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TRUST BOARD MEETING IN PUBLIC

Thursday 09 January 2025, 10:00 -12:30 hours
Conference Room at the Academic Centre 

 
  AGENDA

Item 
No.

Timing Title Purpose Lead Paper

Introduction and Administration
1 Apologies Note Chair Verbal

2 Declarations of Interest
• Any new interests to 

declare
• Any interests to 

declare in relation to 
open items on the 
agenda

• 2024/25 Register of 
Interests – Board of 
Directors -  Register 
of Interests - Milton 
Keynes University 
Hospital 
(mkuh.nhs.uk)

Note Chair Verbal

3 Patient Story Discuss Chief Nursing 
Officer

Presentation 

4 Minutes of the Trust 
Board meeting held in 
public on 14 November 
2024

Approve Chair Attached

5

10:00

Matters Arising and 
Action Log 

Note Chair Attached 

Chair and Chief Executive Updates
6 10:20 Chair’s Report Note Chair Attached  

7 10:25 Chief Executive’s Report

• BLMK ICB Update 
December 2024

Discuss

Note

Chief Executive Attached 

Attached 

Patient Safety
8 10:30 Patient Safety Update Discuss Chief Medical 

Officer/Chief 
Corporate 
Services Officer

Attached 

9 10:35 CNST Maternity 
Incentive Scheme and 
Board Assurance 
Framework Sign Off

Discuss Chief Nursing 
Officer

Attached 

https://www.mkuh.nhs.uk/about-us/public-documents/register-of-interest
https://www.mkuh.nhs.uk/about-us/public-documents/register-of-interest
https://www.mkuh.nhs.uk/about-us/public-documents/register-of-interest
https://www.mkuh.nhs.uk/about-us/public-documents/register-of-interest
https://www.mkuh.nhs.uk/about-us/public-documents/register-of-interest
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Item 
No.

Timing Title Purpose Lead Paper

10 10:40 Integrated Quality 
Governance Report

Discuss Chief Corporate 
Services Officer

Attached 

Break (10 mins) 
Patient Experience

11 11:00 Maternity Assurance 
Group Update

Discuss Chief Nursing 
Officer

Attached 

12 11:05 Progress Update – 
2024/25 Quality 
Priorities

Discuss Chief Corporate 
Services Officer

Verbal

Performance
13 11:10 Performance Report Discuss Chief Operating 

Officer – Planned 
Care

Attached

Finance
14 11:20 Finance Report Discuss Chief Finance 

Officer 
Attached 

Workforce
15 11:30 Workforce Report Discuss Chief People 

Officer
Attached 

16 11:35 Freedom to Speak Up 
Guardian Report

Discuss Chief People 
Officer

Attached

Assurance and Statutory Items
17 11:40 Safeguarding Annual 

Report
Note Chief Nursing 

Officer
Attached 

18 11:45 Emergency 
Preparedness Resilience 
and Response 
(EPRR) 
Annual Assurance 
Review 2024

Note Chief Operating 
Officer - 
Unplanned Care 

Attached 

19 11:55 MKUH Objectives 
update 

Discuss Chief Executive/ 
Chief Corporate 
Services Officer

Verbal 

20 12:00 Risk Register Report Discuss Chief Corporate 
Services Officer

Attached 

21 12:05 Board Assurance 
Framework

Discuss Chief Corporate 
Services Officer

Attached 

22 12:10 Board Committees 
Assurance Reports
• Audit & Risk 

Committee 
• Charitable Funds 

Committee 
• Finance & Investment 

Committee 

Note Chairs of Board 
Committees

Attached 
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Item 
No.

Timing Title Purpose Lead Paper

• Workforce & 
Development 
Assurance 
Committee

23 12:15 Use of Corporate Seal Note Chief Corporate 
Services Officer

Attached 

Administration and Closing
24 Forward Agenda Planner Note Chair Attached 

25 Questions from 
Members of the Public

Discuss Chair Verbal

26 Motion to Close the 
Meeting

Approve Chair Verbal

27
12:20

Resolution to Exclude 
the Press and Public
 
The Chair to request the 
Board pass the following 
resolution to exclude the 
press and public and 
/move into private 
session to consider 
private business: “That 
representatives of the 
press and members of 
the public be excluded 
from the remainder of 
this meeting having 
regard to the confidential 
nature of the business to 
be transacted.”

Approve Chair

12:30 Close

Next Meeting in Public: Thursday, 06 March 2025

Quoracy: This meeting shall be deemed quorate with not less than 3 voting Executive Directors (one of whom must be the 
Chief Executive or acting Chief Executive) and 3 voting Non-Executive Directors (one of whom must be the Chair or Deputy 
Chair).

Members
1 Heidi Travis Non-Executive Director - Acting Chair
2 Joe Harrison Executive Director- Chief Executive Officer
3 Gary Marven Non-Executive Director
4 Haider Husain Non-Executive Director
5 Mark Versallion Non-Executive Director
6 Sarah Whiteman Non-Executive Director
7 Precious Zumbika Non-Executive Director
8 Ganesh Baliah Non-Executive Director
9 Piers Ricketts Non-Executive Director
10 John Blakesley Executive Director - Deputy Chief Executive Officer
11 Ian Reckless Executive Director - Deputy Chief Executive Officer
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12 Fay Gordon Executive Director
13 Catherine Wills Executive Director
14 Kate Jarman Executive Director 
15 Helen Beck Executive Director 
16 Jonathan Dunk Executive Director
17 Fiona Hoskins Executive Director



TRUST BOARD IN PUBLIC 
Academic Centre/Teams

Thursday, 9 January 2025

Apologies 

Heidi Travis 
Chair

Verbal/ Note



TRUST BOARD IN PUBLIC
Academic Centre/Teams

Thursday, 9 January 2025

Declarations of Interest
• Any new interests to declare.

• Any interests to declare in relation to open items on the agenda.

