green child’, ‘orange neonate’ and ‘purple 
pregnant women’ available on the wards.  The focus is moving to intranet and mobile device 
access rather than hard copies with the exception of the new posters.  ACAT meets regularly 
to review antibiotic usage, and reports to OIRC. ACAT and pharmacy have altered the 
reports that are reviewed at OIRC and ACAT, tabling the updated reports towards the end of 
the financial year, these include quarterly Health Group reports looking at antibiotic 
consumption, I&D reporting, antibiotic related incident reporting via DATIX and bi-annual 
speciality reports.   

During 2020-21 electronic prescribing and medicines administration (EPMA) continued 
across the Clinical Support Health Group. There were continued issues regarding the 
documentation of indication and duration on the electronic system affecting the overall Trust 
position when audited by Pharmacy teams. This was addressed by training, prompts and 
escalation by the respective consultants, along with changes to the EPMA interface with 
improvement noted.   

Along with conventional antimicrobial stewardship, the benefit of an outpatient parenteral 
antimicrobial therapy (OPAT) service to manage the delivery of intravenous and complex 
oral antibiotics to patients who are medically stable, within an outpatient setting eliminates 
the need to either admit or keep in hospital patients whose only reason to stay in hospital is 
to receive IV / complex oral antibiotic therapy. All OPAT patients continue to have their 
medical condition and therapy closely supervised by a multidisciplinary team with a proven 
record that this service contributes to reducing a patient’s length of stay in hospital, promotes 
early discharges and improves patient experiences. It improves quality of life for patients and 
reduces the risk of hospital-acquired infection. Feedback from OPAT patients is 
overwhelmingly positive, citing the benefits of receiving treatment as an outpatient, the ability 
to return to work, and the care, support and expertise of the OPAT team. Throughout the 
COVID19 pandemic the OPAT service provided an invaluable means of discharging 
numerous patients out of hospital safely while still maintaining their treatment. Challenges 
existed with regards the delivery of the service and the need to maintain social distancing 
requirements alongside the planned reconfiguration of facilities within the Queens Centre 
with plans driven by the Lead ID Consultant for the service to scope opportunities with 
System Partners to expand the service into community settings. 

11. SEPSIS 

The Trust Sepsis service consists of 1PA of Infectious Diseases consultant time as the 
clinical lead for the service and 2 Sepsis specialist nurses. An innovative wrap around review 
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service for patients with Sepsis was designed and due to be introduced in February 2020. 
Unfortunately the introduction of this had to be postponed due to the pandemic and the 
impact of a shielding member of the nursing team on the service and the inability of doing 
any meaningful face to face patient contact, compounded by the consultant lead and other 
specialist nurse supporting wards managing patients with COVID-19. It is hoped this will be 
introduced during 2021-20, the team anticipate a further improvement in the care and patient 
experience for patients with Sepsis once this is introduced.  

The Sepsis team previously ran a full teaching programme but this was converted to virtual 
Big Blue Button training and although there was a brief commencement of face to face 
training this was short-lived. 

11 DECONTAMINATION 

The Trust Decontamination Committee convened and chaired by the Surgical Health Group 
covers decontamination in Sterile Services, Endoscopy, decontamination of medical devices 
and patient equipment and environmental cleaning. The Committee would normally meet 
quarterly but due to the impact of the COVID-19 pandemic this was paused. The Trust 
endoscopy users, sterile services department and theatre report into this group and during 
2020-21, escalation of concerns has been via the IPCT and the Surgical Health Group. This 
committee reports to the OIRC.  

Central Sterile Services Department (CSSD) continues to meet the requirements of 
disinfection, assembly, packing, moist heat and gas plasma sterilisation of theatre trays and 
procedure packs and supplementary instruments in accordance with ISO 13485:2003 and 
ISO 9001:2008. For moist heat and gas plasma sterilisation of theatre trays, procedure 
packs and supplementary instruments in accordance with Medical Devices Directive 
93/42/EEC Annex V, Article 12 (Sterility Aspects Only). Activity in CSSD was significantly 
reduced because of the impact of the COVID-19 pandemic and the cancellation of elective 
surgery, unless for life limiting conditions such as cancer. Many staff employed via CSSD 
were redeployed to other areas of the Trust to provide additional support to clinical staff 
across the Trust.  

During 2020-21 embedded support for CSSD, theatres and endoscopy by the Infection 
Prevention and Control team, in respect to surgical instrumentation, cleaning and 
disinfection and advice on quarantining instruments and scopes has continued.  

12        WATER SAFETY 

The Water Safety Group (WSG) continues to work to raise awareness of water safety issues 
throughout the Trust and continues to take steps to improve arrangements for water safety 
and governance. The Water Safety Group was convened during 2020-21 in spite of the 
COVID-19 pandemic but pressures resulted in a reduced frequency of meetings. During 
2020-21 attendance at the WSG from respective Health Groups was noted, better and 
continued clinical representation is needed to effectively assess and respond to risks to 
patient safety and translate the work of the WSG to the clinical environment. Attendance of 
an appointed authorising engineer for water safety continued during 2020-21 provided 
assurance to Estates, Health Groups and the IPCT of the adopted systems/ processes but 
also the challenge to change and improve practice.  
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Flushing on both Trust sites is now firmly established, with improved compliance now seen. 
The Estates department utilise a software database to record flushing. This improved the 
ease with which clinical staff recorded flushing in real time. The system creates compliance 
reports but will also escalate non-compliance through a pre-determined electronic cascade 
system. The system continues to be embedded by the Estates Department and respective 
Health Groups and is reliant on contemporaneous contact details of key team members, in 
some cases wards and departments use both the electronic system and paper records to 
record flushing compliance. 

Any positive water samples culturing both Legionella and/or Pseudomonas are reported by 
Public Health England to both the Estates team and key members of the Infection 
Prevention and Control Team with prompt action to reduce risks to patients, including 
escalation and control of infection incident meetings.  

During 2020-21, two incident meetings were held to discuss an increase in water samples 
culturing Legionella resulting in wards being closed to admissions and remedial actions 
taken by the Estates team. The COVID-19 pandemic resulted in reduced or reconfigured 
activity on some wards and in some cases closure of wards, thereby increasing the risk of 
reduced use and irregular flushing of water outlets. Prudent communication to the Estates 
team by Health Groups, especially when wards were closed to admissions was vital to 
maintain prudent flushing regimes. During 2020-21, following a review of the Trust’s Water 
Safety Plan the Estates team commenced a consistent and comprehensive regime of water 
testing especially in augmented care areas and areas managing immunocompromised 
patients. 

13        CLEANING SERVICES 

Hull University Teaching Hospitals NHS Trust has a responsibility to provide and maintain a 
clean and appropriate environment for healthcare. With a higher profile on improving 
cleanliness in hospitals this is now a key element of how each hospitals performance is 
judged and it is assessed in a number of ways which feature in the Care Quality 
Commission’s (CQC) Essential Standards of Quality and Safety. 

During 2020-21, Outsourced Client Solutions (OCS) has been responsible for providing 
cleaning services for Hull University Teaching Hospitals NHS Trust. The COVID-19 
pandemic has brought challenges with regards cleaning services, especially during surges of 
infection. Enhanced cleaning with additional hours needed and an increased staffing 
resource over and above the existing Trust contract has been required, in addition an 
increase of post-infection (Amber) cleans have been required along with specialist cleans 
involving Hydrogen Peroxide Vapours (HPV). Changes to the working patterns of the 
Cleaning Action Team were required during 2020-21 to address the need for both in and out 
of hours responsive cleaning.   

During the financial year the IPCT attended operational meetings to share information with 
regards risk and/or issues related to COVID-19, HCAIs and outbreaks but also to acquire 
assurance that hospital cleanliness remained a priority.   

An Estates & Facilities COVID-19 Command structure was set up during 2020-21 to capture 
actions, concerns and areas requiring improvement and/or further investment e.g. time or 
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additional staffing. Liaison with the DIPC and IPCT was escalated via the COVID-19 
Command structure.   

During 2020-21, the dedicated monitoring of standards of cleanliness has been impacted by 
the COVID-19 pandemic, with designated COVID-19 wards limiting footfall onto the wards 
and departments. Ad hoc monitoring by Domestic Supervisors, who at times have been 
operational supporting staff in cleaning to the standards expected has taken place. Formal 
monitoring from Facilities was resumed briefly during the summer. Additional monitoring via 
audit completed by the IPCT, Senior Matrons and dedicated CENSUS audits during 2020-21 
continued to ensure the contract is being delivered to the required standards, Trust 
expectations and in line with changes to standards of cleanliness due to COVID-19 e.g. 
enhanced cleaning of high touch points/ bathrooms and toilets.    

 

14        PLACE INSPECTIONS 

The annual Patient Led Assessment of the Environment (PLACE) inspection of the Trust did 
not take place during 2020-21 due to the COVID-19 pandemic but work has continued to 
address and/or monitor the issues raised during the 2019-20 inspections.  

15          AUDIT 

An annual programme of audit is agreed as part of the annual IPC/ Fundamental Standards 
programme. The audit programme is a combination of policy audits and general IPC audits 
carried out as part of an unannounced visit schedule. Audits of both practice and 
environment are also undertaken following incidents/outbreaks of infection. Audit results are 
collated and fed back to the clinical area and action plans are requested as appropriate. 
During 2020-21 audits were presented to the respective Infection Reduction Committees, 
summarising all of the audit activity and high level findings. Due to the demands placed on 
the IPC team with regards COVID-19, peer IPC audits along with other fundamental 
standard audits were completed by Senior Matrons and/or Practice Development Matrons 
but with involvement of the IPC team should any concerns and/or evidence of good practice 
identified, In addition, during 2020-21 additional audits were completed to gain assurance 
with regards compliance against management of COVID-19 and compliance with regards 
infection prevention & control measures e.g. COVID-19 Census audits.    

At ward/ departmental level, monthly IPC audits are undertaken by the nursing/ clinical team 
these include 5 moments of hand hygiene audit, auditing 20 moments of hand hygiene 
opportunities and an IPC ownership audit tool capturing key elements of prudent IPC 
practice and adherence. During 2020-21, compliance with audit requirements has been 
affected by relocation of teams and change in service delivery e.g. providing care to COVID-
19 positive patients. In these circumstances daily, weekly and monthly audits have been 
completed by Senior Matrons witH support from the IPCT.   

16         POLICIES 

The Trust has a programme for review and revision of core infection prevention and control 
policies as required by the Health and Social Care Act 2008 Code of Practice (2015). All 
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policies are available to staff on PATTIE and many are also available to the public on the 
main internet web page. In addition, policies and procedures on COVID-19 were added and 
updated accordingly during 2020-21 as and when national guidance was published and/or 
updated with a dedicated COVID-19 PATTIE page.  

17  TRAINING AND EDUCATION 

Education and training are essential to the plan to limit healthcare associated infections 
(HCAI) in the Trust. They form part of every staff job description, and an integral part of the 
appraisal process. 

Infection prevention & control education forms part of the mandatory induction programme 
for all staff. Additionally infection prevention and control is included in junior doctor 
orientation and was once part of the consultants’ mandatory training programme which will 
need to be reviewed in light of the pandemic.  Staff attendance at mandatory infection 
control updates is recorded centrally. 

The infection prevention and control team conduct ad hoc education sessions to staff groups 
which have included security, volunteers and Estates staff. 

At the start of 2020, COVID-19 provided the opportunity for the IPCT to deliver bespoke 
training on donning and doffing of personal protective equipment and also to deliver fit test 
training to staff required to wear FFP3 masks. This continued throughout 2020-21, due in 
part to the supply and demand of FFP3 masks; with the IPCT supported by the nurse 
educators and other fit testers. The IPCT developed a centrally held record but records were 
also kept by the staff member and/or ward sister/ departmental manager. The supply of 
reusable FFP3 masks to staff working in high risks settings such as ED/ ICU and to Black, 
Asian, and minority ethnic (BAME) staff members provided additional protection and 
reassurance. Training was underpinned by visual cues such as posters and guidance 
available to staff on Pattie and auditing of compliance e.g. CENSUS audits/ enhanced 
COVID-19 ward audits.    

Face to face training was paused to ensure COVID-19 Secure requirements were followed 
and replaced with the roll out of ‘Big Blue’ virtual training. ELearning utilised for induction and 
annual training compliance became the default route for staff rather than the face to face 
Trust Safety Day. Level 1 IPC ELearning is for all staff with Level 2 IPC ELearning for clinical 
staff, at the time of writing this report 4084 clinical staff completed level 1 & 2 ELearning 
during 2020-21.   

18 OTHER ACHIEVEMENTS IN 2020-21 

The Trust has always worked in collaboration with commissioners and other partners in 
reducing avoidable infections.  Although some national targets and CQUINs divide 
healthcare associated infections into ‘acute-attributed’ and ‘community-attributed’ these are 
artificial distinctions. Many infections diagnosed in the community have their origins in 
hospital, and vice versa.  It is therefore essential that a ‘whole system’ approach is taken to 
tackling healthcare associated infections. During 2020-21, this has been vital and the 
COVID-19 pandemic has further enhanced Trust collaboration with NHS Improvement, 
Public Health England (PHE), Local Authorities and Integrated care systems (ICSs). The 
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Trust continues to meet regularly with partners in a number of forums, and during 2020-21 
successful collaboration continued with regards COVID-19, nosocomial case numbers and 
investigation of HCAIs and notifiable diseases. 

19 OTHER RISKS IN 2020-21 

During 2020-21, the identification of Tuberculosis (TB) in inpatients, resulting in contact 
tracing of both staff and patients continued. The infection prevention and control team have 
worked closely with the community TB nursing team, infectious diseases consultants, 
respiratory consultants and Public Health England to reduce ongoing risks to patients and 
staff. These incidences have provided the opportunity to reinforce the importance of 
appropriate isolation of ‘at risk’ patients, use of appropriate personal protective equipment 
(PPE) e.g. FFP3 facemasks and also communication of cases and incidents to local 
commissioners.    

During 2020-21, cases of Pseudomonas Aeruginosa colonisation were detected in neonates 
nursed on the Neonatal Intensive Care Unit found on twice weekly screening. No 
bacteraemia cases have been detected on the unit since August 2018. Extensive 
investigation regarding a possible source related to the environment has taken place with no 
known source found. Measures to improve water safety and mitigate environmental 
contamination have taken place during 2020-21 although this had been hampered by the 
COVID-19 pandemic. Prudent communication with Public Health England and local 
commissioners via incident meetings has taken place as has ongoing screening. All samples 
are submitted to PHE for variable number tandem repeats (VNTR) profiling to enable links to 
be identified; no linked cases were identified to date during 2020-21. 

An extended pilot of a novel sink drain cleaning product was planned on the unit but delayed 
due to commercial issues and then supply issues due to the CIVID-19 pandemic. It is hoped 
this will be resolved and commenced as soon as possible on the unit.   

During 2020-21, the IPCT continued to work closely with the cardiac perfusion team to 
mitigate the risks associated with Mycobacterium chimaera. In 2016, following a worldwide 
rise in patients developing this infection following cardiac bypass surgery, the Medicines & 
Healthcare products Regulatory Agency (MHRA) published a medical device alert with 
regards cardiac perfusion machines and the risks associated with this organism. The issue 
was compounded in that the majority of cardiac perfusion machines were contaminated 
during manufacture which was only identified once a rise in cases was noted. Since 2016, 
the Infectious Diseases team and IPCT have worked alongside the perfusion team and 
cardiac surgeons to safeguard patients, undertaken water sampling from the machines and 
acting on positive results, removing affected machines from use,  following PHE and  
manufacturers guidance and if required contact tracing patients, alerting GPs and providing 
a follow up service to patients. When required incident meetings have been held with the 
Surgical Health Group and with involvement of PHE.  

Although improvements were made to the environment to facilitate safe physical 
decontamination and cleaning of the perfusion machines, during February & March 2021 
three cardiac perfusion machines were found to culture Mycobacteria chimaera and   
removed from use. Incident meetings were held and patients contact traced who had valve 
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replacement surgery, previously facilitated by the affected machines with no patient harm 
identified but GPs aware should patients latterly present with health concerns.  

At the time of writing the report, additional loan machines are hired to assist with the 
increase in cardiothoracic surgery and water testing has been undertaken from all remaining 
machines and from the water supply serving the cardiothoracic theatres. The area has been 
thorough cleaned and no further issues cases reported.  

During 2020-21, the COVID-19 pandemic highlighted the increased need for robust digital 
systems not only within the Trust but also for the IPCT. This is now brought sharply into 
focus due to the Pathology merger with York & Scarborough Teaching Hospitals NHS 
Foundation Trust and the current IT system used by the IPCT not supported following the 
successful merger with a paper tabled at the Trust Digital Board by the Department of 
Infection and an associated risk raised.   

20 EXTERNAL INSPECTIONS 

The Trust during 2020-21 at regular intervals were required to provide assurance to the CQC 
on a number of measures inclusive of IPC in the absence of a formal inspection regime.  

Following a marked rise in nosocomial COVID-19 infections, NHSI Head of Infection 
Prevention and Control - North East and Yorkshire region visited the Trust on the 4th 

February 2021 for an informal visit. The visit, which exclusively was at the HRI site, involved 
the Emergency Department, an intensive care unit, and a number of wards. Following the 
visit, a letter with recommendations inclusive of removing beds to assist with social 
distancing and improving ventilation was forwarded to the DIPC for consideration and action.  

21  KEY POINTS AND RECOMMENDATIONS  

• The COVID-19 pandemic has highlighted the strengths and weaknesses of the 
Trust’s response and with it a clear understanding of what needs to be addressed to 
mitigate risk further. The Trust provides care to a naïve population who will remain at 
risk from infections and therefore the learning and actions to promote patient safety 
from the external review and internal SI thematic review are vital.    

• There is a current opportunity for IPC to become a corner stone of patient safety, 
building on many of the improvements gained during the pandemic. It is still too often 
seen as an ‘add on’ to care, rather than fundamental to all interactions. It remains 
everyone’s responsibility to maintain good standards of infection prevention & control 
irrespective of prevalence and incidence of infection within the community. 

• With the improving resource, there is an opportunity to move to a more proactive 
service, rather than reactive like we have been and we would request support from 
the Trust board and execs to consider IPC a high priority for the whole Trust as an 
area for further development and improvement 

• During 2020-21, no local and national thresholds were published with regards 
healthcare associated infections but the Trust continued to monitor case numbers 
and trends. No hospital onset MRSA bacteraemia were reported and a marked 
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reduction in GNBSI was noted, both Clostridioides difficile and MSSA bacteraemia 
remained within accepted thresholds. 

• The Trust via an antimicrobial stewardship programme continues to collaborate with 
clinical teams to develop antimicrobial prescribing guidance in line with national 
guidance and continues to monitor compliance with regards antimicrobial prescribing. 

• There have been consistent improvements in some specific aspects of infection 
prevention and control (e.g. clinical engagement in root cause analysis, monitoring 
MSSA bacteraemia and mitigating risks within Surgical Health Group and increased 
partnership working especially with regards COVID-19. However, this needs to be 
consistent and sustained across all staff groups and grades. 

• There are weaknesses in the Trust estate and facilities for managing patients with 
infections: 

- limited number of single rooms in spite of additional capacity created on the HRI site 

- shared toileting and bathroom facilities  

- lack of mechanical ventilation on general wards in the HRI tower block 

- Lack of floor to ceiling partitioning in multiple wards in the HRI tower block  

- inadequate isolation facilities in paediatrics  

Solutions to these estate issues are being considered and actioned as part of a wider Trust 
strategy 

• There is inadequate resource (clinical and administrative) to support the necessary 
level of surveillance of blood stream infections within the Trust, with a risk of failing to 
take action to prevent avoidable infections. This includes robust IT systems to 
perform basic epidemiology and surveillance, especially given the imminent merger 
with York & Scarborough Teaching Hospitals NHS Foundation Trust and with it a 
new Pathology IT system   

• There is inadequate resource to reintroduce dedicated antibiotic ward rounds, which 
were previously demonstrated to improve antimicrobial prescribing and stewardship. 

The Board is asked to accept this report as assurance that the Trust is meeting its 
requirements on infection prevention and control as specified in the Health and Social Care 
Act (2008).  It should also note that there are areas of vulnerability highlighted in this report, 
and brought sharply into focus during the COVID-19 pandemic which have resulted in a lack 
of compliance with the elements of the Act and if not addressed may lead to a failure to meet 
these requirements in the future.   

 
 
Greta Johnson 
Director of Infection Prevention and Control 
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Appendix 1. HCAI benchmarking data via PHE Fingertips 2020-21 
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Appendix 2. Antimicrobial prescribing data via PHE Fingertips 2020-21 
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Appendix 3. Antimicrobial Resistance via PHE Fingertips 
 

 
 
Appendix 4. Infection Prevention & Control Metrics via PHE Fingertips 
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Appendix 5. NHS England/ PHE UK COVID-19 dashboard – Hull University Teaching Hospitals NHS Trust 
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EXECUTIVE SUMMARY 
 

1. The Hospital Standardised Mortality Ratio (HSMR) for 2019/20 is 109.5. This is rated as 
‘much worse than expected’ and the Trust is an outlier for HSMR. A Mortality and Morbidity 
Task and Finish Group has been established to investigate and identify the factors which 
have influenced the increase in the HSMR ratio and the required improvements 
 

2. During 2019/20 there were 2626 inpatient deaths reported at Hull University Teaching 
Hospitals NHS Trust (HUTH). There were 102 structured judgement reviews completed, 
which is 3.88% of all deaths at HUTH. The structure judgement reviews completed 
demonstrate an average of 3.8 of overall assessment of care, which reflects good care 
delivered to patients.  
 

3. Implementation of the Medical Examiner Office is progressing well. Scrutiny of deaths is 
undertaken at HRI. Between June 2020 and March 2021, the Medical Examiner Office has 
scrutinised 823 deaths. There is a project plan in place which scopes out the how the service 
will implement the ME Policy, raise awareness of the team and their roles and 
responsibilities, roll out of scrutiny at the Castle Hill Hospital and strengthening the 
governance and reporting arrangements to better inform learning from deaths.  
 

4. Key priorities for improving HSMR, SJRs, M&M meetings and learning from deaths have 
been identified for 2021/22 and are detailed in section 10 of this report  
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LEARNING FROM DEATHS ANNUAL REPORT 2020/21 
1. PURPOSE  

This is the Trust’s first Learning from Death Annual Report. The purpose of this report is to: 
• Provide the Trust Board with an update against the delivery of the Trust Learning from 

Deaths Policy (CP380)  
• Provides statistics relating to all in-hospital deaths that occurred within 2020/21 and the 

completion of the Structured Judgement Reviews (SJR) 
• Provide examples of some key learning and actions that have occurred from the review of 

deaths within 2020/21.   
• Provide information on the Trust’s Summary Hospital-level (SHMI) and Hospital 

Standardised Mortality Ratio (HSMR) status  
• Provide an update on the implementation of the Medical Examiner Office  

 
2. BACKGROUND  

The Trust Learning from Death Policy (CP380) sets out the process for reviewing deaths as 
set out by the National Quality Board (NQB) in the Learning from Deaths publication1. The 
policy currently sets out that if a patient deceased under a specialty, which has less than ten 
deaths per months, all these deaths will be reviewed monthly. If a patient deceased under a 
speciality with more than ten deaths per month, the NQB minimal criteria will be applied to 
identify which deaths are reviewed.  
 
In addition to the Trust internal review any death of a patient with a recognised Learning 
Disability as defined by the Learning Disabilities White Paper ‘Valuing People’ (2001) will be 
referred to the Learning Disabilities Mortality Review (LeDer) programme. The Trust 
participates in the LeDer programme.  
 
The Quality Governance Directorate acknowledges that the Trust Learning from Deaths 
Policy requires reviewing and updating in light of recent changes in response to the COVID-
19 pandemic, learning from deaths improvement work and the introduction of the Medical 
Examiner Service. This is a key priority during 2021/22.   
 

3. IN-HOSPITAL DEATHS  
During 2020/21, there were 2626 inpatient deaths. There were 666 deaths at the Castle Hill 
Hospital, with the remaining 1960 deaths occurring at the Hull Royal Hospital.   
 
The following tables provide a breakdown of deaths per Health Group and Speciality: 
(Information relating to mortality statistics is taken from the Trust Business Intelligence) 
 
Clinical Support 
Health Group 

Speciality  Deaths 
Clinical Haematology 64 
Clinical Oncology 94 
Infectious Diseases 91 
Medical Oncology 117 
Palliative Medicine 44 
Rehabilitation  16 
Total number of deaths in Clinical Support  426 

 

                                                           
1 National Quality Board “National Guidance on Learning from Deaths” first edition published March 2017. 
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqbnational-guidance-learning-from-deaths.pdf 
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Family & Women’s  
Health Group 

Speciality  Deaths 
ENT 4 
Gynaecology 2 
Midwife Episode 3 
Neonatology 17 
Obstetrics 13 
Paediatric Respiratory medicine  1 
Paediatrics 3 
Plastic Surgery  6 
Total number of deaths in Family and 
Women’s 

49 

 
Medicine  Health 
Group 

Speciality  Deaths 
Cardiology  111 
Diabetic medicine 11 
Endocrinology 40 
General medicine 498 
Geriatric medicine 505 
Nephrology 83 
Neurology 23 
Respiratory medicine 351 
Rheumatology 40 
Stroke medicine  115 
Total number of deaths in Medicine  1777 

 
Surgery Health Group  Speciality  Deaths 

Anaesthetics 1 
Cardiac Surgery 24 
Colorectal Surgery 57 
Gastroenterology 73 
General surgery 2 
Neurosurgery 49 
Oral Surgery 2 
Thoracic surgery 9 
Upper Gastrointestinal surgery 50 
Trauma & Orthopaedics 48 
Urology 12 
Vascular surgery  47 
Total number of deaths in Surgery  374 

 
During 2020/21 there were 144 deaths observed in the Emergency Department of which 67 
had a primary diagnoses of cardiac arrest (47%). The Emergency Department have a robust 
mortality and morbidity structure in place for Paediatrics, Adults and Mental Health, led by 
ED Consultants and any learning identified is action accordingly. The Emergency 
Department have expressed an interest in taking part in the Structure Judgement Reviews to 
improve further learning from deaths. This is being actioned by the Effectiveness and 
Improvement Manager.   
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4. STRUCTURED JUDGEMENT REVIEWS AND LEARNING  

4.1 Structure Judgement Reviews (SJR) 
The Structured Judgement Review is a documentation review, which was adopted by the 
Trust in 2016. It consists of a two-tiered system, all deaths identified for scrutiny within the 
Trust Learning from Deaths Policy will have a tier 1 review completed by a consultant not 
involved in the patients care. If the tier 1 review highlights any potential concerns and failings 
in care it will be escalated for a Tier 2 review. A tier 2 review is comprehensive assessment 
of care and asks the reviewer to assess if there were any elements of avoidability of death. 
Any areas of concerns, such as patient harm, identified at Tier 2 review is escalated further 
to the Health Group Triumvirate for further consideration if the case requires a Serious 
Incident investigation (SI).  
 
During 2020/21, there were 102 Structured Judgement Reviews (SJR) were completed, this 
is 3.88% of the total deaths reviewed. The Trust aims to increase the number of trained staff 
to undertake SJRs and the number of SJRs completed. This is a key priority for 2021/22.  

 
Total SJR’s Undertaken SJR’s requiring Tier 2 SJR’s requiring escalation to 

Triumvirate 
102 10 2 

 
The following table and charts provide a breakdown into categories, including patient 
admission type, end of life pathway status and a breakdown per Speciality, for completed 
SJR’s.  
 
Breakdown per Speciality  

Speciality 
Number of SJR 
Completed 

Anaesthetics 1 
Cardiac surgery 5 
Cardiology 5 
Clinical haematology 2 
Clinical oncology 3 
Colorectal surgery 2 
Diabetic medicine 2 
Gastroenterology 2 
General medicine 7 
Geriatric medicine 10 
Medical oncology 4 
Nephrology 2 
Neurosurgery 2 
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Palliative medicine 11 
Respiratory medicine 8 
STROKE MEDICINE 5 
Thoracic surgery 1 
Trauma & orthopaedics 27 
Upper gastrointestinal surgery 2 
Vascular surgery 1 

Total 102 
 
Admission Type 
 
 
 
 Elective = 7 
 
                                                                                         Non-Elective= 95 
 
 
 
 
End of Life Pathway 
 
 
 
 
 End of Life Pathway= 10 
        
                                                                                            Not on End of Life Pathway= 92      
 
 
 
 
There were 10 Tier 2 reviews undertaken in 2020/21, of which two required escalation to the 
Triumvirate as part of a wider investigation.  

 
The chart below reflects the outcomes of the 102 structure judgement reviews completed, 
demonstrating that the average score for each phase of patient care reflects very good care 
delivered to patients. 
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During the SJR reviewers are also invited to assess and judge areas of care, such as fluid 
balance, ceiling of care and appropriateness of management plans being put in place. This 
approach allows for easier identification of key themes, both positive and negative.  
 
4.2 Examples of Good Practice Identified 
• Concise management plans in place, including advice sought from multi-disciplines.  
• Thorough plans in place in case of patient deterioration, including palliative referral.  
• On-going involvement and communication with patients family/next of kin  
• Fast access to diagnostic imaging allowing timely investigations to be undertaken.  
 
4.3 Example of Areas Requiring Improvement  
• Delay in administering Parkinson’s Medication 
• Poor record keeping within patient case-notes, making it difficult to assess the patient 

journey. 
• Patients admitted to the hospital despite ReSPECT form stating their wishes to be cared 

for in a care home setting, by those who know them best.  
 
4.4 Examples of Key Learning  
 
Example 1 Inappropriate use of ReSPECT Form 
Learning  It was noted upon review that a patients ReSPECT form stated 

“Learning Disabilities” as a reason for implementing the ReSPECT 
form 

Action This was escalated to the Resuscitation Committee for further 
discussion and awareness. The training that is delivered to Doctors 
has now been amended to help prevent this from happening again 

On-going action / 
outcome  

An additional ReSPECT review has also been commissioned by the 
Chief Medical Officer, to be completed by September 2021. This 
review will focus on: 
• learning and actions from the CQC ‘do not attempt cardiopulmonary 

resuscitation’ decisions during the coronavirus (COVID-19) 
pandemic review and recommendations 

• Internal ReSPECT census audit findings 
• Case note review, which will consider the completion of the 

ReSPECT forms and futile resuscitations that would have benefited 
from a ReSPECT conversation on appropriateness of resuscitation. 

 
All findings will be shared with the Trust Mortality and Morbidity 
Committee for further improvement work to be identified.   

Example 2 Delays in the Administration of Parkinson’s Disease Medication  
Learning  It was noted upon review that a number of patients did not receive 

Parkinson’s disease medication in the right time.   
Action A Consultant in the Department for the Medical Elderly that identified 

this issue around delay delivered a teaching session to the focus ward 
during the Grand Round. This included an element of “Get It On Time,” 
which is a national campaign to make sure everyone with Parkinson’s 
in a hospital or care home gets their medication on time, every time. 

Outcome  A reduction in the medication errors made in relation to the 
administration of Parkinson’s medication.  
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4.5 Cases Requiring Further Investigation 
Two SJR’s were escalated as part of a wider investigation with the Health Group 
Triumvirate. Case one was declared as a serious incident for further investigation. The 
second case formed part of a LeDER review and has now gained input from the East Riding 
of Yorkshire Clinical Commission Group (CCG). The two cases are detailed below. 
 
Case 1  DME Patient  
Escalation The SJR was undertaken as part of the decision process to 

determine if an SI is to be declared. 
Key findings from the 
SJR  
 

• Evidence that the patient was fed a sandwich, causing choking 
and led to death. Admission booklet states “soft diet prone to 
choking.” 

• Medical notes do not appear to explain why a normal diet was 
given. 

• Overall care was highly variable, ranging from elements of 
excellent care to poor. 

• Possibility that the patient could have been treated palliative at 
home, as per ReSPECT form.  

• Ideally the Butterfly scheme would have started earlier. 
• Record keeping to assist evaluation of the end of life events 

was very poor. It is unclear what interventions were given, 
although any appropriate intervention would not have 
guaranteed success in avoiding death.  

• Dementia care was excellent.  
Outcome  The Serious Incident 2021/5216 has concluded and a number of 

outcomes were achieved as follows:  
 
• Updated Nutrition and Hydration Policy for Adults and 

Paediatrics 
• Updated Level 1 swallow assessment  
• Evidence of review of Trust compliance with Patient Safety 

Alert, such as a completed review and audit  
Lessons Learned • Documentation to be fed back to the team in the Morbidity and 

Mortality meeting (M&M) and minutes. 
• A discussion amongst the team in the M&M meeting to reflect 

on hospital harm versus risk of outpatient care.  
Case 2  General Medicine Patient 
Escalation This patient had severe learning disabilities and as a result, 

triggered the requirement for SJR. This patient case is also part 
of a multi-agency review that is currently underway at the time of 
publishing this report. 

Key findings from the 
SJR  
 

• Jejunal feed and medications not given. 
• Father described a series of soft signs of serious illness to 

patient that were not taken into consideration. 
• Dates missing on observation chart 
• Incomplete plans / plans not followed 
• No evidence of regular NEWS / No VTE 

Outcome  This SJR has been attributed to part of the wider multi-agency 
review that is underway. All findings and necessary actions will 
be documented and circulated via the proper channels in due 
course. 
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5. LEARNING FROM DEATHS – MORTALITY AND MORBIDITY MEETINGS  
The Trust has a Mortality and Morbidity Meeting structure in place including Speciality, which 
report and escalate into Health Group Governance Committee, the Trust Mortality and 
Morbidity Committee then onto the Trust Board Sub Committee, Quality Committee and the 
Trust Board. This section of the annual report provides examples of learning captured at 
specialty mortality and morbidity meetings.  
 
5.1 Paediatric Emergency Department  
The following good practices were identified: 
• Excellent team working between Paediatrics inpatient wards and Paediatric ED 
• Excellent senior clinician input into resuscitation of patients 
• Good adherence to appropriate pathways 
• Excellent team working, including within the department and also between ED, ICU and 

Paediatrics 
 

The following issues were identified and require attention: 
• Delay in initiation of treatment for patient with insulin overdose – picked up when 

consultant arrived in department.  
• Delay in transfer of patient to Leeds General Infirmary (not time critical) – over 9 hours in 

ED, cause unclear 
• Pre-alerts – issue around level of quality of information received and documented 
• Delays in patient being accepted to Leeds General Infirmary Neurosurgery 
• Delay in intubation 
• Recording (printing) of continuous monitoring 
 
All agreed actions are discussed and followed up at the Paediatric Mortality and Morbidity 
Meetings with escalation for further improvement work as required.  
 
5.2 Trauma and Orthopaedics 
During 2020/21, 37 SJR’s were completed within the Speciality. The Speciality mainly 
focused on fractured neck of femur patients who died within the hospital.  The following 
tables illustrate the average scores given for each phase of care, across all completed SJR’s 
within Trauma and Orthopaedics. The average scores reflect very good care delivered to 
patients.  
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One of the SJR’s highlighted concerns at both Tier 1 and Tier 2 review. This triggered a 
Serious Incident and it was noted that the SJR’s undertaken were key in providing the 
learning opportunities required to improve patient care.  
 
Some of the concerns noted upon review included: 
• Lack of Senior Orthopaedic review in first 24 hours 
• No anaesthetic/medical review despite numerous co-morbidities 
• Lack of senior documentation / lack of evidence of any Doctor having reviewed or 

assessed 
• Patient never made it to theatre despite hospital stay of 3 days with broken hip 
• Patient recognised as unwell in morning round, however apart from ABG and call to 

renal, it appears not much else was done.  
 
The actions taken were driven by the Trauma and Orthopaedic Speciality, including 
Orthopaedic Consultant, who undertook the Tier 2 SJR. These actions include: 
 
• Training on the management of AKI 
• Increased awareness among all staff of responding to blood results 
• ReSPECT documentation, driven by SJR. 
• Highlighting learning opportunities to other Specialities, for example NEWS score 

documentation issues.  
 
The Quality Governance Directorate acknowledges that the Trust Mortality and Morbidity 
structure requires improvement and standardisation. A mortality and learning from deaths 
self-assessment will be undertaken using NHSEI ‘Better tomorrow – learning from deaths, 
learning for lives’ framework. This is a key priority during 2021/22.   
 

6. HOSPITAL SUMMARY MORTALITY RATIO (HSMR) 
In March 2021, the CQC reported in the Insight Report that Hull University Teaching 
Hospitals NHS Trust was an outlier against HSMR. This outlier status was also reported in 
the May 2021 CQC Insight Report. 
 
Indicator National 

Average  
Previous 

Performance 
Current 

Performance 
National 

Comparison 
Hospital Standardised Mortality 
Ratio (HSMR) 
Dr Foster - Dr Foster - HSMR (29 
Mar 2021) 

100.0 102.9 
Oct 18 - Sep 19 

109.5 
Oct 19 - Sep 20 

Much Worse 
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Between October 2019 and September 2020 the CQC reported the HSMR for HUTH as 
109.5. The Trust monitors the HSMR status on a montly basis in the Performance Report to 
the Trsut Board. Further analysis of the data between January 2020 and March 2021 
demonstrates clear spikes in the HSMR, which correlate with the COVID-19 pandemic 
waves. The graphs above clearly demonstrate where the increases occurred and that the 
HSMR ratio is reducing and returning back within the control limits. Although this information 
is demonstrating a reduction, the Trust will remain an outlier with the CQC until the data is 
updated and reflected to the current position.  

The Chief Medical Officer has established a Mortality Task and Finish Group which is led by 
the Deputy Chief Medical Officer, supported by the Head of Effetctiveness and Improvement. 
The Mortality Task and Finish Group has a multi-disciplinary membership and is undertaking 
an investigation into the mortality data to idenity the factors which have influenced the 
increase in the HSMR ratio and the required improvements.  The outcome of the this review 
will be presented to the August 2021 Mortality and Morbidity Committee and to the 
September 2021 to provide assurance on improving the Trust HSMR.  

7. CRUDE MORTALITY 
Crude mortality gives a contemporaneous but not risk-adjusted view of mortality across Hull 
University Teaching Hospitals NHS Trust. The following chart presents the overall deaths 
and crude mortality for the Trust up to January 2021, which also correlate with the COVID-19 
pandemic waves.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The following charts presents the crude mortality for non-covid-19 deaths against the covid-
19 deaths up to March 2021. Again, the increases of the covid-19 death correlate with the 
pandemic waves and has a clear impact on the Trust’s HSMR ratio.  
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8. MEDICAL EXAMINER OFFICE 
In June 2020, the Trust introduced the Medical Examiner Office with a Lead Medical 
Examiner and three Medical Examiner Officers. The Medical Examiner (ME) scrutiny of 
deaths is implemented fully at Hull Royal Infirmary; however, the full rollout across HRI was 
delayed due to the pandemic. The Medical Examiner Office is supported by the Head of 
Effectiveness and Improvement and the Effectiveness and Improvement Manager. There is 
a project plan in place which scopes out the how the service will implement the ME Policy, 
raise awareness of the team and their roles and responsibilities, roll out of scrutiny at the 
Castle Hill Hospital and strengthening the governance and reporting arrangements to better 
inform learning from deaths.  
 
By April 2022, the Medical Examiner Office is required to scrutinise deaths that occur in the 
community.  Additional funding has been provided to support this based on the number of 
deaths in the area. The Medical Examiner Office is now recruiting to a Lead Medical 
Examiner Officer and additional Medical Examiner Officers to meet this demand. This 
revised structure will be in place by April 2022.  
 