Heidi Travis 
Chair

Verbal/Note 



TRUST BOARD IN PUBLIC
Academic Centre/Teams

Thursday, 9 January 2025

Patient Story 

Fiona Hoskins
Chief Nursing Officer

Presentation/Discuss



BOARD OF DIRECTORS MEETING

Minutes of the Trust Board of Directors Meeting in Public 
held on Thursday, 14 November 2024 at 10.00 hours in the Academic Centre, Milton Keynes 

University Hospital Campus and via Teams

Present:
Heidi Travis (Chair) Acting Trust Chair (HT)
Joe Harrison Chief Executive Officer (JH)
Dr Dev Ahuja Non-Executive Director (DA)
Cllr Mark Versallion Non-Executive Director (MV)
Haider Husain Non-Executive Director (HH)
Gary Marven Non-Executive Director (GM)
Catherine Wills Chief People Officer (CW)
Fay Gordon Chief Operating Officer – Unplanned Care (FG)
John Blakesley Deputy Chief Executive (JB)
Fiona Hoskins Chief Nursing Officer (FH)
Helen Beck Chief Operating Officer – Planned Care (HB)
Jonathan Dunk Chief Finance Officer (JD)

In Attendance:
Hamid Manji (For Ian Reckless) Medical Director - Planned Care (HM)
Tom Daffurn Public Governor (TD)
David Cattigan Staff Governor (DC)
Kate Jarman Chief Corporate Services Officer (KJ)
Brayden Williams Operational Manager (BW)
Alexandra Stock (Item 3) Matron, Surgery (AS)
Camron Dodson (Item 3) Healthcare Support Worker, Ward 22 (CD)
Makaya Kiazandu (Item 3) Healthcare Support Worker, Ward 23 (MK)
Sarah Howe (Item 3) Healthcare Support Worker, Ward 23 (SH)
Winnie Wan Ni Wu (Item 3) Healthcare Support Worker, Ward 17 (WW)
Virgina Bell (until 11:45) Member of the Public (VB)
Oluwakemi Olayiwola Trust Secretary (OO)
Timi Achom Assistant Trust Secretary (TA)

1 Welcome and Apologies 

1.1 The Chair welcomed all Board members in attendance and recognised those attending virtually. The 
Chair also recognised the Governors who were in attendance over Teams.

1.2 There were apologies from Dr Ian Reckless,Chief Medical Officer; Sarah Whiteman, Non-Executive 
Director and Precious Zumbika, Non-Executive Director, Prof Ganesh Baliah, Non-Executive Director 

2 Declarations of interest

2.1 There were no declarations of interest in relation to the agenda items.

3 Staff Story

3.1 AS introduced the Healthcare Support Workers (HCSWs) in attendance highlighting the importance 
of hearing from the HCSWs in light of the upcoming National Nursing and Maternity Support Workers' 
Day. HT emphasised the significance of this often-overlooked workforce and acknowledged their 
critical role in patient care.
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3.2 Four HCSWs (CD, MK, SH and WW) shared their experiences and challenges, focusing on their day-
to-day responsibilities, the impact they have on patients, and the personal satisfaction derived from 
their roles. Key themes included:

• Patient Connection: HCSWs emphasised the deep relationships they build with patients and 
families, often becoming trusted confidants. This connection enables them to gather valuable 
information that patients may not share with nurses or doctors. MK noted, “We spend more 
time with patients and become trusted confidants.” This personal touch was highlighted by a 
story where an HCSW received a heartfelt letter from a patient’s family, reflecting the 
profound impact they have on patient care and emotional support.

• Challenges:
Frequent reassignment to unfamiliar wards emerged as a significant issue. HCSWs discussed 
the stress of quickly adapting to new environments, learning ward layouts, and understanding 
patient needs. This can be overwhelming, impacting both the quality of care and staff well-
being. Additional concerns included managing violent or detoxifying patients, often without 
adequate support, which stretches their responsibilities beyond their core roles. A call for 
better on-the-ground assessment of staffing needs was made to ensure that resources match 
the demands of each ward.

• Training and Career Progression:
HCSWs expressed a strong desire for structured career development opportunities, such as 
Nursing Associate programs, to support their professional growth without financial strain. 
Concerns were raised about inconsistent program availability, emphasising the need for a 
stable development framework. Additionally, there was a discussion about enhancing training 
to prepare HCSWs for dealing with challenging patients, particularly those with acute mental 
health or behavioural issues.

• Staff Well-being and Support:
The emotional toll of the role was discussed, particularly when caring for confused or agitated 
patients. HCSWs suggested improving communication strategies to help patients understand 
their treatment journey, reducing confrontations. FH acknowledged these challenges and 
shared plans for creating a dedicated forum to address HCSW well-being and staffing issues. 
A new tool to assess enhanced care needs was also being piloted, aiming to provide 
consistent and supportive staffing solutions.

3.3 FH acknowledged the concerns and outlined plans to reinvigorate development programs, including 
partnerships with universities and apprenticeship opportunities. JH stressed the importance of 
balancing professional development with job satisfaction, committing to review and finalise career 
pathways for HCSWs.

3.3 The Board reaffirmed its appreciation for HCSWs, acknowledging their essential role and the personal 
sacrifices involved with a commitment to revisit and enhance training programs, particularly the Nursing 
Associate pathway, ensuring clearer progression opportunities. An action was noted for FH to present 
a detailed plan on career progression pathways at an upcoming meeting.
 

3.4 Addressing the staffing pressures and reassignment challenges was noted as a priority for improving 
HCSW experiences and patient care quality.

3.5 On behalf of the Board HT expressed gratitude for the dedication and passion of the HCSWs 
recognising the critical role HCSWs play in patient care and the broader healthcare system.

4 Minutes of the Trust Board Meeting in Public held on 04 July 2024

4.1 The minutes of meeting held on 5 September 2024 were reviewed and approved by the Board.

5 Matters Arising and action log 

5.1 There were no matters arising and there were no open actions due for review. 

6 Chair’s Report
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6.1 HT provided a verbal update on the broad range of engagement activities happening both within the 
Trust and across the wider community. She highlighted a recent visit with Governor Andy Forbes to a 
community initiative, where they were impressed by the innovative outreach programs, including a food 
bank and the distribution of hygiene kits to 1,500 registered individuals. These programs are providing 
essential support, and HT stressed the importance of leveraging such community settings to promote 
the Trust's work and its impact.

6.2 Feedback was shared from HT’s participation in a regional East of England meeting, where 
discussions centred on the 10-year health plan. Key topics included digital rights, prevention, and 
socio-economic health equity. HT commended a session which focused on population health, 
equitable service delivery, and prevention initiatives, such as dementia care and early interventions. 
She noted the ongoing efforts to incorporate these priorities into the Trust’s future strategy.

6.3 HT noted the meaningful remembrance service organised by the Pharmacy team, which was well-
received by attendees. She reiterated the Trust’s commitment to continuously engaging with both 
staff and the community in meaningful ways. HT emphasised the need to refine and adapt 
engagement processes to ensure they are aligned with the Trust's evolving strategic objectives.

6.2 The Board noted the Chair’s Report.

7 Chief Executive’s Report – Overview of Activity and Developments

7.1 JH reported on several key activities since the last Public Board meeting, including the long service 
awards and the Black History Month celebrations. The Trust also hosted a visit from the National Pay 
Review Body, which was pleased with the staff discussions, particularly around national issues 
affecting the NHS. Additionally, Faith Week events were held, with special thanks to Sarah Crane and 
the Chaplaincy team for their efforts.

7.2 Regarding performance, JH highlighted the improvement in the Trust’s Emergency Department (ED), 
which had been rated as "green" across all CQC domains, reflecting a significant achievement. The 
Trust had also improved its emergency care performance, ranking in the top half of the country for the 
four-hour target, showing progress since the summer. However, JH acknowledged the ongoing 
challenge of elective waiting times. While the Trust had previously been highlighted for poor 
performance in meeting the 18-week target, recent data showed improvement, with half of the patients 
seen in September 2024 being treated within nine weeks. The Trust was focusing on reducing waiting 
lists, despite pressures from increased urgent and cancer referrals.

7.3 JH also provided an update on the ongoing staff survey, noting that the Trust had been performing well 
in employee engagement, ranking number one in the country for staff wanting to come to work. The 
results were expected to reflect the positive impact of the health and well-being initiatives put in place.
Finally, JH addressed financial matters, noting that the Trust had submitted a break-even plan for the 
year, despite the pressures from additional work and premium costs. While the Trust faced challenges, 
particularly around waiting times, he stressed that performance was complex, and the Trust was 
working hard to manage its resources effectively and meet its goals.

7.4 JH concluded by discussing the financial impact of changes in national activity reporting and the need 
for ongoing discussions with regional and national teams to ensure the trust is not disproportionately 
affected.

7.5 Bedfordshire, Luton and Milton Keynes Integrated Care Board (BLMK ICB) update 

7.5.1 The Board noted the BLMK ICB report which provided a summary of the items discussed at the ICB 
Board meeting on 27 September 2024. Key discussions included Annual Report and Accounts, 
System Strategies, BLMK Health Services Strategy, BLMK Infrastructure Strategy, Increasing NHS 
App Usage and Stay Well and Winter Plan.
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7.5 The Board noted the Chief Executive’s update

8 Patient Safety Update 

8.1 HM provided a comprehensive overview of patient safety activities highlighting the introduction of a 
new Patient Safety Incident Response Framework (PSIRF). This framework had been in use for the 
past six months, involving a daily multidisciplinary review of incidents, and a weekly local patient safety 
review in clinical specialties. The process aims to identify emerging trends and address critical issues, 
such as patient codes, tissue damage, and medicines management problems.

8.2 A key focus of the framework was ensuring continuous learning and improvement through a system-
focused approach. Efforts to encourage open conversations about incidents and create a 
psychologically safe environment for staff are central to the framework's success. An important aspect 
of the process was the integration of reporting systems, such as RADAR, which had been linked with 
the Patient Safety Dashboard to improve visibility and allow quicker identification of incidents.

8.3 The Trust had seen an increase in incident reporting, signalling a positive shift towards better 
transparency. The Trust was also focusing on disseminating lessons learned through monthly patient 
safety newsletters, case studies, and multidisciplinary learning events, with 200 learning events held 
in the past six months.

8.4 In relation to the question raised about the impact of transitioning data systems on incident tracking 
and whether important information could be missed. HM assured the Board that the RADAR system, 
which continues to operate effectively, was not being transitioned, and the increase in reported 
incidents provided more assurance. While improvements to the dashboard were planned, the process 
was already yielding valuable insights.

8.5 HM highlighted the growing Patient Safety team and the introduction of internal guidelines for 
investigation timelines. He stated that the Trust was monitoring new investigations closely and 
adjusting resources accordingly and acknowledged that the system may require further refinement 
after six months.

8.6 A clarification was sought on how incidents were triaged and whether the focus was on identifying 
themes rather than isolated incidents. HM clarified that the new triage process was designed to pull 
together similar incidents into a unified action plan, avoiding multiple plans for the same issue. 

8.7 Regarding the issue of staff facing physical or verbal abuse, HM stated that an improvement program 
was in place to address this. Work was ongoing to find the best interventions for complex patient 
groups, particularly those with dementia or detoxing. National guidelines were being reviewed, and 
learning from other areas was being incorporated. 

8.8 The Board noted the Patient Safety Update

9 Mortality Update

9.1 HM provided an update on mortality rates, confirming that the Trust's risk-adjusted mortality was “as 
expected”, and there were no major concerns about outlier data. There had been some volatility in the 
figures, mainly due to changes in coding, but a national emergency care dataset was expected to 
standardise the reporting. The Trust continues to use the Medical Examiner system for Structured 
Judgment Reviews (SJRs), now covering deaths in hospitals, community settings, and hospices. 

9.2 In response to the question raised about whether there was any divergence between the outcomes of 
the SJRs and the coronial verdicts. HT confirmed that there had been no indication of discrepancies 
between the two. The reviews had highlighted areas for further investigation, but there was no evidence 
suggesting that harm issues were overlooked.
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9.3 The Board noted the Mortality Update

10 Maternity Assurance Group (MAG) Update

10.1 FH provided a verbal update on the Maternity Assurance Group (MAG), highlighting the progress made 
in various areas, including the maternity workforce plan, perinatal mortality reviews, and the preterm 
optimisation quality project.

10.1.1 She stated that MAG recently welcomed Roxanne Clark, Co-Chair of the Maternity and Neonatal 
Voices Partnership (MNVP) and confirmed the work plan's alignment with local maternity systems and 
ICB directives. Improvement projects arising from this alignment would be managed through Clinical 
Service Units (CSUs) and overseen by MAG. A review of the maternity workforce plan highlighted a 
positive reduction in maternity risk and midwifery staffing levels from 15 to 10. This reduction was 
attributed to successful recruitment efforts and improved staffing robustness.

10.1.2 Perinatal Mortality Review:

• Four recent cases were reviewed; two remained under investigation. No evidence of care 
failures was found in the closed cases.

• The group continues to monitor the Maternity Incentive Scheme delivery action plan.

• Concerns were raised regarding compliance with mandatory training due to medical staff 
changes, but a recovery plan was in place to address this.

10.1.3 A quality improvement project focused on preterm care for babies born at specific gestational weeks 
was discussed. The project aimed to ensure appropriate care and placement, particularly for complex 
cases requiring specialist intervention.

10.1.4 It was noted that no current issues in maternity services flagged a need for separate Board-level reports 
beyond regular updates.