Between June 2020 and March 2021, the Medical Examiner Office has scrutinised 823 
deaths. The chart below provides the most prevalent cause of death during 2020/21. The 
team are working on its reporting arrangements to improve information on themes, learning 
and escalation to the Trust Mortality and Monitoring Committee. This is a key priority for 
2021/22.  
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9. CONCLUSION 
In accordance with national morality guidance, assurance is provided that the Trust has 
implemented a Structured Judgement Review system for learning from deaths. Learning 
from deaths has now also been strengthened with the introduction of the Medical Examiner 
Office. This reports demonstrates that deaths are scrutinised at HUTH and learning from 
deaths is starting to occur. However, it is acknowledged that this area does require further 
improvement to strengthen the Trust policy, governance and reporting against learning from 
deaths.  
 

10. IMPROVEMENT WORK 
A number of areas for further improvement, implementation and action have been identified 
to be undertaken during 2021/22.  Some of these improvement areas are detailed below:  
 
• The Trust aims to increase the number of trained staff to undertake SJRs and the number 

of SJRs completed. 
• It is recognised that a better feedback mechanism is needed for sharing the outcomes of 

SJR’s, as well as other learning that takes place form the review of both living and 
deceased patients. The Effectiveness and Improvement Manager is currently assessing 
the possibilities of utilising the Trust intranet (Pattie) and the committee structure as 
platforms to share both good practices and lessons learned across the Trust. Closing the 
loop is critical to allow lessons to be shared and embedded.  

• A new report is currently being produced, based on Sepsis patients, to help inform and 
direct the Trust’s improvement work in relation to caring for patients with Sepsis and 
ensuring we continue to strive for the best possible outcomes.  

• Findings from the multi-agency review of ReSPECT forms is underway which will assess 
the ReSPECT forms that were in place and patients who would have benefitted from 
having a ReSPECT form in place.  The outcome of this review will be shared with the 
Trust Mortality and Morbidity Committee in September 2021.   

• Trust Learning from Deaths Policy will be reviewed and updated in light of recent changes 
in response to the COVID-19 pandemic, learning from deaths improvement work and the 
introduction of the Medical Examiner Service 

• Standardise the Speciality Morbidity and Mortality meetings, especially in regards to the 
recording of learning and action plans. This would allow for all learning to be collated 
centrally and shared throughout the Trust via a number of platforms, including a planned 
“Sharing of Learning” section on the Trust intranet.  

• A mortality and learning from deaths self-assessment will be undertaken using NHSEI 
‘Better tomorrow – learning from deaths, learning for lives’ framework 

• The Mortality Task and Finish Group has a multi-disciplinary membership and is 
undertaking an investigation into the mortality data to idenity the factors which have 
influenced the increase in the HSMR ratio and the required improvements.  The outcome 
of the this review will be presented to the August 2021 Mortality and Morbidity Committee 
and to the September 2021 to provide assurance on improving the Trust HSMR 

• Further roll out of the Medical Examiner Office to scrutinse the CHH and community 
deaths. As well as further improvement to strengthen the Trust policy, governance and 
reporting against learning from deaths.  

 
Chris Johnson 
Effectiveness and Improvement Manager 
May 2021 
 
Leah Coneyworth  
Head of Effectiveness and Improvement  
July 2021 
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 

Safety Team Annual Report 2020/21 

 
SUMMARY 
The Trust’s excellent record with the Health and Safety regulator, the HSE, continued in 
2020/21 with again no enforcement activity recorded against the Trust. There was one visit to 
the Trust by the HSE. This was a routine, planned inspection of the biological containment 
facilities within the Microbiology Laboratories. The visit concluded with no further actions. HSE 
also liaised closely with the Safety Manager in the early stages of the Covid pandemic 
regarding management of PPE and face-fit testing. 

Following the Trust’s best ever RIDDOR reporting numbers (10) in 2019/20, this year saw an 
increase, though the overall trend of reduction over the last 10 years has been maintained 

The two main causes of RIDDOR reportable incidents over the last year have been ‘slips, trips 
and falls’ (6) and manual handling (9). Trends in category of causation have been identified 
and actions for improvement are already underway, including the removal of trip hazards 
through infrastructure improvements. 

Management of Covid risk in non-clinical areas has been the subject much focus in 2020/21 
and will remain such for the foreseeable future. This work has included staff infection 
investigation, the facilitation of risk assessments, ‘Covid-secure’ inspections and helping in the 
team approach to reducing Covid risk, so far as is reasonably practicable. This will be 
achieved by closely following government and now HSE-based standards, via close working 
with other Trust sources of expertise and increased liaising with staff-side representatives, 
highlighting the need for real teamwork to achieve excellent standards of Covid safety 
management. 

Manual Handling: 

Although face to face training was brought to halt due to the pandemic, alternative resources 
were put in place to help keep staff updated with information such as on-line learning, videos 
and virtual meetings.  Focus was given to the provision and movement of equipment such as 
beds and hoists to help staff maintain safe patient handling and care – often a challenge when 
staff are working in unfamiliar areas following pandemic-driven re-location.  The Link Trainer 
network remains a key resource for wards and departments in the promotion of safer patient 
handling and their updates with the Manual Handling Lead continue via virtual meetings, 
updated online information and newsletters.  

This year has seen a similar number of manual handling incidents reported as last year.  The 
number of RIDDOR reportable manual handling incidents has increased however, with most 
attributed to non-patient handling activities.  Push/pull activities and poor communication have 
been the commonest contributory factors, and thus an area for focussed intervention by the 
Manual Handling Lead. 
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1. KPI’s  

Key Performance Indicators (KPI’s) – Monitored quarterly - and covering the following 
topics: 

• Number (and rate – No. / 7175 employees x 100) of RIDDOR reportable incidents. 
This is selected as a reactive KPI because of the reliability of the reporting: these 
incidents are less likely to go un-reported that more minor incidents and near-misses. 
The target for RIDDOR reportable incidents should always be as few as possible, 
though an organisation as large and complex as HUTH would certainly alert the 
regulator (HSE) if no such incidents were reported.  
 

• Total staff slips, trips and falls incident rate (not just RIDDOR). The justification for 
this choice of KPI is that it is the single biggest cause of staff injury. The target 
improvement here would be a steady decrease, though with caution regarding incident 
reporting rates generally. 
 

• EL / PL Claims – new employees’ / public liability claims received (non-clinical). 
 

• Numbers of hazards identified by site quarterly inspections by the Safety Team; a 
pro-active measure. We would want to see a reduction in the number of hazards 
identified in any given area upon subsequent inspections if the corrective actions have 
been taken.  

 
• Staff accidents reported by severity. Numbers of those classed as either severe or 

catastrophic. A good reporting culture in the organisation would have staff recording 
high numbers of near misses, no harm or minor harm incidents. For this reason, an 
increase in overall staff incidents should not necessarily be seen as a negative 
outcome. However, we would want to see low numbers of those incidents classed as 
major or catastrophic, as such incidents are unlikely to go unreported. 
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2. Reporting of Injuries, Diseases and Dangerous Occurrence Regulations 
(RIDDOR) 2013 
 
General RIDDOR Reportable Incidents: totals and rates (per headcount x 100): 
 
Table 1: Annual 
 

RIDDOR
Apr 2020 - Mar 2021 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

Slip- trip fall - 1 - - 1 1 1 - 1 1 6
Manual handling 1 - - - - - 1 2 1 1 3 9
Struck by or against something - - - - - - - - - -
Contact with hot/cold, object/liquid, electric or machinery - - - - - - - - - -
Contact with sharp material or object non medical - - - - - 1 - - - 1
Other personal accident - 1 1 - 1 - - - 1 1 5
Contact other medical sharps - - - - - - - - - -
Exposure to harmful agent e.g. radiation, substance, bio agent, 1 - - - - - - - - 1

Total 2 2 1 - 2 2 2 2 3 1 5 22

Quarter 2

45 7

Quarter 1

6

Quarter 4Quarter 3

 
 
Table 2: Three Year Comparison 
 

Total Total Total Total

10 0.13 1 0.01 6 17
Moving and handling 9 0.12 4 0.05 9 22
Struck by or against something 1 0.01 1 0.01 - - 2
Contact with hot/cold object/liquid, machinery or electricity 1 0.01 1 0.01 - - 2
Contact with sharp material or object, non-medical 2 0.02 - - 1 3
Other Personal Accident 4 0.05 2 0.02 5 11
Contact with other medical sharps - - - - - - - -
Exposure to harmful agent e.g. radiation, substance, bio agent - - 1 0.01 1 - 2

Total 59

2019 - 2020

22

Incident Category Rate Rate Rate

Slip, trip or fall

27 10

FTE 7175 FTE 7175 FTE 7430
2018 - 2019 2020 - 2021

 
 
The annual total for reportable incidents shows an overall total of (22) this is an increase of 
(12) against the previous year (10) however; this is still lower than two years ago. The main 
categories for the increase are Moving and handling (9) and slips, trips and falls (6). 
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Fig. 1: Ten-year comparison 2011 – 2021. 
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The above graph shows the total of reportable incidents over the past ten years with a 
collective total of 313 incidents. 
 
In 2011/12 we reported 54 incidents. Since then we have witnessed a steady 
decrease, with 2019/20 having the lowest number on record with just 10 incidents. 
 
The main incident causes for the increase for the past year are shared between 
moving and handling – 9, against 4 last year and slips, trips and fall’s: 6 this year 
against 1 last year. 
 
Fig. 2: Year on year comparison slip trip falls 2011 – 2021. 
 
 

16

18

13

18

10 10

5

10

1

6

0

2

4

6

8

10

12

14

16

18

20

2011
-

2012

2012
-

2013

2013
-

2014

2014
-

2015

2015
-

2016

2016
-

2017

2017
-

2018

2018
-

2019

2019
-

2020

2020
-

2021

Slip trip falls 2011 - 2021 

 



 

Page 6 of 29 

 

 
The above graph shows an overall decrease of slip trip falls over the past ten years, 
with a high of 18 and a low of 1. 
 
 
3. Annual RIDDOR incidents by Health Group: 
 
 
Table 3: RIDDORs by HG: 
 
 

CS C M S FWH Rate
Apr - - - 1 1 2 0.02
May - - 1 1 - 2 0.02
Jun - - - 1 - 1 0.01
Jul - - - - - - -
Aug - - 2 - - 2 0.02
Sep 1 - - 1 - 2 0.02
Oct - - - 1 1 2 0.02
Nov - 2 - 1 - 3 0.04
Dec 1 - - 1 - 2 0.02
Jan - - 1 - - 1 0.01
Feb 1 2 1 1 - 5 0.06
Mar - - - - - - -

3 4 5 8 2

Quarter 4 6

Total 22

Quarter 1 5

Quarter 2 4

Quarter 3 7

FTE 7430 Total

 
 
Surgery remains the health group with the most reportable incidents 8.  
 
Table 4: Three Year Comparison: 
 
 

FTE CS C M S FWH Total Rate
2018 - 2019 7175 3 5 9 8 2 27 0.37
2019 - 2020 7430 2 2 2 3 1 10 0.13
2020 - 2021 7430 3 4 5 8 2 22 0.29

Total 8 11 16 19 5 59  
 
When looking back over the past three years Surgery has had the most incidents with (19) 
with Medicine having the second most incidents with (16) and Corporate coming third with (11) 
incidents.  
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4. RIDDOR Reportable slip trip falls: 
 
 
Table 5: Reportable STF’s by quarter: 
 
 

Slip Trip Fall Total Rate
Apr - - - - -
May - 1 - 1 0.01
Jun - - - - -
Jul - - - - -
Aug - 1 - 1 0.01
Sep 1 - - 1 0.01
Oct - 1 - 1 0.01
Nov - - - - -
Dec 1 - - 1 0.01
Jan - - - - -
Feb 1 - - 1 0.01
Mar - - - - -

3 3 0 6

FTE 7430

Quarter 1

Quarter 2

Quarter 3

Quarter 4

Total  
 
Over the past twelve months we have seen (3) slips and (3) trips with no reportable falls.  
 
Table 6: Reportable STF’s: Three Year Comparison 
 

Slip Trip Fall Total Rate
2018 - 2019 6 3 1 10 0.13
2019 - 2020 - 1 - 1 0.01
2020 - 2021 3 3 - 6 0.08

Total 9 7 1 17  
 

Although we have witnessed an increase over the past twelve months, (with 2019/20 being 
somewhat exceptional), The figure was still well below the average over the last 10 years, 
(see Fig. 2 above). 
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Table 7: Reportable slips 2020 – 2021 

Slips  

 
1 

Female staff member slipped on water which had leaked from a floor cleaning 
machine, this resulted in swelling and bruising of the right shoulder leading to time off 
work. 
 
OCS’s cleaning practices have since been revised and the machine inspected. 
 

 
2 

Female staff member was replenishing stock in a store room and slipped on 
cardboard she had put on the floor. This resulted in a fall to the floor and incurring a 
graze, swelling and pain to the lower arm and time off from work. 
 
Staff member reminded to be aware of own work environment. 
 

 
3 

Female staff member was walking to her car in the carpark and slipped on ice falling 
to the floor and fracturing her lower limb. 
 
This incident was escalated to the estates department for further investigation in to 
their gritting procedures and the external gritting company was contacted.  
 

 
Table 8: Overview of reportable trips for 2020 – 2021 

 
Trips  

 
 
1 

Elderly male patient being escorted to the bathroom tripped over a bin which had been 
used to prop open a faulty door, this resulted in a fall to the floor and incurring a 
fracture and cut to the nose with bruising to knees and a cut to the hand. 
 
Bin removed and fault on door reported to the Estates department for repair staff 
reminded not to prop open doors. 
 

 
2 

When female staff member stood up to move from her workstation she caught her foot 
in trailing cables under a workstation causing her to trip and falling to the floor resulting 
in a scaphoid fracture to the right hand. 

The loose cables were later reported to the Estates department, and cables removed 
from the ‘danger zone’. 
 

 
3 

Female staff member tripped over a lower drawer of a filing cabinet, this resulted in a 
fall and a fracture to the right ankle. 

The drawer was later inspected and no fault with the working of the drawer could be 
found. 
 

 

NB: It can be seen that most if not all of the above could have been avoided if attention had 
been given to the working environment, though even the most thorough use of an inspection 
checklist cannot replace the importance of constant vigilance and a culture of not accepting 
poor standards.  
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5. Non-RIDDOR reportable slip trip falls: 

Table 9: By quarter: 
 
 

Slip Trip Fall Total Rate
Apr 4 1 - 5 0.06
May 1 - - 1 0.01
Jun 2 - - 2 0.02
Jul 1 1 - 2 0.02
Aug 1 2 - 3 0.04
Sep 4 4 - 8 0.1
Oct 2 2 - 4 0.05
Nov - 1 - 1 0.01
Dec 5 - 2 7 0.09
Jan 2 1 - 3 0.04
Feb 5 - - 5 0.06
Mar 1 - - 1 0.01

28 12 2Total 42

Quarter 4

Quarter 2

FTE 7430

Quarter 3

Quarter 1

 
 
There have been 42 non-reportable staff slips trip falls over the past twelve months 
 
 
Table 10: Three Year Comparison: 
 

Slip Trip Fall Total Rate 
2018 - 2019 29 17 10 56 0.73
2019 - 2020 19 17 6 42 0.56
2020 - 2021 28 12 2 42 0.56

Total 76 46 18 140  
 
It can be seen that the number of non-reportable STF’s is the same for the last two years, 
despite the rise this year in reportable STF’s. 
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6. RIDDOR – reported by the Occupational Health Department:  

 
Table 11: Type by quarter: 

 
Needlestick BBV Dermatitis Rate

Apr - - - - -
May - 1 - 1 0.01
Jun - - - - -
Jul 1 - - 1 0.01
Aug - - - - -
Sep - - - - -
Oct - 1 - 1 0.01
Nov 2 - - 2 0.02
Dec 1 - - 1 0.01
Jan 3 1 - 4 0.05
Feb - - - - -
Mar - 1 - 1 -

7 4 -

Quarter 4 5

Total 11

                 FTE 7430

Quarter 1 1

Quarter 2 1

Quarter 3

Total

4

 

 

Table 12: Three Year Comparison 

2018 - 2019 2019 - 2020 2020 - 2021
Needlestick 12 5 7

EBBV 8 1 4
Dermatitis - - -

Total 20 6 11  
 
We have witnessed 11 reportable incidents giving us increase of 5 when compared to the 
previous 12 months However, for the fifth consecutive year running, there have been no 
reportable cases of occupationally acquired dermatitis.  

 
7. Timeliness of Reporting of incidents to the HSE:  
 
The reporting of incidents in accordance to regulation 4.2 of the RIDDOR Regulations 2013 - 
within 15 days 
 
Table 13: Late reporting by quarter: 
 

On time Late Total
Quarter 1 5 0 5
Quarter 2 3 1 4
Quarter 3 5 2 7
Quarter 4 2 4 6

Total 15 7 22  
 
. 
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Table 14: Three Year Comparison: 
 

On time Late Total 
2018 - 2019 23 4 27
2019 - 2020 9 1 10
2020 - 2021 15 7 22

Total 47 12 59   
 
 
The main reason for late reporting is that the Safety Team is not being notified in the specified 
time frame of 15 days. This can sometimes involve an injury / absence from work becoming 
apparent or worsened in severity after a period of time, (eg some back injuries). More 
problematic, are occasions where a Datix is only completed when a person returns to work 
after a period of work-related sickness absence.  
 
 
8. Quarterly Site Inspections: 
 

(a)  Hull Royal Infirmary: 
 

Table 15: Type of defects found over the past year: 
 

Type of defect Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Paving stone - - -
Pot hole

kerb - - -
Bollard - - - -
Wall - - - -

Fencing - - -
Service cover - -

Vegitation - - - -  

The above shows common defects found across all four quarterly inspections, with potholes 
showing as the most common defect this is mainly was evident in the Argyle street car park. 

Table 16: Defects risk rating: 
 

Risk rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
High - - - - -

Moderate 8 17 3 8 36
Low - - - - -

Very low - - - - -

Total 8 17 3 8 36

Defects found
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Table 17: Defects acted upon: 
 
 

Risk rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
High - - - - -

Moderate 6 8 3 - 17
Low - - - - -

Very low - - - - -

Total 6 8 3 - 17

Defects acted upon

 
 

During the past 12 months all the of defects identified carried a risk rating of moderate. 
 

 
(b)  Castle Hill Hospital: 
 

Table 18: Type of defects found over the past year: 
 

Type of defect Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Paving stone -
Pot holes

kerb - - - -
Bollard - - -
Wall - - - -

Fencing - - -
Service cover - - -

Vegitation - - - -  
 
The above shows common defects found across all four quarterly inspections with potholes being 
identified in each of the temporary car parks along with a number of broken paving stones on 
footpaths, however; due to these inspections many of the damaged paving stones have since 
been removed and replaced with tarmac reducing the potential of trips. 

 

Table 19: Defects found: 
 

Risk rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
High - - - - -

Moderate 8 8 11 4 31
Low - - - - -

Very low - - - - -

Total 8 8 11 4 31

Defects found

 
 
When compared to the previous year, we have seen a slight increase (27) against (26). 
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Table 20: Defects acted upon: 
 

Risk rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
High - - - - -

Moderate 8 4 9 4 25
Low - - - - -

Very low - - - - -

Total 8 4 9 4 25

Defects acted upon

 
 

 
Table 21: Combined annual defects found and acted upon at HRI and CHH. 
 

Risk rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
High - - - - -

Moderate 16 25 14 12 67
Low - - - - -

Very low - - - - -

Total 16 25 14 12 67

Acted upon 14 12 12 4 42
Outstanding 2 13 2 8 25

HRI - CHH Combined 

 
 
As a combined total we identified 67 defects across HRI and CHH with 42 being acted 
upon leaving 25 waiting to be acted upon.  
 
 
9. Staff incidents reported by severity: 

 
Table 22: Annual incident severity 
 

Risk Rating Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
No harm 15 42 24 81 162

Minor 40 81 40 161 322
Moderate 1 5 - 6 12

Major - - - 1 1
Catastrophic - - - - -

Total: 56 128 64 249 497  
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Table 23: Three-year comparison incident by severity 
 

Risk Rating 2018 - 2019 2019 - 2020 2020 - 2021 Total
No harm 271 117 131 519

Minor 387 224 283 894
Moderate 17 11 17 45

Major - - 1 1
Catastrophic - - - -

Total: 675 352 432 1459  
 
 
 

 
10. Quarterly Physical Inspections: 
 
Table 24: Three year comparison of quarterly physical inspections: CHH 
 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

2018 - 2019 45 43 34 39 161

2019 - 2020 44 42 39 38 163

2020 - 2021 21 28 31 24 104

428

Total

 
 

Table 25: Three year comparison of quarterly physical inspections: HRI 
 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

2018 - 2019 48 57 45 49 199

2019 - 2020 55 51 44 50 200

2020 - 2021 29    29   -     29   - 24 87

486

Total

 
 

Total 914  
 
The above shows the number of physical inspections carried out by Wards and departments on a 
quarterly basis and shows the totals for the past three years.  
 
However, it should be noted that due to COVID 19, we experienced a number of ward 
movements along with major disruption across the Trust which has probably impacted 
significantly on the number of inspections carried out and received for the past twelve months. 
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We are hopeful that the next twelve months will show a steady increase in numbers as services 
and staff resume back to some level of normality.   
 
 
11. Safety Focal Persons:  
 
Due to COVID there has been no further training of new Safety Focal Person’s for the 
past year, however, a delegate waiting list has been drawn up and once the Trust 
reaches some normality and training can resume, then those who are on the waiting list 
shall be contacted with a training date.   
 
During COVID the Safety team have maintained a presence on site to offer and give 
support and advice to SFP’s. 
 
 
12. Employers Liability / Public Liability Claims: 
 
 
EL Claims 2020/2021: 
 
Thirteen Employee Liability Claims were opened within the financial year 2020/2021. This is an 
increase of 3 from the previous financial year. The common theme over the past year has been 
incidents involving needle stick/sharps injuries. There have also been claims involving slips, trips 
and falls and exposure to COVID-19 
 
Table 26: New EL Claims in 2020/21: 

1 
Domestic worker suffered a needle stick injury when emptying a non-sharps bin on a ward. 
Nursing staff on the ward has previously been spoken to about inappropriate disposing of 
sharps. 

2 Domestic worker contracted to MITIE suffered a needle stick injury from an IV drip whilst 
emptying a clinical waste bag. 

3 Clerical worker was struck by a shelf which collapsed due to being attached to the wall with 
incorrect fixings, causing soft tissue injuries to the left side of her body. 

4 Porter had loaded linen on to a van and when lifting the tail gate, it dropped down trapping 
their finger between the tail lift and concrete bollard causing a fracture. 

5 Admin support worker fell into a filing cabinet drawer bruising both shins and fracturing her 
right ankle 

6 The claimant, a pharmacy assistant, was emptying a pharmacy tablet returns bin. There 
was an incorrectly disposed of used needle in the bag causing a needle stick injury 

7 The claimant was struck on her back by a metal beam that had fallen from a height of 
approximately 3 metres. The Claimant has suffered ongoing pain and has since been 
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New PL Claims 2020/2021 
 
2 Public Liability Claims were opened in the financial year 2020/2021. This is a decrease of 9 
from the previous financial year. 

 
Table 27: New PL Claims in 2020/21: 

 

1 
Claimant opened a door leaving the Emergency Department and the door swung open 
trapping the claimants hand between the door and a trolley. As a consequence, the 
Claimants finger was broken. 

 

2 Claimant tripped on a paver at the front of the tower block at HRI sustaining injuries to 
teeth and leg. 

 
 

Closed Claims 
 
There were 11 EL claims closed in the financial year 2020/2021, 6 of which were settled, the 
remaining 5 were denied. 4 Public liability claims were closed within the same period, 2 were 
settled and 2 were denied. 

 

 

 

diagnosed with spinal difficulties 

8 It is alleged that the Claimant was provided PPE which had been soaked in Tristel as a 
consequence the Claimant became unwell and now suffers from respiratory problems. 

9 Ward catering assistant sustained burn to her forearm when a patient accessed the drinks 
trolley and began to throw pots of hot water around the area. 

 

10 
The claimant, a MITIE employee, was changing over waste bags, as they picked up a 
yellow bag they sustained a needle stick injury. 

 

11 Staff nurse slipped on water when walking down the corridor from ICU 1 to ICU 2 causing 
injury to her back 

12 
It is alleged there was a failure to undertake sufficient and appropriate risk assessment as 
a consequence the Claimant was working on a COVID ward and subsequently tested 
positive for COVID 19. 

13 

Alleged failing to undertake appropriate risk assessment prior to redeployment. As a 
consequence, the Claimant was exposed to hazardous substances and COVID 19 
infection. The Claimant contracted COVID and was admitted to hospital requiring 
intensive care 
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13. MOVING AND HANDLING  
 
Executive Summary of Activity for 2020/21 
 
Although face to face manual handling training ceased due to the pandemic staff have still 
been able to update via their Link Trainer or completing online assessments.  
 
Updates for Link Trainers have recommenced via virtual meetings.  
 
Trust wide equipment replacement and improvement plans continued with the purchase of 
new beds, hoists and slide sheets.   
 
Information pages on Pattie continue to be updated and expanded to allow staff to access 
information on manual handling related topics 24/7. 
 
Patient handling related issues are now discussed at the Corporate Patient Experience, 
Effectiveness and Safety Committee meeting.  This will ensure that they get a clinical 
audience as well as presentation at the Health and Safety, Security and Fire Committee.   
 
Work continues to address key issues such as inability to flat-lift from the floor and low use of 
slide sheets. 
 
 
Summary of KPI Performance Indicators for 2020/21 
 
Manual Handling RIDDORs 
9 incidents in total were reported to the HSE under RIDDOR during 2020/21 for incidents on 
Datix logged as manual handling activities.  These were split evenly between patient handling 
and inanimate load handling incidents.   
 
Link Trainers 
There are currently 131 active Link Trainers across the organisation helping to promote safe 
manual handling practice and improve patient and staff safety. 
 
Patient Handling Assessments 
No care plan patient handling audits were carried out due to the pandemic. 
 
 
KEY ACTIVITY FOR 2020/21 
 
Link Trainers 
 
Update training for Link Trainers is now carried out via the Big Blue Button and Webex and is 
supported with videos and newsletters.   
 
The 3-4 day course to become a Link Trainer has been reworked and will now be delivered via 
various methods including online learning, videos and knowledge assessments, Big Blue 
Button sessions and socially distanced practical assessment. One of the benefits to this 
modular type of course is that staff can begin the process of becoming a Link Trainer at a time 
and pace to suite them and numbers are not limited until the practical assessments. Those 
staff on the waiting list for this course will be contacted as soon as the venues and dates have 
been confirmed. 
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Training Videos 
Training videos have been filmed of all the key patient handling skills.  Some are already 
available to view but others will be uploaded once knowledge assessments have been 
finished.  These packages will become a key part of future staff induction and refresher 
training as the assessments will have to be passed 100% and will provide assurance of staff 
knowledge of safe handling practice and equipment use. 
 
Equipment – Access and provision 
Equipment replacement and improvement plans continued with the purchase of new beds, 
hoists and slide sheets.   
 
Beds 
Over 200 beds became obsolete and required replacement.  This opportunity was used to 
purchase some ultra-low beds for the DME wards who had already had some on trial and had 
proved successful in the reduction and management of falls.  Further work will now continue to 
evaluate the impact on falls and the severity of injuries sustained as well as the usability and 
durability of the beds.  Results from this work will help inform future purchasing as the main 
bed base will become obsolete in two years’ time. 
 
A bed trial was undertaken for the new ICU unit.  This helped identify beds with specialist 
features to meet the needs of the patients and staff.  A number of variations were reviewed 
over a two week period allowing staff to identify which features would be key to their activities. 
 
Slide Sheets 
Working with the Tissue Viability Matron a preferred slide sheet option was agreed that would 
reduce the likelihood of misuse and resulting injury to patients and staff.  This was presented 
to the Corporate PEES who agreed with this choice along with some staff groups who also 
provided feedback. 
 
The roll-out plan for standardised ‘Eco’ slide sheet has been agreed and will commence in 
May. 
 
Hoists 
Ceiling track hoists are now being planned as part of the new ICU build which will eliminate 
the need to use mobile hoists.  Several options were reviewed in order to provide the most 
efficient and cost effective solution.  
 
Funding was secured to replace high priority obsolete hoists ensuring that the Trust wide 
stock continues to meet the needs of the patients and staff.  A review in one particular area 
identified that a like-for-like replacement for an obsolete hoist was no longer needed and so 
alternative hoists were purchased to meet their current requirements.  The relocation of some 
hoists also created an opportunity to provide the Physiotherapy service with a ‘floating’ hoist 
for therapeutic rehabilitation. This will be a more efficient use of the equipment for low use 
areas that would have limited need of their own for this type of hoist.   
 
Mattress Straps 
A short project was carried out to evaluate the risks involved in the use and non-use of 
mattress retaining straps.  This included carrying out controlled exercises to review the 
potential movement during use as well as potential issues during emergency situations such 
as fire evacuation.  This helped identify which of the dynamic mattress stock could remain in 
use and which had to be replaced. 
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Flat-lift Devices 
Three inflatable flat-lift devices have now been purchased.  Two have been sited on the DME 
wards and one is to be shared between the oncology wards. The devices will provide staff with 
a safe means to raise patients from the floor whilst remaining in a relatively stable supine 
position.  This should also mean a better patient experience and reduce the possibility of injury 
sustained or exacerbated to patients and staff through inappropriate lifting methods.  
Monitoring the use and effectiveness of the equipment will commence as will additional 
training to build staff confidence in its use and this data will help inform any Trust wide future 
plans in safe retrieval from the floor. Although three inflatable flat lift units have been bought, 
not all areas can access them so alternative interim options are being explored.  The work on 
this topic will be monitored through the Falls Committee.   
 
Bariatric Equipment Provision 
Access to bariatric equipment via our onsite bed and specialist mattress suppliers Medstrom, 
has now been expanded to include smaller items such as wheelchairs and commodes.  The 
‘Medstrom Now’ system has been working successfully for a while allowing staff quick and 
easy to access ad-hoc equipment.  This system also provided cost efficiencies as delivery and 
collection charges are not applied.  The option to access flat-lift systems through this service 
is also being explored. 
 
Homeworking 
Homeworking guidance for managers was created which included risk assessment templates 
and equipment recommendations.  Information was brought together on how staff could 
achieve an ergonomically influenced workspace at home as well as tips on how to promote 
musculoskeletal and mental health when homeworking.  All this information is available on the 
‘Homeworking’ Pattie page. 
 
Networking & Communication 
Humber Coast and Vale 
The Humber Coast and Vale Manual Handling Group have been unable to meet due to the 
pandemic but members have continued to communicate and support each other throughout 
the year. 
 
PEES 
Patient handling related issues are now being reported to the Corporate Patient Experience, 
Effectiveness and Safety (PEES) Committee meeting.  This will ensure that they get a clinical 
audience as well as the Health and Safety, Security and Fire Committee.  Issues already 
raised and discussed this year have been the limited ability to flat-lift from the floor safely, the 
low use of slide sheets and bed replacement selection.  The issues raised at this committee 
will also be discussed at the Band 7 meetings to gain valuable ward level feedback and buy in 
for any proposed improvement work.   
 
Pattie 
Information pages on Pattie continue to be updated and expanded to allow staff to access 
information on manual handling related topics 24/7.  Pages for staff being redeployed were 
created so they could access ‘how to use’ equipment videos and skill sheets easily so that 
they could refresh knowledge that may not have been used for some time.  
 
Risks 
Risk 1726 – Hoist provision – Low risk 
This risk remains Low as the hoist stock is healthy and meets the current needs of the 
organisation.  Monitoring of this continues and projected purchasing requirements have been 
submitted to the Equipment Management Committee.  The next key area of focus will be on 
bath hoists and if replacement requirements remain the same. 
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Risk 3316 - Inability to flat-lift safely from the floor – Moderate risk  
The purchase of 3 flat-lift units has now taken place and training is underway.  Two units have 
been placed on the 8th and 9th floors HRI and the third is to be shared between the Oncology 
wards at CHH.  Data will be collected from April 1st 2021 on injuries sustained from falls and 
falls recovery and this will hopefully be able to support a further business case for more units 
across the Trust. 
 
 
INCIDENTS 
 
Table 1: ALL Manual Handling Incidents by HG 2020/21 
 

  
19/20 

Q4 
20/21 

Q1 
20/21 

Q2 
20/21 

Q3 
20/21 

Q4 Total 
Corporate Functions 2 5 3 3 4 15 
Clinical Support - Health Group 4 3 4 3 4 14 
Emergency Medicine - Health Group 0 0 0 1 1 2 
Family and Women's Health - Health 
Group 2 3 1 3 1 8 
Medicine - Health Group 4 6 11 4 4 25 
Surgery - Health Group 9 2 7 8 6 23 
Total 21 19 26 22 20 87 

N.B. The reporting of high incident numbers of low severity should not be seen as a negative 
but seen as healthy reporting culture and encouraged.  
 
 
Chart 1: Five Year Run Chart – All Manual Handling Incidents 
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Chart 2: Five Year Comparison by Sub-category 
 

 
 

 
Overall, this year sees a similar number of manual handling incidents reported as last year.  
The chart above shows a five-year comparison of manual handling incidents.  There has been 
a slight rise in patient handling incidents (11%) and inanimate load handling incidents (10%) 
this year compared to last.  Those incidents reported as ‘stretching or bending injury, other 
than lifting’ has seen a reduction of 36%. 
 
In 2020/21 patient handling incidents accounted for 66% of all manual handling incidents 
submitted and remains the highest sub-category reported.  
 
In 2020/21 Incidents relating to manual handling activities only accounted for 2.6% of all 
personal accident incidents reported and is the 5th highest (out of 12) reported category within 
‘Personal Accidents’.  
 
Chart 3: Percentage of Manual Handling Incidents against All Personal Accident - 
    5 Year Run 
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Chart 4: All Manual Handling Incidents by Severity 2020/21 
 

 
 
In Q4 55% of all manual handling incidents were reported as Minor harm and 25% as No 
Harm.  The Major incident relates to long term injuries reportedly sustained during a manual 
handling incident.  All Moderate and Major incidents were reported under RIDDOR. 
 
The heavy weighting of low severity incidents is linked to a good reporting culture and can be 
used as a resource of information to help identify near miss themes and trends to try and 
prevent more severe incidents in the future. 
 
Chart 5: 5 Year Run Chart by Severity 
 

 
 

For the whole of 2020/21 Minor incidents account for 61% of the manual handling incidents 
reported and 30% were reported as No Harm.   
 
In 2020/21 26% of the Minor incidents reported resulted in staff sustaining musculoskeletal 
injuries and 24% of the Minor incidents reported patients sustaining skin damage during the 
handling activity. 
 
It was noted that of the musculoskeletal injuries sustained by staff 47% happened during the 
transfer of patients and a large number of these happened during lateral transfers.  As a result 
of this some focused promotion around the use of slide sheets for these transfers will continue 
throughout next year. 
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STAFF INCIDENTS 
 
 
Chart 6: Staff Manual Handling Incidents by Sub-category. 
 

 
 
 
Chart 7: Staff Manual Handling Incidents by Sub-category – 5 Year Run 
 

 
 
72% of the total manual handling incidents reported in 2020/21 were to staff.   
 
Injuries sustained during patient handling activities remains the highest reported sub-category 
accounting for 54% of staff manual handling incidents over the year.  
 
Injuries to the back remain the highest part of the body affected closely followed by 
hand/finger injuries. 
 
 
INCIDENTS REPORTED UNDER RIDDOR. 
 
Overall, the number of RIDDOR reportable manual handling incidents has increased on last 
year with most attributed to non-patient handling activities.  Push/pull activities and poor 
communication have been the commonest contributory factors, and thus an area for focussed 
intervention by the Manual Handling Lead. 
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Below is a summary of all manual handling related RIDDOR reportable incidents for this year. 
 
Q1 
A member of staff sustained a significant finger injury whilst carrying out a patient turn activity 
which resulted in 8 weeks sickness. 
 
Q3 
A member of staff sustained a back injury whilst assisting a confused patient into bed on their 
own.  The member of staff felt that the patient was at risk of injuring themselves so intervened 
with good intentions. The member of staff was off sick with a back injury for 6 weeks.   
 
A member of staff sustained a back injury whilst supporting the leg of a bariatric patient in 
order to apply a cylinder cast.  
 
A back injury was sustained by a member of staff trying to move a concrete cover. 
 
A member of staff sustained a crush injury to the hand whilst handling a tail lift.  Checks were 
carried out on the vehicle but no faults could be found. 
 
Q4 
A member of staff sustained a back injury assisting a confused patient back into bed. 
 
A member of staff sustained a back injury when they tried to move a patient up the bed on 
their own. 
 
A member of staff reported sustaining long-term injuries after attempting to move a cage full of 
linen that didn’t move on the initial attempt.   
 
When the wheel of a wheelbarrow hit a pot-hole a member of staff sustained a shoulder injury.  
 
 
 
Chart 8: 5 Year Run of RIDDOR Incidents 
 

0

2

4

6

8

10

12

2016 2017 2018 2019 2020
 

 
 
 
 
 
 
 
 



 

Page 25 of 29 

 

Chart 9: 5 Year Run of RIDDOR Incidents by Sub-Category 
 

 
  
 
TRAINING 
 
All face to face manual handling training ceased due to the pandemic but staff have still been 
able to update via their Link Trainer or completing online assessments.  
 
Manual handling training remains a 3 year cycle for staff that move and handle patients with a 
practical skills refresher undertaken a minimum of every three years.  Compliance for all other 
staff can be obtained by completing the Moving and Handling Level 1 E-Learning on HEY24/7. 
 
There has been a slight reduction in manual handling training compliance throughout the year 
with Q4 being the lowest for overall compliance.  This could be attributed to the restrictions 
and pressures whilst dealing with the Covid-19 pandemic.   
 
 
Table 2: 2020/2021 Training Compliance Across All Health Groups (HG)  
 

Health Group E/O  Q1 
2020/21 

E/O Q2 
2020/21 

E/O Q3 
2020/21 

E/O Q4 
2020/21 

Clinical Support Services - 85.5 84.7 82.7 

Corporate Directorates - 82.0 83.3 81.8 

Infrastructure & 
Development - 95.2 95.2 95.9 

Family & Women's Health - 82.5 80.3 80.9 

Medicine - 79.8 77.4 77.4 

Emergency and Acute 
Medicine - 83.9 88.7 87.4 

Surgery - 81.0 81.6 77.9 

Total - 83.2 82.9 81.5 
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Chart 10: Total Training Compliance – 5 Year Run 
 
The chart below shows the overall annual compliance for manual handling training. 
 

 
 

 
Table 3: Practical Patient Handling Training Compliance 
 

Practical Q1 Q2 Q3 Q4 
Clinical Support Services 0 53.6 53.9 52 
Corporate Directorates 0 46.4 47.6 43.9 
Infrastructure & Development 0 79.5 95.5 92.1 
Family & Women's Health 0 49.5 51.9 52 
Medicine 0 57.6 55.9 54.3 
Emergency and Acute Medicine 0 69.4 72.8 82.6 
Surgery 0 55.8 58 56.8 
Total 0 54.4 55.9 54.7 

 
 
Practical patient handling updates (which should be undertaken every three years for clinical 
staff who move and handling patients) are now being monitored and are being reported as a 
separate KPI.   
 