10.2 Midwifery Workforce update 6 monthly report

10.2.1 FH highlighted the following from the report:

1. Safe Staffing and Standards Compliance:
• The team maintained a focus on safe staffing levels, ensuring adherence to regulatory 

standards.
• A repeat of the Birthrate plus (BR+) assessment would be conducted to align staffing 

levels with the number of births accurately.
2. Addressing Data Discrepancies:

• A data discrepancy regarding the Provider Workforce Return (PWR) had been resolved. 
The Board was assured that the updated figures now accurately reflect staffing targets.

3. Current Staffing Levels:
• Maternity vacancy rates had decreased to below 4%, with newly qualified midwives 

soon joining the workforce.
• Short-term sickness had caused minor fluctuations, but overall midwifery coverage 

remained robust, meeting Birthrate plus requirements.
4. Improved Rostering Impact:

• Recent changes in rostering practices have enhanced midwife allocation per birth, 
although the initial data showed a slight decrease due to transitional adjustments.

• The standard of ensuring every birth had a midwife present was consistently 
maintained.

5. Data Reporting Improvements:
• Efforts were underway to align local and central data reporting timelines to ensure 

consistency and accuracy, particularly concerning workforce figures.
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10.5 The Board noted the Maternity Assurance Group Update 

11 Annual Patient Experience Report

11.1 Deferred to January 2025 following a review by the Quality and Clinical Risk Committee  

12 Performance Report Month 6

12.1 FG provided an overview of the Month 6 Performance Report, highlighting key operational challenges 
faced by the Trust. She noted the challenges faced due to high attendance rates and the efforts made 
to maintain patient flow through the Trust and highlighted the reduction in patients with no criteria to 
reside and the focus on length of stay. Performance metrics indicated a 73% compliance rate, which 
was close to the national average of 74.2%. She stated that the team was managing well despite higher 
patient volumes.

12.2 There was concern about the impact of prioritisation on diagnostic performance. Teams were working 
closely to manage cases effectively, but resource limitations, particularly regarding CT scanners, have 
posed challenges. Efforts were ongoing to optimise diagnostic capacity to support overall performance.

12.3 An action plan had been established to address performance gaps, with representation from key 
stakeholders. JH acknowledged the difficulty in managing costs but emphasised that additional funding 
was available to support services until March. Specific funds for cancer diagnostics were highlighted 
as beneficial.

12.4 The Board noted the Performance Report for Month 6

13 Finance Report Month 6

13.1 JD presented the presented the finance report, highlighting a year-to-date deficit of £4.6 million and 
forecasting a break-even by the end of the year. He noted efficiency improvements and significant risks 
associated with delivery.

13.2 He discussed ongoing efficiency initiatives, indicating potential savings of around £20 million. While 
significant improvements were noted, risks to delivery remain and the importance of continuing efforts 
to improve efficiency and reduce costs was emphasised.

13.3 Concerns were raised regarding funding continuity, particularly around escalation capacity and capital 
projects. Assurance was provided that funding for specific programs, such as those related to cancer 
services, is secured. However, uncertainties remain regarding whether all initiatives would be fully 
supported. JD stated that the team was reviewing the costs and income generated by various 
educational and capacity-building initiatives to ensure financial viability.

13.4 Discussion also touched on the need to maintain service quality while managing costs. It was noted 
that ongoing challenges, including maintaining an 18-week treatment standard and managing long-
wait patients, require careful balancing of resources. 

13.5 The Board noted the Finance Report for Month 

14 Workforce Report 

14.1 CW presented the Workforce Report. Key areas of focus included current staffing levels, recruitment 
challenges, and strategies to address workforce pressures.

Staffing and Recruitment Challenges:
• The vacancy rate had increased (7.1%) with Additional Professional and Technical staying at 

its highest point in 12 months (23.8%).  
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• Hot spots for staffing shortages were identified, and there was an ongoing effort to reassign 
existing staff into substantive roles to alleviate pressure.

• Questions were raised about the persistently high vacancy rates, with concerns that some roles 
were essential yet difficult to fill.

Agency and Retention Issues:
• It was noted that some professional roles had high turnover, with staff moving to agency 

positions offering higher salaries. This had led to an increased reliance on agency staff, 
especially in critical, specialised roles.

• Efforts to reduce agency dependency by reviewing job descriptions and adjusting pay grades 
to retain staff was discussed.

• National recruitment policies were mentioned as impacting the acute care workforce, as many 
professionals were being drawn into primary and community care roles.

Current Strategies and Successes:
• Efforts to improve workforce stability included targeted recruitment, training programs, and 

retention initiatives.
• Some success had been noted in attracting staff through enhanced educational opportunities 

and career development pathways.
• Creative approaches, such as modifying roles and investing in professional development, were 

being explored to make positions more appealing.

14.2 The Board noted the Workforce Report 

15 Antimicrobial Stewardship – Annual Report 

15.1 The Antimicrobial Stewardship Annual Report was presented by HM. He highlighted key activities and 
outcomes for the year. The stewardship team had been actively working to improve the appropriate 
use of antibiotics, focusing on reducing broad-spectrum usage and ensuring compliance with best 
practices. HM also noted that the team conducted daily ward rounds, particularly in high-risk areas 
such as ICU, to monitor antibiotic use and promote conversion from IV to oral antibiotics. This year, 
they successfully met their target for IV-to-oral conversions.

15.2 Although the hospital's overall antibiotic consumption remained below the national average, the use of 
WHO "Watch" antibiotics had increased in the past two quarters, partly due to case complexity and 
changes in reporting metrics. Additionally, there had been a rise in multi-drug-resistant organisms, 
posing ongoing challenges. Enhanced monitoring and targeted interventions are being implemented 
to address these issues.

15.3 A notable achievement was the partnership with the University of Nigeria, funded by a successful grant 
from the Commonwealth Antimicrobial Stewardship Scheme. This initiative focused on enhancing 
antimicrobial awareness and practices in Nigeria, supporting WHO objectives.

15.4 The stewardship team faced staffing challenges during the year but managed to stabilise their 
operations. Former team members returned temporarily to provide support, ensuring continued 
functionality.

15.5 The Board noted the Antimicrobial Stewardship – Annual Report

16 Infection Prevention and Control Annual Report 

16.1 HM provided an update on infection control, noting that there were no MRSA cases reported during 
the year. However, a few cases emerged after April and were under review. Additionally, there had 
been a slight increase in C. difficile cases, aligning with national trends. Comprehensive reviews had 
not identified any significant lapses in infection prevention protocols.

16.2 The Board noted the Infection Prevention and Control Annual Report
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17 Risk Management Report 

17.1 KJ discussed the Corporate Risk Register and the Board Assurance Framework, highlighting the 
ongoing work on system-wide risk profiling and the need to update the framework to reflect recent 
discussions.

17.2 The Board noted the Risk Management Report

18 Board Assurance Framework (BAF)

18.1 Discussed on item 17

18.2 The Board noted the Board Assurance Framework.

19 Annual Review of Trust Board and Committees’ Terms of Reference 

19.1 The Board was asked to note the amendments to the Terms of Reference for the Trust Board, Board 
Committees, and Council of Governors, and to approve these Terms of Reference following 
recommendations from the respective committees.

19.1.2 The Board reviewed and approved the revised Terms of Reference for the following Committees:

• Board of Directors 
• Finance and Investment Committee 
• Renumeration Committee 
• Council of Governors 
• Charitable Funds Committee 
• Workforce and Development Assurance Committee

19.1.3 Audit and Risk Committee: The Board approved the revision of the Audit Committee's title to "Audit 
and Risk Committee" to reflect its broader responsibilities. Discussions included assurance processes, 
with a proposal to involve the committee in reviewing future amendments. However, it was agreed that 
the current review provided adequate oversight.

19.1.4 Quality and Clinical Risk Committee: The Quality and Clinical Governance Committee's updated 
Terms of Reference was pending further discussions and would be re-presented for approval in 
February 2025.

20 Use of Corporate Seal

20.1 The Board reviewed the Corporate Seal report which outlined its scheduled use for 2024/25. 
Agreements included the Deed of Surrender for land at Milton Keynes University Hospital (MKUH) with 
MPML, a Revised Pathway Unit Grant Agreement with Milton Keynes City Council for constructing a 
new two-storey building, and Wayleave Agreements with City Fibre Metro Networks and BT Plc for 
data cable access to Lloyds Court. Also noted was a Car Park Leave Agreement with Milton Keynes 
City Council for land south of Avebury Boulevard. The signatories for these agreements are Joe 
Harrison, Jonathan Dunk, and John Blakesley.

21 Forward Agenda Planner

21.1 The Board reviewed the Forward Plan and noted that there were no items captured for discussion at 
the January Board. 

22 Questions from Members of the Public

22.1 The below questions were received from governors and members of the public:
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1. "What is the Hospital Board doing to educate patients, relatives and staff about healthy and   
sustainable foods and to increase the range of healthy and sustainable foods, while at the same 
time decreasing the amount of unhealthy and unsustainable foods, available in the Hospital's food 
outlets - the Hospital’s shops, automatic machines, café, restaurant, patients' meals and voluntary 
offerings?” 

 
Response from Steven Hall, Head of Hotel Services and Francesco Fiore, Catering Manager:
We offer our patients a well-balanced menu, patient can choose: 
25 hot main dishes 
14 sandwich and homemade salads choices 
15 hot and cold desserts 
We will be introducing fresh homemade soups. 
 
We work closely with the Hospital’s Dietitian’s to ensure the menus provide good nutrition. In April we 
introduced a new menu formal, with larger print and photographs to make it easier for patients to use.  
 
Our new meal service system Steamplicity has reduce system food waste from an average of 16% to 
2%, the hospital has invested the savings into improving patients’ menu.  
 
The Trust has signed up to the Healthy Weight Declaration with Milton Keynes council and after an 
audit by the council the in-house facilities are meeting nearly all of the criteria to demonstrate healthy 
eating and promote a better healthy weight too our staff and visitors. We are working towards the Soil 
Association ‘Food for Life’ Bronze award. 
 
Francesco (Frank) Fiore is Co-Chairman of the Love British Food Healthcare Group that works with 
British Farms and Hospitals to encourage Hospital to use more British Food.     
 
We have move to a local dairy and fruit and vegetable company who source many of their products 
within our region, we are about to change to a local butcher.   
 
We have a selection of healthy meals in the Staff Restaurant, and these are sold at an increased 
subsidy, meaning that hospital staff can have a nutritious meal for between £2-£3 these are very 
popular.

2.  Can you confirm the news on the Women’s and Children’s Hospital and how it is to be funded? 
Also, how efficiencies are to be made in orthopaedic surgery? i.e. what is the plan?

Response from the Deputy Chief Executive (JB):
The Trust has obtained approval for its Strategic Outline Case and has been authorised to start the 
next phase of an Outline Business Case. This has received funding for the first few months of work 
and should be completed towards the end of the next calendar year. The Trust is waiting for the results 
of the Government review into the timing of projects within the New Hospital Programme, this should 
clarify when it is likely that we will be able to start building the new Hospital. In the meantime, we have 
started building two enabling projects including a new Imaging Centre and a new multistorey Carpark 
for staff.

23 Any Other Business
HT noted that it was DA’s last Board meeting and expressed gratitude for his exceptional service as 
a Non-Executive Director in MKUH, highlighting his dedication, hard work, and effective leadership, 
particularly as Chair of the Quality and Clinical Risk Committee. DA acknowledged the recognition 
and shared his appreciation for the support received. 

The meeting closed at 12:25PM
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36 05-May-24 15 October Board Seminar: Risk 

Development Programme

Revisit and refresh the risk management 

strategies and commitment to continued 

education and adjustment to enhance risk 

management across the organisation.

Paul 

Ewers/KJ

06-Feb-25 Moved to February 2025 Seminar due to Yvonne 

Coghill Session in October 

Open

39 04-Jul-24 12 Finance Report Month Provide a Provider Selection Regime and the 

potential implications of this for the Trust/ICS 

Report at the Trust Board Seminar in October 

JD 06-Feb-25 Moved to February 2025 Open

40 14-Nov-24 3 Staff Story FH to present a detailed plan on career 

progression pathways at an upcoming meeting. 

FH 06-Mar-25 Open
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1. Introduction

1.1 This report aims at updating the Board on the Acting Chair’s main activities, 
Non-Executive Directors (NEDs) ward visits, Governors’ visits and discussions 
as well as systems and place collaborations as part of the MKUH Board’s 
commitment to transparency and accountability. The report further informs the 
Board of key points arising from the Council of Governors’ discussions and the 
Chair’s and Non-Executive Directors most significant activities since the last 
Trust Board held in public. 