 
 
Chart 11: Annual Comparison for Practical Patient Handling Training 
 

 
 
Figures above show that the 90% compliance target for this practical training may take some 
time to achieve but the annual comparison shows a marked improvement when compared 
with last year. 
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Practical patient handling updates should be undertaken every three years as a minimum and 
should be carried out by the Manual Handling Link Trainers.  Staff can also access 
ClinicalSkills.net and complete all four moving and handling assessments to gain compliance 
as well. 
 
It is hoped that the new video library with assessments will form another alternative method 
how staff can update their skills but this will require formal sign off before being offered. 
 
 
14. Covid / Brexit 
 
Covid secure risk assessments for non-clinical areas have been performed at a local level on 
a proforma agreed between the Safety Team, Infection Prevention and Control and the 
Human Resources Teams. The assessment was available on Pattie or from the Safety Dept., 
as was advice on its completion. Assessments were then sent to the Safety Team, who then 
followed-up the assessments with a visit and inspection to ensure adequate compliance with 
the seven principles of Coronavirus management, along with nomination of named ‘covid-
secure monitoring officers’. Written confirmation was then sent to the department concerned. 
Following the clear advancement in experience, knowledge and understanding of covid safety 
within local teams, some six months into the pandemic, the inspection regime was replaced by 
a Manager’s self-assessment checklist, again agreed between Safety, IPC and HR, and 
distributed via Pattie or the Safety Team. Again copies were retained by the Safety Team. 
Whilst the risk assessments and checklists were detailed and exacting, compliance standards 
in these non-clinical areas were found to be impressive, with good understanding and 
engagement. 
 
Brexit changes 

At the time of writing (May 2021), very little has changed that could impact the Trust in terms 
of H&S, however the Safety Team will continue to monitor the legal framework and will report 
any significant changes via the Trust’s Health, Safety, Security and Fire Committee. 

There are two changes which have been made which we should be aware of: 

1. The GB CLP Regulation 
 

European Regulation (EC) No 1272/2008 on classification, labelling and packaging of 
substances and mixtures came into force on 20 January 2009 in all European Union (EU) 
Member States, including the UK. It is known by its abbreviated form, 'the CLP Regulation' or 
just plain 'CLP'. 

The EU CLP Regulation adopts the United Nations' Globally Harmonized System of the 
classification and labelling of chemicals (GHS) across all EU countries, including the UK, 
when the UK was an EU Member State. 

As GHS is a voluntary agreement rather than a law, it must be adopted through a suitable 
national or regional legal mechanism to ensure it becomes legally binding. That's what the EU 
CLP Regulation does. 

The EU CLP Regulation as amended, is retained in GB law. These arrangements mean 
that GB continues to adopt GHS, independently of the European Union. 
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2. CE marking of goods 

Manufacturers and suppliers have been encouraged to be ready for full implementation of the 
new UK regime as soon as possible after 1 January 2021. However, to allow businesses time 
to adjust, CE marked goods in scope of this guidance that meet EU requirements (where 
these match UK requirements) can continue to be placed on the GB market until 1 
January 2022 where EU and UK requirements remain the same. This includes goods 
which have been assessed by an EU recognised notified body. 

Businesses will need to use a conformity marking if they’re placing certain goods on the UK 
market. Before 1 January 2021 they could do this using the CE marking or other appropriate 
marking (such as the wheel marking or Pi marking). The UKCA marking is the conformity 
assessment marking for Great Britain for most goods previously subject to CE 
marking. 

Goods that are lawfully CE marked will be accepted in the UK until 1 January 2022 for certain 
products. Businesses must be ready to use the UKCA marking from 1 January 2022 at the 
latest, although they should look to use the UKCA marking as soon as possible. 
 
 
15. Objectives for 2020/21 

(a) Redouble efforts regarding ward / department quarterly inspections – performance has 
slipped during the pandemic; 

(b) Amend the Quarterly Inspection Checklist to include consideration of management of 
Covid safety issues; 

(c) Re-inspection of non-patient facing areas for Covid safety arrangements; 

(d) Focus on the air-quality and ventilation efficacy in non-clinical areas; 

(e) Improve routine communication between the Safety Team and workforce safety 
representatives; 

(f) Review vehicle / pedestrian segregation across both main sites given the recent 
activity in capital developments; 

(g) Continue to monitor the UK regulatory framework in view of changes associated with 
Brexit; 

(h) Manual handling: 

• Resume face to face manual handling training if / when pandemic rules allow; 
 
• Resume updates for Link Trainers, subject to the above;.  
 
• Information pages on Pattie to be updated and expanded to allow staff to access 

information on manual handling related topics 24/7, including advice on Homeworking; 
 
• continue to address key issues such as inability to flat-lift from the floor and low use of 

slide sheets; 

• This year has seen a similar number of manual handling incidents reported as last 
year.  The number of RIDDOR reportable manual handling incidents has increased 

https://www.gov.uk/guidance/placing-manufactured-goods-on-the-market-in-great-britain#legislation
https://www.gov.uk/guidance/placing-manufactured-goods-on-the-market-in-great-britain#legislation
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however, with most attributed to non-patient handling activities.  Push/pull activities 
and poor communication have been the commonest contributory factors, and thus an 
area for focussed intervention by the Manual Handling Lead. 
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2. EXECUTIVE SUMMARY 

ANNUAL REPORT FOR SAFEGUARDING ADULTS – 2020/21 

The purpose of this Annual Report is to inform Trust Board Members of the progress with regard to 
its responsibilities for Safeguarding Adults. The report will identify Safeguarding Adults activity within 
the Trust over 2020/21, raise awareness of key issues affecting practice and service delivery, and 
identify key priorities for 2021/22. 

 

The Trust has statutory responsibilities to safeguard adults at risk of harm, abuse and neglect that 
access it services and premises. The challenges facing vulnerable adults remain significant in this 
health economy and, in particular, the increase in people that have complex needs, such as Mental 
Health, Dementia and Learning Disabilities. 

 
The Trust continues to meet its regulatory and contract obligations in relation to Safeguarding 
Adults and is a proactive member of both Hull and East Riding Local Authority Safeguarding Adult 
Boards. 

 
In terms of highlights during 2020/21: 

 
• A satisfactory review of Safeguarding Adults by NHSE/I regional safeguarding lead – no 

compliance issues raised during the inspection undertaken in 2020 or areas of concern. 
Some recommendations made to improve service and governance but overall positive 
assurance. 

• Positive feedback from NHS Hull and East Riding Clinical Commissioning Groups about the 
governance and progression of Safeguarding Adults agenda items. 

• Appointment to Learning Disabilities Liaison Nurse role – commence in May 2021. Previous 
post holder retired in December 2020. 

• The Dementia Matron post has been reassigned to Corporate Nursing under the 
management of the Assistant Chief Nurse / Safeguarding Lead due to reorganisation in the 
Medicine Health Group and review of portfolios. The post holder will commence in the 
secondment in May 2021 and work closely with the Safeguarding Team and ECT Matron. 

• The Enhanced Care Team Matron/MCA Lead (appointed in November 2019) established 
role and review of key priorities, commencing with recruitment to the Enhanced Care Team. 

• The review of Mental Health Legislation Service Level Agreement with Humber Teaching 
Foundation Trust, improving the provision of Mental Health training, governance and data 
sharing. 

• The consistent training compliance of over 85% for Safeguarding Adults, Mental Capacity, 
and Deprivation of Liberty Safeguards and 80% compliance for Prevent Health Wrap. 

• Positive feedback from Hull and East Riding Safeguarding Adult Board Managers and 
Independent Chairs regarding the Trust arrangements for Safeguarding Adults. 

• Established and positive partnership working with a range of external agencies to improve 
the care and treatment of patients with vulnerabilities including those under legal detention. 

• The ratification of a Trust Domestic Abuse Policy for Patients and Visitors. This includes a 
plan to introduce Routine / Selective Enquiry across the organisation over the next three 
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years with a revised start date of 20201/22 due to reduced capacity of the trust services from 
Covid-19 plans. 

• The Trust continues to work towards full implementation of the Hull Strategic Domestic 
Minimum Standards. A domestic abuse task and finish group is being developed to support 
the implementation and development of these standards and national guidance. 

• The Trust continues to have access to the Independent Domestic Abuse Advisor (IDVA) for 
part of the year as an in-reach service provided by the Hull Community Safety Partnership. 
However, since wave one of the pandemic, the practitioner has not been able to physically 
attend the trust. Therefore, the safeguarding team have had access to the Hull Domestic 
Abuse Partnership practitioners remotely when needed. This did affect the opportunities for 
patients to have direct access to the IDVA but the safeguarding team for the trust ensured 
victims were supported in other ways if they consented to that support. 

• Supported the Learning Disabilities Mortality Review (LeDeR) programme with staff from the 
Trust undertaking reviews at the request of Hull and East Riding CCG Local Area Contact. 
The trust continued to support the programme with reviewers until the second wave of 
Covid. At that point, the trust had to suspend all offers of support to these in depth reviews 
due to clinical commitments of the staff. The trust safeguarding team did support external 
reviewers in providing access to information, including medical records (within the GDPR 
arrangements), Structured Judgement Reviews and other LeDeR related information. Prior 
to the suspension of reviews, the trust completed five full reviews for the Hull and East 
Riding programme. 

• Continue to review, revise and enhance the processes and governance of the LeDeR 
programme with partner agencies and commissioners. 

• Progression of the work in the Task and Finish Group to implement the Learning Disabilities 
and Autism national standards that have been identified for action. This work has also been 
affected by the capacity of staff during the pandemic 

• A third year return for the NHSE/I LD and Autism Benchmarking Improvement Standards 
annual review. 

• Continue to review how to improve feedback to referrers on the quality of the safeguarding 
referrals raised. 

• Embedding of feedback and recording of submitted concerns made by clinical staff. 
Developed a more robust recording process in the safeguarding team to reflect the calls for 
support and advice from clinical staff. This identified the rise in domestic abuse calls from 
staff about patient victims that did not always result in a formal concern being raised. 

• Following triage of safeguarding adult concerns submitted by clinical staff by the 
safeguarding adult’s team, a more accurate categorisation of the abuse categories are being 
reported to the trust via the safeguarding committee. 

• Led on multiagency strategic meetings for complex needs patients. 
• Continue to raise awareness of MAPPA patients and the need for robust risk assessment 

plans for individuals who pose a risk to public. 
• Implementing a process for identifying patients who are detained by the judicial system and 

the requirement to undertake robust risk assessments to ensure patient, public and staff 
safety. 

• The Safeguarding Fundamental Standards were reviewed with the questions being 
amended to reflect and higher standard of understanding of both adult and child 
safeguarding procedures and safety mechanisms from all clinical areas where these audits 
are undertaken. Due to Covid restrictions it has not been possible to fully test out these 



changes in all areas but in the areas that have been audited, there has been positive results 
that can give some reasonable assurance to the trust board that staff have a good 
understanding of their safeguarding obligations. 

• Updates and compliance with Safeguarding Policies and Procedures in line with review 
dates and changes required. 

• Two members of the safeguarding team have undertaken training in Forensic Aspects of 
Adult Safeguarding. This initiative to offer the same oversight of non-accidental injuries in 
vulnerable adults as in children was developed by the Assistant Chief Nurse and the Named 
Doctor for Safeguarding Adults in the East Riding CCG. The concept has been championed 
and supported by the NHSI/E North safeguarding England team with regional training 
delivered in January and February 2021. There is to be a pilot of this initiative, which will 
only include the Humberside health providers. 

• Worked with the Lorenzo development team to provide an integrated reporting system for 
safeguarding adults concern and MCA/DoLS forms. 

• Supported the mental health liaison service to secure access to Lorenzo to enable more 
timely and accurate recording of assessments and care plans for patients with mental health 
issues in the trust. 

• Initiated an audit for trust compliance with mental health section 5.2 responsibilities. 
Identifying staff training needs for mental health act decision making and supporting 
opportunities for this training in the HUTH workplace, improved monitoring, reporting and 
legal compliance with all mental health detainments. 

• The representative from Humberside Police reported back to the Trust that the work 
between the Safeguarding Adults Named Nurse, the Emergency Department and the care 
provider for the Hull police custody suite for immediate electronic discharge information, had 
been reported at the North of England Chief of Police forum, and had been held up as an 
exemplar in transfer of care arrangements. Other forces have been instructed to implement 
a similar procedure for their custody suites. 

• In February 2021 the Safeguarding Adults Team and the Named Nurse for Safeguarding 
Adults in particular, was nominated for a Moment of Magic. Although the team do not know 
who nominated them the member of the trust thanked the team for all their support and 
advice. 

 
There have been a number of challenges during 2020/21 for safeguarding but overall the Trust is in 
a strong position for 2021/22. The team understands the areas which require focus and 
strengthening and these are fully sighted on moving forward. There have been many positive 
aspects to comment on over the past year and in particular; good partnership working with the local 
authority Safeguarding Adult boards, internal governance of safeguarding, staff knowledge and 
training, and experienced and credible leaders in the safeguarding team. The Safeguarding Adult 
team have upgraded a part time substantial post to a Named Nurse Safeguarding Adults nurse to 
be in line with national profiles for Safeguarding Adults. The team also recruited to a full time 
Enhanced Care Team Matron / MCA Lead and a replacement for the full time Safeguarding 
Specialist Nurse post during the year. 

 
In the last annual report for 2019/20 a summary of work was planned as detailed below. The table 
below details the statement along with a brief update for each of the statements: 



Statement Update 

Ratification and implementation of the 
Domestic Abuse Policy (non-staff) 

Completed 

 
 
 
 

Commencement of the three-year plan for 
Routine/Selective enquiry in identified areas 
of the Trust, including staff training. 

This work was started as per the project plan, 
namely in general OPD’s at CHH and HRI, 
ERCH OPD, Surgical OPD (Plastics), 
Paediatrics, Medical Day Unit, Fracture Clinic 
and Oncology Day Unit. There have been areas 
targeted for training due to incidences or staff 
requests following domestic abuse queries. 
These areas include Cardiac Physiology and 
Cedar Ward. The planned roll out has been 
stalled due to HUTH pandemic responses. It is 
planned to resume the systematic roll out across 
the Trust from April 2021. 

 
 

Embedding of the Independent Domestic 
Abuse Advisor (IDVA) role for patients and 
staff, producing regular reports on activity 
and outcomes from referrals. 

Staff have demonstrated that they are aware of 
this role being available for themselves (advice) 
or their patients (safety planning and support). 
However due to the pandemic the onsite 
presence was suspended and the safeguarding 
team have provided much of the onsite support. 
The IDVA was available to telephone advice. 
The IDVA was providing reports prior to the site 
suspension and this action has been picked up 
and developed in the safeguarding adult’s team. 

 
 
Raising awareness of Domestic Abuse 
across the Trust to build resilience to 
disclosures post Covid-19 lockdown 
measures. 

There has been a significant increase in calls to 
the safeguarding adult’s team related to 
disclosures from patients or concerns about 
patients from staff for domestic abuse. This 
reflects the regional picture for DA. The 
safeguarding adult’s team have provided the 
trust with any relevant materials produced by 
partner agencies to raise awareness of 
domestic abuse for patients and staff. 

Produce an action plan for the introduction 
and implementation of Intercollegiate Level 3 
safeguarding adults training across 
identified professional groups in the trust. 

A plan for the implementation of Level 3 training 
has been submitted to and agreed at the 
Safeguarding Committee. The pandemic has 
delayed the introduction of the programme but is 
on track to be available from April 2021. 

Review the current ‘Think Family’ model of 
training to ensure staff are receiving all 
required information related to the levels 1 
and 2 (for children and adults) to enable 
competent application in the clinical 
workplace. 

 

This has been reviewed by the safeguarding 
adults and child teams and in collaboration with 
the education and development team. 

Aim to reach 80% within two years (2021/22) The aim is still to reach this threshold within this 



Statement Update 

of introduction of the training package for 
level 3 safeguarding adults training to 
comply with commissioning arrangements. 

time period. 

Review of the Prevent Training Plan and in 
line with the National changes with regards 
to this subject. 

Completed by the education and development 
team 

Enhanced care team key actions 
• Full recruitment by December 2020 

(delayed due to COVID-19) 
• Improve quantitative and qualitative 

data collection to support service 
development 

• Complete audit of ECT/MCA 
documentation and improve in light of 
findings 

• Continued review the reduction in 
security use and expenditure 

• Examine the impact on patient 
experience and reduction in actual 
and potential harm to patients. 

 
 
 

This was partially met this year. The team is 
currently recruited to 7.88 WTE. Qualitative and 
quantitative audits have been completed and 
the data analysed. Level 5 supervision requests 
continue to reduce with a focus on increasing 
level 4 supervision. Further work needs to be 
focussed on patient experience for the coming 
year. 

Continue to review the Learning Disabilities 
and Autism NHSI/NHSE national standards 
to enable compliance with actions identified 
from the 2018 and 2019 benchmarking 
exercises, where possible and to produce 
justifications where compliance is not 
achievable. 

 
 
Action plan updated and monitored during 
2019/20 and reported to the safeguarding and 
mental health committees for comment. 

 
To undertake the third LD and Autism 
benchmarking audit when it is available in 
2020. 

The third audit was opened on line by NHSE/I in 
November 2020 with a deadline for January 
2021. This deadline was extended by the 
national team to March 2021 and was submitted 
as per instruction. 

 
To review the training needs analysis (TNA) 
and action plan for LD and Autism training in 
preparation for mandatory training status to 
be implemented by the national team. 

A TNA was completed with the safeguarding 
team and the education and development team 
and submitted to the safeguarding committee for 
approval. There has been no mandate from 
NHSE/I for the content of this training up to the 
publication of this report. 

 

To enable the Mental Health Liaison Team 
and AMHPS (Approved Mental Health 
Professionals) to have access to the trusts 
Lorenzo electronic medical records system. 

This was partially met this year. The staff cohort 
in Humber were identified for requiring full 
access to HUTH’s system and training was 
offered and accepted to allow that access. The 
Learning Disabilities Liaison Nurse was granted 
and took advantage of this full access. 
However, an issue with finance of the licence for 
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Statement Update 

 this access between both trusts has resulted in 
access being denied to the rest of the Humber 
staff group. This will be pursued going forward 
in 2021. 

The safeguarding team to work with the 
Lorenzo team to develop electronic 
recording of safeguarding and MCA records 
and referral system. 

The safeguarding team have worked with the 
Lorenzo development team to move this work 
forward. The team report that the work is 
ongoing but it is not on their priority list for 
urgent attention. 

Develop a survey for capturing internal 
feedback about the Trusts Safeguarding 
Service. 

This work was started early in the 2019/20 time 
period; however, it has not been circulated to 
staff due to sensitivities concerning the 
pandemic. 

Review the revised Fundamental Care for 
Safeguarding Adults and Children audit tool 
to ensure successful implementation and 
improved knowledge base for staff. 

Revision completed and agreed at the 
safeguarding committee. The audit has been 
used in some areas as per audit programme but 
due to the pandemic, this has not been in all 
areas this year. 

Develop an audit tool to review the quality of 
concerns received from staff and undertake 
at least one meaningful audit. Results to be 
shared with safeguarding committee 
members and actions agreed dependent on 
the results, and disseminated within the 
health groups for implementation. 

This has not been achieved in this annual report 
timeframe due to pressures from the pandemic. 
The safeguarding team will be implementing an 
audit, learning and assurance group in 2021 and 
this work will be included in the terms of 
reference. 

Review the requirements and structure of 
the Safeguarding Adults Team, with a 
particular focus on Mental Health roles and 
responsibilities and the increasing 
complexities within this agenda item. 

 
A review was undertaken as part of and external 
inspection by the NHSE/I safeguarding lead. 
This was at the request of the Chief Nurse. 

 

 

The Care Act* came into force in 2015 and replaces all previous guidance such as ‘No Secrets 
2001’**. 

 
What is the Care Act? 

 
Adult safeguarding is the process of protecting adults with care and support needs from abuse or 
neglect (hereafter referred to as “adults”). It is an important part of what many public services do, 
but the key responsibility is with local authorities in partnership with the police and the NHS. The 
Care Act 2014 puts adult safeguarding on a legal footing and from April 2015 each local authority 
must: 



• make enquiries, or ensure others do so, if it believes an adult is subject to, or at risk of, 
abuse or neglect. An enquiry should establish whether any action needs to be taken to stop 
or prevent abuse or neglect, and if so, by whom 

• set up a Safeguarding Adults Board (SAB) with core membership from the local authority, 
the Police and the NHS (specifically the local Clinical Commissioning Group/s) and the 
power to include other relevant bodies 

• arrange, where appropriate, for an independent advocate to represent and support an adult 
who is the subject of a safeguarding enquiry or Safeguarding Adult Review (SAR) where the 
adult has ‘substantial difficulty’ in being involved in the process and where there is no other 
appropriate adult to help them 

• cooperate with each of its relevant partners in order to protect adults experiencing or at risk 
of abuse or neglect. 

 
The Care Act 2014, Department of Health, 2014 

 
It also updates the scope of adult safeguarding: 

 
• Where a local authority has reasonable cause to suspect that an adult in its area (whether or 

not ordinarily resident there) – 
 

a) has needs for care and support (whether or not the authority is meeting any of those 
needs), 

b) is experiencing, or is at risk of, abuse or neglect, and 
c) as a result of those needs is unable to protect himself or herself against the abuse or 

neglect or the risk of it. 
 

In effect, this means that regardless of whether they are providing any services, councils must follow 
up any concerns about either actual or suspected adult abuse. Safeguarding Adult Boards have 
been strengthened and have more powers than the current arrangements set up by “No Secrets*” 
but they also have to be more transparent and subject to greater scrutiny. All organisations who are 
involved in adult safeguarding need to reflect the statutory guidance, good practice guidance and 
ancillary products that have been developed when devising their training and implementation plans 
for staff. Policies and procedures should be based on the processes laid out in the statutory 
guidance. 

 
Key messages of the Care Act 2014 

 
The statutory guidance enshrines the six principles of safeguarding: 

 
1) empowerment - presumption of person led decisions and informed consent 
2) prevention - it is better to take action before harm occurs 
3) proportionality - proportionate and least intrusive response appropriate to the risk 

presented 
4) protection - support and representation for those in greatest need 
5) partnerships - local solutions through services working with their communities 
6) accountability - accountability and transparency in delivering safeguarding. 



It signalled a major change in practice - a move away from the process-led, tick box culture to a 
person-centred social work approach which achieves the outcomes that people want. Practitioners 
must take a flexible approach and work with the adult all the way through the enquiry and beyond 
where necessary. Practice must focus on what the adult wants, which accounts for the possibility 
that individuals can change their mind on what outcomes they want through the course of the 
intervention. 

 
The NHS is a key component of safeguarding and the local Clinical Commissioning Groups (CCGs) 
are one of the three statutory core partners of the Safeguarding Adults Boards. 

 
The CCG is in the best position to ensure that NHS providers meet their responsibilities through its 
commissioning arrangements with them. However, Safeguarding Adult Boards are free to invite 
additional partners to sit on the Board. For example, many SABs also have local NHS Provider 
Trusts on their Boards. Many Boards have also found it extremely helpful to have a representative 
GP on their Board who can communicate directly with their colleagues to emphasise the importance 
of their role in protecting adults at risk of abuse and neglect. 

 
There have been a number of high profile hospital scandals that have highlighted the need for 
vigilance and action among staff and managers. The NHS has particular duties for patients less 
able to protect themselves from harm, neglect or abuse. All commissioners and contractors have a 
responsibility to ensure that service specifications, invitations to tender, service contracts and 
service level agreements promote dignity in care and adhere to local multi-agency safeguarding 
policies and procedures. Commissioners must also assure themselves that care providers know 
about and adhere to relevant CQC Standards. Contract monitoring must have a clear focus on 
safeguarding and robustly follow up any shortfalls in standards or other concerns about patient 
safety. 

 
NHS managers, commissioners and regulators will want assurance that when abuse or neglect 
occurs, responses are in line with local multi-agency safeguarding procedures, national frameworks 
for Clinical Governance and investigating patient safety incidents. Therefore, these services must 
produce clear guidance to managers and staff that sets out the processes for initiating action and 
who is responsible for any decision making. To prevent cases falling through the net, the NHS and 
the local authority should have an agreement on what constitutes a 'serious incident' and what is a 
safeguarding concern and appropriate responses to both. 

 
With regards to Safeguarding Adults, the Hull University Teaching Hospitals NHS Trust works in 
close partnership with local health providers such as City Health Care Partnership, Humber 
Teaching NHS Foundation Trust and the Hull and East Riding Clinical Commissioning Groups as 
well as the Police, Local Authorities, the Probation and the Prison Service. 

 
The Trust is a member of the two local Safeguarding Adults Boards in Hull and in East Riding. 
During 20120/21, attendance of the Trust representatives at both was excellent via electronic 
meeting platforms. The East Riding SA Board completed a review of the sub groups supporting the 
board and reduced the number from four to three. This change is expected to be reviewed by the 
Board on a regular basis. This has released approximately 18 hours a year for the safeguarding 
adults team. 



4. LOCAL CONTEXT 

The CQC did not visit the Trust in this annual report timeframe. However, on the identification of 
staffs understanding of the implementation and application of the Mental Capacity Act and 
Deprivation of Liberty Safeguards, an external audit was commissioned by the Chief Nurse to 
identify any areas of concern across the organisation. The results provided assurance to the Board 
that although there were some areas in the understanding and application within the general 
workforce that require further training to improve knowledge, the level of understanding gave good 
assurance. The performance of the safeguarding adult’s team gave no areas of concern. 

 
The Trust is required to submit quarterly reports on Safeguarding to the NHS Hull CCG as part of 
the locally set Key Performance Indicators. These are presented to the Contract Monitoring Board 
and then discussed at the Quality Delivery Group which is a sub group of the Contract Monitoring 
Board and whose membership consists of local and specialist commissioners with Trust 
representatives. The Chief Nurse attends this meeting and has received positive feedback 
regarding the progression of safeguarding during 20120/21. The Assistant Chief 
Nurse/Safeguarding Lead attends at the request of the Chair. No contractual concerns have been 
raised and commissioners continue to praise the trust for their information and governance of 
safeguarding adults which is deemed to be of a very high standard and is shared with other partners 
as a positive benchmark. 

 

 

Hull University Teaching Hospitals NHS Trust (HUTH) is a large acute Trust situated in Kingston 
upon Hull and the East Riding of Yorkshire. The Trust employs in excess of 9000 staff and delivers 
its services on two main sites; Castle Hill Hospital and Hull Royal Infirmary. Outpatient services are 
also delivered from across locations across the local health economy area. The Trust provides a full 
range of urgent and planned general hospital specialities, routine and specialist diagnostic services 
and other clinical support services. These secondary care services are provided to a catchment 
population of approximately 600,000 in the Hull and East Riding of Yorkshire area. 

 
The local care system served by the Trust centres on the City of Kingston Upon Hull, its suburbs 
and the surrounding East Riding of Yorkshire, a rural area containing a number of market towns. 

 
Hull is a geographically compact city of approximately 270,000 people. It was identified as the third 
most deprived local authority in England in 2015 (Index of Multiple Deprivation, Department of 
Communities and Local Government). The health of people in Hull is generally worse than the 
England average, with life expectancy for both men and women being lower than the England 
average) The top five causes of death; CHD, dementia, lung cancer, COPD and stroke, account for 
45 per cent of all deaths in Hull. Additionally, with the exception of dementia, these same diseases 
are the top causes of people dying under the age of 75. This is commonly considered a measure of 
premature death. 

 
In December 2019 the claimant count (those claiming benefits due to unemployment) for Hull was 
6.6% among men and 4.2% among women; this compares with 3.3% and 2.4% for men and 
women across England. 30,140 people of working age (17.6%) in Hull were claiming benefits in 
November 2016, compared with 6.7% across England. 

 
In Hull 30% of children and 25% of older people are living in poverty. (Hull Director of Public Health 
Annual Report 2020) 



5. MANAGEMENT AND ORGANISATIONAL ARRANGEMENTS 

The East Riding of Yorkshire is predominantly a rural area populated by approximately 342,000 
people. The geography of the East Riding makes it difficult for some people to access services. Life 
expectancy for men is higher than the England average. A larger proportion of the East Riding 
population is over 65 years of age compared to Hull. 

 
Whilst the ethnicity of the two populations is predominantly white, Hull has a higher percentage of 
residents who are Eastern European, South Asian, Black, mixed race, Chinese or other origin. 

 
Although the two local authority areas are very different in their patient populations, health profiles, 
geographical landscape and distribution, common themes have emerged in respect addressing 
health inequalities, prevention and management of long-term conditions. The higher incidence of 
deprivation in Hull and the ageing and increasing population of the East Riding requires the Trust to 
tailor its services to meet the needs of these two very different patient populations. 

 
From a Safeguarding Adult perspective, the local landscape and population is an increasing 
challenge and in particular, with rates of abuse, neglect and harm which are closely linked with 
deprived areas. The increase in the ethnic minority population is also a challenge for Safeguarding 
Adults due to the cultural traits and behaviour which meet the thresholds for safeguarding in both 
children and adults. Examples of this would be Female Genital Mutilation, Domestic Abuse and 
Prevent. Financial abuse has seen a significant increase in its reporting in this area and this has 
resulted in the Safeguarding Adult Board in Hull working with financial institutions to raise 
awareness and help prevent this type of abuse. The increase in people who self-neglect and who 
are hoarders is also a concern locally and numerous services use a significant amount of resources 
working with these individuals. Fire risks attached to these individuals is significant and the 
Humberside Fire and Rescue work proactively with individuals and the housing associations to try to 
minimise the risk. The increase in the population requiring mental health services is also a concern 
locally. The Trust works closely with Humber Teaching NHS Foundation Trust regarding mental 
health and is a member of the Mental Health Crisis Care Concordat, the Mental Health and 
Dementia Strategic Steering Group (East Riding) and the recently established Suicide Prevention 
Group (Humber, Coast and Vale). 

 
Resource limitations in all public sectors are proving challenging for all agencies to meet the 
increasing safeguarding agenda although these continue to be met with good partnership working 
and relationships between agencies. Increase in referrals, advocacy requirements, deprivation of 
liberty applications are just some of the local challenges that the Safeguarding Adult Partnership are 
facing and in individual organisations. The importance of good working relationships and 
communication between agencies is key protecting adults at risk from abuse. 

 

 
 

The Executive Trust Lead for Safeguarding Adults and Children is the Chief Nurse, Mrs Beverley 
Geary. 
The Trust’s Lead for Safeguarding Adults and Children is Assistant Chief Nurse, Miss Kate Rudston. 
The Safeguarding Adults team comprises: 
 Mrs Christine Davidson B8a (0.8 WTE) - Named Nurse for Safeguarding Adults 
 Mrs Jayne Wilson B7 (1.0 WTE) – Safeguarding Specialist Nurse 



 Mrs Rachel Hoggarth (1.0 WTE) B8a - Enhanced Care Team Matron and Lead for the 
Mental Capacity Act 

 
Further roles that support or work within the team are: 
 Mrs Michaela Marr (April - December 2020) B7 (1.0 WTE) – Learning Disability Liaison 

Nurse – Post commissioned by Hull CCG, hosted by Humber Teaching FT. 
 Post vacant December 2020 – April 2021 (Humber TFT recruiting to the post) 
 Independent Domestic Abuse Advisor (IDVA) – (16 hours per week – in reach) Post holder 

seconded into the Trust from the Hull Safety Partnership via Hull DAP (Domestic Abuse 
Partnership) 

 
The Assistant Chief Nurse manages the operational function and governance of Safeguarding in the 
Trust including; Mental Capacity, Restraint, Deprivation of Liberty Safeguards, Consent, Prevent, 
Mental Health, Learning Disabilities and managing safeguarding allegations against staff.  To 
ensure resilience in the team for safeguarding allegations against staff, Mrs Davidson has also 
undergone the training to become a Designated Officer. 

 
This structure is supported by the Executive Chief Nurse, the Executive Board and Health Group 
Directors. 

 
The Assistant Chief Nurse has open access to the Executive Directors and the Chief Executive 
Officer on matters to pertaining to safeguarding and meets with the Executive Chief Nurse regularly 
to discuss safeguarding issues. 

 
The Non-Executive Director champion for Safeguarding, Learning Disabilities and Mental Health is 
Mrs Tracey Christmas, who has significant experience in the role of Non-Executive Director and is 
also a strong advocate for all matters pertaining to safeguarding. This working arrangement 
continues and is working well. Safeguarding continues to be embedded in all aspects of governance 
in the Trust and work continues with patient experience, risk and governance to ensure that 
information is triangulated and acted upon with regards to protecting vulnerable children, young 
people and adults at risk. 

 
Learning Disabilities is also covered under the portfolio of Safeguarding and the Trust hosts a 
Learning Disabilities Liaison Nurse, Michaela Marr, who is employed by Humber Teaching NHS 
Foundation Trust. The Learning Disabilities Nurse normally meets at least weekly with the 
Safeguarding Adults Team and also with the Assistant Chief Nurse to ensure that any patient issues 
are identified quickly and escalated to rectify satisfactorily. Due to some long-term absence of the 
LD Liaison Nurse in 19/20 the safeguarding adult’s team provided support for patients and staff 
during this period with support from the community LD teams. Mrs Marr retired from the Trust in 
December 2020 and since then the safeguarding adult’s team have once again provided support for 
LD and Autism to both staff and patients. The Humber TFT was responsible for the recruitment 
process to replace the post holder but as of April 2021, despite encouragement from the HUTH 
safeguarding team, a replacement was still to be appointed. 

 
From April 2020, it was agreed at Committee that the Trust would hold bi-monthly safeguarding 
committee meetings, at which all of the portfolio items will be covered. 



The Trust Safeguarding Committee reports to the Operational Quality Committee. The Safeguarding 
Committee met five times out of possible six during 2020/21. The March 2021 meeting, due to the 
Easter period was re arranged to April. 

 
The Safeguarding Adult’s team is a small team which manages a series of items such as Mental 
Health, Deprivation of Liberty, Making Safeguarding Personal, Safeguarding Adult Reviews and 
Domestic Abuse. The requirements with Multi Agency Public Protection Arrangements (MAPPA) 
and Multi-Agency Risk Assessment Conference (MARAC) are also significant as partnership 
working with the Police, Prisons and Probation has continued to increase and improve over the past 
year. Regular meetings continued to take place with the personnel from the police and probation 
service and this had led to a real improvement in the transfer of care of this population, improving 
communication and learning lessons from when pathways have not gone as well as expected. The 
representative from Humberside Police reported to the Trust that the work between the 
safeguarding team, the Emergency Department and the care provider for the Hull police custody 
suite for immediate electronic discharge information, had been reported at the north of England 
Chief of Police forum, and had been held up as an exemplar in transfer of care arrangements. Other 
forces have been instructed to implement a similar procedure for their custody suites. 

 
The Safeguarding team also facilitates and chairs meetings with the Learning Disability liaison 
teams from the community and the Trust LD Liaison Nurse, CCG representatives and LD leads from 
the acute trust health groups. Dr Elizabeth Herrieven, a consultant working in Emergency 
Department continues to be the medical lead for LD and provides help, support and practical advice 
to the safeguarding team when requested to do so. In December 2020, the LD Liaison Nurse, 
Michaela Marr, retired from the role in the Trust.  The Hull CCG, who commission this service, 
began to review the role and the job description. Until this review is completed, the role has been 
advertised as a secondment from the LD Community Team. The post was advertised by Humber 
Teaching FT and following an interview process that included the Safeguarding Adults Named 
Nurse and Carers representatives. 

 
The Compliance team within the Trust Governance department provides the administration and 
governance processes for Safeguarding Adults and this support has been invaluable in the 
excellent improvements that Safeguarding Adults has made. Annabelle Baron-Medlam, Compliance 
Manager left the Trust in the summer of 2020 and was replaced by Kelly Northcott-Orr, Compliance 
Officer in October 2020. Kelly along with Leah Coneyworth, Compliance Team Manager, have led 
and supported the improvements in the governance of Safeguarding Adults and work closely with 
the team, ensuring the information is cleansed regularly and that the operational processes are 
compliant. The Assistant Chief Nurse, Named Nurse Adult Safeguarding, Enhanced Care Team 
Matron/Mental Capacity Act lead and Safeguarding Adults Specialist Nurse meet regularly with the 
Compliance team to ensure systems are up to date and innovative ideas are progressed. 

 
All data received and sent from the Trust with regards to Safeguarding Adults is captured by the 
Compliance Team and intelligence gathered to provide not only an internal view but also a local 
picture. This information can help inform areas of concern not just within the Trust with regards to 
high levels of safeguarding reporting but also externally. For example, if a local care provider is 
causing a high level of referrals to be placed by Trust staff then this is not only detected quickly but 
also sent to the relevant Designated Professional for Safeguarding Adults in the Clinical 
Commissioning Group. 



5.1 INTERNAL GOVERNANCE 
 

The Trust has an overarching Safeguarding Adults Policy that sets out the standards and 
requirements when dealing with safeguarding issues or concerns (CP277). The Trust has Mental 
Capacity Act, Deprivation of Liberty Safeguards, Consent and Physical Restraint Policy (CP354). 
A new policy, Domestic Abuse Policy for Patients and Visitors was developed during 2018/19. 
Following multi-professional consultation several revisions were made during 2019/20 and was 
awaiting final ratification in February/March 2020, but this was delayed due to Covid-19 outbreak. 
The policy was eventually ratified in the late spring of 2021. There is already a Domestic Abuse 
Policy for staff support. The Policy for patients covers all aspects of domestic abuse including, 
legislation and guidance frameworks, types of abuse, victim profiles, training towers and routine 
enquiry. The Trust started rolling out a three-year programme of training to all clinical staff in 2019 
that will enable the routine enquiry of domestic abuse to all women over the age of 16 years 
attending the hospital for treatment. This programme will be supported by the Trust safeguarding 
adults and child teams and the Independent Domestic Violence Advocate. The safeguarding team 
have worked in several areas of the trust to implement routine enquiry but the implementation has 
been sporadic due to the lock downs and changes in working to comply with the pandemic 
guidance. However, staff undertaking the on line domestic abuse and routine enquiry training has 
steadily increased over the past year. 

 
Safeguarding Policies are supported by procedures, protocols and guidelines. All of the documents 
are underpinned by the Safeguarding Adult Board Policies and Procedures as well as Department 
of Health guidance. All are available on the Trust Intranet Safeguarding Adult Site. 

 
All Safeguarding Adult’s activity is recorded in a monthly report and presented to the Safeguarding 
Committee. 

 
All Safeguarding Adult’s Investigation Reports and Reviews are reviewed, quality checked and 
approved by the Assistant Chief Nurse before they leave the organisation. 

 
The Safeguarding Adult’s team review all complaints that may have a safeguarding element within 
them. An opinion is offered on the complaint with regards to Safeguarding and this is sent to the 
lead patient experience officer. 

 
All Serious Incidents when they are declared are sent to the Assistant Chief Nurse for review and 
opinion on Safeguarding. During 2019/20, the Serious Incident panel have continued to see 
improvements in the reference to safeguarding and mental capacity in all reports submitted. The 
development of a Serious Incident and Safeguarding Checklist was reviewed by the Assistant Chief 
Nurse and the SI panel in 2020/21 to assist the panel with their review of the investigation and final 
review. This process will provide further assurance to the commissioners and regulators with 
regards to the Trust seeing safeguarding as part of the core business and at the heart of patient 
safety and care. 

 
The Trust has contributed to five Domestic Homicide Reviews which were commissioned or 
completed, and submitted to the Home Office, in 2020/21 by the Hull Community Safety Partnership 
and the East Riding Community Safety Partnership. Cases had been paused due to the Covid-19 
lockdown. The initial review on the cases reflect the key actions previously reported in last year’s 



annual report, primarily, the need for Routine Enquiry within the organisation. These actions are 
being progressed as part of the Domestic Abuse work and policy implementation. 