1.2 The Board is invited to NOTE the report.  

2. Chair’s Update

Board Effectiveness

2.1 At the Board Seminar on 5 December, Board members spent some time to 
reflect on the outcome of the EDI works that were undertaken by Roger Kline 
and Yvonne Coghill in the course of the year. Action plans were proposed with 
input from Board members on how to model a culture of equity, while making 
MKUH a safe space for every staff to feel welcome and comfortable to work. 
Both NEDs and Execs considered what each group most needed to support in 
modelling the culture of equality, while fostering constructive support and 
challenge, maintaining curiosity alongside clear direction, and investing in our 
people. 

2.2 We said goodbye to Dev Ahuja at the end of November. Dev was a committed 
and very passionate Non-Executive Director who Chaired the Quality and 
Clinical Risk Committee of the Board. He will surely be missed.

2.3 We welcomed Piers Ricketts as a Non-Executive Director to the Board. Piers 
brings a wealth of experience in healthcare leadership, finance and audit. His 
appointment was effective 1 December 2024. Piers has joined the Audit & Risk 
Committee, Quality & Risk Committee and the Charitable Funds Committee.

I know you will all join me to welcome him to his first Trust Board in public.

System Leadership

2.4 At the NHS East of England meeting held on 8th Nov, the NHS 10-year plan 
was discussed particularly in terms of its collaborative approach. However, 
concerns were raised about the lengthy timeline, with implementation 
potentially delayed until 2026-2027, which may test public and governmental 
patience. There was consensus on the need to focus on local initiatives that 
could be driven with greater urgency.
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2.5 The meeting also included a presentation by Chris Whitty, whose 
data-driven insights were well-received. The key themes of the 10-year plan 
were discussed, including health prevention (e.g., moving from reactive to 
preventative care), transitioning from analogue to digital systems, and shifting 
care from acute settings to the community. Opportunities for public involvement 
in focus groups were also mentioned, with links to be shared when available.

2.6 I was also pleased to attend the ICB sustainable Health care system seminar 
on 15th November. There is much great work already underway across the ICS 
and MKUH has some excellent projects that show commitment to our 
environmental plan.

NED Visits

2.7      In collaboration with the Secretariat Team, we have re-instituted the process 
around formal ward visits by Board members. NEDs have been scheduled to 
visit the hospital wards in company of the Executives on rotational basis on 
Board meeting days. This will provide an opportunity for our NEDs to interact 
with staff and patients, understand their experiences, and gather firsthand 
information about the challenges and successes in patient care. This will also 
help us as a Board in making informed decisions and ensuring that the quality 
of care is maintained and improved in MKUH. Following December Board we 
visited ED and Ward 25. With Ward 1 visited the following week. 

2.8  I was delighted to have joined Helen Smith - Lead Pharmacist and Divisional 
director core medical. We visited all 3 sites of pharmacy at MKUH spending 
time with the team. There were also visits to Ward 2a, the post department, and 
the catering team. 

Council of Governors Update

2.9 New Members Welcome

The Council was pleased to welcome three new members to their first open 
forum:

• Paul Newman – new public governor to represent the Extended Area
• Ian Oswald – new public governor to represent Outer Catchment Area 

Constituencies of Milton-Keynes University Hospital NHS Foundation Trust 
(MKUH).

• David Cattigan (Non-Clinical Group Constituency) - new Staff Governor
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Our new members bring valuable experience in health and social 
care, and development which can only serve to enrich the work of the Council 
of Governors.

William Butler was also re-elected as Public Governor to represent Emerson 
Valley, Furzton, Loughton Park constituency. This marks the commencement 
of his third term as public governor on the council.

2.10 Governors Open Forum

The Council held their Open Forum on 4 December 2024. The meeting was 
well attended by governors, NEDs and new members of the council. The Chief 
Nursing Officer provided an update on the outcome of the Maternity Survey and 
the implication for the Trust. The governors were further advised on the ongoing 
quality improvement initiatives, including enhancing postnatal discharge 
processes, improving maternity documentation, expanding translation services, 
and refining labor induction methods. These measures aim to address identified 
challenges and improve maternity care experiences.

The Governors were also updated on the progress made with ‘falls reduction’ 
as one of the Trust’s Priorities for 2024/25 financial year. The governors were 
updated on ongoing efforts driven by the Patient Safety Incident Response 
Framework (PSIRF), focusing on learning and responsiveness to incidents.

2.11 Joint NEDs and Governors Christmas Ward Visits

As part of the end of the year festive activities at the Trust, the NEDs and 
Governors jointly visited the hospital wards to see our patients and staff who 
sadly spent their Christmas in the hospital. A total of 10 wards were visited with 
a variety of gifts shared to put a smile on their faces. 

Thank you to those who made time to join us on the visits and for an 
enjoyable dinner together.

 2.12 Other Engagements/Visits    

• On 20th November along with Joe Harrison, Kate Jarman and 3 members 
of MKUH with 40 years’ service, I attended the celebration tea of 40 
years of MKUH with the Mayor of Milton Keynes, Ms Marie Bradburn. 

• We were hosted at the Holiday Inn MK 25th November, for a ‘thank you’ 
event for supporters of the Charity. 

• On 17th December we met with volunteers in the Academic centre for 
mince pies thanking them for their incredible contribution to MKUH. 

• On 28 November, I attended the Engagement Board, it was great to see 
some of our Governors and engagement team who made some time out 
of their busy schedules to attend.
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Throughout the last 2 months I have met non-executives for one-to-one meetings.  
Chaired interview panels for consultant roles alongside medical colleagues and thank 
non-executive director Sarah Whiteman for Chairing one of these panels. 

2 Recommendation

The Board is invited to NOTE the report.
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1. Introduction

1.1 This report aims to update the Board on the Chief Executive’s activities as part 
of the MKUH Board’s commitment to transparency and accountability.  

1.2 The Board is invited to NOTE the report.  

2. Chief Executive’s Update

Our People & Culture

2.1 Recruiting and retaining the best people is vital to our success. We want the 
MKUH team to reflect the diversity of the city, to deliver high standards of patient 
care, and to uphold our values. In support of this, we recently launched Values 
Based Recruitment. All managers will benefit from training to help them select 
new recruits whose personal values align with those of the Trust. While skills 
can be developed, values are essential to fostering a positive work environment 
and providing excellent standards. 

2.2 Our staff-led diversity networks are thriving. We recently launched a new Men’s 
network, and an Internationally-Educated Staff network is in the pipeline.

2.3 In November, we shone a light on our Nursing and Midwifery Support Workers 
with an event for this vital group of staff. 

2.4 We have had our best completion rate for the staff survey for a number of years. 
We will analyse these responses when they become available and use them to 
shape our work going forward.

Operational Performance

2.5 Our position on waiting times has significantly improved, particularly for patients 
with the longest waits. Seasonal viruses are certainly having an impact on 
emergency bed pressures in the hospital, which is very busy, but we are 
maintaining high standards of patient care thanks to a combination of staff 
expertise and well-rehearsed protocols. We have managed to maintain planned 
(elective) activity despite significant emergency pressures. Additionally, over 
recent months, our cancer performance has significantly improved.

Radiotherapy Centre

2.6 On Christmas Day, there was significant flooding in the 
new radiotherapy centre, believed to have been caused by an issue with a 
mains water pipe. Thankfully, no staff or patients were affected as the building 
is not yet open for use. The response of our team has been truly impressive. 
We do not yet know how this incident will impact on the opening date of the 
Centre, and I will keep the Board informed of this.
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NHS 10 Year Plan

2.7 In my role as NHS App National Director, I have been closely involved in the 
development of NHSE’s new 10 Year Plan and expect that the NHS App, 
and digital developments, will feature heavily in it.

Planning For 2025-26

2.8 In December, our senior leaders gathered to reflect on priorities for the final 
quarter of this year and to start planning for 25-26.  Everyone has been 
tasked with sharing innovative ways of working that will help us maintain 
high standards whilst being efficient with our resources.

2.9 My shadowing activities continue to be a great source of inspiration and 
learning for me. Since last Board Meeting, I have spent time in Outpatients 
where I gathered many valuable insights.

MK Council

2.10 I had the honour of being invited to meet the Mayor of Milton Keynes, 
Councillor Marie Bradburn, and then address the assembled Council. This 
was an opportunity to talk about our services, how we are evolving, and the 
hospital’s incredible progress since its opening 40 years ago.

Development

2.11 The foundations for Oak Wards have now begun to be laid. Once 
completed, this facility will feature two 24-bed wards across two floors, 
significantly increasing our capacity for medical patients. 

3. Recommendation

The Board is invited to NOTE the report.
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ICB Executive Lead: Maria Wogan, Chief of Strategy and Assurance, and MK Link 
Director, Bedfordshire, Luton and Milton Keynes (BLMK) ICB
ICB Partner Member: Joe Harrison Chief Executive, Milton Keynes University Hospital 
NHS Foundation Trust
BLMK Health and Care Partnership Member: Heidi Travis, Acting Chair, Milton Keynes 
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Report Author: Maria Wogan
Report to the: Board of Directors, Milton Keynes University Hospital NHS Foundation 
Trust 

Bedfordshire, Luton and Milton Keynes Integrated Care Board (ICB) and Health and 
Care Partnership update

1.0 Executive Summary
1.1 This report summarises key items of business from the BLMK Integrated Care Board 

(ICB) and BLMK Health and Care Partnership arising from recent meetings.

2.0 Recommendations
2.1 The Health and Wellbeing Board is asked to note this report.

3.0 Key Implications

Resourcing 

Equality / Health Inequalities 

Engagement 

Green Plan Commitments 

4.0 Report

4.1 Bedfordshire, Luton and Milton Keynes Integrated Care Board

On 13 December 2024, the Board met at Priory House, Central Bedfordshire 
Council.
Questions from the public -There was one question from a resident, in relation to 
hospice funding. The question and answer can be viewed here.
Resident stories - Sexual Health Service iCaSH shared an example of their work 
with a resident experiencing complex health issues, homelessness and financial 
challenges. They explained how multi-agency support helped the resident to 
address immediate health concerns and access advice on employment and support 
for her family.

https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/our-publications/board/public-question-re-funding-of-hospice-care-1/?layout=file


Chair and Chief Executive updates - The meeting was the last for the ICB Chair 
Dr Rima Makarem, who stands down at the end of December. She reflected on her 
four and a half year tenure with pride, noting the significant progress made across 
the ICS. The Deputy Chief Executive thanked Dr Makarem for her vision and 
leadership, and for her important work to reduce inequalities and establish a 
research ICS focused on innovation.
The Deputy Chief Executive announced changes to the Executive team with the 
appointment of  Dr Andrew Rochford, who will be joining the ICB in March 2025, 
and thanked Dr Ian Reckless for his service as Interim Chief Medical Director. The 
Chief Primary Care Officer Nicky Poulain will retire in April 2025. She also set out 
the process for recruiting a new Chair and confirmed that Manjeet Gill, Deputy Chair 
of the ICB, will provide cover as Acting Chair from the new year.
The Board received an update on the development of the business case for a new 
Community Diagnostic Centre in Luton and agreed to delegate authority to the Chief 
Executive of the ICB to approve the business case. The Board also authorised the 
Chief Executive to sign the revised delegation and collaboration agreements for 
Specialised Commissioning for BLMK ICB.
Strategic priorities, dying well in BLMK – In a wide-ranging report, co-presented 
by Sarah Stanley, Chief Nurse and Elaine Tolliday, Clinical Director of Keech 
Hospice, the Board heard that in 2023 67,000 hospital bed days were used for 
palliative care patients in BLMK, and that there were 6,000 emergency admissions 
for end-of-life patients. The Board discussed how partners could develop a system 
approach to ensure more residents have a ‘good death’ in a setting of their choice. 
The Board agreed the formation of a diverse and expert Palliative and End of Life 
Programme Board to take forward the recommendations of the co-produced End of 
Life Review and endorsed the importance of resident voices in conversations about 
dying.
Primary Care Transformation Plan to deliver the National Primary Care 
Strategy – The Board noted the BLMK Primary Care Transformation Plan and 
commended work to improve primary care access through the appointment of 
additional clinical roles, Pharmacy First, Total Triage and Primary Medical Services. 
The Board asked for closer alignment with the ICB’s developing estates strategy 
and for greater clarity on the impact the challenges in primary care have on activity 
in hospitals.
Improving Health Equity and Delivering on the Denny Review – The Board 
welcomed the system work to respond to the Denny Review and the launch of the 
Health Equity Programme since last year. The Board approved the proposed focus 
of the Health Equity Programme in Year 2 and sought a focus on measuring and 
demonstrating quantifiable impact.  Recognition was given to the ICB’s new 
Learning Action Network, launched in partnership with the Institute for Healthcare 
Improvement in November 2024.   Board Members shared their own organisation’s 
actions to respond to Denny, including Healthwatch’s efforts to improve translation 
and interpretation services, Luton Council’s appointment of more representative 
leaders in the Council and success in reducing child poverty, the use of Artificial 
Intelligence (AI) to help prioritise surgical waiting lists at Bedfordshire Hospitals 
Foundation Trust and CNWL’s sensitivity training programme for staff.
Operational planning process for 2025/26 – The Board discussed the operational 
planning process and the difficult decisions that the system may need to take in 
2025 to achieve a balanced plan. It was agreed that a seminar in January would 
help to shape the approach to planning, with a focus on the three changes outlined 
in the Darzi Review. The Board agreed that due regard should be had to the PA 