 
As the Covid-19 lockdown is progressing, it is clear that the incidence of domestic abuse is of 
national concern and the trust safeguarding team are dealing with an increase in reportable 
concerns as well as concerns that the victim does not want progressing. Sadly, it is expected that 
there will be an increase in requests for the safeguarding teams in the trust to support Domestic 
Homicide Reviews for Hull and the East Riding in 2020/21. 

 
 

5.2 EXTERNAL GOVERNANCE 
 

During 2020/21, the Trust was represented on the Hull and East Riding Safeguarding Adults Boards 
by the Assistant Chief Nurse. In addition, the Trust is represented on the Safeguarding Adult Boards 
sub committees by the Safeguarding Adult Named Nurse and Specialist Nurse. 

 
The overarching purpose of a Safeguarding Adult’s Board is to help and safeguard adults with care 
and support needs. It does this by: 

 
• Assuring itself that local safeguarding arrangements are in place as defined by the Care Act 

2014 and statutory guidance. 
• Assuring itself that safeguarding practice is person-centered and outcome-focused. 
• Working collaboratively to prevent abuse and neglect where possible. 
• Ensuring agencies and individuals give timely and proportionate responses when abuse or 

neglect have occurred. 
• Assuring itself that safeguarding practice is continuously improving and enhancing the 

quality of life of adults in its area. 
 

Safeguarding Adult Boards have three core duties. They must: 
 

• Develop and publish a strategic plan setting out how they will meet their objectives and how 
their member and partner agencies will contribute. 

• Publish an annual report detailing how effective their work has been. 
• Commission safeguarding adult’s reviews (SARs) for any cases which meet the criteria for 

these. 
 

The Hull and East Riding Safeguarding Adult’s Boards are structured differently. 
 

The East Riding Safeguarding Adult’s Board incorporates a wide range of members and is 
supported by sub groups; Training, Audit and Assurance and Safeguarding Adult Review Group. 
The East Riding Safeguarding Adult Board reviewed the groups supporting underpinning the 
governance processes and disbanded the Business Improvement Group, preferring instead to 
perform that scrutiny at the Board meeting itself. The Board requests an annual self-assessment to 
be completed by partners and this is followed up by a challenge panel event. This was still 
undertaken in 2020/21 albeit in a modified form due to the pandemic, and the Board Chair and 
Manager were extremely satisfied with the Trusts arrangements and governance of Safeguarding 
Adults. 

http://www.scie.org.uk/care-act-2014/safeguarding-adults/safeguarding-adults-boards-checklist-and-resources/strategic-plans/index.asp
http://www.scie.org.uk/care-act-2014/safeguarding-adults/safeguarding-adults-boards-checklist-and-resources/annual-reports.asp


The Hull Safeguarding Adult’s Board consists of an Executive Board consisting of the three 
statutory partners stated in the Care Act 214; the Police, the Clinical Commissioning Group and the 
Local Authority. In addition to the core partners, the Independent Chair, the Board Manager, and the 
Chair of the Strategic Delivery Group are also members. The Board is supported by a Strategic 
Delivery Group which consists of the wider partnership. The Assistant Chief Nurse chairs the 
Strategic Delivery Group and this is referenced and commended in the Hull Safeguarding Adults 
Board Annual Report 2020/21. 

 
Safeguarding Children, Young People and Adults at Risk in the NHS: 
Safeguarding Accountability and Assurance Framework- NHS England – August 2019 
Health providers are required to demonstrate that they have safeguarding leadership, expertise and 
commitment at all levels of their organisation and that they are fully engaged and in support of local 
accountability and assurance structures, in particular via the Local Safeguarding Adult and 
Children’s Board, and in regular monitoring meetings with their commissioners. 

 
Health providers must ensure staff are appropriately trained in safeguarding adults, children, 
Prevent, domestic abuse, the Mental Capacity Act and Deprivation of Liberty Safeguards at a level 
commensurate with their role. The intercollegiate document by NHS England was published in 
2018 and set out the specific requirements for Safeguarding Adults. The Trust has begun work with 
the health family and CCG named safeguarding practitioners to review the document and develop 
clear levels of compliant training across all services. This formed one of the key priorities for 
2019/20. 

 
This work was identified to be implemented in 2020/21 however, due to the refocus of workloads 
and priorities during the pandemic, the commencement of the programme will commence in April 
2021 slightly later than anticipated or planned. 

 
Health providers are required under statute and regulation to have effective arrangements in place 
to safeguard and promote the welfare of children and adults at risk of harm and abuse in every 
service that they deliver. Providers must demonstrate safeguarding is embedded at every level in 
their organisation with effective governance processes evident. Providers must assure themselves, 
the regulators, and their commissioners that safeguarding arrangements are robust and are 
working. These arrangements include: 

 
• Identification of a named nurse, named doctor and named midwife (if the organisation 

provides maternity services) for safeguarding children. Identification of a named nurse and 
named doctor for looked after children/ children in care. Identification of a named lead for 
adult safeguarding and an MCA lead – this must include the statutory role for managing 
adult safeguarding allegations against staff. In the case of ambulance trusts, this could be a 
named professional from any relevant health professional background. 

• Safe recruitment practices and arrangements for dealing with allegations against staff. 
• Provision of an Executive Lead for safeguarding children, adults at risk and Prevent. 
• An annual report for safeguarding children to be submitted to the trust board. 
• A suite of safeguarding policies and procedures that support local multi-agency safeguarding 

procedures. 



• Effective training of all staff commensurate with their role and in accordance with the 
Intercollegiate Document for Safeguarding Children, Intercollegiate Documents for Looked 
after Children and the Intercollegiate Document for Safeguarding Adults. 

• Safeguarding must be included in induction programmes. 
• Providing effective safeguarding supervision arrangements for staff, commensurate to their 

role and function (including for named professionals). 
• Developing an organisational culture where all staff are aware of their personal 

responsibilities for safeguarding and information sharing. 
• Developing and promoting a learning culture to ensure continuous improvement. 
• Policies, arrangements and records to ensure consent to care and treatment is obtained in 

line with legislation and guidance such as the Mental Capacity Act 2005. 
 

The Trust is compliant with the above arrangements and all of these elements are included in the 
local commissioning contract/key performance indicators to which the Trust reports quarterly to NHS 
Hull Clinical Commissioning Group. 

 
Named professionals have a key role in promoting good professional practice within their 
organisation, supporting the local safeguarding system and processes, providing advice and 
expertise for fellow professionals, and ensuring safeguarding training is in place. They should work 
closely with their organisation’s safeguarding lead, Designated Professionals and the Safeguarding 
Boards. 

 
All providers are required to have a Mental Capacity Act Lead who is responsible for providing 
support and advice to clinicians in individual cases and supervision for staff in areas where these 
issues may be particularly prevalent and/or complex. They should also have a role in highlighting 
the extent to which their own organisation is compliant with the MCA through undertaking audit, 
reporting to the governance structures and providing training. The named lead(s) will work closely 
with the Clinical Commissioning Group adult safeguarding lead. 

 
Due to the reallocation of work and capacity during the pandemic, there was no audit of Mental 
Capacity and Associated Documentation. However, the Fundamental Standards audits carried out 
on wards in the trust did contain MCA questions which enabled the team to get assurances of staff 
understanding of this process. These results are monitored by the safeguarding team and the health 
group nursing managers. The fundamental audit results in 2020/21 for Safeguarding, that were 
undertaken prior to the pausing of the process due to Covid 19 measures, were mostly in the 95% 
and over attainments. This gave some assurance to demonstrate that staff generally understand 
safeguarding, their responsibilities and who to contact for advice and support. 

 
The Trust Safeguarding Adults Team have all attended external higher level training in Mental 
Capacity, Consent, Best Interest and Deprivation of Liberty and provide advice and expertise to 
colleagues as and when requested or sought. Where legal advice is required for complex cases or 
court of protection applications then this is referred to the Trust solicitors. 

 
The Trust is compliant with the requirements of named leads for Safeguarding Adults, Mental 
Capacity Act and Managing Safeguarding Allegations against Staff. The Assistant Chief Nurse 
undertakes this role and is also the Prevent Lead for the organisation. 



Care Quality Commission 
 

All providers of health services are required to be registered with the Care Quality Commission. In 
order to be registered, providers must ensure that those who use the services are safeguarded and 
that staff are suitably skilled and supported. 

 
In April 2015, new fundamental standards of safety and quality were introduced which all providers 
of regulated health and social care activities must meet. The standards set the benchmark below 
which care must not fall. One of the standards relates to safeguarding. 

 
The fundamental standard on safeguarding states that children and adults using regulated services 
must be protected from abuse and improper treatment. Providers should establish and operate 
systems and processes effectively to ensure this protection and to investigate allegations of abuse 
as soon as they become aware of them. 

 
In addition, the standard states that care or treatment must not: 

 
i. discriminate on the grounds of any of the protected characteristics of the Equality Act 2010 

(age, disability, gender reassignment, marriage and civil partnership, pregnancy and 
maternity, race, religion and belief, sex, sexual orientation) 

ii. include acts intended to control or restrain an adult or child that are not necessary to 
prevent, or not a proportionate response to, a risk of harm to them or another person if the 
adult or child was not subject to control or restraint 

iii. be degrading to the adult or child 
iv. significantly disregard the needs of the adult or child for care or treatment. 

 
The standard goes on to state that no adult or child must be deprived of their liberty for the 
purposes of receiving care or treatment without lawful authority. Under the Mental Capacity Act 
2005, the Care Quality Commission is responsible for monitoring how hospitals and care homes 
operate the Deprivation of Liberty Safeguards. 

 
There are two Key Lines of Enquiry (KLOE) questions relating to safeguarding that the CQC inspect 
for NHS hospitals. These are: 

 
• KLOE S3: Are there reliable systems, processes and practices in place to keep people safe 

and to safeguard them from abuse and neglect? 
o Prompt – are there arrangements in place to safeguard adults and children from 

abuse that reflect relevant legislation and local requirements? 
 

And: 
 

• KLOE E6: Is people’s consent to care and treatment always sought in line with legislation 
and guidance? 

o Prompt – Do staff understand the relevant consent and decision making 
requirements of legislation and guidance, including the Mental Capacity Act 2005 and 
the Children Acts 1989 and 2004? 

o Prompt – Do staff understand the difference between lawful and unlawful restraint 
practices, including how to seek authorisation for a deprivation of liberty? 



The Trust was last inspected in February 2020 by the Care Quality Commission. No issues were 
raised with regards to Safeguarding Adults or to the care of patients with Learning Disabilities in the 
reports received by the Trust. 

 
5.3 ROLES & RESPONSIBILITIES 

 
The Safeguarding Adults Team provides specialist advice, support and supervision pertaining to the 
safeguarding of adults at risk or suffering from harm, abuse or neglect to all Trust staff and 
volunteers. 

 
A dedicated Safeguarding Adults Telephone is in operation Monday to Friday 8.30am to 4.30pm 
(excluding bank holidays). Outside of these hours, the Site Matron team provide advice and 
support. 

 
Safeguarding Adult concerns are all submitted electronically. The revised form has been well 
received by Trust staff and our local authority partners. The purpose for the change was to ensure 
staff take note of the Care Act criteria and Making Safeguarding Personal in particular. The 
Safeguarding team have been working with the Lorenzo system team to build a replica concern 
form that will sit inside the patient’s electronic records. This will allow easy access to ward staff to 
review feedback from the trust safeguarding team and the local authority investigations. Although 
this work is seen by the safeguarding team as a positive and long overdue governance tool, due to 
the capacity of the Lorenzo team they do not believe the form will be ready for use in the near 
future. 

 
The Safeguarding Adults team’s responsibilities are as follows: 

 
1) Provide specialist advice on safeguarding adult’s issues, mental capacity, consent, Prevent, 

mental health, best interests, Deprivation of Liberty Safeguards, human trafficking, domestic 
abuse and learning disabilities. 

2) Support and supervision to staff in relation to incidents that have occurred or are disclosed 
as part of safeguarding adult’s reviews/referrals. 

3) Bespoke training to staff and ensure the safeguarding adults training is updated as required 
and in line with any lessons learnt locally or nationally. 

4) Compliance with regulatory and contract standards in relation to Safeguarding Adults. 
5) Compliance with Safeguarding Adult Boards policies and procedures including information 

sharing and good partnership working across agencies. 
6) Undertake Safeguarding Adult Investigations (section 42 under the Care Act) and reviews 

and advise on Serious Incidents, ensuring actions from learning lessons are implemented 
and embedded. 

7) Review and triage all safeguarding adult referrals and Deprivation of Liberty applications. 
8) Review, support and triage all Independent Mental Capacity Advocate (IMCA) requests. 
9) Reporting on all activity and items for escalation to the Trust Safeguarding Committee. 
10) Support and advice on detainment of patients under the Mental Health Act or Mental 

Capacity Act. 
11) Develop and undertake audits as required. 
12) Provide leadership and visibility on Safeguarding Adults. 
13) Advise on potential areas of concern to the Trust Executive Directors. 



Training attended by the Safeguarding Adults team in 2020/21 was limited due to the lack of 
opportunities during the pandemic. However, the team continued to keep up to date with the latest 
research and or information around Domestic Abuse and how this affects the whole family, Modern 
Day Slavery and Human Trafficking, Liberty Protection Safeguards, County Lines, and Grooming 
and Sexual Exploitation of adults with LD. The team have been ensuring that information from 
central sources related to safeguarding issues related to Covid-19 and how this may affect the 
patients who have safeguarding concerns. 

 
 
 

Case Studies 
 

Patient A: 
 
Background 
Paul (pseudonym) has complex autism and associated sensory processing difficulties. He finds 
changes to his routine very distressing and any admission to hospital needs to be carefully 
managed. Paul’s dentition is failing and is believed to be in continual pain and it has been 
recognised that this is impacting on Paul’s nutrition. Following an assessment by community 
dentistry and a Hospital Consultant, the long-term solution was a full dental clearance under general 
anaesthetic. 

 
What happened 
A best interest meeting was arranged to decide in Paul’s best interests whether to proceed with 
elective full dental clearance. The Best interest meeting arranged involved the safeguarding adult’s 
team, community learning disabilities team, learning disabilities liaison nurse, consultant, GP, 
Community dentist, continuing health care, social worker, senior matron, family, Independent Mental 
Capacity Advocate (IMCA) and Local Authority Solicitor. 

 
The best interests meeting ensured that all areas of preadmission, admission, procedure, recovery, 
post-operative care and post discharge care were discussed and all actions required. Restraint was 
a key issue identified and application to the Court of Protection needed to be considered. 

 
Following the best interests meeting, to ensure compliance with the Mental Capacity Act, a mental 
capacity assessment was undertaken by the GP and community learning disabilities team around 
the decision for full dental clearance. Paul was found to lack mental capacity for this decision. The 
family did challenge ceiling of care proposals and needed to be supported in decision-making. 

 
Learning 

• Highlighted the need for staff training around the COP processes. 
• Multi agency working and care planning essential. 
• Supporting patient’s families in making difficult decisions. 

Patient B: 
 
Background 
Paula (pseudonym) booked for pregnancy care with the maternity services. Paula has learning 



disabilities and lives independently. Paula was found to have a complex twin pregnancy with 
concerns fetal growth. In addition, Paula was needle phobic. Further complex factors included 
Paula being in a domestic abusive relationship, concerns around her mental health following 
expression of suicidal thoughts and she did not have care of her 3 children, who were removed due 
to child protection concerns around neglect. 

 
What happened 
Following the booking appointment for maternity care, a children’s safeguarding referral was made 
due to Paula’s 3 children being in care. The allocated children’s social worker arranged a 
professionals meeting inviting the hospital adults safeguarding team which highlighted concerns for 
Paula around domestic abuse, mental health and mental capacity, also that Paula had no 
community services or support in place. 

 
A further issue highlighted was Paula’s severe needle phobia and refusal for any investigations or 
medical procedures. Paula’s severe needle phobia implicated care planning for delivery of her 
twins, particularly due to the increased risk of an emergency caesarian section being indicated as a 
result of a complex twin pregnancy. MCA was followed and Paula’s right to make unwise decisions 
were sensitively supported but managed. 

 
Due to Paula’s complex social factors, learning disability and complex twin pregnancy, regular 
professional’s meetings were undertaken from 19 weeks in Paula’s pregnancy to ensure a multi- 
agency approach to care planning and support. Professionals involved included: Children’s social 
care, local authority adults safeguarding adults’ team, HUTH safeguarding adults and children’s 
teams, vulnerabilities midwife, community learning disabilities team, HUTH LD specialist nurse, 
obstetric consultant and anesthetist, labour ward matron, antenatal clinic specialist team (twins), 
community midwife, perinatal mental health, social care advocate. 

 
Paula was supported by the Trust learning disabilities nurse during all her antenatal and ultrasound 
appointments. All reasonable adjustments required were made to support Paula during all of her 
consultations and appointments, which facilitated assessment that she had full mental capacity for 
the decisions she made. 

 
Following a mutli-agency approach, care planning and intensive support provided to Paula in 
relation to her needle phobia, Paula’s twins were delivered safely by urgent caesarian section with 
her consent, supported by her community learning disabilities nurse. 

 
Follow up and ongoing support was provided by all community services involved upon Paula’s 
discharge from hospital. 

 
Learning 

• Early recognition of complex factors or concerns for patients with learning disabilities in 
relation to pregnancy, to inform a multi professional and agency approach to achieve the 
best possible outcome. 

• Pathway development required for patients with learning disabilities and pregnancy. 
Patient C: 

 
Background 
June was admitted to hospital and due to a deterioration in her health; a best interest decision was 



made for June to be placed on ‘end of life care’ pathway with a plan for palliative care. The family 
were keen for June to return home. Upon admission, community safeguarding concerns around an 
alleged non- accidental head injury involving family was highlighted by the local authority 
safeguarding adults’ team. June was living in residential accommodation for respite prior to her 
admission to hospital, whilst the community safeguarding concerns were being investigated. June 
was assessed as lacking mental capacity in relation to the community safeguarding concerns 
raised. 

 

What happened 
The community safeguarding concerns and investigation was communicated to both the inpatient 
ward and hospital safeguarding adults’ team by the local authority safeguarding adult’s team. Due 
to the concerns raised around June sustaining a head injury whilst in her family’s care and the 
ongoing investigation in the community, a protection plan was developed to safeguard June whilst 
an inpatient. Following liaison between the ward, hospital and local authority safeguarding adult’s 
teams, hospital social care team, the following safeguards were commenced in June’s best 
interests: 

• A visiting plan for family to ensure all visits are supervised, for which the family agreed with. 
• Deprivation of Liberty safeguard commenced due to the potential risk that family may 

attempt to remove June. 
• Out of hours contact details for social care and local authority safeguarding adults’ team 

should the ward have any concerns. 
• June was to remain in hospital for palliative care. 

 

Learning 
• Early intervention ensured that the correct legal processes and protection plan was in place 

to safeguard June. 
• Ward staff gained a greater understanding of the MCA process, Lasting Power of Attorney, 

safeguarding procedures and the law pertaining to keeping the patient safe from harm. 
 
 

These cases demonstrate that with early intervention with the key professionals involved, positive 
outcomes are more likely to be achieved. 

 
Staff should never delay contact with the members of the safeguarding team who will support staff 
through the complex and delicate processes involved in applying the Care Act, Mental Capacity Act, 
Equality Act and Mental Health Act. 

 
Enhanced Care Team (ECT) 

 
The ECT, provides supervision, support and nursing care to patients identified as Level 4 and 5 who 
pose a potential or actual risk to themselves and who have been identified as requiring an 
enhanced level of care and supervision (Security are allocated to Level 5 patients who are at risk to 
others). 

 
The ECT Matron monitors requests for Level 4 and 5 1:1’s, in collaboration with the HUTH Security 
Team. Data demonstrates that demand often outstrips supply for both level 4 and 5 supervision. 
Between 30% and 50% of all level 4 requests were unfilled and approximately 25% of level 5 
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requests remained unfilled. This has a had direct impact on overall staffing within HUTH, requiring 
redeployment from other areas and the use of Bank HCA’s to fulfil the shortfalls. 

 
The ECT Matron continues to collect and monitor data from a number of sources to provide a robust 
review of ECT usage, budget management and impact on clinical areas. The tables show the 
redeployment of ECT to each of the Health Groups. Although use is across all clinical areas, 
significant use has been H4 and H40 for surgery, H70, H9, H90 and H11 for Medicine. This reflects 
the clinical need of patients in the areas, presenting with Dementia, Brain Injury and altered states 
of consciousness. 

 
The work of the ECT Matron has led to associated activity to support the needs of complex patients 
in HUTH. Examples of which are involvement in the Dementia Programme Board, working with the 
Learning Disability Teams and supporting Serious Incident information requests. 

 
 
 

 

 



 

Surgery HG 
 

18 

16 

14 

12 

10 

8 

6 
4 

0 1 .LI1I 

 
 
 
 

1h1 1 lI [I I I  I 111 
ClO Cll (14 HlO0 H12 H120 H4 H40 H6 H60 

■ Arpil 20 ■ May-20 ■Jun-20   ■Jul-20    ■ Aug-20  ■ Sep-20 

■ Oct-20  ■ Nov-20 ■ Dec-20  ■Jan-21 ■ Feb-21  ■ Mar-21 

 
Medicine HG 

 
45 
40 
35 
30 
25 
20 
15 
10 

5 
0 

 
"?."--"' 

 
 
 
 
 
 
 

j 
• ,I .. 

 
 

(,'\,'b 

 
 
 

■ Arpil 20 ■ May-20 ■Jun-20   ■ Jul-20    ■ Aug-20  ■ Sep-20 

■ Oct-20  ■ Nov-20 ■ Dec-20  ■Jan-21  ■ Feb-21  ■ Mar-21 

. II . U .L   I    l . I . I  _L   , I I _ 

 
 
 
 
 
 
 
 
 
 
 

1 1 I 

H7 

2 



 

5.3.1 Mental Health and Learning Disabilities 
 

A Mental Health, Learning Disabilities and Autism Committee was established in 2020 and 
continued to meet bi-monthly during 2020/21. The group is made up of staff from all health groups, 
training and development, patient experience, allied health, dementia team, mental health liaison 
team, learning disabilities, governance, human resources, information services and the 
safeguarding teams. 

 
The committee progressed the MH, LD and Autism agenda during 2020/21 albeit at a significantly 
slower pace than originally planned. Key priorities included: 

 
• NHSE/NHSI LD and Autism Standards 
• Review and progress of NCEPOD Treat Me Well (Mental Health Strategy) for adults and 

children 
• Right Care Right Person (Humberside Police Strategy for Mental Health) 
• Mental Health Act Detainments 
• Suicide Prevention (Humber Coast and Vale) 
• Working arrangements with Humber Teaching FT 
• Key working arrangements – Dementia, CAMHS, Emergency Department 
• Lorenzo reporting arrangements for Mental Health staff 
• Mental Health Concordat 
• Training and Development 
• Mental Health staff support for Safeguarding team 
• Homelessness 

 
The group recognises that national priorities for Mental Health, LD and Autism are coming to the 
fore, especially as a consequence of the pandemic, so the trust will have to be able to meet those 
challenges as and when they emerge, and this will be led through this group. 

 
The Trust undertook the annual revision of the Service Level Agreement with Humber Legislation 
Department for Mental Health Support. This provides improved governance and structure to activity, 
training support and advice. Communication between adult mental health service leads in Humber 
Teaching NHS Foundation Trust and Hull University Teaching Hospitals NHS Trust has been 
strengthened. The information related to Mental Health detainments has improved to a degree in 
2020/21. The Named Nurse has been working with Humber Teaching NHS Foundation Trust and 
the Chief Nurse Information Officer to improve the access for the mental health team to the trusts 
electronic health records. This has been partially successful with the issues around Information 
Governance being positively resolved.  However, there is further work to be undertaken in relation 
to the licencing of the systems. Work will continue to resolve this issue to enable safe care for 
patients and compliance with national reporting requests for the trust in 2021/22. 

 
NHSE & NHSI – Learning Disability Improvement Standards 

 
The improvement standards commenced in 2018 and are to reflect the strategic objectives and 
priorities described in national policies and programmes, in particular those arising from 
Transforming Care for people with learning disabilities – Next Steps and the Learning Disabilities 
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Mortality Review (LeDeR) programme. Compliance with these standards requires NHS Trusts to 
assure themselves that they have the necessary structures, processes, workforce and skills to 
deliver the outcomes that people with learning disabilities, their families and carers, expect and 
deserve. It also demonstrates a commitment to sustainable quality improvement in developing 
services and pathways for people with learning disabilities. The standards review aims to collect 
data from a number of perspectives to understand the overall quality of care across Learning 
Disability services. 

 
Results of the NHS 2018 LD benchmarking audit were published in the autumn of 2019. 
The Trust were fully or partially compliant with all but 17 domains out of a total of almost 100. The 
second benchmarking audit was issued for completion in 2019 only a month after the results for the 
first year was published. The results for this audit were published in March 2021. Once again the 
majority of the responses from the Trust were fully or partially positive (the questions being slightly 
different from the first audit). The Trust has since submitted its findings for the third audit and is 
awaiting those results, though based on the previous findings these will not likely to be released 
until 2022. 

 
The Safeguarding Committee commissioned a multidisciplinary task and finish group, which 
includes clinical and corporate team representatives to review, implement change and monitor 
outcomes of the benchmarks the trust failed to achieve in both years of auditing. This group was 
paused due to availability of staff to attend due to Covid-19 staffing plans. The meetings are 
planned to recommence early in 2021/22. Progress will be reported to the organisation through the 
Mental Health, LD and Autism committee. 

 
Learning Disabilities Mortality Review programme (LeDeR) 

 
The LeDeR programme was commissioned by NHS England in 2015 to support local areas in 
England to review the deaths of people with a learning disability to: 

 
• Identify common themes and learning points and 
• Provide support to local areas in their development of action plans to take forward the 

lessons learned 
 

There are two specific ways that healthcare professionals may be involved in the LeDeR 
Programme: 

I. One is with regard to notifying the death of any of their patients with a learning disability. 
 

II. The other is to input into a review into the circumstances leading to the death, of those aged 
4 years and over. This may involve sharing information about a patient who has died or 
participating in a multi-agency review where knowledge and perspectives in primary care will 
be of significant importance. 

 
The LeDeR programme is part of a suite of programmes previously known as confidential enquiries. 
It has approval from the Secretary of State under section 251 of the NHS Act 2006 to process 
patient identifiable information without the patient’s consent. 
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6. TRAINING AND DEVELOPMENT 

Service condition 26 of the NHS Standard Contract requires any provider of services to the NHS to 
participate in the projects within the National Clinical Audit and Patient Outcomes Programme 
relevant to the Services. 

 
The LeDeR programme strives to ensure that reviews of deaths lead to learning which will result in 
improved health and social care services for people with learning disabilities. It is not an 
investigation nor is it aimed at holding any individual or organisation to account. If individuals and 
organisations are to be able to learn lessons from the past it is important that the reviews are 
trusted and safe experiences that encourage honesty, transparency and the sharing of information 
in order to obtain maximum benefit from them. 

 
Deaths of patients with a Learning Disability that occur within the Trust 

 
All deaths are monitored via the Trust Business Intelligence Analyser. Any deceased patients who 
have had a diagnosed Learning Disability are identifiable via this system and will be escalated to the 
Safeguarding Team, by a named member of the Governance Team. Once the death has been 
verified by the Safeguarding Team, the local area contact (LAC) will then be notified (Hull/East 
Riding CCG), as well as notification given to the LeDeR team based at Bristol University, via the 
web-based form. During 2019, the safeguarding team were aware that this reporting mechanism 
was not working at its best.  The team and the coding managers reviewed the codes used by staff 
to identify patients with LD and or Autism. It was found that the recognised codes where not being 
used correctly so measures were put in place to change this practice. The mortality manager and 
the safeguarding team regularly met during 2020/21 to ensure LD patients were being identified 
following their deaths and structured judgement reviews were undertaken by the team for those LD 
patients. 

 
The Trust is represented by the Assistant Chief Nurse and Named Nurse for Safeguarding Adults at 
the Hull and East Riding LeDeR Strategic Steering Group and its sub group, where quality 
assurance reviews are undertaken on all local reports as well as discussing themes and trends that 
are emerging. 

 
The operational application of LeDeR is managed by the Named Nurse for Safeguarding Adults who 
provides quarterly update papers to the Safeguarding Committee. The Trust has a pool of volunteer 
reviewers. The current team consist of Senior Matrons, allied health professional manager and the 
safeguarding team. This small cohort has undertaken or is in the process of reviewing 16 cases 
since the initiative began. The learning from the reviews are shared with local partners through 
agreed leads from the Trust, CCGs and other agency leads. The Safeguarding leads for LeDeR in 
the Trust made the decision to pause the offer of staff to undertake the LeDeR reviews from autumn 
2020. The limited number of reviewers in the Trust did not have the capacity to undertake the 
reviews as they are time consuming and can be very complex with the need to involve multiagency 
teams and family/carer members. Despite this pause, both the local CCG’s were in agreement with 
this decision and once again, the trust has been thanked for their continued and valuable support 
for this programme. 

 

 

Training and education of staff for Safeguarding Adults, Mental Capacity and Deprivation of Liberty 
continues to be a high priority for the Trust. 
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7. SAFEGUARDING ADULTS ACTIVITY 2020/21 

Safeguarding Adults, training is updated regularly and in line with any changes in national guidance 
or legislation. The training is aligned to the key principles of the local Safeguarding Adult Boards 
Policies and Procedures. 

 
Safeguarding adults training compliance is shown in the table below: 

 
Compliance 

(as of 10th March 2021) 
% Compliance 

Target 85% 
Safeguarding Adults Level 1 86.3% 
Safeguarding Adults Level 2 89.2% 

Mental Capacity Act 86.4% 
Deprivation of Liberty Safeguards 85.4% 

 
The Trust is complaint with mandatory training for all staff and has consistently maintained a 
position of over 85% for Safeguarding adults, Mental Capacity Act and Deprivation of Liberty 
Safeguards in 2020/21. This in in line with the new commissioning benchmarking target for 2021/22 
of 85% expected compliance for this training. The team expected a drop in compliance with training 
due to the pandemic but although this has proved to be the case in three out of the four domains 
measured, the benchmark has still been achieved. The compliance with training will continue to be 
monitored closely through 2021/22 and any exceptions escalated to the Operational Quality 
Committee and Commissioners as part of the quarterly contract updates. 

 
Prevent training was 82.1% and compliant for 2020/21 as over 80%. The education and 
development and safeguarding teams are working to cleanse the data in 2021 to consider 
movement of staff and the affects Covid-19 will have on the delivery to this target of 85% for 
2021/22. 

 

 

7.1 INTRODUCTION 
 

This section of the annual report 2020/21 provides an update on activity relating to safeguarding 
and vulnerable adults to provide assurances that processes are implemented and embedded in 
practice. All data is captured by the Trust’s Compliance Team and the databases are cleansed 
regularly with regular meetings with the Safeguarding Adults Team. This is to ensure that all 
referrals are followed up as required and outstanding actions addressed in a timely manner. 

 
7.2 SUMMARY OF SAFEGUARDING ADULT REFERRALS MADE 

 
7.2.1 Total reported 

 
During 20/21, there were 538 adult safeguarding concerns made. This is a small increase of 7.8% 
in the number of concerns made from the same reporting period in 19/20 (499). The graph below 
demonstrates the number of concerns made over time from January 2017 up to March 2021: 
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The average number of adult safeguarding concerns made is around 66 per month. The number of 
adult safeguarding concerns has consistently been below the average since April 2019, this would 
indicate that the outbreak of the Covid-19 Pandemic has not significantly impacted on the overall 
number of adult safeguarding concerns being made. There is a noticeable decline in the number of 
adult safeguarding concerns made in April 2020 following the first national lockdown and a further 
national lockdown in November 2020, however, the lockdown in January 2021 bucked this trend 
with the number of adult safeguarding concerns significantly increasing in January and February 
2021. 

 
7.2.2 Concerns Made by Health Group 

 
The below graph demonstrates the number of adult safeguarding concerns made by each of the 
Health Groups during 20/21: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Emergency Care was the highest reporter of adult safeguarding concerns accounting for 48% (257) 
of the 538 concerns reported during 20/21 with a decrease of 9% from 19/20 (283). 
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7.2.3 Concerns Made by Client Group 
 

The below graph demonstrates the number of adult safeguarding concerns made during 20/21 by 
Client Group: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Adult safeguarding concerns around social support was the highest reported client group 
accounting for 50% (269) of the 538 concerns reported during 20/21 with an increase of 19.5% from 
19/20 (225). 

 
7.2.4 Concerns Made by Abuse Type 

 
The below graph demonstrates the number of adult safeguarding concerns made during 20/21 by 
Abuse Type1: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Adult safeguarding concerns around neglect was the highest reported type of abuse accounting for 
36% (213) of the 538 concerns reported during 20/21 with a slight increase of 9% from 19/20 (196). 

 
 

1 NB: The abuse types are selected by the referrer and will not necessarily correspond with the ‘topic’ which is 
selected by the Compliance Team from a broader range of choices. 
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7.2.5 Concerns Made – Themes and Trends 
 

On a monthly basis, the Compliance Team review all concerns made and identify the reason why 
the concern had been made to help identify any themes and trends. Whilst this may not always be 
apparent and can be subjective, it has provided useful information. 

 
The table below shows the themes and numbers of all concerns made 20/21 and whether there has 
been an increase/decrease from the previous year: 

 
  Up / Down  Up / Down 
Topic 2019 / 2020 from 

previous 2020 / 2021 from 
previous 

  year  year 
Accidental overdose 3 ↓ 3 ↔ 
Alcohol / substance misuse 1 ↑ 1 ↔ 
Attempted suicide / intentional overdose / self- 
harm 6 ↓ 12 ↑ 

Child referral 1 ↑ 2 ↑ 
Deliberate Neglect - care home / carer 1 ↑ 3 ↑ 
Deliberate Neglect - family / partner 5 ↓  ↓ 
DOLs / Capacity 1 ↓  ↓ 
Domestic Violence / Abuse 54 ↓ 47 ↓ 
Failure to follow care plans / escalate 5 ↓ 2 ↓ 
Failure to follow care plans / escalate - 
medication 3 ↓ 2 ↓ 

FGM  ↓ 1 ↑ 
Financial/Self-Neglect/Organisational  ↔ 1 ↑ 
Financial abuse - carer 5 ↑ 1 ↓ 
Financial abuse - family 7 ↓ 10 ↑ 
Financial abuse - friend / neighbour 7 ↓ 7 ↑ 
Financial abuse - partner  ↓ 2 ↑ 
Financial abuse - unknown 3 ↑ 1 ↓ 
Financial, physical and neglect  ↔ 1 ↑ 
General neglect / lack of personal cares 13 ↓ 27 ↑ 
General neglect / lack of personal cares / 
Increase in care / support at home / self-neglect 

 
↔ 9 ↑ 

General neglect / lack of personal cares / 
Pressure Damage / Deep Tissue Injury - Care 
Home Acquired 

  
↔ 

 
2 

 
↑ 

General neglect / lack of personal cares / 
psychology 

 
↔ 1 ↑ 

General Neglect / Lack of Personal 
Cares 

 
↔ 1 ↑ 

Homeless 1 ↓ 3 ↑ 
Hospital - Failure to follow care plans / escalate 
or treatment delay 9 ↑ 1 ↓ 
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  Up / Down  Up / Down 
Topic 2019 / 2020 from 

previous 2020 / 2021 from 
previous 

  year  year 
Hospital - Lack of nutrition 1 ↑  ↓ 
Hospital - medication error 2 ↑ 1 ↓ 
Hospital - Patient Absconded 2 ↑ 1 ↓ 
Hospital - physical abuse from Staff Member  ↓ 1 ↑ 
Hospital acquired pressure damage/ deep 
tissue injury 7 ↑ 8 ↑ 

Hospital Fall  ↔ 3 ↑ 
Hospital SI  ↔ 4 ↑ 
Human Trafficking / Modern Slavery Concern 4 ↓ 6 ↑ 
Inappropriate restraint 1 ↓  ↓ 
Increase in care / support at 
home / self-neglect 

 
↔ 1 ↑ 

Increase in care / support at home / self-neglect 132 ↓ 156 ↑ 
Injuries / deterioration from neglect / 
unexplained 2 ↓ 

 
↓ 

Mental Health / Vulnerable person 14 ↓ 29 ↑ 
Mental Health/Vulnerable Person  ↔ 1 ↑ 
Missed appointments 11 ↓ 1 ↓ 
Neglect  ↔ 16 ↑ 
Neglect / missed diagnosis  ↔ 17 ↑ 
Neglect / organisational  ↔ 12 ↑ 
Neglect / substance misuse  ↔ 1 ↑ 
Not enough information 7 ↑ 3 ↓ 
Other 1 ↑ 7 ↑ 
Patient Absconded 1 ↑ 1 ↑ 
Physical - unknown  ↔ 1 ↑ 
Physical abuse / assault - family 8 ↑ 18 ↑ 
Physical abuse / assault - friend / neighbour 4 ↑ 2 ↓ 
Physical abuse / assault - Health Professional / 
Nursing home 4 ↑ 11 ↑ 

Physical abuse / assault - other resident 2 ↓  ↓ 
Physical abuse / assault - stranger/unknown 6 ↓ 1 ↓ 
Physical abuse / domestic abuse  ↔ 1 ↑ 
Pressure Damage / Deep Tissue Injury 62 ↓ 28 ↓ 
Pressure Damage / Deep Tissue Injury - Care 
Home Acquired 56 ↓ 27 ↓ 

Pressure Damage/ DTI/ Care home acquired  ↔ 1 ↑ 
Pressure Ulcer/Neglect  ↔ 1 ↑ 
Psychological / emotional abuse - carer / 
professional 1 ↑ 1 ↑ 

Psychological / emotional abuse - family 5 ↑ 8 ↑ 
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7.2.6 Total Sent to the Local Authority 20/21 
 
The below graph demonstrates the number of adult safeguarding concerns made by Hull University 
Teaching Hospitals (HUTH) each month and the number of concerns made that had been sent to 
the Local Authority (LA): 

 
Topic 

 
2019 / 2020 

Up / Down 
from 

previous 
year 

 
2020 / 2021 

Up / Down 
from 

previous 
year 

Self-neglect  ↔ 9 ↑ 
Sexual  ↔ 3 ↑ 
Sexual / physical abuse  ↔ 3 ↑ 
Sexual abuse / assault - family 2 ↑ 2 ↑ 
Sexual abuse / assault - friend 3 ↑  ↓ 
Sexual abuse / assault - 
stranger/unknown/professional 6 ↑ 4 ↓ 

Unaccompanied for appointment / admission 
Inc. no history/information 3 ↓ 1 ↓ 

Unexplained bruising / marks 5 ↓ 2 ↓ 
Unsafe patient home environment 9 ↑  ↓ 
Unwitnessed fall / multiple falls 13 ↓ 20 ↑ 
Un-witnessed fall / multiple falls (Hospital)  ↔ 1 ↑ 
Total 499 ↓ 538 ↑ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Of the 538 adult safeguarding concerns made during 20/21, 83% (448) were sent to the local 
authority. The Compliance Team continues to send bi-monthly requests for updates against open 
concerns to all Local Authorities as a minimum. Following changes to the process for managing 
open adult safeguarding concerns, those concerns that have been open for over a year are now 
closed and the local authority advised accordingly. 
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The average number of adult safeguarding concerns received is around 6 per month. The above 
graph shows an upward trend in the number of adult safeguarding concerns received in April 2020 
around the time of the first lockdown and again in November 2020 around the time of the second 
lockdown, the numbers of referrals had fallen below the average around January 2021 when the 
third lockdown began. 
 
The below table shows of the concerns received since January 2017 and the ratio that required 
investigation: 

7.3 SUMMARY OF SAFEGUARDING ADULT REFERRALS RECEIVED 
 

7.3.1 Total reported 
 

There have been 69 formal concerns made to the Safeguarding Adults Team during 20/21. This is 
a nominal decrease of 1.4% from the same reporting period in 19/20 (70). The below graph 
demonstrates the number of concerns made over time. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 16/17 17/18 18/19 19/20 20/21 

Total Received 51 74 66 70 69 

Total met criteria for investigation 38 38 51 53 51 

Ratio requiring investigation 75% 51% 77% 77% 74% 

 
7.3.2 Concerns Received against Health Group 

 
The below graph is a breakdown of the concerns received against each of the health groups during 
20/21: 
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Medicine Health Group received the highest number of adult safeguarding concerns accounting for 
35% (24) of the 69 adult safeguarding concerns received during 20/21 with a significant increase of 
60% from 19/20 (15). 

 
7.3.3 Referrals Received – Themes and Trends 

 
The table below shows the themes and numbers of all concerns received in 20/21 and whether 
there has been an increase/decrease from the previous year: 

 
 
 
Topic 

 
 

19/20 

Up/ 
Down 
from 

previous 
year 

 
 

20/21 

Up/ 
Down 
from 

previous 
year 

Attempted suicide / intentional overdose / self- 
harm 

 ↔ 1 ↑ 

Care within hospital including neglect 18 ↑ 14 ↓ 
Communication / Information 2 ↑  ↓ 
Concerns relating to discharge 4 ↓ 8 ↑ 
Discrimination / lack of treatment  ↔ 2 ↑ 
Fall 1 ↑  ↓ 
General neglect / lack of personal cares  ↔ 4 ↑ 
Hospital - Failure to follow care plans / escalate  ↔ 8 ↑ 
Hospital - medication error 10 ↑ 3 ↓ 
Hospital - treatment delay  ↔ 1 ↑ 
Hospital acquired pressure damage  ↔ 4 ↑ 
Hospital acquired pressure damage / deep tissue 
injury 

 ↔ 2 ↑ 

Hospital acquired pressure damage or 
deterioration in existing pressure damage 15 ↓ 6 ↓ 

Not enough information 1 ↑  ↓ 
Not for Investigation 16 ↑ 11 ↓ 
Physical abuse / assault 3 ↑ 1 ↓ 
Self-neglect / organisational  ↔ 1 ↑ 
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  Up/  Up/ 
  Down  Down 
Topic 19/20 from 20/21 from 

  previous  previous 
  year  year 
Unexplained bruising / marks  ↔ 2 ↑ 
Unknown  ↔ 1 ↑ 
Total 70 ↑ 69 ↓ 

 
7.3.4 Outcome of Closed Investigations 

 
There were 54 concerns closed during 20/21. The following graph demonstrates the outcome of the 
investigations, including how many were upheld2: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Of the 54 closed concerns received during 20/21, 26% (14) of the investigations undertaken showed 
the concerns received as upheld or partially upheld. 

 
7.3.5 Themes and Trends – Completed Investigations 

 
Of the 14 completed investigations that were upheld and partially upheld, 36% (5) involved hospital 
acquired pressure ulcers. Common themes around communication and documentation were 
recognised following investigation and the following lessons learnt were identified: 

 
Communication: 

• Staff to be more vigilant when discharging patients to ensure cannulas are not in situ as this 
presents potential but preventable harm to the patient and unnecessary use of additional 
resources to remove the cannulas. 

• Wider understanding of the role of Suite 20 requires improvement across the Trust. 
• Communication with external services to ensure ongoing care of patients is understood and 

undertaken needs to take place. 
 
 

2 NB: The number of concerns that were upheld for previous years may increase from each report as there 
are a number of concerns that are in the process of investigation. 
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• Concerns in relation to bruising on patients requires escalation to the medical team when 
required. 

• Staff must escalate skin deterioration to the senior nurse on duty and via Datix when 
required. 

• Where patients require District Nursing support following discharge, the District Nursing 
Team needs to be contacted prior to patients being discharged from hospital to ensure a 
smooth transition of care. 

 
Documentation: 

• Documentation not being fully completed following use of SSKIN care bundles. 
• Advice given to patients, family etc., needs to be fully documented. 
• Outcomes of any decision making undertaken needs to be fully documented. 
• Wound assessments were not documented within the patient’s records. 
• Body map for cannulas insertion sites needs to be documented. 
• Documentation with regard to changed decisions needs to be improved. 

 
There were a number of areas that highlighted good practice and included: 

 
• Duty of candour was applied following identification of a medication error. 
• Good documentation of assessment and treatment in accordance with the SSKIN care 

bundle. 
• Good documentation of risk assessment and management of peripheral venous catheter 

care. 
 

The timescale for investigations to be undertaken increased from 14 working days to 28 working 
days to allow staff sufficient time to investigate and complete investigation reports (this is an internal 
timescale). During 20/21, the average number of days for completing investigations for those 
concerns closed in 20/21 was 20 days, the average number of days for quality checking was 19 
days and the overall average number of days from a concern being received to being closed during 
20/21 was 49 days. 

 
7.4 DEPRIVATION OF LIBERTY (DOLS) APPLICATIONS 

 
There have been 214 DOLS applications received by the Compliance Team for review and/or action 
during 20/21, this is a significant increase of 140% from the same reporting period in 19/20 (89). 
The below graph demonstrates the number of DOLS made over time: 
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The average number of DoLS application received is around 6 per month. The above graph shows 
a significant drop in the number DoLS applications around the time of the first lockdown in April 
2020 with a sharp increase in May 20. Following a national Department of Health communication 
and discussions with Local Authorities, HUTH adopted a two-tier system for DoLS to address 
capacity concerns in respect of Covid-19. The changes were made from 14th April 2020 and the 
number of DoLS application received has been consistently above the average ever since. The 
average number of days for DoLS to be open was 11 working days during 20/21. 

 
Of the 214 DOLS received during 20/21, 78% (166) were approved for submission to the relevant 
local authority. Of the 214 DOLS received during 20/21, 33% (47) did not require an application to 
the local authority. A reason for not sending an application to the local authority or cancellation of 
the DOLS request includes: 

 
• Insufficient information and/or forms are incomplete 
• The request does not meet the criteria 
• The patient has been discharged or regained capacity 
• The patient had died before the application was approved 

 
The below table demonstrates the number of DOLS applications that were not taken forward during 
20/21 and the reasons why: 

 
 Apr 

20 
May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Completion of 
forms 

 2 1 1         

Criteria not met  1 1 2      3  1 

Deceased  1          1 
Discharged / 
transferred 

 2 1 2 1 5 1 1 1 3 1  
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 Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Improved 
condition / 
regained capacity 

   
1 

       
2 

 
1 

 

NA 1 9 14 14 10 15 15 15 15 20 13 19 

Other  1  1     2  2  

Unknown  1  1        1 

Grand Total 1 17 18 21 11 20 16 16 18 28 17 22 
 

7.5 INDEPENDENT MENTAL CAPACITY ADVOCATE (IMCA) CONCERNS 
 

There were 17 IMCA applications made during 20/21, this is a decrease of 48% from 19/20 (33). All 
17 applications were processed as per the agreed process by the Compliance Team however 
engagement with the Local Authority remains an area for improvement. 

 
7.6 MULTI-AGENCY PUBLIC PROTECTION ARRANGEMENTS ALERTS 

 
There were 10 alerts received during 20/21, this is a substantial increase of 400% from the same 
reporting period in 19/20 (2). The alerts were logged and escalated to the Named Nurse for 
Safeguarding Adults for action and dissemination. 

 
7.7 INFORMATION REQUESTS 

 
There were 35 formal information requests made during 20/21, this is an increase of 84% from 
19/20 (19). All information requests were dealt with and responded to. 

 
7.8 HUMAN TRAFFICKING CONCERNS 

 
There were 3 concerns reported in 20/21 relating to possible human trafficking / modern slavery 
incidents, this is an increase of 200% from the same reporting period in 19/20 (1). All 3 concerns 
were investigated and none were deemed to be human trafficking / modern slavery concerns. 

 
7.9 DOMESTIC ABUSE AND DOMESTIC HOMICIDE REVIEWS 

 
There were 83 concerns reported relating to Domestic Abuse (DA) during 20/21, this is an increase 
of 17% from 19/20 (70). 

 
The below table details the number of safeguarding concerns submitted where the following criteria 
– ‘Is there a concern about Domestic Abuse’ had been selected as yes: 

 
 Apr 

20 
May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Total received 5 8 12 7 4 7 9 6 3 5 9 8 

Sent to the LA 4 6 10 3 1 6 9 5 3 5 8 6 
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 Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Not sent to the LA 1 2 2 4 3 1 0 1 0 0 1 2 

Concerns sent to 
the IDVA 2 3 3 3 0 0 0 1 0 1 1 0 

Consent: Yes 3 4 8 6 3 4 6 5 2 3 7 3 

Consent: No 2 2 3 1 1 3 3 1 1 2 2 5 

Consent: Not 
stated 0 2 1 0 0 0 0 0 0 0 0 0 

# of concerns 
selecting a DA 
concern and 
selected DA as 
the type of abuse 

 
 

2 

 
 

2 

 
 

3 

 
 

0 

 
 

1 

 
 

2 

 
 

2 

 
 

1 

 
 

1 

 
 

5 

 
 

3 

 
 

4 

% of concerns 
selecting a DA 
concern and 
selected DA as 
the type of abuse 

 
 

40% 

 
 

25% 

 
 

25% 

 
 

0% 

 
 

25% 

 
 

29% 

 
 

22% 

 
 

17% 

 
 

33% 

 
 

100% 

 
 

33% 

 
 

50% 

 
7.10 DATIX INCIDENTS 

 
As per Trust policy, all safeguarding concerns made should have a corresponding incident reported 
on Datix and all safeguarding incidents reported on Datix should have a corresponding 
safeguarding concern made. The Compliance Team monitor both of these aspects and report on 
them within the monthly escalation reports. 

 
7.10.1 Concerns Made Without a Corresponding Datix Incident 

 
In 20/21, there were 16 concerns made without a corresponding Datix incident recorded accounting 
for 3% of the safeguarding concerns submitted, this is a decrease of 48% from 19/20 (31) and a 
clear improvement in compliance of the correct process when submitting an adult safeguarding 
referral. 

 
7.10.2 Datix Incidents Recorded Without a Corresponding Safeguarding Concern 

 
In 20/21, there were 82 incidents reported without a corresponding safeguarding concern. In order 
to mitigate these numbers of incidents reported without a safeguarding referral, the Compliance 
Team have implemented a number of actions on a monthly basis to inform and remind staff of the 
requirement to complete the online concern form in addition to recording the incident on Datix. An 
email is sent to all Matrons with details of those incidents which require review and action as well 
the inclusion of this list on the Health Group Governance Briefing Reports and the Safeguarding 
Adults Escalation and Information report. 
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9. KEY ACHIEVEMENTS IN 2020/21 

 
 

The Trust has participated in several Safeguarding Adult Reviews during 2020/21 for both Hull and 
East Riding Safeguarding Adult Boards. 

 
Not all of the investigations are published; this is the decision of the Safeguarding Adult Board. The 
learning from these cases is fed back to the Trust Safeguarding Committee. 

 

 

A list of key operational and strategic achievements is stated as follows: 
 

• A satisfactory review of Safeguarding Adults by NHSE/I regional safeguarding lead – no 
compliance issues raised during the inspection undertaken in early 2020 or areas of 
concern. 

• Positive feedback from NHS Hull and East Riding Clinical Commissioning Groups about the 
governance and progression of Safeguarding Adults agenda items. 

• Seconded appointment for vacant post - Learning Disability Liaison Nurse. 
• The Dementia Nurse post has been reassigned as a corporate role under the management 

of the Assistant Chief Nurse / Safeguarding Lead. A secondment has been filled for this 
post due to a reorganisation in the medicine health group. 

• ECT Matron established a task and finish group reviewed development of ECT and provided 
a platform to develop an IT assessment platform. 

• ECT Matron attendance at Safe Care meetings has embedded the ECT process into day 
operations 

• The implementation of the revised Mental Health Legislation Service Level Agreement 
improving the provision of MH training and data sharing. 

• The consistent training compliance of over 85% for Safeguarding Adults, Mental Capacity, 
and Deprivation of Liberty Safeguards and 80% compliance for Prevent Health Wrap. 

• Positive feedback from Hull and East Riding Safeguarding Adult Board Managers and Chairs 
regarding the Trust arrangements for Safeguarding Adults. 

• Established and positive partnership working with a range of external agencies to improve 
the care and treatment of patients with vulnerabilities including those under detention. 

• The ratification of a Trust Domestic Abuse Policy for Patients and Visitors. This includes a 
plan to introduce Routine / Selective Enquiry across the organisation over the next three 
years with a revised start date of 2021/22 due to reduced capacity of the trust services from 
Covid-19 plans. 

• The Trust signed up at executive level for implementation of the Hull Strategic Domestic 
Abuse Minimum Standards. The trust is working with all statutory and local partners to 
ensure accordance with these standards and is in the process of developing a trust wide 
domestic abuse working group to support the implementation and development of these 
standards and national guidance. 

• The Trust continues to have access to the Independent Domestic Abuse Advisor (IDVA) for 
part of the year as an in-reach service provided by the Hull Community Safety Partnership. 
However, since wave one of the pandemic, the practitioner has not been able to physically 
attend the trust therefore the safeguarding team have had access to the Hull Domestic 
Abuse Partnership practitioners remotely when needed. This did affect the opportunities for 
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patients to have direct access to the IDVA but the safeguarding team for the trust ensured 
victims were supported in other ways if they consented to that support. 

• Supported the Learning Disabilities Mortality Review (LeDeR) programme with staff from the 
Trust undertaking reviews at the request of Hull and East Riding CCG Local Area Contact. 
The trust continued to support the programme with reviewers until the second wave of 
Covid. At that point, the trust had to suspend all offers of support to these in depth reviews 
due to clinical commitments of the staff. The trust safeguarding team did support external 
reviewers in providing access to information, including medical records (within the GDPR 
arrangements), Structured Judgement Reviews and other LeDeR related information. Prior 
to the suspension of reviews, the trust completed five full reviews for the Hull and East 
Riding programme. 

• Continue to review, revise and enhance the processes and governance of the LeDeR 
programme with partner agencies and commissioners. 

• Progression of the work in the Task and Finish Group to implement the Learning Disabilities 
and Autism national standards that have been identified for action. This work has also been 
affected by the capacity of staff during the pandemic 

• A third year return for the NHSE/I LD and Autism Benchmarking Improvement Standards 
annual review. 

• Continue to review how to improve feedback to referrers on the quality of the safeguarding 
referrals raised. 

• Embedding of feedback and recording of submitted concerns made by clinical staff. 
Developed a more robust recording process in the safeguarding team to reflect the calls for 
support and advice from clinical staff. This identified the rise in domestic abuse calls from 
staff about patient victims that did not always result in a formal concern being raised. 

• Following triage of safeguarding adult concerns submitted by clinical staff by the 
safeguarding adult’s team, a more accurate categorisation of the abuse categories is being 
reported to the trust via the safeguarding committee. 

• Led on multiagency strategic meetings for complex needs patients. 
• Continue to raise awareness of MAPPA patients and the need for robust risk assessment 

plans for individuals who pose a risk to public. 
• Implementing a process for identifying patients who are detained by the judicial system and 

the requirement to undertake robust risk assessments to ensure patient, public and staff 
safety. 

• The Safeguarding Fundamental Standards were reviewed with the questions being 
amended to reflect and higher standard of understanding of both adult and child 
safeguarding procedures and safety mechanisms from all clinical areas where these audits 
are undertaken. Due to Covid restrictions it has not been possible to fully test out these 
changes in all areas but in the areas that have been audited, there has been positive results 
that can give some reasonable assurance to the trust board that staff have a good 
understanding of their safeguarding obligations. 

• Updates and compliance with Policies and Procedures in line with review dates and changes 
required. 

• Two members of the safeguarding team have undertaken training in Forensic Aspects of 
Adult Safeguarding. This initiative to offer the same oversight of non-accidental injuries in 
vulnerable adults as in children was developed by the Assistant Chief Nurse and the Named 
Doctor for Safeguarding Adults in the East Riding CCG. The concept has been championed 
and supported by the NHSI/E North Safeguarding England team with regional training 
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10. KEY ACTIONS FOR 2021/22 

delivered in January and February 2021. There is to be a pilot of this initiative which will only 
include the Humberside health providers. 

• Worked with the Lorenzo development team to provide an integrated reporting system for 
safeguarding adults concern and MCA/DoLS forms. 

• Supported the mental health liaison service to secure access to Lorenzo to enable more 
timely and accurate recording of assessments and care plans for patients with mental health 
issues in the trust. 

• Initiated an audit for trust compliance with mental health section 5.2 responsibilities. 
Identifying staff training needs for mental health act decision making and supporting 
opportunities for this training in the HUTH workplace, improved monitoring, reporting and 
legal compliance with all mental health detainments. 

• The representative from Humberside Police reported back to the Trust that the work 
between the Safeguarding Adults Named Nurse, the Emergency Department and the care 
provider for the Hull police custody suite for immediate electronic discharge information, had 
been reported at the north of England Chief of Police forum, and had been held up as an 
exemplar in transfer of care arrangements. Other forces have been instructed to implement 
a similar procedure for their custody suites. 

• In February 2021 the Safeguarding Adults Team and the Named Nurse for Safeguarding 
Adults in particular, was nominated for a Moment of Magic. Although the team are not sure 
who nominated them the member of the trust thanked the team for all their support and 
advice. 

 

 

The Trust has identified a number of actions required to strengthen the Safeguarding Adult’s 
service. Actions are determined from internal practice and review, regulatory inspections, 
commissioning requirements, Safeguarding Adult’s Board activities and from the lessons learned 
from Case Reviews 

 
A summary of work planned in 2020/21 is as follows: 

 
• Establish a Domestic Abuse Working Group and affect change in line with local, regional and 

national priorities, producing regular reports on activity and outcomes from referrals and 
supporting staff to support victims of domestic abuse across the Trust. 

• Continue roll out plan for Routine/Selective enquiry in identified areas of the Trust, including 
staff training 

• Ensure the introduction and implementation of Intercollegiate Level 3 safeguarding adults 
training across professional groups in the trust is embedded within the organisation in line 
with the Training Needs Analysis. 

• Review the current ‘Think Family’ model of training to ensure staff are receiving all required 
information related to the levels 1 and 2 (for children and adults) to enable competent 
application in the clinical workplace 

• Aim to reach 85% within two years (2022/23) of introduction of the training package for level 
3 safeguarding adults training to comply with commissioning arrangements 

• Review of the Prevent Health Wrap Training Plan and in line with the changing national 
requirements and guidance. 

• Enhanced care team key actions 
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o To have full recruitment by December 2021 
o Appoint to 1-year seconded band 6 post 
o Improve quantitative and qualitative data collection to inform service development 
o Repeat audits of ECT documentation and continue to improve in light of findings 
o Review the reduction in security use and expenditure 
o Support the Digital Team in rolling out ECT Nerve Centre assessment tool 

• Continue to review the Learning Disabilities and Autism NHSI/NHSE national standards to 
enable compliance with actions identified from the 2018, 2019 and 2020 benchmarking 
exercises, where possible and to produce justifications where compliance is not achievable 

• To undertake the fourth LD and Autism benchmarking audit when it is available in 2021 
• To support the new LD Liaison Nurse in the role. 
• To work with the Hull CCG to review the LD Liaison Role and identify any changes that will 

enhance the service. 
• Maintain the Mental Health and LD Committee and deliver on the agreed programme as 

described in the work plan. 
• Resume the active involvement of reviewers in the LeDeR process and continue to support 

the local and regional multiagency teams in this programme. 
• To review the training needs analysis and action plan for LD and Autism training in 

preparation for mandatory training status to be implemented by the national team. 
• To enable the Mental Health Liaison Team and AMHPS (Approved Mental Health 

Professionals) to have full access to the trusts Lorenzo electronic medical records system. 
• The safeguarding team to work with the Lorenzo team to progress the development of 

electronic recording of safeguarding and MCA records and referral system 
• Work with the Chief Nurse Information Officer and the IT team to review and advise on the 

development of the electronic assessment tool for nursing. 
• Resume partnership working with the Humber Modern Slavery Partnership following its 

pause due to Covid-19 and report progress, including the development of the multiagency 
information sharing agreement, into the Safeguarding Committee. 

• Develop a survey for capturing internal feedback about the Trusts Safeguarding Service 
• Review the results of the revised Fundamental Care for Safeguarding Adults and Children 

audit tool to ensure successful implementation and improved knowledge base for staff. 
• Develop an audit tool to review the quality of concerns received from staff and undertake at 

least one meaningful audit. Results to be shared with safeguarding committee members and 
actions agreed dependent on the results, and disseminated within the health groups for 
implementation. 

• Implementation of a Learning, Audit and Assurance Group, (sub group to the Safeguarding 
Committee) to identify learning from case reviews or other investigations, ensure 
implementation in the health group clinical areas and monitor outcomes. 

• Scope and develop a business case for Mental Health Practitioner to enhance the 
safeguarding team and support patients who have mental health needs. 

• Review the capacity and structure of the Safeguarding Adults Team. 
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1. PURPOSE 
 
The purpose of this Annual Report is to inform Trust Board Members of the progress with 
regard to its responsibilities for Safeguarding Children and Young People. The report will 
identify Safeguarding Children and Young People activity within the Trust over 2020/2021, 
raise awareness of key issues affecting practice and service delivery, and identify key 
priorities for 2021/2022.  
 
2. EXECUTIVE SUMMARY 
 
The COVID-19 pandemic had a huge impact on core NHS services during this period. In 
order to free up enough capacity to deal with the initial peak of the pandemic the Trust was 
forced to shut down or significantly reduce many areas of non-covid care from April 2020. 
This, combined with fewer patients seeking care during lockdown led to a significant 
reduction in referrals and Safeguarding Children activity across the organisation. Children 
were not being brought to the Emergency Department and became virtually invisible to 
services as schools and other providers reduced or stopped face to face contact. 
 
In order to reduce any potential risks a Business Continuity Plan was developed for the 
Safeguarding Children Team and Child Sexual Assault Service (CSAAS). At the time it was 
difficult to fully understand the specific threats to service provision. What was identified as a 
risk to service delivery was reduced staffing, both Medical and Nursing. The potential 
outcome of this could have impacted on the Trusts ability to meet the statutory Section 11 
responsibilities.  
 
The Safeguarding Children team have continued throughout this period to support staff 
across the Trust with safeguarding children/unborn concerns ensuring that individual staff 
members and the Trust were able to fulfill their responsibilities under Section 11 of the 
Children Act 2004. 
 
Service provision for Child Protection Medicals/CSAAS continued as normal following health 
and Justice Guidelines in relations to the use of PPE. 
 
This report will provide details of the effects of the Pandemic on Safeguarding Children and 
CSAAS Activity, service delivery and the implementation of key actions identified for 2019-
2020 
 
Safeguarding Children and Young people 
 
The Trust has statutory responsibilities (section 11 Children Act 2004) to safeguard the best 
interests of children and young people that access its services and premises.   
 
Safeguarding children referrals by Trust staff are made to a range Local Authority Children’s 
Services in the locality of the child’s home address. The majority of referrals are made to 
Hull Local Authority Children Services. Safeguarding referrals for children to both Hull and 
East Riding Local Authority Children’s Services in the 2020/2021 declined significantly and 
remain much lower than previous years. In comparison Unborn referrals initially reduced but 
have since shown a steady increase to levels above the average for the organisation. 

In order to ensure that Children/Unborn at risk were identified and risks assessed and 
shared the multi-agency safeguarding network had to quickly develop new pathways for 
communication. Face to face meetings and contacts reduced and in some cases stopped 
altogether.  The links and communication pathways between the Safeguarding Children’s 



 

Page 4 of 24 

 

Team, staff in the Trust and local safeguarding partners changed to accommodate the 
shifting nature of safeguarding children processes and procedures.  

In addition local policies and procedures were reviewed and changes made to ensure staff 
within the organisation could access safeguarding training, supervision and support.  

Staff within the organisation have been supported to embrace these changes leading to new 
more streamlined ways of working. Examples of this include remote safeguarding meetings, 
uploading of safeguarding information directly to the Electronic Patient Record and Hot 
topics safeguarding updates. These changes have helped to ensure throughout this period 
that the organisation is able evidence and meet its Statutory Section 11 responsibilities.  

Both East Riding and Hull Children social Care have been subject to improvement activity 
following Ofsted inspections. The improvement plan included the requirement for better 
information sharing processes and involvement of health with decision making. The 
Assistant Chief Nurse (Trust Safeguarding Lead) and Named Nurse, Safeguarding Children 
have worked closely with the Local Authority’s on both a Strategic and Operational level to 
support and develop processes and pathways which have ensured there are improved 
avenues for communication/information sharing and escalation. 

The Trust’s Named professionals and the safeguarding team continue to strengthen the 
safeguarding children arrangements in the Trust working with the Safeguarding Adult Team 
to ensure a holistic approach to safeguarding across all ages groups including adults at risk.  
 
The Trust continues to meet its statutory obligations in terms of having the required Named 
Nurse, Interim Named Doctor(s) and Named Midwife in post.  Although Local Safeguarding 
Children Partnerships for Hull (HSCP) and the East Riding (ERSCP) were established in 
September 2019 the changing structure and links with HUTH Safeguarding leads and 
Named Professionals have taken time to establish. This is in part due to the impact of the 
Pandemic and the significant changes to the structure, roles and processes within the 
partnership. 
 
The Child Sexual Assault Assessment Service (CSAAS) has undergone some significant 
changes which have helped to promote the service since its first CQC inspection in early 
2020. These include the introduction of a patient information leaflet, the creation of a public 
facing Web page for children and families and the delivery of Stakeholder training combined 
with updated multi-agency referral pathway. In addition the service has improved practice 
standard through the development of several Standard Operating Procedures, an electronic 
clinic booking system for appointments and a structured staff training and supervision plan. 
 
 
Following on from last year’s annual report progress against the key actions for 2020/2021 
are:  
 
Key actions completed: 
 
• Strengthen the communication between the Local Authorities and the Trust - Trust 

Safeguarding leads and Named professionals have established key roles in Multi-
agency safeguarding forums.    

• To embed the use of CP-IS in paediatric and maternity unplanned care settings (ward 
and assessment units) - CP-IS is now fully embedded in practice. 

• To progress the recruitment to the Named Doctor for Safeguarding Children and review 
of the medical staffing resource/capacity of the CSAAS - The Lead CSAAS Nurse and 
Locum Consultant Paediatrician are well established in practice 
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• Continue to develop the governance, pathways and Quality Assurance process for the 
Child Sexual Assault Assessment Service (CSAAS). Pathways, Standard Operating 
Procedures, Audit and Training have all become established in practice. 

• Raised profile and visibility of the safeguarding Children Team across the organisation 
to support Safeguarding Children activity.  

• Safeguarding children policies and procedures are up to date. 
• To implement a plan/pathway to support the admission and transfer processes when 

children are known to social care, are looked after, or there are safeguarding concerns. 
A review and update has been undertaken of all key inpatient and transfer of care 
documents in Paediatric areas. This now includes a more comprehensive safeguarding 
assessment. 

• Improved processes for recording and reviewing safeguarding data. Safeguarding 
referrals and documentation are now uploaded directly to the child’s/mothers (for 
unborn) EPR where it can be easily viewed by staff. 

• All Serious Incidents (SI’s) declared within the Trust which involve a child (under 18) are 
reviewed by the Named Nurse/Named Doctor to determine if there are any safeguarding 
issues that need to be considered.  

• Domestic Abuse (DA) training for staff relevant to their role - E-Learning DA and Routine 
Enquiry modules is being delivered as part of a roll out programme across the 
organisation. 

 
Key Actions from 2020/2021, which have been delayed due to the COVID Pandemic, 
continuing into 2021-2022 
 
• Continue ongoing work to strengthen the communication between the Local Authorities 

and the Trust re the Outcome of safeguarding referrals made -The communication 
pathway between the Local Authorities and the Trust re the outcome of safeguarding 
referrals needs to be strengthened. Processes have been established for the Trust to 
receive the outcome of safeguarding referrals made by Trust services to Children’s 
Social Care (CSC). This process is monitored via the Early Help and Safeguarding Hub 
(EHASH) Operational Management Group which is attended by the Named Nurse. 
Further Multi agency Audit activity is planned for 2021-22 to review this process with 
Hull Children’s Services. 

• Continue to strengthen the Safeguarding Supervision arrangements within the Trust 
particularly with out of hour’s arrangements and governance. This includes a review of 
resource and capacity for safeguarding supervision within maternity services -  
Safeguarding Supervision arrangements have been strengthened in line with the Trust 
Safeguarding Supervision Policy (CP 341) to ensure that all Trust staff who have a 
safeguarding concern can access planned and/or ad-hoc safeguarding supervision. This 
includes a review of resource and capacity for safeguarding supervision within 
paediatric and maternity services, however this continues to be key action for 2021-22 
as this needs to be fully embedded in practice. 

• CSE /CCE risk assessment - The Named Nurse and Named Midwife are supporting the 
introduction of the tool to maternity services for 2021-22 to embed in the wider service 
maternity service. 

• To continue to raise awareness and assessment/identification of children that access 
Trust services and who may be at risk of Child Sexual Exploitation (CSE) and extend 
this those children at risk of Child Criminal Exploitation (CCE) ‘County Lines’ – 
Additional training and updates to be provided through ‘hot topics’ training sessions 

• Continue with the roll out programme of  DA training, i.e. e-learning Routine Enquiry will 
continues throughout 2021-2022 
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• To implement use of a risk assessment tool for FGM in Maternity services - The Named 
Midwife will re-establish meetings with the change management team in the Trust to 
implement a FGM risk assessment tool. 

• Continue to work to strengthen the communication process between Child and 
Adolescent Mental Health services (CAMHS) and the Trust to ensure that, where a 
young person with a mental health care plan is receiving care within the Trust, there is a 
clear plan of care documented within the records to ensure their safety while they remain 
in the care of Trust services. 

 
3. BACKGROUND 
 
Working Together to Safeguard Children 20181 sets out the statutory framework and the 
legislation relevant to safeguarding and promoting the welfare of children for all 
organisations and agencies who have functions relating to children.  While the Children Act 
19892  places a duty on local authorities to take the lead role and meet this requirement in 
relation to children in need in their area, safeguarding children and young people and 
protecting them from harm is everyone’s responsibility. The Children Act 1989 was amended 
in 2004 and sets out the statutory responsibility for key agencies under Section 11.  
 
Section 11 of Children Act 20043 places duties on a range of organisations and individuals to 
ensure their functions and any services they contract out to others are discharged having 
regard to the need to safeguard and promote the welfare of children. NHS organisations are 
subject to Section 11 as health professionals are felt to be in a ‘strong position to identify 
welfare concerns’ and have ‘a critical role to play in safeguarding and promoting the welfare 
of children’ (Working Together 2018). 
 
Hull University Teaching Hospitals Trust (HUTH) is an NHS organisation that provides acute 
and specialist health care to children. It works in close partnership with local health providers 
such as City Health Care Partnership, Humber Teaching NHS Foundation Trust and the Hull 
and East Riding Clinical Commissioning Groups. The Trust Safeguarding Children’s services 
also works closely with Children’s Social Care and the Police.  
 
The responsibility for this joined up working rests with the three safeguarding partners, Local 
Authority, Police and the Clinical Commissioning Group, who have a shared and equal duty 
to make arrangements to work together to safeguard and promote the welfare of all children 
in the local area and to monitor and ensure the effectiveness of those arrangements.  
 
Safeguarding leads from HUTH including the Assistant Chief Nurse, Named Nurse and 
Midwife and Named Doctor are active members of several multi-agency operational and 
Strategic groups across the region which fed into the Partnerships. This ensures that the 
voice of the organisation and health is heard, there is a co-ordinated and collaborative 
approach to safeguarding children activity ensuring the Trust is in a strong position to deliver 
effective arrangements for safeguarding. 
 
The strategy of HUTH, in line with Hull (HSCP) and East Riding (ERSCP) Local 
Safeguarding Children Partnerships (LSCP) and partner agencies is to ensure Trust staff are 
provided with the skills, support and reporting mechanisms in order that they can fulfil their 

                                                           
1 HM Government. Working together to safeguard children - A guide to inter-agency working to safeguard and promote the 
welfare of children, July 2018. 
2 The Childrens Act 1989 – Government Legislation, Parliament of the United Kingdom 
3 The Childrens Act 2004 – Government Legislation, Parliament of the United Kingdom 
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section 11 responsibilities and recognise safeguarding concerns, escalate and report these 
appropriately, sharing information with other agencies in a timely manner. 
 
HUTH contribute to all local Child Death Reviews, Safeguarding Practice Reviews and 
Lessons Learned where they have had contact with a child and/or their family. 
Recommendations and actions from these reviews are monitored through the Trust 
Safeguarding Committee. 
 
The Trust has remained compliant with the requirements for the statutory Named 
Professional Posts. The Named Doctor role has continued to covered by Dr Chris Wood (the 
local area Designated Doctor) as Interim Named Doctor throughout 2020/21. A locum 
paediatrician with specialist interest in safeguarding, Dr Lesley Clarkson and it is anticipated 
that formal recruitment processes are undertaken in the near future.  Mrs Patricia Darley 
took over the role of Named Nurse on a full-time basis in May 2020 when Sandra Parks left 
the organisation. Paula Peacock remains in the role of Named Midwife for the organisation.  
 
The Safeguarding Children’s service remains under the leadership and management of the 
Assistant Chief Nurse/Safeguarding Lead, Miss Kate Rudston. The Trust Executive Chief 
Nurse and Director Lead for Safeguarding is Mrs Beverley Geary. 
 
The Trust Safeguarding Children’s Service continues to work with Hull and East Riding of 
Yorkshire partners to meet the challenges of the wider safeguarding agenda by contributing 
to Learning Lessons reviews (LLR’s), Safeguarding Practice Reviews (SPR’s) Care Quality 
Commission (CQC) and Ofsted Inspections. 
 
The Child Sexual Assault Assessment Service (CSAAS) continues to drive service 
improvements, through a variety of methods; from service user feedback, engagement in 
multi-agency forums, delivery of multi-agency briefings and ongoing review of processes, 
pathways and changes to SOP’s.   
 
During the reporting period 2020/2021 there have been no reported concerns about the 
Safeguarding Children’s service or the Anlaby Suite with regards to Section 47 Child 
Protection Medicals from local partners, service users or external agencies. The NHS Hull 
Clinical Commissioning Group remains satisfied with the provision and standards of the 
Safeguarding Children’s service and compliance with safeguarding children training. No 
contract notices have been received regarding the Safeguarding Children’s service. 
 
The term “children” within the Working Together to Safeguarding Children (2018) document, 
and the Children’s Act of 1989 and 2004 respectively, define that “a child is anyone who has 
not yet reached their 18th birthday”.  Therefore, the term ‘children’ means ‘children and 
young people’, throughout this report. 
 
4. LOCAL CONTEXT 
 
Hull University Teaching Hospitals NHS Trust (HUTH) is a large acute Trust situated in 
Kingston upon Hull and the East Riding of Yorkshire. The Trust employs over 9000 staff 
(headcount) and delivers its services on two main sites; Castle Hill Hospital and Hull Royal 
Infirmary. Outpatient services are also delivered from across locations across the local 
health economy area. The Trust provides a full range of urgent and planned general hospital 
specialities, routine and specialist diagnostic services and other clinical support services. 
These secondary care services are provided to a catchment population of approximately 
600,000 in the Hull and East Riding of Yorkshire area.   
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The local care system served by the Trust centres on the City of Kingston Upon Hull, its 
suburbs and the surrounding East Riding of Yorkshire, a rural area containing a number 
of market towns. 
 
Hull is a geographically compact city of approximately 260,000 people. It was identified as 
the 4th most deprived local authority in England in 2019 (Index of Multiple Deprivation, 
Department of Communities and Local Government). The health of people in Hull is 
generally worse than the England average, with life expectancy for both men and women 
being lower than the England average. 
 
The East Riding of Yorkshire is predominantly a rural area populated by approximately 
349,000 people. The geography of the East Riding makes it difficult for some people to 
access services. Life expectancy for men is higher than the England average. A larger 
proportion of the East Riding population is over 65 years of age compared to Hull. 
Whilst the ethnicity of the two populations is predominantly white, Hull has a higher 
percentage of residents who are either South Asian, Black, mixed race, Chinese or other 
origin. 
 
Although the two local authority areas are very different in their patient populations, health 
profiles, geographical landscape and distribution, common themes have emerged in respect 
addressing health inequalities, prevention and management of long term conditions. The 
higher incidence of deprivation in Hull and the ageing and increasing population of the East 
Riding requires the Trust to tailor its services to meet the needs of these two very different 
patient populations.  
 
From a Safeguarding Children perspective, the local landscape and population is an 
increasing challenge and in particular with rates of abuse, neglect and harm which are 
closely linked with deprived areas. The increase in the ethnic minority population is also a 
challenge for Safeguarding Children due to the cultural traits and behaviour which meet the 
thresholds for safeguarding in both children and adults.   Examples of this would be Female 
Genital Mutilation, Domestic Abuse and Prevent (the Governments agenda on anti-terrorism 
and preventing vulnerable people from being radicalised). 
 
 
5. MANAGEMENT AND ORGANISATIONAL ARRANGEMENTS 
 
5.1 THE ANLABY SUITE 
The Anlaby Suite is located on the Hull Royal Infirmary site close to the Women and 
Children’s Hospital, urgent care services, and support services. It is a purpose-built unit that 
provides dedicated facilities for the provision for undertaking Section 47 Child Protection 
medical examinations (S47 Medicals).   
 
The Anlaby Suite is furnished with fixtures and fittings intended to meet the required forensic 
standards for a sexual assault referral centre (SARC), as well as maintaining a child friendly 
environment. The Anlaby Suite is also used by the Police 24/7 as an interview facility for 
children, young people and vulnerable individuals who require DVD interviews following an 
allegation/disclosure of harm and or a criminal act.  
 
Access to the service is by referral from the police or Children’s Social Care as part of a S47 
investigation when there is suspicion of, or actual harm, abuse or neglect that has occurred 
to the child or young person and they require medical examination. There is an agreement 
with both Hull and East Riding Local Safeguarding Children Partnerships that the Anlaby 
Suite and the Trust practitioners provide this service locally. The service is provided Monday 
to Friday (excluding bank holidays) and 8.30am to 4.30pm. Outside of these hours, there is 
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an agreement that the Police and Children’s Social Care can request a S47 Medical via the 
General Paediatric Consultant although this is only in circumstances when it cannot wait and 
is deemed in the best interest of the child or young person and in cases of injury in non-
mobile babies.   
 
The service is also commissioned by NHS England to provide a Child Sexual Assault 
Assessment Service (CSAAS) for the Humberside Police and Local Authority Area for 
children under the age of 16 years and for 16 to 17 year olds with vulnerabilities (see section 
5.4) This service is provided Monday to Friday 8.30am to 4.30pm (excluding weekends and 
bank holidays). 
   
The Safeguarding Children’s Team support the administrative function of the Section 47 
medicals. The governance around Section 47 Child Protection Medical processes has 
continued to improve during 2020/2021 with quarterly reporting of key performance activity 
into an auditable database. This provides information to regulators/contract commissioners 
as requested and as part of the contract arrangements with NHS England. 
 
The Anlaby Suite continues to be the base for the Trust’s Safeguarding Children’s Team 
including the Named Nurse for Safeguarding Children, Named Midwife and Interim Named 
Doctor for Safeguarding Children and Locum paediatrician. 
 
5.2 SAFEGUARDING TEAM STRUCTURE 
The Working Together to Safeguard Children 2018 document states that all providers of 
NHS funded health services including NHS Trusts, NHS Foundation Trusts and public, 
voluntary sector, independent sector and social enterprises should identify a named doctor 
and a named nurse (and a named midwife if the organisation provides maternity services) 
for safeguarding.  
 
Named practitioners have a key role in promoting good professional practice within their 
organisation and agency, providing advice and expertise for fellow practitioners, and 
ensuring safeguarding training is in place. They should work closely with their 
organisations/agency’s safeguarding lead on the executive board, designated health 
professionals for the health economy and other statutory safeguarding partners. The 
requirements for statutory and lead roles are also referenced in the Safeguarding Vulnerable 
People in the Reformed NHS Accountability and Assurance Framework 2019. 
 
The Trust for 2020/2021 has remained compliant with the requirements for the statutory 
Named Professional Posts and the following structure in currently in place.  
  

• Named Doctor for Safeguarding Children  
• Named Nurse for Safeguarding Children  
• Named Midwife for Safeguarding Children  
• CSAAS Lead Nurse/Safeguarding Supervision Coordinator 
• Safeguarding Educator/Practitioner (0.8 WTE) 
• Safeguarding Children Practitioners x 2  
• Administrator for S47 Child Protection Medicals  
• Management Assistant  

 
5.3 ROLES & RESPONSIBILITIES 
The Safeguarding Children’s team provides specialist advice, support and supervision 
pertaining to the safeguarding of children and young people to HUTH staff.  Additional child 
protection support and advice is available via the on-call consultant paediatrician so that 
there is 24 hours, 7 days a week cover.   
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The Named Doctor works closely with the Assistant Chief Nurse, Named Nurse and Named 
Midwife to support the wider safeguarding agenda and ensure that Trust staff feel supported 
and empowered to act on their safeguarding concerns. To support the wider ‘Think Family’ 
approach the Named Nurse and Named Midwife have established and maintained robust 
communication processes with the Trust Adult’s Safeguarding team for activity and cases 
that involve children and adults.  
 
The Safeguarding Children’s Team and Named Leads continue to be responsible for the 
following key duties: 
 

1. Medical examinations under Section 47 Children Act 1989 in partnership with the 
Local Authorities Children’s Social Care (CSC) services and the Police. 

2. Advice and support (safeguarding supervision) to staff members in relation to 
safeguarding children and young people matters presenting within the Trust. 

3. Training of Trust staff and to contribute to the training resources across the local 
health partnership and to pre-registration nursing and midwifery training. 

4. Administration of safeguarding children activities within the Anlaby Suite. 
5. Compliance with regulatory standards in relation to Safeguarding Children and 

Young People. 
6. Compliance with LSCP’s policies and procedures including information sharing and 

good partnership working across agencies. 
7. Compliance or working towards compliance of Commissioner contracts as per 

annum. 
8. Participation in Safeguarding Practice Reviews and Serious Incidents, reports and 

ensuring the actions from learning lessons are implemented and embedded. 
9. Review of all Safeguarding Children’s referrals and incidents involving children and 

young people occurring in the Trust. 
10. Reporting on all activity and items for escalation to the Trust Safeguarding 

Committee. 
11. Providing leadership on the Safeguarding children and young people’s agenda. 
12. Advising the Trust’s Safeguarding Lead and Chief Nurse on any impending or likely 

changes that will impact on the Safeguarding Children and young people agenda 
and activity. 
 

The Trust is required to have a Senior Designated Officer (SDO), who manages allegations 
against staff for safeguarding children concerns. This role is held by the Assistant Chief 
Nurse/Safeguarding Lead who has implemented a number of changes to improve the 
governance of the role. The Trust’s Policy has been revised to reflect this and includes 
include both adults and children. In the absence of the Assistant Chief Nurse/Safeguarding 
Lead, the SDO role is covered by Mrs Christine Davidson, Named Nurse Adult 
Safeguarding.  
 
The role of the SDO is to ensure that safeguarding allegations that are raised against Trust 
staff are managed according to the LSCPs policies and procedures.  
 
5.4 CHILD SEXUAL ASSAULT ASSESSMENT SERVICE (CSAAS) 
HUTH has continued to be commissioned by NHS England during 2020/2021, to provide a 
Child Sexual Assault Assessment Service (CSAAS) for the Humberside Police area i.e. East 
Yorkshire, Hull, North Lincolnshire and North-East Lincolnshire, for children and young 
people under the age under 16 years and for 16 to 17year olds with vulnerabilities. The 
CSSAS covers core hours 8.30 am to 4.30pm  Monday to Friday, with the weekend and 
bank holiday cover provided by Sheffield Children’s Hospital and Mountain Health Care in 
Dewsbury.   
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The CSAAS service provides medical and forensic assessments for child sexual abuse at 
the request of the local Children’s Social Care department and Humberside Police, offering 
holistic medical and nursing support. This includes full medical assessment, sexual health 
assessment, screening and treatment where necessary, emergency contraception, and post 
exposure prophylaxis for HIV. In addition Assessment also supports identification of those at 
risk of self-harm or Child Sexual Exploitation. Information and evidence is gathered to assist 
joint investigation by Children’s Social Care service and Police, which may result in criminal 
action being taken.  In addition, referrals may be taken from General Practitioners for the 
investigation of genital warts, where there are no immediate safeguarding concerns. 
 
Professionals completing the medical assessments for child sexual abuse are trained 
specifically to undertake the role of Forensic Medical Examiner (FME). The doctors are 
supported by registered nurses, with paediatric experience and/or paediatric qualification.  A 
Locum Paediatric Consultant was employed in 2019 to undertake duties within the CSAAS 
service, this consultant has completed FMERSA training and undertakes forensic medical 
examinations. This has increased capacity and flexibility within the service and elevated 
some of the concerns raised by NHS England with regarding to the Trusts ability to provide 
sufficient medical cover in line with contract specifications. 
 
The service links with local Sexual Health Services, Conifer House (CHCP) for children in 
Hull and East Riding and Virgin Health for the North East Lincolnshire, referrals are made to 
local Children and Adolescents Mental Health Service (CAMHS) services were indicated.  In 
addition, referrals to Children’s Independent Sexual Violence Advisers (ISVAs) to provide 
on-going support for child victims as necessary.  Contacts are also being forged with 
voluntary sector support, such as ReFresh, substance misuse support and Cornerhouse, 
Child Sexual Exploitation support. 
 
Quarterly data performance reports i.e. SARC-IPS and Management Information (MI) are 
submitted to NHS England by the Named Nurse and CSSAS Lead Nurse using the NHS 
England’s report template and they inform the quarterly contract meeting to review service 
provision and activity. This meeting is attended by the Assistant Chief Nurse, Trust Senior 
Contracts Manager, the Named Doctor, the Named Nurse for Safeguarding Children and 
CSAAS Lead Nurse.          
 
The role of CSAAS Lead Nurse is now well established within the team, having been 
appointed to in December 2019 and is a shared role for the post holder who also leads on 
Safeguarding Supervision.   
 
The CSAAS has continued to develop in the following areas: 

• CSAAS service promotion through networking and the delivery of a service specific 
training package to key stakeholders of the service across the Humberside area 
including the North and South Bank. 

• Strengthening operating procedures and accountability around forensic medicals. 
• Improving patient experience and collection of feedback of the service 
• Improving public knowledge of the CSAAS service though with web page. 
• Delivery service specific training/briefing regarding the service as requested.  

 
 
5.5 INTERNAL GOVERNANCE 
The Trust has an overarching Safeguarding Children Policy that sets out the standards and 
requirements when dealing with safeguarding issues or concerns (CP 278).  The Policy is 
supported by procedures, protocols and guidelines. All of the documents are underpinned by 
the LSCPs Policies and Procedures. All are available on the Trust’s intranet for 
Safeguarding Children.   
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The overall accountability for Safeguarding in the Trust is the Chief Executive. The 
delegated Executive Director responsible for Safeguarding is the Chief Nurse with the 
Assistant Chief Nurse undertaking the role as Safeguarding Lead. The Named Nurse reports 
directly to the Safeguarding Lead, but also has a direct professional line to the Chief Nurse. 
 
Safeguarding activity is monitored within HUTH through the Safeguarding Committee, which 
meets bi-monthly. The Safeguarding Children report is presented bi-monthly detailing activity 
and items for discussion and consideration.  The Safeguarding Committee report to the 
Trust’s Operational Quality Committee and escalates issues by exception when required.  
 
The Named Nurse reviews all reported incidents (DATIX) within the Trust related to children 
to ensure there are no missed safeguarding concerns and the risk rating for each incident is 
appropriate. Serious Incidents (SI’s) may be declared internally to the Trust or externally by 
the designated safeguarding professionals. All SI’s relating to children in 2020/2021 were 
shared with the Safeguarding Lead for a safeguarding overview. If a SI has a child or 
midwifery element then the SI is sent to the Named Nurse to determine if there are any 
safeguarding issues.  
 
All Safeguarding Practice Review’s (SPR’s) and SI reports are reviewed, quality checked 
and signed off by the Safeguarding Lead or a Senior Manager/Director before leaving the 
organisation. 
 
5.6 EXTERNAL GOVERNANCE 
HUTH is one of the key stakeholders who form part of the Partners and relevant Agencies 
Meeting (PRAM) and the EHASH strategic group. These are attended by the Assistant Chief 
Nurse and/or Named Nurse. 
 
In addition, HUTH is represented on LSCP’s sub committees by the Named professionals 
and staff working within the Safeguarding Children Team. The LSCPs monitor the Trust 
safeguarding performance through: 
` 
A Section 11 self-assessment Audit of Safeguarding Children arrangement is completed on 
a minimum of 3 yearly basis but usually annually as requested by the local LSCPs. The 
Section 11 audit was submitted to East Riding Safeguarding Children’s Partnership in June 
2020 and Hull Safeguarding Children Partnership January 2021.  
The last Section 11 self-assessment audit for the North Lincolnshire Multi Agency resilience 
and Safeguarding Board (MARS) was March 2019, as the Trust provides the CSAAS for 
children living in this area  

 
*Section 11 of the Children Act 2004 places duties on a range of organisations and 
individuals to ensure their functions, and any services that they contract out to others, are 
discharged having regard to the need to safeguard and promote the welfare of children.  
 
The Trust is also monitored and/or inspected by the following agencies with regards to 
Safeguarding Children arrangements:  
 

• Ofsted – Ofsted is responsible for inspecting the Local Authorities and their Partner 
Agencies in relation to their Safeguarding Children and Looked after Children 
arrangements. During this period no requests have been made for a contribution 
from HUTH. 

• NHS England and the Care Quality Commission (CQC) – CQC monitor and review 
the Safeguarding Children Standards of the Trust. The Child Sexual Assault 
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Assessment Service (CSAAS) was last Inspected January 2020. The final/updated 
report was published June 2020. 

• NHS Hull Commissioners – As part of the Quality Contract with the Trust 
Commissioners, the Trust has a number of key performance indicators for 
Safeguarding Children and Adults. The Trust delivered the majority of the 
performance for 2020/21 with agreed indicators carried forward to 2021/2022. There 
is no financial target attached to the key performance indicators. The Chief Nurse 
attends the Quality Delivery Group meetings with the Commissioners and receives 
any questions regarding safeguarding from the Contract Monitoring Board to which 
the quarterly reports are submitted. This was established in 2013 and has proved to 
be a positive link with the Commissioners and enabled the Safeguarding agenda to 
be discussed, challenged and supported. The Assistant Chief Nurse has quarterly 
meetings with the Hull and East Riding Designated Safeguarding Professionals to 
review any outstanding concerns, new matters and partnership issues with regards to 
Safeguarding.  

 
5.7 SERVICE USER AND STAKEHOLDER FEEDBACK/INVOLVEMENT 
The Anlaby Suite staff actively promotes feedback from all service users and Stakeholders 
i.e. children, parents/carers, police and local authority staff, who access the service.  During 
the period of 2020/2021 the feedback was strongly positive across all service users and 
stakeholders. Engagement in this process can be limited by the sensitivity of the case, 
however all feedback is used to develop improved communication pathways and service 
improvement specifically service user experience.  

 
A service user leaflet/document has been developed which supports those that attend the 
service including what to expect and information relating to referrals to other services. 
As part of the CSAAS contract a quarterly feedback report is submitted to NHS England and 
monitored through the quarterly contract meetings. 
 
6. TRAINING AND DEVELOPMENT 
 
6.1 SAFEGUARDING CHILDREN TRAINING 
Training and education of staff for Safeguarding Children continues to be a high priority for 
the Trust.  

HUTH remain compliant at over 80% for level 1 & 2 Safeguarding children Training. Due to 
restrictions of the COVID-19 pandemic face to face training was suspended at the end of 
March 2020 which has had a direct impact on compliance of level 3. Level 3 training was 
reviewed in order to ensure compliance and has been delivered via an online platform since 
November.  The requirement for compliance with all levels of Safeguarding Children training 
has increased to 85% which will driven by the Safeguarding Nurse Educator. 

The CCG are aware of the negative impact that this has had on compliance and given the 
assurance that as soon as face to face training resumes additional efforts will be made to 
ensure that compliance.  The education lead will continue to monitor this and add additional 
sessions once restrictions are lifted 

Intercollegiate level of training Current compliance (%) 
Target 80% 

Level 1 (Basic) 88.3% 
Level 2 (Intermediate) 85.9% 
Level 3 (Advanced, multi-agency) 79.6% 
Level 4/5 100 % 
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Threshold 71.0% 
Table 1: Compliance rates at 10th March 2021    
 
Compliance with Threshold training has also been delayed due to COVID-19 restriction. 
The 3 year plan to achieve over 80% compliance has been extended the end of the 2021/22 
period. 

The compliance with Safeguarding Children Training is monitored closely by the Training 
and Education department, the Named Nurse for Safeguarding Children and the Assistant 
Chief Nurse. Training data is submitted monthly to the Trust Safeguarding Committee so that 
any areas of concern are reviewed and actions agreed if required.  
 
6.2 SAFEGUARDING SUPERVISION TRAINING 
In 2020/2021 Safeguarding Supervision training has undergone further development, to 
facilitate online delivery, due to the covid-19 pandemic.   Feedback from the online delivery 
has been positive with a reflective task being used for the feedback.  Further online sessions 
have been made available and bespoke face to face session is being delivered specifically 
for midwifery services.   
 
 
7.  MANAGING INDIVIDUAL CASES/ ACTIVITY 

 
7.1 CP-IS  
The CP-IS is a national system that connects Children’s Social Care (CSC) IT systems with 
those used by the NHS. CP-IS gives health professionals the ability to see if there is a ‘Child 
Care Alert’ on a child’s Summary Care Record (SCR) and whether a child is subject to a 
child protection plan (CPP), a pre- birth CPP or is a Child Looked After (CLA) regardless of 
which local authority the child resides in. In turn, local authorities can see where, when and 
how often a child in their care has made an unscheduled visit to the NHS through 
emergency departments, minor injury units and other unscheduled paediatric and maternity 
settings. 

CP-IS is being utilized effectively in the Trusts unplanned care/Emergency Department 
providing frontline practitioners with additional safeguarding information to support their 
decision making around children safeguarding. Use of CP-IS has been extended to both 
unscheduled Paediatric and maternity settings and has become embedded in the routine 
review of alerts/safeguarding communication in records and in accessing this information via 
the SCR. 

The Safeguarding Children Team access a daily Business Intelligence (BI) report. This give 
details of all children who attend ED over the previous 24 hours. The report highlights 
children with safeguarding alerts, CP-IS alerts, repeated attendance and any safeguarding 
concerns highlighted by staff in the ED at the time of attendance. A Standard Operating 
Procedure is in place which supports the team to identify those Red Flag case which need to 
be shared with other safeguarding partners. 

Paediatric safeguarding audits take place quarterly to review safeguarding processes and 
documentation across a range of departments who come into contact with children. 

This provides assurance that safeguarding policies and procedures are being utilised and 
will identify areas of safeguarding practice, which are good or need improvement. The 
finding of the audit are presented at the trust safeguarding committee. 

7.2 REFERRALS TO SOCIAL CARE 
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Practitioners from the Trust safeguarding team continue to participate in Local Authority (LA) 
led multiagency safeguarding audits and support the LA work to improve the quality of 
referrals and outcomes. As a result, the number of referrals made by the Trust has 
decreased as the quality of referrals has improved.  
 
The Safeguarding Children team reviews all referrals which help monitor the quality of 
referrals and ensure that the Trust policy for children and women with vulnerabilities is 
adhered too. Work is on-going to support the LA to improve communication and feedback to 
the referrers, and the outcome of their referrals. 
 
On 28/10/2020, the single integrated front door portal for referrals went live in Hull LA. All 
local health providers including HUTH had raised concerns via the CCG regarding the 
change, risks and difficulties with integration with local health processes and systems. 
Agreement was reached that health providers could delay use of the safeguarding referral 
portal so that individual agencies could review their current processes to safely integrate any 
necessary changes in a planned structured way. 
 
To support integration HUTH implemented the new Multi-Agency Referral Form (MARF) into 
the current Trust safeguarding children referral pathway in January 2021. 
The Named Nurse and a small working group from HUTH continue to work closely with the 
Local Authority and CCG to review practice/processes in preparation for implementation of 
the integrated front door portal to the organisation.  
 
The process for uploading safeguarding children/unborn documentation including referrals 
went live in the organisation January 2021. This information is uploaded directly to the 
child’s/mothers (for unborn) EPR where it can be easily viewed by staff who are both 
community and hospital based and have access to the electronic patient record. 
 
 
Number of referrals made to Children’s 
Social Care Teams by staff group 

2018-2019 2019-2020 2020-2021 

HUTH Midwifery 439 341 369 
HUTH Safeguarding Children   383 324 278 
HUTH Early Help Referrals - 64 51 
Total number of referrals made 822 729 698 

 
 

 
Graph 1: Midwifery referrals- 3 year comparison 



 

Page 16 of 24 

 

 

 
 
Graph 2: Safeguarding Children referrals-3year comparison 
 
7.2 CHILD PROTECTION MEDICALS 
The following table illustrates the number of S47 Child Protection Medicals carried out during 
office hours within the Anlaby Suite over the last 3 years. In total, there were medical 
examinations carried out 2020-2021, which shows an increasing demand for service 
provision.   
 

Examination 2018-2019 2019-2020 2020-2021 
Sexual Abuse 74 98 87 
Physical Abuse 45 49 77 
Neglect 3 25  33 
Other 7             0 2 
Follow up/ Outpatient 19 21 24 
Total 148 193 217 

 
Table 3:  Number of child protection medicals with reason for attendance 
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The S47 Medicals are undertaken by a Paediatric Consultant, with additional specialist 
training in undertaking Forensic Medicals.  Reports are submitted to the lead agencies to 
support the S47 investigation. These are used to inform the evidence for court and care 
proceedings and/or criminal charges against the perpetrator/s.  
       

 
7.3 CHILD DEATHS 
 
Child Death review (CDR) processes were made mandatory for Local Safeguarding Boards 
(LSCBs) in England in 2008 for all child deaths up to the age of 18 years. The overall 
purpose was to understand why children die and to put in place interventions to protect other 
children and prevent future deaths. 
In 2018 the department of health and social care published new and revised statuary and 
operational guidelines related to Child Death Reviews (CDR). The new guidance requires 
CDR partners to gather information from every agency that has had contact with the child, 
during their life and after death, including health services, children social care, police and 
education services. The Named professionals in the organisation have been working closely 
with the CCG and other safeguarding partners to implement these changes.  
 
The Named Nurse and the Named Doctor act as the central point within the Trust for the 
notification and subsequent sharing of information with other agencies in regard to child 
deaths.  Access to a Designated Doctor for Child Deaths is a requirement for every LSCP as 
part of the Child Death Review process. Dr Mary Barraclough, Consultant Paediatrician at 
HUTH carries out this role. 
 
The Child Death Overview Panel (CDOP) collates information in relation to the number of 
child deaths locally and their categorisation as either expected or unexpected.  HUTH 
provides reports which feed into the CDR process. The CDOPs provide annual reports, to 
which HUTH receive. 

 
8.  SAFEGUARDING SUPERVISION 

 
In 2020/21 the Covid-19 pandemic impacted upon the delivery of planned group 
Safeguarding Supervision within paediatric services. This was addressed by offering 
sessions online. Certain departments such as NICU embraced this new method of delivering 
supervision.  There have been difficulties with planned group safeguarding supervision (8.2) 
on the paediatric wards.  This supervision was allocated a slot on paediatric study days.  

There have been issues in maintaining the impetus of planned group safeguarding 
supervision (8.2) within community midwifery services. This has been escalated to the 
Named Midwife. Joint efforts continue to progress this, supported by the Named Midwife, 
Safeguarding Supervision Coordinator and maternity service managers. 

8.1 Caseload Holder Supervision  
In 2020/2021 Regular planned case holder supervision (8.1) is well established with 
paediatric specialist nurses, this has continued throughout the year with good uptake 

Caseload holder supervision is for staff who work with a caseload of patients, with paediatric 
involvement.  This planned quarterly supervision is either delivered on a 1:1 or as a group, in 
accordance with the type of caseload held.  Shared caseloads require planned group 
supervision; individual caseloads require 1:1 supervision.   
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Planned quarterly caseload holder safeguarding supervision is well established in specialist 
paediatric areas, working with an individual or shared caseload, with excellent engagement 
from staff and positive feedback received from supervisees.  
 
Community midwifery services are also caseload holders.  There is currently a review of 
safeguarding supervision in midwifery services being undertaken, work continues with 
Named Midwife and Midwifery Managers to meet the service needs. 
 
8.2 Planned Group Supervision for Non-Caseload Holders 
Planned group safeguarding supervision is for all staff in clinical areas with high paediatric 
traffic.  Planned group safeguarding supervision is a delivered on paediatric study days.  At 
times there have been operational difficulties for the wards in maintaining the study days, 
which has affected the uptake of planned group safeguarding supervision.  Unfortunately the 
Covid-19 pandemic has impacted upon the delivery of the supervision, due to the need to 
cancel face to face training.  The last planned group supervision for paediatrics was 
November 2020.   However, the neonatal unit has managed to maintain study days by 
moving the delivery to the online environment, therefore, planned group safeguarding 
supervision has still been delivered in this area as required by the safeguarding supervision 
policy. Staff working on the paediatric wards will also have safeguarding supervision 
requirement incorporated into their annual appraisal review.   
 
A review of safeguarding supervision within midwifery areas commence in September 2020 
and work continues with midwifery managers and Named Midwife to address shortfalls and 
update supervisors who had trained in previous years. Planned group supervision for non-
case load holders is specifically appropriate to hospital based midwives who do not hold a 
caseload.  In addition a safeguarding supervision/teaching session is delivered on midwives 
mandatory study days.   
 
8.3 Ad-hoc Supervision  
Ad-hoc safeguarding supervision is available to all staff across the Trust regardless of work 
area.  The safeguarding children team provide this service during office hours.  Ad-hoc 
safeguarding supervision is also available with any of the trained safeguarding supervisors, 
working in the clinical areas across the Trust.   In addition a practitioner from the 
Safeguarding Children Team visits the paediatric and maternity wards daily to give staff 
access to daily ad-hoc supervision. 
 
 
9.  SAFEGUARDING CHILDREN 

 
Due to COVID restrictions during the reporting period of 2020/2021, staff from the 
Safeguarding Children Team were unable to provide daily ward contacts which had been 
offered during previous years. Following discussion with senior management teams, the 
Safeguarding Children Team reduced daily ward visits to the Paediatric Emergency 
Department (ED), the Paediatric wards/Assessment Unit and Neonatal Intensive Care Unit 
areas to three times weekly. This change was implemented to balance the risks associated 
with transmission of COVID against the need to continue to provide staff support and 
supervision. There were no adverse effects on service delivery reported and telephone 
contact continued to be provided daily when face-to-face was not possible. 
 
In addition the Named Midwife has also continued to visit the maternity service areas on a 
slightly reduced frequency. This supportive approach has resulted in a raised awareness of 
Thresholds of Need (HSCP 2018) and has contributed to an improvement in the quality of 
referrals from Women and Children’s Services and Paediatric ED. 
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9.1 EHASH (Early Help and Safeguarding Hub) 
 
Both Hull and East Riding Local Authorities operate a ‘Front door’ team approach to the initial 
assessment for all safeguarding children and early help contacts. For Hull this is the Early 
Help and Safeguarding Hub (EHASH) and East Riding the Safeguarding and Partnership 
Hub (SAPH). The Assistant Chief Nurse attends the Hull Strategic EHASH management 
meeting and the Named Midwife attends the Hull EHASH Operational Management Group 
meeting to support improved communication and feedback in relation to safeguarding 
contacts and referrals. Both Hull and east Riding Local Authorities are undergoing 
improvement plans following Ofsted inspections. The Trust Safeguarding leads/Named 
professionals have been supporting the work undertaken as part of the improvement plan. 
This includes; Multi-agency audit activity and training, task and finish groups related to the 
pre-vulnerability pathway, strategy discussions and the referral portal. 
 
9.2 SAFEGUARDING CHILDREN 
 
The Safeguarding Children team review a daily Business Intelligence (BI) report which 
provides the details of those children admitted via ED where there are red flags for 
safeguarding identified. This would include the activation of a CP-IS alert, Children which 
local safeguarding alerts and those where staff in the ED have stated there is a safeguarding 
concern on the Electronic Patient Record. The Safeguarding child practitioner will review the 
ED attendance to assess what action was taken during the admission and assess if any 
additional support or actions are required. Contact would be made with appropriate 
professionals such as school nurse if required. The BI report is also utilised to provide 
anonymised statistics to both Hull and East Riding Local Authorities such as regarding self-
harm. 
 
The links between senior leadership in Paediatrics and Safeguarding and the Safeguarding 
Children Team and staff working in areas who come into contact with children have 
continued to be strengthened during this period despite the restrictions of the COVID 
pandemic. The Senior Matron for paediatrics has regular planned 1:1 meeting with both the 
Assistant Chief Nurse and the Named Nurse for Safeguarding Children which provide an 
opportunity to review practice, have case discussions and plan care which ensures risks are 
minimised for the children, staff and the organisation. 
 
In addition all paediatric documentation has been reviewed to ensure that it provides a 
comprehensive, chronological record of any safeguarding concerns, restrictions and risk 
assessments   
 
9.3 MENTAL HEALTH  
 
A review has previously taken place regarding the communication processes between Child 
and Adolescent Mental Health services (CAMH’s) and the Trust, where a young person with 
a mental health care plan is receiving care within the Trust. This included the review of the 
transfer of care process and improvements to documentation for children in the Trust in 
relation to safeguarding concerns.  
 
There continues to be concerns raised via Datix and through internal management 
structures which have identified that these are not robust and children have required 
admission to an inpatient bed in the Trust to ensure they are safe. 
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This has put a great deal of additional stress on staff and the organisation at a difficult time 
and has been seen as best practice for the child. 
 
The Trust Safeguarding Leads and Senior Management Team will be working with multi-
agency partners to review processes and formulate an appropriate action plan to address 
some of the concerns raised. This will be a focus for on-going communication in 2021-2022. 
 
9.4 CHILD EXPLOITATION including County Lines and Missing Children 
 
Child Sexual Exploitation (CSE) remains a priority area of work across both Hull and East 
Riding of Yorkshire Safeguarding partnerships. This work has extended to include Child 
Criminal Exploitation (CCE). The Trust Safeguarding Children’s Team continue to contribute 
and support this work representing the Trust at the CSE/CCE Strategic and operational 
meetings. 
 
Work to expand the use of the CSE risk assessment tool has been delayed. This will 
recommence in order to support its implementation to EPAU and Midwifery. 
 
During the first wave of the COVID-19 pandemic one member of the team was redeployed to 
support service provision in the Emergency Department. This had minimal impact on the 
provision of service delivery from the safeguarding children team due a reduction in 
safeguarding activity was initially seen. This decrease in activity was seen as a direct 
response to the reduction in service user/child contacts which occurred in the Trust and 
more specifically the Emergency Department. 
As schools have reopened the number of referrals has gradually increased although they 
remain below the levels normally seen in the organisation. 
 
10. MIDWIFERY 

 
10.1 FEMALE GENITAL MUTILATION (FGM) 
 
On average the Trust receives two to three newly identified cases of FGM at the Trust each 
month. This figure has remained fairly static during 2020/2021. In contrast the total number 
of FGM cases reported through the National Dataset from the Trust has increased. These 
differences are caused as women move into the area and then remain for future 
pregnancies. The dataset is completed at each new episode of care within the Trust hence 
the total number of cases rising if families of childbearing age move into area and continue 
to live here.  
 
Midwives have shown that they are confident in asking questions as part of the antenatal 
booking related to history and risk factors for FGM. Staff are following the FGM Policy and 
this is evidenced in the completion of good quality referrals where the family have been 
given the opposing statement and the National Dataset updated.  
 
The Named Midwife has reviewed the process for risk assessment related to FGM. Evidence 
has been obtained, through discussion with other Trusts, regarding the widespread use of 
the FGM Risk Assessment Tool in practice. (DOH,2016).4 
 
Introducing the DOH risk assessment tool into existing assessment process has been 
delayed due to the COVID Pandemic. This will remain a focus for the next year to help 

                                                           
4 Department of Health (2016) Female Genital Mutilation Risk and Safeguarding; Guidance for Professionals 
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ensure there is a robust, consistent approach to identify risk for the unborn or any other 
children.  
 
FGM-IS is a National Information system that supports the early intervention and ongoing 
safeguarding of girls, under the age of 18, who have a family history of Female Genital 
Mutilation (FGM). FGM-IS supports safeguarding because: 
 

• Family history is known to be relevant when considering potential risk to a girl of 
undergoing FGM 

• A record will be created when a family history has been identified using the FGM-IS  
• When a professional sees the FGM-IS indicator, they know a family history of FGM 

has been identified and they can treat the child accordingly. 
 
FGM-IS is fully implemented in the Trust with the Named Midwife adding family history of 
FGM alerts to the Summary Care Records of all female babies born who were born during 
2020-2021  
 
10.2 DOMESTIC ABUSE 
 
Communication pathways are well established between agencies and the children’s 
safeguarding team. The Trust receives information from the Multi-Agency Risk Assessment 
Conference (MARAC) Domestic Abuse Partnership (DAP) and Humberside Police for all 
pregnant women involved in a Domestic Abuse incident. This information is shared with 
Midwifery practitioners who are providing direct care for the woman and her family. This 
information sharing has helped to ensure that women receive an enhanced level of care and 
midwives are more involved with the multi-agency partners who are supporting the woman 
and her family. 
 
The Safeguarding Adults Named Nurse continues to lead the development of a Domestic 
Abuse Strategy for the Trust, supported by the Safeguarding Children’s Named Nurse. The 
Trust Domestic Abuse policy has been developed and following extensive consultation and 
revisions in 2019/20 was approved in June 2020.   
 
It is recommended that all Midwives and Midwifery assistants complete this training in 
addition to the face to face training which is offered. Domestic Abuse and Routine Enquiry e-
learning training is now part of the mandatory uptake by all nursing, midwifery and allied 
professional staff groups training. This is being delivered as part of a three year roll out 
program across the trust.  
 
10.3 CARING FOR VULNERABLE WOMEN  
 
The Trust’s Vulnerability Risk Assessment Toolkit for pregnant women (Supporting women 
with complex health needs guideline 451) is an invaluable resource used by all midwives to 
assist in the assessment and identification of those women and families who require 
additional support and service delivery.  The assessment helps the professional to ensure 
that the woman is placed on the correct pathway and receives the appropriate support and 
intervention based on their individual circumstances.  
 
The pre-birth pathway has been developed and designed in partnership, in order to develop 
consistent pre-birth assessment practice, which identifies potential vulnerability early in 
pregnancy and provides a clear pathway through appropriate support services.  
 

http://hullscb.proceduresonline.com/files/pre_birth_pathway_diagram.pdf
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The Named Midwife has worked closely with multi-agency partners in Hull to update the 
unborn procedures and guidance which includes the pre-birth pathway. Multi-agency training 
has been delayed with a plan to commence May 2021. 
 
The Named Midwife is an active participant in a weekly meeting of safeguarding 
professionals which has been set up to review those women who have been referred to 
Children’s Social Care and have been identified as requiring support as part of the pre 
vulnerability pathway. This multi-agency forum has been effective in ensuring there 
appropriate information sharing and has supported the identification of risk and review of 
Thresholds. 
 
The Named Midwife represents the Safeguarding Children’s Team at internal operational 
meetings in maternity services and represents the Trust at external partnership meeting 
contributing to the wider discussion about safeguarding issues. Regular monthly meetings 
have been established with the Maternity Leadership Team. 
 
Changes in the delivery of maternity services during the pandemic was one of the reasons 
identified which had a direct impact on Midwives ability to meet their section 11 
responsibilities. This included poor attendance at safeguarding meeting and low level of 
compliance with safeguarding supervision.   
Meetings have taken place with safeguarding and maternity leads and practitioners to 
provide an opportunity to identify what is working well in practice and areas which require 
additional support to ensure safeguarding responsibilities are met. This will continue to be a 
focus for 2021-2022. 
 
The Named Midwife also actively contributes to service improvement across the organisation 
and partnership. This include supporting with implementation of the ICON programme 
(babies cry you can cope). This programme has been developed in direct response to NHS 
England’s recommendations in the prevention of non- accidental injuries and abusive head 
trauma in babies during the COVID pandemic. The delivery and roll out of the ICON 
programme across Humber, Coast and Vale was launched at the end of 2020 with planned 
implementation in the Trust early 2021.  
 
10.4 MODERN DAY SLAVERY 
 
The Named Midwife and Adult Safeguarding Specialist Practitioner are members of the 
Humber Modern Slavery Partnership and attend regular multi agency meetings. Updates 
and relevant key actions are fed into the Trust Safeguarding committee and cascaded as 
appropriate the Trust intranet and safeguarding supervision.  
 
 
11.  SERIOUS INCIDENTS/SERIOUS CASE REVIEWS 
 
11.1 SERIOUS INCIDENTS 
 
Serious Incidents where a child has been or neglected or the child has died or been 
seriously harmed are included in the safeguarding children monthly reports to the 
Safeguarding Committee. Cases can be reported as an SI by the Trust or reported on 
STEISS by a Designated Nurse for Safeguarding Children. 

In 2020/21, there has been two SI’s which have been reported. All actions have been 
completed in relation to the two reported SI investigations. 

SI-2020-18333 
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SI-2020-10224 

 

11.2 SERIOUS CASE REVIEWS/ LESSONS LEARNED REVIEWS 
 
The Trust has participated in two Safeguarding Practice (SPR’s) in the 2020/2021 reporting 
period and one Lessons Learned Reviews (LLR) across Hull and East Riding. HUTH 
contributes to the process in relation to its contacts with the child and their family. The level 
of involvement in the review process varies on a case by case basis ranging from a scoping 
exercise to the completion of an agency report with recommendations and actions for HUTH. 
Updates on the progress of these reviews are reported monthly into the Safeguarding 
Committee 
 
All Safeguarding Practice Review’s (SPR’s) and SI reports are reviewed, quality checked 
and signed off by the Assistant Chief Nurse or Chief Nurse before leaving the organisation. 
 
The Named Nurse and Named Midwife, supported by the Assistant Chief Nurse/ 
Safeguarding Lead, take lead responsibility for recommendations, actions from SPR’s and 
LLR’s and support the implementation of changes in practice. This includes participation in 
the learning from Individual Case Group (LICG) in Hull and the Learning and Improvement 
Group (LIG) in the East Riding. Progress against Serious Case Review recommendations 
are reviewed and monitored by the LSCP’s. The Trust is on track with the delivery of actions 
associated with these reviews. 
 
 
12. KEY ACTIONS for 2021-2022 
 
The Trust has identified a number of actions required to strengthen the Safeguarding 
Children’s arrangements in the Trust and continue on from 2020/21. The actions are 
determined from internal practice and review, regulatory inspections, commissioning 
requirements, Safeguarding Children’s Partnership activities and from Lesson’s Learned 
Reviews and Serious Care Reviews.  A summary of work planned for 2021/2022 is as 
follows: 
 
• Continue ongoing work to strengthen the communication between the Local Authorities 

and the Trust re the quality and outcome of safeguarding referrals.  
• Continue to strengthen the Safeguarding Supervision arrangements within the Trust. 

Particularly in relation to safeguarding supervision within Maternity services. 
• Continue work to strengthen Safeguarding arrangements in Paediatric departments, 

incorporating regular audit activity. 
• Review and strengthen Safeguarding arrangements for children who are admitted to 

Adult wards/departments. 
• To continue to raise awareness and assessment/identification of children that access 

Trust services and who may be at risk of Child Sexual Exploitation (CSE). Including the 
introduction of the tool to maternity services. 

• Utilise multi-agency information sharing to provide updates and information within the 
organisation regarding contextually safeguarding. Develop systems to guide 
practitioners in the identification of risk factors. 

• Continue to support with the roll out programme of DA training, i.e. e-learning Routine 
Enquiry and DA 

• Review the Safeguarding referral process within the Trust. Develop and implement a 
plan for implementation of the electronic safeguarding referral portal within the 
organisation. 
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• Ongoing review of processes, reflecting service improvements to strengthen operating 
procedures and accountability around forensic medicals in order to ensure future service 
provision. 

• Continue to develop the governance, pathways and Quality Assurance process for the 
Child Sexual Assault Assessment Service (CSAAS).  

• Continue work in strengthening multi-agency links for the CSAAS and Child Abuse 
Medical Service 

• Continue development of regional support for CSAAS 
• Support the implementation of the ICON programme in Maternity services. 
• To implement use of a risk assessment tool for FGM in Maternity services.  
• Continue to work to strengthen the communication process between Child and 

Adolescent Mental Health services (CAMHS) and the Trust to ensure that, where a 
young person with a mental health care plan is receiving care within the Trust, there is a 
clear plan of care documented within the records to ensure their safety while they remain 
in the care of Trust services. 
 

 
 
 

 
REPORT END 
 
Report Authors:  
 
Patricia Darley, Named Nurse for Safeguarding Children 
Amanda Axe, CSAAS Lead Nurse/Safeguarding Supervision Coordinator  
Kate Rudston, Assistant Chief Nurse 
 
Date:  April 2021 
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Key Recommendations to be considered: 
 
The Trust Board is requested to: 
 
• Review the current position of compliance with the ten maternity safety actions,  
• Review the actions required to meet the safety actions  

Decide if any further information and/or assurance are required. 
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 
TRUST BOARD January 2021 

 
CLINICAL NEGLIGENCE SCHEME FOR TRUSTS (CNST) 

MATERNITY INCENTIVE SCHEME – YEAR THREE 
 
1.  PURPOSE OF THE REPORT  

The purpose of this report is to provide information following a review of the impact of Covid-19, 
and readiness to apply for a 10% reduction in the Clinical Negligence Scheme for Trusts (CNST) 
Maternity premium in 2021/22.  
 
This report presents the following:  
 

 Background 

 Covid-19 impact on reporting  

 Review of the year three CNST safety actions 
 

2.      BACKGROUND 
As part of its insurance against clinical negligence claims and litigation, the Trust pays an annual 
insurance premium under the Clinical Negligence Scheme for Trusts (CNST), administered by 
NHS Resolution. The Maternity CNST rebate in 2019 was £470k with a further £21k allocation 
from Trusts who were not compliant with all ten safety actions. 
 

  
3.  COVID-19 IMPACT ON REPORTING 
 The 10 maternity safety actions are, as follows: 

 
1. Are you using the National Perinatal Mortality Review Tool (PMRT) to review perinatal 

deaths to the required standard? 
2. Are you submitting data to the Maternity Services Data Set (MSDS) to the required 

standard? 
3. Can you demonstrate that you have transitional care (TC) services to support the 

recommendations made in the Avoiding Term Admissions into Neonatal units Programme? 
(ATAIN) 

4. Can you demonstrate an effective system of clinical workforce planning to the required 
standard? 

5. Can you demonstrate an effective system of midwifery workforce planning to the required 
standard? 

6. Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care 
bundle Version 2 (SBLCBv2)? 

7. Can you demonstrate that you have a mechanism for gathering service user feedback, and 
that you work with service users through your Maternity Voices Partnership to coproduce 
local maternity services? 

8. Can you evidence that 90% of each maternity unit staff group have attended an ‘in-house’ 
multi-professional maternity emergencies training session within the last training year? 

9. Can you demonstrate that the trust safety champions (obstetrician and midwife) are meeting 
bimonthly with Board level champions to escalate locally identified issues? 

10. Have you reported 100% of qualifying 2019/20 incidents under NHS Resolution’s Early 
Notification (NHSEN) scheme? 

 
Pause in reporting procedure regarding the maternity incentive scheme 
March 2020 NHSR contacted all Trusts to inform that in recognition of the current pressure on the NHS 
and maternity services, the majority of reporting requirements relating to demonstrating achievement of 
the maternity incentive scheme 10 safety actions would be paused with immediate effect until Monday 
31 August 2020. Trusts were asked to continue to apply the principles of the 10 safety actions, given 
that the aim of the maternity incentive scheme is to support the delivery of safer maternity care.  
 
There was still a requirement to report perinatal deaths to MBRRACE-UK and eligible cases to the Early 
Notification (EN) scheme. With a reasonable effort made to make a monthly Maternity Services Data 
Set submission to NHS Digital. 
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There was a requirement to comply with the following: 

 Notification of all deaths; 

 Complete the surveillance information for COVID-19 related perinatal deaths 

 Complete the perinatal surveillance information for all other deaths, depending on capacity 

 Complete the reviews using the Perinatal Mortality Review Tool, depending on capacity 

In order to be eligible for payment under the scheme, trust must submit their completed Board 
declaration form to NHS Resolution by 12 noon on the 20 May 2020. The reporting period has once 
again been extended to the 15 July 2021. In response to the current situation, the 10% uplift to the 
Clinical Negligence Scheme for Trusts (CNST) for the maternity incentive scheme has not been 
collected for the year 2020/2021.  

 
Safety 
Action 

Compliance Board Request 

1 COMPLIANT 
The PMRT group has been able to sustain reporting during the Covid-19 restrictions. The 
Trust Board will receive quarterly reports between September 2020 and September 2021. 
The report will evidence compliance with the required standards.  

2 COMPLIANT 

Item 14 on the Maternity Record Standard has been removed from action two and will be 
progressed separately by NHSX. NHS Digital announced on 1 April 2020 that the Digital 
Maternity Record Standard (DMRS) compliance date had been delayed from Monday 30 
November 2020 to Sunday 28 February 2021.  
The majority of the requirements for safety action two will be assessed on the trusts’ 
MSDS submission for December 2020 made by 28 February 2021. Trust Board paper 
received and accepted May 2021

 

3 COMPLIANT 
Monthly audit of transitional care pathways has recommenced as these ceased in March, 
and further audit of avoidable admissions of term babies to Neonatal Unit to be 
undertaken for 20/21 

4 COMPLIANT 

Obstetric medical workforce 

The review of the GMC national trainee survey to be completed and presented to the 
Trust Board in February 2021.  
Anaesthetic medical workforce 

Review of the action plan agreed by the trust Board in 2019, to meet Anaesthesia Clinical 
Services Accreditation (ACSA) standards 1.7.2.5, 1.7.2.1 and 1.7.2.6  
Neonatal medical workforce 

Formal recording in trust Board minutes that the neonatal unit meets the British 
Association of Perinatal Medicine BAPM national standards of junior medical staffing 
Neonatal nursing workforce 

Action plan in place agreed at trust Board level to meet the recommendations of the 
service specifications for neonatal nursing standards. Nurse staffing action plan was 
received at the Trust Board and accepted in May 2021.  
 

5 COMPLIANT 

Bi Annual Chief Nurse staffing report to Trust Board outlining: 

 Birthrate Plus® outcomes 

 Planned versus actual staffing levels 

 Midwife: Birth ratio 

 Compliance with supernumerary status and 1:1 care in labour 

 Actions to demonstrate progress with Birthrate Plus® recommendations 

Staffing paper received by the Trust Board in May 2021 and accepted  

6 COMPLIANT 

During the covid-19 pandemic it has been difficult to implement some element of Saving 
Babies Lives Care Bundle V2, and in particular element one as carbon monoxide testing 
of women was suspended which has recommenced in November. This service is not 
currently compliant with Uterine Artery Doppler scanning as recommended in the Saving 
Babies Lives Care Bundle V2 – Appendix-D. The maternity service is working with 
ultrasonography and clinical support on a business case to increase scanning capacity, 
delivery of training, procure capital equipment and undertake some minor building works. 
The business case also addresses the lack of a dedicated preterm birth clinic and extra 
staffing resource that is required to fulfil all 5 elements of the SBLV2 Care Bundle. 
Business case has been approved by the Trust and will be discuss with the clinical 
network on the 24 June 2021. HUTH need to undertake some key implementation steps 
that will be completed by the end of September 2021. The clinical network has approved 
the temporary pathway submitted by HUTH and support the organisation to have fully 
implemented SBLV2 by October 2021.  
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7 COMPLIANT 
Although face to face patient involvement has been suspended the Maternity Voices 
Partnership is active and has completed an online survey of women across the LMS – 
Lockdown Babies. The report is available to the Trust Board via the Head of Midwifery  

8 COMPLIANT 

Multi-professional training has not been possible during the emergency response due to 
Covid-19.  Training in this unit restarted in June 2020 however the restrictions still affected 
our ability to provide full face-to-face, or ‘hands on skills drills’ training. 
The service has developed a package of multidisciplinary training provided as a half-day 
virtual/on-line training package as an alternative. With a number of skills drills at the start 
of the pandemic preparations in key areas such as theatres and labour ward. 
All clinical groups are on board with this and we are monitoring attendance. 

9 COMPLIANT 
Safety Champion meetings were suspended but have now recommenced with dates for 
Chief Nurse dedicated clinical time agreed to engage with staff in all clinical areas.  

10 COMPLIANT 
Trust Board sight of Trust legal services and maternity clinical governance records of 
qualifying Early Notification incidents and number reported to NHS Resolution. All 
relevant cases have been notified to the early notification scheme and HSIB  

 
 

7. SUMMARY 
In summary, following a review of the current position the service is declaring partial compliance 
with seven of the required CNST Incentive safety actions, full compliance with two and non-
compliance with one standard.    An update will be provided quarterly, and the final evidence to 
be signed off by the Chief Executive will be submitted by 12 noon on Thursday 15 July 2021.   

 

8. RECOMMENDATIONS 
The Trust Board is requested to: 

 Agree that the review of the position at this current time demonstrates fully compliance of 8 

of the maternity safety actions, partial compliance with one safety action and non-

compliance with one standard. 

 Decide if any further information and/or assurance is required. 

 
 
  

Lorraine Cooper    Beverley Geary  
Head of Midwifery   Executive Chief Nurse 
 
July 2021 
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PERINATAL QUALITY SURVEILLANCE TOOL 

May 2021 
1.0 INTRODUCTION 

The following document provides a monthly update on key measurements, as detailed in the 
NHSI/E report on the revised requirements for perinatal quality surveillance tool. 

 

2.0 CQC MATERNITY RATINGS 

 

                    

 
 

In June 2018, the CQC undertook a full inspection of both the Castle Hill Hospital & Hull Royal 
Infirmary sites and achieved an overall rating of ‘Requires Improvement’. Within this 
inspection, Maternity Services received an award of ‘Good’ against the five domains – safe, 
effective, caring, responsive and well led. 

In March 2020, the CQC returned to repeat their inspection however due to the COVID-19 
pandemic this inspection was suspended to relieve pressure on the healthcare systems. 
Maternity Services had not been inspected by this point, and therefore the rating of ‘Good’ 
remains in place. With an overall trust rating of ‘Requires Improvement’. 

 

3.0 REVIEW OF PERINATAL DEATHS 

The following provides numbers of perinatal deaths using the real time data-monitoring tool. 

Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

Sept 
2021 

Oct 
2021 

Nov 
2021 

Dec 
2021 

2 2 4 1 5        
 

In May we reported five cases 

75197 NND 24+3 week Twin 
75315 NND 22+3 weeks 
75266 SB 36+4 weeks 
75364 Term SB 40+2 weeks 
75416 Term SB 38+6 weeks 

 

The PMRT meeting discussed and graded 6 cases at May’s meeting  
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• 29 week NND - Late booker & poor attender. BBA on route. No issues identified - 
Grading A/A/A 

• 23 week NND - Unbooked, Emergency LSCS abruption. No issues identified - 
Grading A/A/A 

• 30 week Stillbirth - Unbooked - issues identified with recording observations & 
completing partogram - Grading A/B 

• 23 week NND - PSROM prior to insertion of a cervical suture - 2nd obstetric opinion 
sought with regard to AN care 

• 36+4 week stillbirth - initial discussion, SI briefing complete 
• 40+2 week stillbirth - initial discussion, SI briefing completed, possible HSIB - 

immediate action with regard to RAG rating for women presenting with reduced FM's 
 

4.0 HSIB REFERRALS 

The following provides numbers of HSIB referrals made: 

Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

Sept 
2021 

Oct 
2021 

Nov 
2021 

Dec 
2021 

0 0 2 2 0        
 

There is one completed report from May  

Maternity Investigation 1908-1137 

G1P0 24 year old woman, low risk pregnancy. Had 3 admissions antenatal during her 
pregnancy for urinary tract infection and prescribed antibiotics. She also attended with 4 
episodes of reduced fetal movements. Due to a raised liver blood test at 39+3 weeks, induction 
of labour was booked for 40+1 weeks. She attended Labour Ward in spontaneous labour at 
39+6 weeks and proceeded to a forceps delivery due to raised maternal temperature and fetal 
heart rate. Baby required minimal resuscitation and was returned skin to skin with mum. 

At 16 hrs of age baby was having difficulty breathing, reviewed by the paediatrician and 
remained on the postnatal ward. 2 hours later the baby deteriorated further and was 
transferred to the neonatal unit. The baby was transferred to a specialist hospital for care at 
48 hours of age. Sadly, a CT scan 4 days later showed brain damage considered incompatible 
with life. Baby died was redirected to palliative care and died shortly afterwards. 

Safety Recommendations 

1. The Trust to ensure that local guidance is developed for managing urinary  
tract infections in pregnancy which reflects current national guidance including  
a ‘test of cure’ and optimal management of recurrent urinary tract infections. Completed 
 
2. The Trust to develop and implement a robust system for ensuring the number  
of episodes of RFM is clearly documented for all clinicians’ attention. New sticker developed 
and implemented 02/06/2021 
 
3. The Trust to develop a clear and robust system for follow up of results which  
is shared with all staff members. Ongoing work  
 
4. The Trust to develop a clear and robust systems for communicating risk  
factors to the paediatric team. Under review 
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5. The Trust to ensure that all local guidelines use the same parameters for  
maternal pyrexia supported by current national evidence and that this is  
clearly shared amongst staff. Completed 
 
6. The Trust to ensure that all equipment required for resuscitation of a baby at  
birth is readily available in the delivery room. Completed 
 
7. The Trust to implement a robust multi-disciplinary system for holistic  
assessment of babies in the postnatal period and ensure documentation and  
training supports this. Under review 
 
8. The Trust to develop a clear guideline and implementation for staff around  
caring for the newborn infant, recognition of the deteriorating neonate and  
escalation in an emergency situation. Completed 
. 

5.0 INCIDENTS 

The following provides the number of incidents reported: 

Severity Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

Sept 
2021 

Oct 
2021 

Nov 
2021 

Dec 
2021 

Moderate 4 0 2 1 1        
Major 0 0 0 0 0        
Catastrophic 0 0 0 0 0        

  
There was one Moderate incident reported in May: 

• IUD found at 36weeks, confirmed at USS – escalated to an SI 

Themes & Actions 

There are no overriding themes from the moderate incidents reported.  

There was one Serious Incidents declared in May,  

Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

Sept 
2021 

Oct 
2021 

Nov 
2021 

Dec 
2021 

3 0 1 0 1        
 

 

 

 

 

 

 

 

 



4 
Perinatal Quality Surveillance Tool Feb/March 2021     

6.0 TRAINING COMPLIANCE 

Obstetric Emergencies (PROMPT) 

Staff Group No of Staff Total  
% Perf  

Obstetric Cons, Ass Spec 13 100% 100% 
       
Obstetric Registrar 15 100% 96% 
Obstetric SHO 11 91%   
       
Gynae Theatre Nurses 15 100% 97% 
ODA's 28 93%   
       
Anaesthetic Consultant 8 100% 100% 
       
Anaesthetists 16 100% 100% 
       
Labour & Del. MW 52 97%   
Community 47 95%   
Senior Midwives 21 100%   

Maple & Rowan Ward Midwives 42 97% 97% 
MLU Midwives 24 95%   
Bank Midwives 9 100%   
ANC - W&C Midwives 17 97%   
       
Labour & Del. MW Assist 9 91%   
Community MW Assistants 3 100%   
Maple & Rowan Ward Midwifery 
Assistant 25 92% 95% 
MLU MW Assistant 10 87%   
Bank Midwife Assistant 2 100%   
ANC - W&C Midwives Assistant 8 100%   

 

CTG Training 

Following the cancellation of face-to-face teaching in March 2020 CTG training was changed 
to a complete online package for the remainder of 2020. Staff had to complete K2 competency 
assessments in Fetal Physiology, Intrapartum CTG & Intrapartum Intermittent Auscultation 
with a pass mark of >85%. Compliance is as below for completion of the competency 
assessment. 

Moving forward into 2021, there is now 1 hour CTG training as part of the PROMPT ½ day 
face to face and competency assessment and online requirements are being set. 

ACTUAL PERFORMANCE TO 
DATE    



5 
Perinatal Quality Surveillance Tool Feb/March 2021     

Area No of 
Staff 

In 
date 

% 
Perf 

Obstetric Cons, Ass Spec 13   
  12 11 92% 
      
Obstetric Registrar 21 19  
Obstetric SHO 11 11  
  32 30 94% 

    
Labour & Del. MW 50 50 100% 
MLU Midwives 24 23 95% 
Community 47 43 91% 
Specialist Snr Midwives 18 18 100% 
Maple & Rowan Midwives 42 40 95% 
Bank Midwives 10 8 80% 
ANC Midwives 24 22 92% 
  215 204 95% 

 

Neonatal Resuscitation 

It is a mandatory requirement for all Midwifery staff to complete the Newborn Life Support 
(NLS) Course at least once and to undertake a neonatal resuscitation update annually 
(delivered by an NLS trained instructor).  

 

Area No of 
Staff 

% 
Perf 

Neonatal Consultant 9  
  9 100% 
     
Neonatal Registrar ANNP 9  
Neonatal SHO 9  
  18 95% 

   
Specialist Snr NICU Nurses 7  
NICU Nurses 85  
  92 98% 

   
Labour & Del. MW 35  
MLU Midwives 33  
Community 42  
Specialist Snr Midwives 22  
Maple & Rowan Midwives 26  
Bank Midwives 8  
ANC Midwives 30  
  196 94% 
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7.0 MINIMUM SAFE STAFFING LEVELS 

The service is currently running at a Birth Rate Plus ratio of 1:30 

A service review of all rota tools has recently taken place with the Assistant Chief Nurse that 
has demonstrated that all clinical areas in Maternity Services are covered and safe. 

A further Birth Rate Plus Assessment will take place this year.  

Birth Rate Plus Red Flags 

Maple Ward – reported one red flags in May – delay in admission for induction & beginning 
the process 

Rowan Ward – no reported red flags in May 

Fatima Allen Birth Centre – no red flags in May 

Labour ward – 5 red flags in May. There were 3 delays between admission for induction of 
labour and beginning the process and 2 missed / delayed care.  

 

 

8.0 SERVICE USER VOICE FEEDBACK 

The Humber, Coast and Vale Maternity Voices Group recently undertook a GP maternal 
postnatal check survey to assess the provision of care being delivered during the pandemic 
with regard to the 6-8 week universal postnatal check. Following the results of this survey a 
leaflet has been developed to be given to all women at discharge to ensure they are aware 
what to expect from their postnatal check. 

0

0.5

1

1.5

2

2.5

3

3.5

Labour Ward Red Flags May 2021

Missed or delayed care delay between admission for induction & beginning of process Column1
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9.0 STAFF FEEDBACK 

A Senior Midwife’s Assurance Handbook has not yet been undertaken, the actions will be 
updated in the next report. The Lead Midwife will undertake this on a monthly basis. Part of 
this assurance handbook will explore staff experience in relation to culture, communication, 
support, incidents and learning lessons.  

There were no actions identified: 

 
10.0 EXTERNAL CONCERNS OR QUERIES 

A Freedom of Information request was received from Baby Lifeline regarding training 
provisions over the previous 12 month period. This has been completed and returned. 

 

11.0 CORONERS 

The Trust was issued with no Coroners Regulation 28 in relation to maternity: 

Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

Sept 
2021 

Oct 
2021 

Nov 
2021 

Dec 
2021 

0 0 0 0 0        
 

12.0 CNST 

The section of the report provides details on the Trust’s progress against compliance with 
the 10 CNST Standards. 

Safety 
Action 

Compliance Board Request 

1 COMPLIANT 
The PMRT group has been able to sustain reporting during the Covid-19 restrictions. The 
Trust Board will receive quarterly reports between September 2020 and September 2021. 
The report will evidence compliance with the required standards.  

2 COMPLIANT 

Item 14 on the Maternity Record Standard has been removed from action two and will be 
progressed separately by NHSX. NHS Digital announced on 1 April 2020 that the Digital 
Maternity Record Standard (DMRS) compliance date had been delayed from Monday 30 
November 2020 to Sunday 28 February 2021.  
The majority of the requirements for safety action two will be assessed on the trusts’ 
MSDS submission for December 2020 made by 28 February 2021. Trust Board paper 
received and accepted May 2021
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3 COMPLIANT 
Monthly audit of transitional care pathways has recommenced as these ceased in March, 
and further audit of avoidable admissions of term babies to Neonatal Unit to be 
undertaken for 20/21 

4 COMPLIANT 

Obstetric medical workforce 
The review of the GMC national trainee survey to be completed and presented to the 
Trust Board in February 2021.  
Anaesthetic medical workforce 
Review of the action plan agreed by the trust Board in 2019, to meet Anaesthesia Clinical 
Services Accreditation (ACSA) standards 1.7.2.5, 1.7.2.1 and 1.7.2.6  
Neonatal medical workforce 
Formal recording in trust Board minutes that the neonatal unit meets the British 
Association of Perinatal Medicine BAPM national standards of junior medical staffing 
Neonatal nursing workforce 
Action plan in place agreed at trust Board level to meet the recommendations of the 
service specifications for neonatal nursing standards. Nurse staffing action plan was 
received at the Trust Board and accepted in May 2021.  
 

5 COMPLIANT 

Bi Annual Chief Nurse staffing report to Trust Board outlining: 
• Birthrate Plus® outcomes 
• Planned versus actual staffing levels 
• Midwife: Birth ratio 
• Compliance with supernumerary status and 1:1 care in labour 
• Actions to demonstrate progress with Birthrate Plus® recommendations 

Staffing paper received by the Trust Board in May 2021 and accepted  

6 COMPLIANT 

During the covid-19 pandemic it has been difficult to implement some element of Saving 
Babies Lives Care Bundle V2, and in particular element one as carbon monoxide testing 
of women was suspended which has recommenced in November. This service is not 
currently compliant with Uterine Artery Doppler scanning as recommended in the Saving 
Babies Lives Care Bundle V2 – Appendix-D. The maternity service is working with 
ultrasonography and clinical support on a business case to increase scanning capacity, 
delivery of training, procure capital equipment and undertake some minor building works. 
The business case also addresses the lack of a dedicated preterm birth clinic and extra 
staffing resource that is required to fulfil all 5 elements of the SBLV2 Care Bundle. 
Business case has been approved by the Trust and will be discuss with the clinical 
network on the 24 June 2021. HUTH need to undertake some key implementation steps 
that will be completed by the end of September 2021. The clinical network has approved 
the temporary pathway submitted by HUTH and support the organisation to have fully 
implemented SBLV2 by October 2021.  
 
 
 

7 COMPLIANT 
Although face to face patient involvement has been suspended the Maternity Voices 
Partnership is active and has completed an online survey of women across the LMS – 
Lockdown Babies. The report is available to the Trust Board via the Head of Midwifery  

8 COMPLIANT 

Multi-professional training has not been possible during the emergency response due to 
Covid-19.  Training in this unit restarted in June 2020 however the restrictions still affected 
our ability to provide full face-to-face, or ‘hands on skills drills’ training. 
The service has developed a package of multidisciplinary training provided as a half-day 
virtual/on-line training package as an alternative. With a number of skills drills at the start 
of the pandemic preparations in key areas such as theatres and labour ward. 
All clinical groups are on board with this and we are monitoring attendance. 

9 COMPLIANT Safety Champion meetings were suspended but have now recommenced with dates for 
Chief Nurse dedicated clinical time agreed to engage with staff in all clinical areas.  

10 COMPLIANT 
Trust Board sight of Trust legal services and maternity clinical governance records of 
qualifying Early Notification incidents and number reported to NHS Resolution. All 
relevant cases have been notified to the early notification scheme and HSIB  

 

13.0 NATIONAL SURVEY RESULTS 

The national staff survey was undertaken in 2020. Overview results for the Trust are 
highlighted below: 
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Appendix 1 - Humber Coast and Vale Regional Quality Oversight Group Highlight Report 
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Appendix 2 – HUTH Maternity Dashboard 

 

 

 

 

 

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

Activity

Number of Births per month 428 395

Number of Bookings per month 422 415

Direct Access before 12+6 92% 96.0%

Booking over 13 weeks within 2 weeks 95.0% 98% 92.0%

Caesarian Section 26.2% 32.7% 33.9%

Elective Caesarean Section 13.9% 15.2% 14.4%

Emergency Caesarean Section 12.1% 17.5% 19.5%

Instrumental Birth 12.8% 8.1% 8.5%

Normal Birth 61.0% 58.0% 56.4%

Home Birth 1.4% 2.0%

MLU Births 15.4% 11.1%

Induction of Labour 32.0% 26.8%

Epidural 28% 33.0%

Workforce

Weekly hours of Consultant cover on LW 98 95 95

Midwife/Birth Ratio 1:32 1:30 1.30

Provision of 1:1 Care in Labour 100.0% 100.0% 100.0%

Supernumary status of Labour Ward 
Coordinator 100.0% 100.0% 100.0%

Maternal Morbidity

Eclampsia 1 0

ICU/HDU Admissiona in Obstetrics 1 0

Blood Transfusion (>4 units) 1 1

Post-Partum Hysterectomies 1 1

Neo-Natal Morbidity

Number of cases of meconium aspiration 0 0

Number of cases of hypoxic encephalopathy 
(grades 2 & 3) 1 1

Referrals to NHSR 0 1

Total Stillbirths 0 2

Stillbirths at Term (after 37 weeks) 0 1

Risk Management

Failed Instrumental Delivery < 1%

Maternal Death 0 0 0

Massive PPH > 2 litres 10 8 7

Shoulder Dystocia 6 0 0

3rd/4th degree Tear 20 6 4

Complaints

Number of Complaints 4 0
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April May June July August Sept Oct Nov Dec Jan Feb March Total 
Stillbirths 
2020/21 1 2 2 1 1 1 0 0 0 1 2 2 14

Stillbirths 
2019/20 1 4 2 1 2 0 1 2 2 1 2 2 20

Stillbirths
2018/19 0 0 2 0 3 2 2 4 1 2 0 0 16

Stillbirths
2016/17 2 6 4 3 1 1 2 3 1 0 1 3 27

3 3 3 171 1 0 0 0Stillbirths
2017/18 1 1 1 3

April May June July August Sept Oct Nov Dec Jan Feb March Total Average 
per month

TOTAL BIRTHS 
2020/21 405 394 454 438 409 437 426 401 380 393 353 379 4869 405

TOTAL BIRTHS 
2019/20 391 465 414 455 469 405 423 390 444 420 364 414 5054 421

TOTAL BIRTHS
2018/19 422 439 458 445 432 480 442 429 419 420 367 404 5157 430

TOTAL BIRTHS 
2016/17

432 461 453 520 481 463 459 454 467 444 420 451 5505 459

TOTAL BIRTHS 
2015/16

419 466 483 492 501  486 488 468 459 464 450 448 5624 472

TOTAL BIRTHS 
2014/15

461 486 485 468 438 529 485 492 457 458 432 462 5653 478

5285 440
TOTAL BIRTHS
2017/18

467 484 448 407 370 434434 433 458 414 462 474
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Appendix 3 – Abbreviations  

• ATAIN – Avoiding Term Admissions to Neonatal Unit 
• BBA – Born Before Arrival to Hospital  
• CTG – Cardiotocograph  
• HSIB – Health Safety Investigation Branch  
• IUD – Intra Uterine Death 
• LSCS – Lower Segment Caesarean Section 
• NND - Neonatal Death 
• PMRT – Perinatal Mortality Review Tool 
• PPH – Postpartum Haemorrhage 
• PSROM – Prolonged Spontaneous Rupture of Membranes  
• PROMPT – Practical Obstetric Multi-Professional Training 
• SB – Stillbirth 
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Hull University Teaching Hospitals NHS Trust 
 

Committee Summary Report to the Board 
 

Charitable Funds Committee 
 

Meeting Date: 
 

20 May 2021 Chair: 
 

Mr T Curry Quorate (Y/N) 
 

Y 

 
Key items discussed where actions initiated: 
 

• Received an update on the various ongoing and new project in the Trust 
• Were advised of income and expenditure for the financial period  
• Received the revised Terms of Reference 
• The Committee received the Memorandum of Understanding between the Trust and 

Trust Health Charity had had been updated to include the financial appendices 
 

 

Key decisions made: 
 

• The Committee Approved the Terms of Reference 
• The Memorandum of Understanding between the Trust and Trust Health Charity was 

approved 
 

 
 
 
 

Risk and assurance matters to be received by the Board: 
 
 
 
 
Matters to be escalated to the Board: 

 
• The Board are requested to approve the Committee Terms of Reference 
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Hull University Teaching Hospitals NHS Trust 
 

Charitable Funds Committee 
 

Held on Thursday 20 May 2021 
 

Via WebEx 
 

Present: Mr T Curry, Non-Executive Director (Chair) 
Mr L Bond, Chief Financial Officer 
Mr S Evans, Deputy Director of Finance 
Mr D Haire, Project Director, Fundraising 

 Mr M Robson, Non-Executive Director 
  
In Attendance:  Mrs R Thompson, Corporate Affairs Manager 

Mrs L Roberts, Personal Assistant (Minutes) 
  

Mr Curry welcomed Mrs Thompson to the meeting. Mrs Thompson would be attending 
the Committee as a Governance representative.  
 

1 Apologies for Absence 
There were no apologies received.   

 
2 Declarations of Interest 

There were no interests declared. 
 
3 Minutes of the previous meeting / Matters Arising 
 There was one amendment to the minutes of the August 2020 Committee meeting: 

Item 7 - Project Director’s Report 
Page 3, Paragraph 5, final sentence: 
“It was agreed that the reference to the WISHH charity should be changed to the Daisy 
Charity in relation to the funding of a second PET CT scanner.” 

 
            Subject to the amendment above the minutes were approved as an accurate record of 

the meeting held on 27 August 2020. 
 

There was one addition to the minutes of the February 2021 Committee meeting: 
Item 4 - Provision of a Cancer Assessment Unit – Contribution from Legacy Funds 
Page 3, Paragraph 4: 
RCB Legacy 
It was noted that the Chairman and Mr Haire had corresponded on the use of these 
funds as a part contribution to the proposed Cancer Assessment Unit and reference 
back to the individual’s legal advisor had confirmed that the use of the funds for this 
purpose was appropriate. A copy of the correspondence confirming this position was 
held on file.  
 
Subject to the addition above the minutes were approved as an accurate record of the 
meeting held on 18 February 2021. 

 
4 Action Tracker 

Mrs Thompson would pick up the action relating to the Committee effectiveness review. 
She advised that she would liaise with Committee members and report the findings at 
the next Committee meeting. 

 
Resolved:  

 The Committee agreed to receive the findings of the Committee effectiveness  
 review at the next meeting.                RT 
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5 Financial Report as at 31 March 2021 including Fund Balances 
Mr Evans presented the Financial Report to the Committee and advised on the financial 
position of the charitable funds as at 31 March 2021. 
 
The report had been circulated with the meeting papers and Mr Evans highlighted the 
key points.  

 
There had been little activity due to the winding down of the Trust charity and the 
transfer over to WISHH. One donation had been received for £26k. 
 
It was advised that £200k of expenditure related to the Allam Refractive Laser Suite. 
 
Fund balances net of commitments, plus investment gains, was £1.6m. 
 
It was advised that Mr Haire was working with the Health Groups in relation to the two 
large legacies which constituted to 80% of the remaining funds in the Trust charity. 
 
There was a discussion on investments and the transfer from the Trust charity to 
WISHH. 
 
Mr Robson asked how the investments would be divided and what were the timescales. 
Mr Evans responded that the monies would be retained in line with when it was 
envisaged to be spent. Mr Haire added that there are restrictions in the (B) Legacy, 
therefore the monies may not be used as timely. Mr Haire would contact services with 
balance in excess of £20k to request an update in spending plans. It was advised that 
the restrictions for the (F) Legacy may have changed, feedback was still awaited. 
 
It was asked if the funds were being fully utilised and what were the plans for the 
remaining funds. Mr Haire agreed to review this and a report would be presented on the 
finds at the next Committee meeting. 

 
Resolved  

 The Committee: 
• Received the report and accepted the contents 
• Agreed to receive an update on funds utilising and spending for remaining 

funds at the next meeting              DH 
 
6 Project Director’s Report  

WISHH Charity  
The paper was presented to the Committee by Mr Haire who gave an overview of the 
fundraising activities. 
 
Attached to Mr Haire’s report was a summary of WISHH activities and the retrospective 
Annual Report and Accounts. As at 31 March 2021, the fund balances were £1.6m. 
 
The WISHH charity had appointed three new Trustees. 

 
There had been some WISHH led projects throughout the Covid-19 pandemic. One in 
particular had been to create a health and wellbeing facility at Castle Hill Hospital. A bid 
from NHS Charities Together had been secured to support this along with WISHH 
funding. A proposal for a similar facility was being explored at the Hull Royal Infirmary 
site.      
 
The WISHH charity had updated their website and had been using the various social 
media applications, which had been well received in the community.   
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It was added that Mr Haire and Mr Bond would be meeting to discuss WISHH and would 
look at how KPIs are captured for the charity and would share this with the Committee 
going forward.  

  
A legacy had been received directly by WISHH for £200k. 
 
Benefactor Funded Developments 
The Allam Diabetes Centre and Endoscopy/Digestive Diseases Development had been 
challenging due to increased costs which were not previously envisaged.  These were 
important projects for the Trust and were being reviewed by the Capital Resource 
Allocation Committee. 
 
Mr Robson advised that he was the Non-Executive Director diabetes link for Estates and 
he received a tour of the Allam Diabetes Centre. Mr Robson reiterated that although 
there had been overspend on the project it would be valuable for the Trust. It was 
confirmed by Mr Bond that there should be sufficient money within the capital 
programme to cover additional costs.      

  
Research income could be challenging and a paper was being prepared regarding 
enhancing research capabilities. Mr Haire would be meeting with the University of Hull to 
discuss the PET CT scanner that could assist with clinical research.  
 
Concerns were raised regarding running costs of the centres being provided by funds 
from WISHH. Assurance was provided that Charitable Funds are not used for this 
purpose. Mr Haire and Mr Bond attend the WISHH Charity meetings as Trustees and 
expenditure has to be approved.  
 
Allam Refractive Laser Suite 
The Allam Refractive Laser Suite had been completed within the set timescales, 
however due to Covid-19 there had been limited activity. Mr Haire advised that he would 
be preparing an update on the financial performance relating to private patient activity.  

 
 Molecular Imaging Research Centre  

It was previously advised that there had been previous workmanship quality issues with 
the duct work of the Molecular Imaging Research Centre which had not been resolved 
until February 2021. It was added that this has resulted in significant cost implications 
for the main contractor.  
 
The centre would be completed in mid-August 2021; this would then be followed by 3 
months of equipment installation. The centre was expected to become operational from 
October/ November 2021.  

 
It was advised that there was a national or perhaps even international shortage of 
switches, which may have an adverse effect on schemes.  
 
A question was raised regarding the transfer of Radio-Pharmacy. It was responded that 
that this would be in the near future. Mr Haire would be discussing this further outside of 
the meeting with Ms Drury. 
 
Hospital Arts Strategy 
The completion of the artwork projects had been delayed due to Covid-19. It was 
advised that the artwork for the medical elderly wards was required to be completed. 
Clarification on planned ward changes would be confirmed with the Medicine Health 
Group in relation to the 8th and 9th floors.     
 
Project funding had been secured for a local authority library reading room. 
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Plans were progressing for the organ transplant sculpture to be displayed in the grounds 
at the front of Trust.  
 
Memorandum of Understanding 
The Memorandum of Understanding between the Trust and Trust Health Charity had 
had been updated to include the financial appendices. The Memorandum of 
Understanding had previously been agreed at the Committee meeting. 
 
The Trust Health Charity had agreed to support the WISHH charity for the sum of £166k 
for administration and fundraising costs for 2018 to 2021. 

 
It was advised that £820k of funds would be transferred over to WISHH as part of the 
agreement. 
 
The Committee were requested to support and approve the Memorandum of 
Understanding which now included the financial data. It was added that the document 
had been previously agreed prior to the inclusion of the financial appendices.  
 
The document was approved and would be signed by the Chairman of the Committee 
and the WISHH Charity. 
 
Mrs Thompson asked if the Memorandum of Understanding should be presented to the 
Trust Board for information once both parties had signed the document. This would be 
clarified with the Trust Chairman. 
 
Resolved  

 The Committee: 
• Received the report and approved the Memorandum of Understanding 
• Agreed to receive clarification as to whether the Memorandum of  

Understanding should be presented to the Trust Board for Information  RT 
 
7 Terms of Reference Review  

The Terms of Reference were presented to the Committee members by Mrs Thompson. 
 
It was advised that the Terms of Reference had been reviewed and minor amendments 
had been made which were highlighted in red on the document.  
 
The Committee approved the Terms of Reference. 
 
It was added that it was good practice for the workplan to be included on the agenda for 
every Committee meeting. 
 
The Terms of Reference would be presented to the Trust Board meeting for formal 
ratification. 
 
Resolved  

 The Committee: 
• Approved the revised Terms of Reference 
• Agreed to submit the revised Terms of Reference to the Trust Board meeting for 

formal ratification 
 
8 Chairs Summary of the Meeting 

Mr Curry summarised the meeting  
 
9 Any Other Business 

Mr Haire suggested that the Committee members and the WISHH Trustee’s should 
meet later in the year. The Committee members were supportive of this proposal. 
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There was no other business discussed. 
  
 Date and Time of Next Meeting 

Thursday 19 August 2021 
2:00pm – 4:00pm 
Via WebEx 



1 
 

Hull University Teaching Hospitals NHS Trust 
 

Charitable Funds Committee 
 

Terms of Reference 
 

1. Formation of this committee 
In line with its role as a corporate trustee, the Board has established a committee 
known as Charitable Funds Committee reporting to the Board, in accordance with 
Corporate Policy CP105 Standing Orders, Reservation and Delegation of Powers 
and Standing Financial Instructions.  
 
The Committee has Terms of Reference and powers and is subject to conditions 
such as reporting back to the Board, as the Board determines and will act in 
accordance with any legislation, regulation or direction issued by the regulator.  
 
The Committee has delegated powers from the Trust Board, for the management 
(including investment) of funds held on trust by Hull University Teaching Hospitals 
NHS Trust. 
 

2. Role 
The Committee is responsible for providing information and making 
recommendations to the Trust Board on charitable fund issues and for providing 
assurance that these are being managed safely. The specific responsibilities are to:  

 
2.1 To ensure that the Trust’s charitable funds are established and operated in 

accordance with Charities Law. 
 
2.2 To ensure that any fund raising activity carried out by or on behalf of the 

charity is properly undertaken and that all funds are properly accounted for 
in line with the Trust policy. 

 
2.3 To ensure that funds not needed for immediate expenditure are invested or 

deposited to earn interest to protect the real value of the asset whilst 
generating a reasonable level of income.  

 
2.4 To ensure that audited accounts, as laid down in the 2011 Charities Act are 

submitted to the Trust Board and to the Charities Commission annually and 
made available for the public. 

 
2.5 To manage and monitor expenditure from charitable funds in accordance 

with Standing Financial Instructions and the Scheme of Delegation  
 
2.6 To receive information on grants against general funds which are less than 

£10,000.  To approve bids of £10,000 or greater in line with the Scheme of 
Delegation. 

 
2.7 To oversee the relationship and governance arrangements between the 

Trust’s Charitable Funds and the Working Independently to Support Hull 
Hospitals (WISHH) Charity (registered charity no. 1162414 Hull and East 
Yorkshire Hospitals Health Charity). 

 
2.8 To oversee the Trust’s hospital arts strategy, specifically the use of 

charitable funds in the delivery of this strategy. 
 



2 
 

2.9 To oversee the Trust’s broader Corporate Social Responsibility role, in 
particular the Trust’s role to support the well-being of the local community, 
which may be supported through charitable funds. 

 
3. Membership of the Committee 

The committee shall comprise: 
Chairman (Non Executive Director) 
Non-Executive Director  
Chief Financial Officer 

 
In attendance: 

Deputy Director of Finance (Finance and Business Management) 
Project Director – Fundraising 
Head of Corporate Affairs 

   
It is expected that all members will attend three quarters of the meetings per 
financial year.  If Executive Directors are unable to attend a meeting they will send a 
deputy.  

 
An attendance record will be submitted to the Committee for information and action 
at each meeting. 
 
The Trust Board will ensure that the Committee members have appropriate skills, 
knowledge and training to undertake the duties. The Board will also ensure that 
undue reliance is not placed on particular individuals when undertaking the 
responsibilities of the committee. 
 

4. Chairman of the Committee   
The Chairman of the Committee shall be a Non-Executive Director. 

 
5. Quorum 

 The quorum shall be a minimum of 2 members, to include an Non-Executive 
Director and the Chief Financial Officer (or nominated deputy). 

 
6. Meetings 

The Committee shall meet a minimum of 3 times a year.  The Chairman may at any 
time convene additional meetings of the Committee to consider business that 
requires urgent attention. 

 
7. Attendance at meetings 

Other senior employees may be invited to attend by the Chairman, particularly when 
the Committee is discussing an issue that is the responsibility of that employee.   
  

8. Notice of meetings 
Meetings of the Committee shall be set at the start of the financial year by the 
Governance Team. Notice of each meeting, including an agenda and supporting 
papers, shall be forwarded to each member of the Committee not less than five 
working days before the date of the meeting. 
 

9. Agenda and action points 
The agenda and action points of all meetings of the Committee shall be produced in 
the standard agreed format of the Trust and kept by the Governance Team.   
 

10. Reporting arrangements 
The proceedings of each meeting of the Committee shall be reported to next 
meeting of the Board following production of the minutes. The Chair of the meeting 
shall draw the attention of the Board any issues that require disclosure or require 
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executive action. The Chair is required to inform the Board on any exceptions to the 
annual work plan or strategy.  
 

11. Duties and Responsibilities of the Committee 
The Committee is required to fulfil the following responsibilities:  
 
11.1 Produce an annual work plan.  
11.2 Provide an annual report and accounts to the Trust Board.  
11.3 Communicate and consult with the Health Groups and Directorates of the 

Trust in achieving the objectives of the annual work plan, policy or strategy.  
11.4 Monitor, review and recommend any changes to the Terms of Reference 

annually to the Trust Board. 
  

12.  Authority 
The Committee is authorised by the Board to investigate any activity within its 
Terms of Reference.  It is authorised to seek the information it requires from any 
employee, and all employees are directed to co-operate with any request made by 
the Committee.  

 The Committee is authorised by the Trust Board to obtain independent professional 
advice and to secure the attendance of people/organisations from outside the Trust. 
 

13. Relationships with other committees   
This Committee does not receive minutes of other committees. 
  

14. Administration 
 The Committee is supported administratively by the Deputy Director of Finance and 

the Corporate Affairs Team. The Corporate Affairs team will agree the agenda with 
the Chairman, collate all necessary papers, attend meetings to take minutes, keep a 
record of matters arising and issues to be carried forward and generally provide 
support to the Chairman and members of the committee. 
 
 
 
Date revised by Committee: 20 May 2021 
 
Date approved by the Trust Board:    13 July 2021 
 
Review date: May 2022   
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Hull University Teaching Hospitals NHS Trust 
 

Freedom to Speak Up Guardian report – July 2021 
 

1. Purpose of the paper   
 
To provide an overview of Q1 2021 - 2022 from the Freedom to Speak Up Guardian, an update 
on changes to the Guardian post and activities undertaken.  
 
To provide assurance to the Board of the focus on promoting a ‘speaking up’ culture at the 
Trust for staff and complying with Key Line of Enquiry 3 as part of the well-led domain of a 
CQC inspection.  
 
2. Introduction 
 
Following the Francis Review, all Trusts are required to have a Freedom to Speak Up 
Guardian (FTSUG) in place. This role acts impartially and provides staff with an option to raise 
concerns in a confidential manner.  
 
The National Guardian’s Office requires Freedom to Speak Up Guardians to be able to report 
directly to the Trust’s Board.  This report provides an update on concerns raised by staff 
through the Trust’s Freedom to Speak Up Guardian. 
 
There are a number of processes in place that allow staff to raise concerns. These include:  
• Formal Raising Concerns and Whistleblowing Policy  
• Staff Advice and Liaison Service (SALS) 
• Anti-fraud service 
• Through their line manager 
• Through the Bullying and Harassment Policy or through a formal grievance  
• Freedom to Speak Up Guardian 
 
In addition, professional organisations such as the Nursing and Midwifery Council and the 
General Medical Council (GMC) also issue guidance such as the GMC’s Raising and acting 
on concerns about Patient Safety (2012), which sets out the GMC’s expectations that all 
doctors will, whatever their role, take appropriate action to raise can act on concerns about 
patient care, dignity and safety.  
 
3. Change to the named Freedom to Speak Up Guardian 
 
In April 2021, Carla Ramsay, Operations Director handed over the Guardian role to Frances 
Moverley, Quality and Safety Manager, on an interim basis. From 1st June 2021 Frances was 
appointed to the newly created Head of Freedom to Speak Up and continues to transition into 
the role. Head of Freedom to Speak Up is a permanent position, and provides dedicated 
resource to the Guardian role, in addition to holding a governance and improvement portfolio.  
 
Thanks are given to Carla Ramsay for the positive work and progress previously made in the 
role since its inception.  
 
4. Freedom to Speak Up Guardian – Trust Contacts 
 
The Freedom to Speak Up Guardian reports on contacts received from members of staff to 
the Trust Board each quarter in the public board meeting. The data is also required to be 
reported to the National Guardian Office.    
 



The Trust’s figures are as follows: 
 
From 1st April 2021 – 1st July 2021 (Q1), the FTSUG has been contacted as follows (in 
comparison to 1st April 2020 – 6th July 2020 (Q1): 
 

 Number of contacts 
Route of contact 1st April 2021 – 

1st July 2021 
1st April 2020 – 
6th July 2020 

 
Contacted via anti-bullying Tsar 0 0 
Contacted directly by the member of staff 3 8 
Requesting advice for a colleague 0 0 
Contacted via SALS 0 0 
Signposted by manager 0 0 
Signposted by Occupational Health 0 0 
Signposted by a FTSUG in another Trust 0 0 
Signpost by Trust’s Guardian of Safe 
Working Hours 

0 1 

Signposted by Trade Union contact 2 0 
Total 
 

5* 9 

 
*3 cases remain ongoing.  
 
From 1st April 2021 – 1st July 2021 (Q1), the FTSUG has been contacted as follows (in 
comparison to 1st April 2020 – 6th July 2020 (Q1): 
 

 Number of contacts 
Type of concern 
 

1st April 2021 – 
1st July 2021 

1st April 2020 – 
6th July 2020 

 
Concerns about bullying behaviour 0 1 
Concerns about HR process involving the 
member of staff – concerns about fair 
treatment 

1 0 

Concern about patient safety 0 1 
Concerns about workload 0 0 
Concerns about inappropriate behaviour 1 0 
Concerned about role within the Trust 1 0 
Concerned about issues directly relating to 
Covid-19 

0 4 

Concerns about service delivery 0 0 
Concerned about poor working relationships 
within team 

1 3 

Unspecified – contacted for general support 1 0 
Total 5 9 

 
5. Activities during Q1 2021 - 2022 
 
The new FTSUG has undertaken the following: 
 
• Contact details refreshed on Pattie, including the new provision of a confidential mobile 

telephone to encourage staff to make contact.  
• Completed the formal training provided by the National Guardian Office. 



• Joined the Yorkshire and Humber Regional Network which consists of sharing best 
practice with other Guardians and participating in monthly regional meetings and peer 
support sessions. 

• Continued the ‘buddy’ partnership with the Guardian at Northern Lincolnshire and Goole 
NHS Foundation Trust, previously established by Carla Ramsay.  

• Attended the Enabled Staff Support Conference first conference, and subsequently met 
with Elaine Hillaby, Network Chair. The FTSUG has been invited to be an ally and member 
of the network.  

• Met with the Director of Workforce, Head of HR and Head of Organisational Development 
and Learning to begin partnership and joint working.   

• Linked in with the Staff Psychologist to promote mutual referrals.  
• Began planning the communications refresh and promotion of the role, including 

establishing a Twitter account and networking across the UK.  
 
6. Planned Activities for Q2 2021 – 2022 
 
• Attendance at the Junior Doctors forum. 
• Providing a presentation and awareness of the Guardian role and speaking up to the 

August intake of Junior Doctors.  
• Providing a presentation and awareness of the Guardian role and speaking up to the 

Enabled Staff Support Network meeting.  
• Increasing the content on Pattie including creation of a blog and Frequently Asked 

Questions page.  
• Proactively making further introductions to key individuals, including the Chairs of the 

BAME and LGBTQ+ Networks, the Chaplains and the Chairman.  
• Conducting a gap analysis and review of current speaking up processes and concluding 

recommendations. 
 
7. National Freedom to Speak Up Guardian – Index  
 
In May 2021, the National Guardian’s Office released a report providing a ‘Freedom to Speak 
Up’ index measurement for all NHS Trusts. This is calculated on scores from specific 
questions within the 2020 NHS Staff Survey questions, as follows: 
 
• % of staff responded "agreeing" or "strongly agreeing" that their organisation treats staff 

who are involved in an error, near miss or incident fairly (question 16a) 
• % of staff responded "agreeing" or "strongly agreeing" that their organisation encourages 

them to report errors, near misses or incidents (question 16b)  
• % of staff responded "agreeing" or "strongly agreeing" that if they were concerned about 

unsafe clinical practice, they would know how to report it (question 17a) 
• % of staff responded "agreeing" or "strongly agreeing" that they would feel secure raising 

concerns about unsafe clinical practice (question 17b) 
 
The report provides an index score for each organisation, as well as a national average for 
same kind of NHS Trust.  The national average has risen from 75% in 2015 to 79.2% in last 
year’s survey results. 
 
Hull University Teaching Hospitals NHS Trust’s Freedom to Speak Up index score is 79.1%, 
against a national average score for acute trusts of 82%. Therefore, the Trust is performing 
slightly below the national average against all and acute NHS Trusts.  
 
The highest score nationally is 87.6% (Cambridgeshire Community Services NHS Trust) and 
the lowest being 66.6% (East of England Ambulance Service NHS Trust).  
 



8. Conclusion  
 
The Trust encourages staff to speak up about concerns at work and has put in place a number 
of mechanisms to help staff to do so and recently refreshed the Raising Concerns (Whistle 
blowing) policy.  
 
The new Guardian has continued to receive concerns, demonstrating that staff are aware of 
the Guardian role. Comments have been received from staff that they are not fully aware of 
the Guardian role and would like to have more detail about the remit. Therefore, the new 
Guardian will concentrate on refreshing and increasing the information available to staff during 
Q2 and onwards.  
 
9. Recommendation 
 
The Trust Board is asked to receive and accept this report, and feedback any observations on 
how further to develop the Freedom to Speak Up Guardian role in the Trust. 
 
 
Frances Moverley 
Head of Freedom to Speak Up 
July 2021 
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Hull University Teaching Hospitals NHS Trust 
Trust Board 

Trade Union Facility Time Publication Requirements 
 
1 Purpose of this Report 

The purpose of this report is to explain the background to the Trust’s reporting 
requirements in relation to Trade Union Facility Time, provide an overview of the specific 
annual reporting requirements, together with Trust data for the 2020/21 reporting period. 

 
2 Background 

The Trade Union (Facility Time Publications Requirements) Regulations 2017, which came 
into force on 1st April 2017, implemented the requirement introduced by the Trade Union 
Act 2016 for specified public-sector employers, including NHS Trusts, to report annually a 
range of data in relation to their usage and spend on trade union facility time.  
 
The Facility Time Regulations are intended to ensure transparency of facility time and the 
associated costs to the taxpayer.  Organisations should ensure the costs to the taxpayer of 
facility time are proportionate to the benefits in the delivery of public services. 
 
The percentage of the Civil Service pay bill spent on facility time fell after the 
implementation of similar reforms, from 0.26% in 2012 to just 0.07% for the 1st quarter of 
2015.  
 
It is not however expected that it will result in a significant impact on trade union 
representatives carrying out their trade union duties for which there is a legal entitlement to 
reasonable paid time off work. 
 
The Government will assess the information published by public sector employers on 
facility time before deciding whether regulations to introduce limits on the level of facility 
time that public sector employers provide, in proportion to their total pay bill, are 
appropriate. 

 
3 Annual Reporting Requirements 

The fourth report (covering the period 1 April 2020 to 31 March 2021) must be published by 
31 July 2021 on the Trust’s website and referenced in the Trust Annual Report. The 
information must also be reported via the government portal to the same timescales so that 
it can be placed on the Gov.UK website.  
 
The reporting requirement applies only where an employer has at least one trade union 
representative and 50 or more employees for seven months during the reporting period, 
which is the period of 12 months beginning 1 April each year.  As such the Regulations 
apply to the Trust. 

 
The duty to report covers specific information (set out in detail in Schedule 2 of the 
Regulations) relating to time off taken for trade union duties, for example negotiations with 
employers, representing members in the workplace, or the duties of a learning 
representative and activities, or to carry out duties and receive training under the relevant 
safety legislation. The Trust’s proposed report also contains brief narrative to contextualise 
the required data (Appendix 1). 

 
Trade union representatives can get paid time off to carry out ‘duties’ which is set out in 
legislation. Employers may also grant paid time off for trade union activities for which there 
is no statutory right to paid time off.  
 

4 Trust Data 2020 – 2021 
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The Trust’s mandatory data for the reporting period 1 April 2020 to 31 March 2021 (detailed 
in Appendix 2) highlights that the Trust percentage of the total pay bill spent on facility time 
is 0.01%.  
 
The figures have been calculated using the standard methodologies used in the Trade 
Union (Facility Time Publication Requirements) Regulations 2017, utilising data submitted 
from staff side representatives (taken from national NHS Electronic Staff Record, 
HealthRoster, ABIS, Job Planning systems or paper returns). 

 
Whether in providing support to individual staff members at a departmental level, or by 
playing a valuable role in contributing to Trust-wide agendas (e.g. Job Evaluation Panels, 
Joint Negotiating and Consultative Committee (JNCC), Local Negotiating Committee (LNC), 
Collective Agreements, Policy Sub Group, Junior Doctor’s Forum, Health and Safety and 
Staff Surveys) the Trust recognises that the participation of trade union representatives 
supports the partnership process and contributes to delivering improved services to 
patients and users. 
 
Whilst not included in the return, as they are not Trust employees, the Trust also benefits 
from the helpful input of fulltime trade union officers, as appropriate, and also in the case of 
Unison caseworkers for occasions no local staff side representative is available.  As the 
RCN currently has no local staff side representatives full time officers are bridging the gap, 
helping ensure not only continued support to their members, but also to Trust employee 
relations casework etc. 
 
Many of the Trust’s local staff side representatives occupy clinical roles. For obvious 
reasons their clinical work has been their focus during the Trust’s response to the COVID-
19 pandemic. In addition, aspects of the Trust-wide agendas were paused during the 
pandemic (although key elements of partnership working continued e.g. JNCC/LNC and 
progression of serious employee relations cases) e.g. Job Evaluation Panels, Policy Sub 
Group. It is therefore not surprising that the Trust’s percentage of pay bill spend on facility 
time at 0.01% for this reporting period is lower than the three previous reporting periods, 
2017/18, 2018/19 and 2019/20, when it was 0.02%.  

 
5 Comparative Data – Using Data from Previous Reporting Period 

The reforms encourage public sector employers, including the Trust, to monitor and, where 
appropriate, evaluate the amount of money spent on facility time, in the interests of 
transparency and accountability.  
 
As part of this assessment the Trust has used the 2019 – 2020 data published on the 
Cabinet Office website to compare the percentage of the pay bill it spent on facility time in 
2019 – 2020 (0.02%) with comparable NHS organisations both nationally and more 
geographically based (i.e. with a headcount of 5001 to 9999), as well as with local (non-
comparable sized) Trusts. 
 
Analysis of the data of the 52 Trusts nationally who formally reported via the national 
reporting tool by the July 2020 deadline shows: 
• the percentage of the pay bill spent on facility time ranged from 0 to 0.19, 
• the mode was 0.01% (the percentage value that appears most often),  
• the medium was 0.02% (the middle value in the list of numbers), 
• data for Trusts more geographically based are shown in Table 1 below.  
 
Table 1: Comparable Sized NHS Trusts (headcount 5001 to 9999) Data 2019 – 2020   
 

Trust Name 
% of Pay Bill 
Spent on 
Facility Time 

Higher/Lower 
% than the 
Trust (0.02%) 

Bradford Teaching Hospitals NHS Foundation Trust 0.00 ↓ 
Calderdale and Huddersfield NHS Foundation Trust 0.02 Same 



3 

County Durham and Darlington NHS Foundation Trust 0.02 Same 
Doncaster and Bassetlaw Teaching Hospitals NHS 
Foundation Trust 0.01 ↓ 

Nottinghamshire Healthcare NHS Foundation Trust 0.03 ↑ 
South Tees Hospitals NHS Foundation Trust 0.02 Same 
York  Teaching  Hospital NHS Foundation Trust 0.01 ↓ 
United Lincolnshire Hospitals NHS Trust* 0.04* ↑ 

*no record of formally reporting, details taken from Trust Board report 
 

A further comparison was also undertaken against other (non-comparable sized) local 
Trusts.  

 
Table 2: Non-Comparable Local NHS Trusts Data 2019 – 2020 
 

Trust Name 
% of Pay Bill 
Spent on 
Facility Time 

Higher/Lower 
% than the 
Trust (0.02%) 

Humber Teaching NHS Foundation Trust  0.01% ↓ 
Northern Lincolnshire and Goole NHS Foundation 
Trust* 0.02%* Same 

Leeds Teaching Hospitals NHS Trust 0.02% Same 
*no record of formally reporting, details taken from Trust Board report 

 
The analysis provides assurance that, based on the figures for the last reporting year (2019 
– 2020), the data for the Hull University Teaching Hospitals NHS Trust was within 
reasonable limits. 
 
The Trust will again compare the percentage of pay it has spent on facility time for 2020 – 
2021 with other similar sized and local NHS Trusts, once they have submitted their data for 
this reporting period deadline. 

 
6 The Proposed Report for 2020 – 2021 

Attached for the Board’s approval (as Appendix 1 and 2), is the proposed report to meet the 
Trade Union Facility Time Publication Requirements for the fourth reporting period 1 April 
2020 to 31 March 2021. 

 
7 Recommendation.  

The Trust Board is asked to note the content of this report. 
 
Finally, the Board is asked to approve the report. Once approved by the Board, the report 
will be published on the Trust website, prior to the 31 July 2021. It will also be placed on the 
Government portal. 
 
 
 
 
 

Simon Nearney 
Director of Workforce  
June 2021 
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Appendix 1  
 

Hull University Teaching Hospitals NHS Trust 
 

Trade Union Facility Time Publication Requirements 
Reporting Period; 1 April 2020 to 31 March 2021 Inclusive 

 
1 Introduction 
The Trade Union (Facility Time Publications Requirements) Regulations 2017, which came into 
force on 1st April 2017, implemented the requirement introduced by the Trade Union Act 2016 for 
specified public sector employers, including NHS Trusts, to report annually a range of data in 
relation to their usage and spend on trade union facility time.  

 
2 Background to the New Reporting Requirements 
The Facility Time Regulations are intended to ensure transparency of facility time and the 
associated costs to the taxpayer.  Organisations should ensure the costs to the taxpayer of facility 
time are proportionate to the benefits in the delivery of public services. 
 
3 Annual Reporting Requirements 
The duty to report covers specific information (set out in detail in Schedule 2 of the regulations) 
relating to time off taken for trade union duties, for example negotiations with employers, 
representing members in the workplace, or the duties of a learning representative and activities, or 
to carry out duties and receive training under the relevant safety legislation.  
 
Trade union representatives can get paid time off to carry out ‘duties’ which is set out in legislation. 
Employers may also grant paid time off for trade union activities for which there is no statutory right 
to paid time off.  
 
4 Trust Data 2020 – 2021 
The Trust’s data for the reporting period 1 April 2020 to 31 March 2021 is attached as Appendix 2.  

 
Whether in providing support to individual members of Trust staff at a departmental level, or by 
playing a valuable role in contributing to Trust-wide agendas (for example: Joint Negotiating and 
Consultative Committees, Job Evaluation Panels, Collective Agreements, Policy Sub-Group, Junior 
Doctor’s Forum, Health and Safety and Staff Surveys) the Trust recognises that the participation of 
trade union representatives supports the partnership process and contributes to delivering 
improved services to patients and users. 
 
Whilst not included in the return, as they are not Trust employees, the Trust also benefits from the 
helpful input of fulltime trade union officers, as appropriate, and also for one union, caseworkers for 
occasions where no local staff side representative is available.   
 
The Trust will continue to monitor and evaluate the amount of money spent on facility time, in the 
interests of transparency and accountability. 
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Appendix 2 
 

Hull University Teaching Hospitals NHS Trust 
 

The Trade Union (Facility Time Publication Requirements) Regulations 2017 
Reporting Period; 1 April 2020 to 31 March 2021 Inclusive 

 
Table 1: Relevant union officials 
Total number of Trust employees who were relevant union officials during the relevant period, 1 
April 2020 to 31 March 2021: 
 
Number of employees who were relevant 
union officials during the relevant period 

Full-time equivalent employee number (of 
trade union representatives) 

59  51.88   
 
Table 2: Percentage of time spent on facility time 
Hull University Teaching Hospitals NHS Trust’s employees, who were relevant union officials 
employed during the relevant period spent a) 0%, b) 1%-50%, c) 51%-99% or d) 100% of their 
working hours on facility time: 
 
Percentage of time Number of employees 
0% 39  
1%-50% 20  
 51%-99%  0 
100% 0 
 
Table 3: Percentage of pay bill spent on facility time 
The percentage of the Trust’s total pay bill spent on paying employees who were relevant union 
officials for facility time during the relevant period: 
 
 Figures 
Total cost of facility time £53,276  
Total pay bill £429,928,000    
Percentage of the total pay bill spent on 
facility time, calculated as: 
(total cost of facility time ÷ total pay bill) x 
100  

0.01%  

 
Table 4: Paid trade union activities 
As a percentage of total paid facility time hours, the number of staff hours spent by employees who 
were relevant union officials during the relevant period on paid trade union activities: 
 
Time spent on paid trade union activities as 
a percentage of total paid facility time hours 
calculated as: 
 
(total hours spent on paid trade union 
activities by relevant union officials during 
the relevant period ÷ total paid facility time 
hours) x 100 

0.09%  
 

 

 
The figures have been calculated using the standard methodologies used in the Trade Union 
(Facility Time Publication Requirements) Regulations 2017. 
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 
 

TRUST BOARD COMMITTEE 
 

PREMISES ASSURANCE MODEL (PAM) REPORT 
 

1. PURPOSE OF THE PAPER 
The purpose of the paper is to inform the Trust Board of the outcome of the self-
assessments allied to the Premises Assurance Model (PAM) annual assessment and the 
outcome ratings for each self-assessment question (SAQ). 
 

2. BACKGROUND 
The PAM provides a nationally consistent basis for assurance for Trust Boards, on 
regulatory and statutory requirements relating to their estate and related services and the 
NHS constitution right “To be cared for in a clean, safe, secure and suitable 
environment”. The model can also be used to stimulate better-informed dialogue as to 
how the premises can be more efficiently used, more effectively managed, and contribute 
to the overall strategic objectives of the organisation. In some cases, the CQC has asked 
for a copy of the PAM as part of the pre-visit information requests. 
 
In addition to supporting the NHS constitution right, the main benefits of the NHS PAM 
are to: 

• Allow NHS funded providers of healthcare (NHS providers) to demonstrate to their 
patients, commissioners and regulators that robust systems are in place to assure 
that their premises and associated services are safe. 

• Provide a consistent basis to measure compliance against legislation and 
guidance, across the NHS. 

• Prioritise investment decisions to raise standards in the most advantageous way. 
 
The PAM is now a mandatory annual return for all Trusts and is now embedded in the 
NHS Standard Contract. Previously PAM has been a voluntary assessment since 2014. 
The SAQ’s for Safety Hard, Safety Soft and Patient Experience are the mandatory 
component that all Trusts are required to complete and submit as part of their annual 
PAM assessment.  
 
The PAM has 47 Self-Assessment Questions (SAQ’s) with a range of sub questions for 
each SAQ. The SAQ’s are listed in Appendix 1. The Trust reviews each sub question and 
based on evidence rates its performance/compliance against 6 level of achievement: 

• Blue – Outstanding  
• Green - Good 
• Yellow – Minor Improvement Required 
• Amber – Moderate Improvement Required 
• Red – Inadequate 

 
The process allows the identification of financial investment, capital or revenue, required 
where appropriate to strengthen compliance and improve the self-assessment rating. 
However, it should be noted that not all actions require additional financial investment, as 
the strengthening required is a fundamental job responsibility issues, e.g. develop and 
implement a policy.  
 



3. CURRENT POSITION 
3.1 PROCESS  

In April 2021the EFM professional body of NHSE/I confirmed that all Trusts are 
required to submit their, now mandatory, PAM returns by 23rd July 2021. The Estates, 
Facilities & Development (EF&D) directorate, has been undertaking the PAM on a 
voluntary basis since 2018, for internal assurance purposes.  
 
The most recently issued PAM self-assessment guidance contains more 
comprehensive information and guidance as to what evidence might be required for 
each sub-question for the SAQ’s. This has resulted in some of the rating decreasing 
and actions to strengthen compliance have been identified. One of the pre-requisites 
of the PAM is that in order to be rated ‘Good or Outstanding’ there should be no 
actions identified for improvement. 
 
Each SAQ has an assigned a lead who is responsible for undertaking a self-
assessment with expert advisors contributing to the debate and the rating of the level 
of assurance. The SAQ lead then reviews this with the internal PAM coordinators. 
Actions are developed when the ratings are below ‘Good’ and these actions are 
followed up quarterly with the SAQ lead who is responsible for their timely 
completion. The action plan progress will be monitored quarterly at the Non-Clinical 
Quality Committee. 

 
3.2 KEY ISSUES IDENTIFIED 

The most recently issued PAM self-assessment guidance contains more 
comprehensive information and guidance as to what evidence might be required for 
each sub-question for the SAQ’s. This has resulted in some of the rating decreasing 
as actions to strengthen compliance have been identified. One of the pre-requisites 
of the PAM is that in order to be rated ‘Good or Outstanding’ there should be no 
actions identified for improvement. 
  
There are 5 areas that impact on 3 SAQ prompts being rated as ‘inadequate’ and 
these are due to lack of key policies, strategies and audit:  
 

• No car parking policy. 
• Work has commenced on the development of a Car Parking Policy which 

will include the revised car parking permit criteria for staff, guidance from 
the DH&SC associated with the 4 key categories of staff and patients that 
are excempt from hospital car parking charges. 

• The policy management wil be further strengthened with the installation of 
the Automatic Number Plate Recognistion (ANPR) syste is installed in the 
near future. 

 
• No transport policy. 

• Work is being undertaken to develop a transport (EF&D fleet) policy 
incorporating the requirements and good practice of the sustainabilty 
agenda. 

 
• No transport and access strategy. 

• As part of the Trusts sustainability agenda (branded Net Zero) this will 
inform both transport transport and access future strategy. This will 
include not only NHS fleet transoport but also how staff commute to and 
from work and how patients and visitors travell to the hospitals. 



• No patient food and drink strategy. 
• There are a series of recommendations in the recently published report of 

the Independent Review of NHS Hospital Food (2020), which the Trust is 
working towards: 
• Establish a food and drink steering group a.  
• Ensure there is a named food service dietitian in every trust 

responsible for overseeing patient, staff and visitor catering, with 
appropriate funding to support this role outside of clinical 
responsibilities.  

• Dietetics and catering to work together towards healthier food for staff, 
in line with the Government Buying Standards and government dietary 
advice   

• Make nutrition and hydration a mandatory part of health and care 
professionals’ training.  

• Ensure food service is a mandatory part of the syllabus for dietitians. 
• Develop an appropriate data-collection method on nutrition and 

hydration in all hospital settings, to ensure accurate monitoring and 
comparability.  

 
• Development and implementation of an internal audit programme 

• Most of the technical services are audited by externally commissioned 
‘Authourised Engineers’ who provide annual reports identifying good 
practice and where service delivery needs to be strengthened. 

• For the areas not exposed to such auditing and monitoring, the 
directorate is developing and ‘oversight and scrutiny’ model, whereby 
semi-independent audits will be undertaken on EF&D services. 
 

There are other improvements that if completed will strengthen the ratings in year, 
they are: 

• Development and implementation of local policies and procedures. 
• Appointing key personnel in writing. 
• Strengthening the monitoring and auditing of service provision. 
• Improving and encouraging feedback on services from staff and service 

users. 
 

3.3 CURRENT OVERALL RATING 
This will be the third time that the PAM assessment has been undertaken by the 
EF&D directorate and the individual SAQ prompt question self-assessment ratings for 
2020 are illustrated in Appendix 2  
 

4. RECOMMENDATIONS  
The Trust Board is asked to approve the submission of these rating to NHS E/I. The 
committee is also asked to consider if it requires any additional information. 
 
Duncan Taylor  
Director of Estates, Facilities & Development  
 
July 2021 

 
 
 



Appendix 1 
Self-Assessment Questions  

Safety Hard: (Reportable) 
SH1 – Estates and Facilities Operational Management  
SH2 – Design, Layout & Use of Premises 
SH3 – Document Management 
SH4 -  Health & Safety at Work 
SH5 – Asbestos Management 
SH6 – Medical Gas Systems 
SH7 – Natural Gas & Specialist Piped Systems 
SH8 – Water Safety Systems 
SH9 – Electrical Systems 
SH10 – Mechanical Systems & Equipment 
SH11 – Ventilation, Air Conditioning and Refrigeration Systems 
SH12 – Lifts, Hoists & Conveyancing Systems 
SH13 – Pressure Systems 
SH14 – Fire Safety  
SH15 – Medical Devices and Equipment 
SH16 – Resilience, Emergency and Business Continuity Planning 
SH17 – Safety Related Systems 
SH18 – Safety in Non-Trust Premises 
SH19 – Contractor Management 
 

Safety Soft: (Reportable) 
SS1 – Catering Services 
SS2 – Decontamination Services 
SS3 – Waste Management 
SS4 – Cleaning & Infection Control 
SS5 – Laundry & Linen Services 
SS6 – Security Management 
SS7 – Transport Services 
SS8 – Pest Control  
SS9 – Portering Services 
SS10 – Telephony & Switchboard 
 

Patient Experience: (Reportable) 
P1 – Service User Involvement 
P2 – Condition, Appearance & Maintenance 
P3 – Cleanliness 
P4 – Access & Car Parking  
P5 – Grounds & Gardens 
P6 – Catering Services 
 

Effectiveness: 
E1 – Clear, Vision & Strategy 
E2 – Town Planning 
E3 – Management of Land and Property 
E4 – Suitable Sustainable Approach 
 

Efficiency:  
F1 – Performance Management 



F2 – Improved Efficiency in Operational Services 
F3 – Improved Efficiencies in Capital; Procurement 
F4 – Robust Financial Management 
F5 – Continuous Improvement & Sustainability Ensured 
 

Governance: 
G1 – Governance Framework 
G2 – Leadership, Culture & Vision 
G3 – Professional Advice 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix 2 
Below are the individual SAQ ratings following self-assessment in the format that is reportable to NHS E/I as part of the NHS Standard Contract 

2020/21 

 

5
4
3
2
1

Policy & 
Procedures

Roles & 
Responsibilities

Risk 
Assessments

Maintenance Training Resilience
Review 
Process

2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 Capital Revenue

SH1 3 3 4 3 4 3 4 £0 £0

SH2 2 4 4 4 4 4 4 £0 £0

SH4 3 3 2 4 2 4 4 £0 £0

SH5 2 2 2 n/a 4 4 2 £0 £0

SH6 2 3 4 3 4 2 4 £0 £0

SH7 3 4 3 4 4 4 4 £0 £23,000

SH8 4 3 4 3 4 4 4 £0 £0

SH9 2 4 4 4 4 3 4 £0 £0

SH10 3 4 4 4 4 4 4 £0 £0

SH11 2 2 4 4 4 4 4 £0 £0

SH12 2 3 3 4 3 4 4 £0 £0

SH13 4 3 4 4 3 4 4 £0 £0

SH14 3 3 3 3 4 3 3 £0 £63,000

SH15 4 3 3 4 4 4 4 £0 £0

SH16 3 3 4 3 3 3 3 £0 £0

SH17 3 4 3 4 4 3 2 £0 £0

SH18 2 3 2 2 4 n/a 3 £0 £0

Ref Policy & 
Procedures

Roles & 
Responsibilities

Risk 
Assessments

Maintenance 
Contractor 

Compliance
Resilience

Review 
Process

2020 2020 2020 2020 2020 2020 2020 Capital Revenue

SH19 2 3 2 2 4 n/a 3 £0 £0

Ref System in 
place

Aproval of 
Documents 

Review of 
Documents

Availability of 
Documents 

Legibility of 
Documents

Document 
Control

Obsolecence

2020 2020 2020 2020 2020 2020 2020 Capital Revenue

SH3 2 3 2 3 n/a 3 2 £0 £0

£0 £86,000

Inadeqaute

Ref
NHS Premises Assurance Model: Safety 
Domain (Hard FM)

Outstanding
Good

Design, Layout and Use of Premises
Health & Safety at Work
Asbestos
Medical Gas Systems
Natural Gas and specialist piped systems
Water Systems

Costs to achieve 
compliance 2020

Estates and Facilities Operational 

Medical Devices and Equipment
Resilience, Emergency and Business 

 Reporting and implementing Premises and 
 Safety and Suitability of Premises and 

NHS Premises Assurance Model: Safety 
Domain (Hard FM)

Electrical Systems
Mechanical Systems e.g. Lifting 
Ventilation, Air Conditioning and 

 Lifts, Hoists and Conveyance Systems
Pressure Systems
Fire Safety

Costs to achieve 
compliance 2020

Estates and Facilities Document 
Management

Total cost required to strengthen compliance 

Costs to achieve 
compliance 2020

Contractor Management
NHS Premises Assurance Model: Safety 
Domain (Hard FM)

Minor Improvement Required
Moderate Improvement Required



 

 
 
 
 
 
 

Policy & 
Procedures

Roles & 
Responsibilities

Risk 
Assessments

Maintenance Training Resilience
Review 
Process

2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 Capital Revenue

SS1 2 3 4 3 3 4 4 £0 £4,000

SS2 4 3 4 4 4 3 4 £0 £0

SS3 2 4 4 4 4 4 4 £0 £0

SS4 3 4 4 4 4 4 4 £0 £0

SS5 2 4 3 4 4 4 4 £0 £0

SS6 3 4 3 3 3 4 4 £0 £0

SS7 1 4 3 4 4 4 2 £0 £0

SS8 2 4 4 3 3 3 3 £0 £3,000

SS9 4 3 4 4 4 3 4 £0 £0

SS10 2 2 4 4 4 3 4 £0 £0

£0 £7,000

Ref 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020
Views & 

Experiences
Engagement

Staff 
Engagement

Prioritisation Value Capital Revenue

3 3 2 3 2 £0 £0
PLACE 

Assessments
Other 

Assessments
Capital Revenue

3 3 £0 £0
PLACE 

Assessments
Other 

Assessments
Cleaning 

Schedules
Capital Revenue

4 4 3 £0 £0
PLACE 

Assessments
Other 

Assessments
Capital Revenue

3 2 £0 £0
PLACE 

Assessments
Other 

Assessments
Capital Revenue

4 4 £0 £0
Policy & 

Procedures
Regulation Choice Equality Issues Information PLACE 

Assessments
Other 

Assessments
Legal 

Standards 
Capital Revenue

2 1 4 4 4 4 4 3 £0 £0

£0 £0Total cost required to strengthen compliance 

P5
Grounds and gardens

P6
Catering services

P4
Access and car parking

P2
Condition, appearance, maintenance and 
privacy and dignity perception

P3
Cleanliness

NHS Premises Assurance Model: 
Patient Experience Domain

Costs to achieve 
compliance 2020

P1
Engagement and involvement

Transport Services and access 
Pest Control
Portering Services
Telephony and Switchboard

Total cost required to strengthen compliance 

Catering Services
Decontamination Processes
Waste and Recycling Management
Cleanliness and Infection Control
Laundry Services and Linen
Security Management

Costs to achieve 
compliance 2020Ref

NHS Premises Assurance Model: Safety 
Domain (Soft FM)



 
Below are the individual SAQ ratings following self-assessment that are part of the PAM but not reportable to NHS E/I 
 

 
 
 

Ref
2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020

Analysing 
Performance

Benchmarking Capital Revenue

3 3 £0 £0
Business 
Planning

Estate 
Optimisation

Commercial 
Opportunities

Partenership 
Working

New Technology
PFI & LIFT 
Contracts

Capital Revenue

3 3 4 4 4 4 £0 £0

Capital 
Procurement

Capital 
Procurement 

Efficiencies
Flexibility

Identification 
and disposal of 

surplus land
Capital Revenue

4 3 4 4 £0 £0
Policy & 

Procedure 
Review Process Capital Revenue

3 4 £0 £0
Quality & 

Sustainability
Financial 
Pressure

Continuous 
Improvement

Quality 
Improvement

Recognition
Use of 

Information
Capital Revenue

2 3 3 3 4 3 £0 £0

£0 £0

Ref 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020
Vision & 
Values 

Strategy Development 
Vision & 
Values 

Understood

Strategy 
Understood

Progress Capital Revenue

4 3 4 3 3 3 £0 £0
Local 

Planning
Neighbourhood 

Planning
Planning 
Control 

Special 
Interest

Enforcement Capital Revenue

4 4 3 3 4 £0 £0

Disposal of 
Freehold & 

Property

Disposal of 
Leasehold land 

& Property

Granting 
Leases

Acquisition of 
Freehold land 

& Property

Acquisition of 
Leasehold land 

& Property
Capital Revenue

4 n/a 4 4 n/a £0 £0

SDMP Energy Waste Air Pollution Water 
Climate 
Change 

Adaption
Procurement Capital Revenue

2 2 2 2 3 2 3 £0 £5,000

£0 £5,000Total cost required to strengthen compliance 

E4
new

Sustainability

E3

Land and property management

E2
Town planning

NHS Premises Assurance Model: 
Effectiveness Domain

Costs to achieve 
compliance 2020

E1
Vision and strategy

Total cost required to strengthen compliance 

F4
Financial controls

F5
Continuous improvement

F3

Improving efficiency - capital

F2
Improving efficiency - running

NHS Premises Assurance Model: 
Efficiency Domain

Costs to achieve 
compliance 2020

F1
Performance management



 
 
 

 
 
 
 
 
 
 

Ref 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020 2020

Framework Roles Parteners Review Understanding 
Performance & 

Safety

Assurance Monitoring Audit Mitigation Alignment
Capital Revenue

2 3 4 3 2 3 2 1 4 3 £0 £0
Effectiveness Challenges Visibility Relationships Respect Behaviours Culture Honesty Safety & 

Wellbeing
Healthier 

Workplace 
Collaboration

Capital Revenue

3 4 3 4 4 3 3 4 4 4 3 £0 £0
Professional 

Advice 
In-house 
Advisors

External 
Advisors

Capital Revenue

4 4 3 £0 £0

£0 £0

G3
Professional advice

G2
Leadership and culture

NHS Premises Assurance Model: 
Governance Domain

Costs to achieve 
compliance 2020

G1

Governance process

Total cost required to strengthen compliance 
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	Slips
	Female staff member slipped on water which had leaked from a floor cleaning machine, this resulted in swelling and bruising of the right shoulder leading to time off work.
	1
	OCS’s cleaning practices have since been revised and the machine inspected.
	Female staff member was replenishing stock in a store room and slipped on cardboard she had put on the floor. This resulted in a fall to the floor and incurring a graze, swelling and pain to the lower arm and time off from work.
	2
	Staff member reminded to be aware of own work environment.
	Female staff member was walking to her car in the carpark and slipped on ice falling to the floor and fracturing her lower limb.
	This incident was escalated to the estates department for further investigation in to their gritting procedures and the external gritting company was contacted. 
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	Table 8: Overview of reportable trips for 2020 – 2021
	Trips
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	Bin removed and fault on door reported to the Estates department for repair staff reminded not to prop open doors.
	1
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	The loose cables were later reported to the Estates department, and cables removed from the ‘danger zone’.
	The drawer was later inspected and no fault with the working of the drawer could be found.
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	Table 11: Type by quarter:
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