https://blmkhealthandcarepartnership.org/dr-rima-makarem-to-stand-down-as-chair-of-bedfordshire-luton-and-milton-keynes-integrated-care-board/
https://blmkhealthandcarepartnership.org/new-medical-chief-appointed-at-blmk-integrated-care-board/
https://blmkhealthandcarepartnership.org/local-health-board-director-set-to-retire-after-42-years-service/
https://assets.publishing.service.gov.uk/media/66f42ae630536cb92748271f/Lord-Darzi-Independent-Investigation-of-the-National-Health-Service-in-England-Updated-25-September.pdf


Consulting report to drive efficiencies across the system including improving 
discharge pathways.
Month 7 ICS Finance Report – The Chief Finance Officer reported an improving 
position at month 7 following significant interventions to address a deficit across the 
system. It was recognised that payroll increases had impacted the deficit, and that 
elective recovery was attracting premium costs. Members heard that a recovery 
plan is in place and will be extended over the winter period to manage workforce 
costs and deliver efficiency programmes. It was reported that the capital programme 
remains in balance. The Board was informed that further improvements are 
expected at Month 8 and the ICB continues to forecast breakeven by year end.
Committee reports:
Audit and Risk Assurance Committee – The Board noted the report from the 
Audit and Risk Committee on 11 October 2024 and the update to risks in the Board 
Assurance Framework (BAF), including two new risks that had been added for 
BHFT maternity services and the risk to the sustainability of the VCSE sector on 
delivery of the ICS’s strategic priorities.
Quality and Performance Committee – The Board noted the performance report, 
including the work to address major challenges in meeting elective care ambitions.
Finance and Investment Committee –   The Board approved the Section 75 
agreements as recommended by the Committee in the detailed report.
The Primary Care Commissioning and Assurance Committee – The Board 
noted the report from the Committee on 18 October 2024.
Mental Health and Learning Disabilities and Autism Collaborative Committee 
– The Board noted the update from the Committee.
Assertive and Intensive Community Outreach Review and Action Plan – The 
Board noted the NHSE requirement to review the action plan in the public Board 
meeting and reviewed and noted the plan, which is a dynamic document that will 
continue to be developed.
Corporate Governance Report – The Chief of Strategy and Assurance clarified 
the conflict of interest guidance regarding ‘perceived’ interest, and the Board agreed 
to delegate any further amendments to the Conflict of Interest Guardian.
The full set of Board papers can be found on our website here.
The next meeting of the Integrated Care Board will be at 9 a.m. on 21 March 2025, 
venue to be confirmed.  Further details will be published on the website.  Members 
of the public and partner organisations are welcome to join in person or on-line. We 
ask that questions to the Board from members of the public are submitted three 
days in advance by 17 March 2025. Questions can be emailed to  
blmkicb.corporatesec@nhs.net.
Board papers and a link to join the meeting is available here a week before the 
meeting.
If you have any queries regarding this summary, then please contact 
blmkicb.corporatesec@nhs.net

https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/about-us/board-meetings/
mailto:blmkicb.corporatesec@nhs.net
https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/about-us/board-meetings/
mailto:blmkicb.corporatesec@nhs.net


4.2 Bedfordshire, Luton and Milton Keynes Health and Care Partnership

The BLMK Health and Care Partnership met on 19 September 2024. 
Health Services Strategy - The Health Services Strategy was a topic of much 
interest to members and the subject of considerable discussion.  Our population will 
grow considerably over the next fifteen years, with a disproportionate increase in 
the population aged over 79.  This will create huge pressures on our health system 
at all levels, and reminds us all that standing still is not an option.  If our health 
system is to cope with these future demands we will need to transform the way we 
deliver services, embracing new technology, promoting healthier lifestyles and 
continuing to break down the health inequalities amongst our population that are all 
too evident.
Cancer Services in BLMK – We heard from the Head of the Cancer Network on 
developments in cancer diagnosis and treatment for the residents of BLMK.  One in 
two of us will get cancer in our lifetimes, with smoking, obesity, diet and alcohol 
being major and preventable risk factors in that.  We currently have no tertiary 
treatment centres located in BLMK, a factor which adds to the difficulties 
experienced by our residents with examples of patients electing palliative care due 
to the difficulties in travelling for treatment.  This only increases the health 
inequalities experienced by some communities, with performance for one year 
survival rates in some parts of BLMK worse than in England as a whole for breast, 
lung and colorectal cancers. 
The BLMK Cancer ten year transformation plan seeks to improve this situation.  A 
planned increase in the workforce over the next five years will see improved access 
to clinical nurse specialists and other support staff, and enhanced services to the 
GP contract will support early cancer diagnosis.  Radiotherapy is an effective 
treatment for many types of cancer and this will become more locally available.  
Milton Keynes University Hospital will shortly be opening a radiotherapy unit on the 
existing site in a project with the Oxford Cancer Centre.  Radiotherapy currently 
delivered from Mount Vernon Hospital in London will be relocated to a satellite 
centre nearer us, either at Lister Hospital in Stevenage or at the Luton and 
Dunstable Hospital.  An NHS England led consultation on this move will shortly 
commence, and partners will be encouraging our residents to take part in that.
Joint ICB/ICP Seminar on Health Equity in BLMK - The BLMK Health Equity 
event held in May saw contributions from partners and residents, and helped 
attendees to understand the difficulties faced by some of our more marginalised 
groups.  The event concluded a week-long series of high-profile events, webinars 
and meetings to showcase our commitment to creating fair and inclusive health and 
care services. This focused event on health equity is to be scheduled annually to 
share and showcase best practice examples from across the system and to report 
progress against the Denny Review recommendations and the wider Improving 
Health Equity programme ambitions. 
Joint ICB/ICP Seminar – Leading for Sustainability Summit – Partners came 
together with sustainability leaders from across BLMK and beyond on 15 
November, to consider the impacts of climate change on health and to discuss how 
we will meet those challenges, with an opening speech delivered by Alistair 
Strathern MP.  The ICB’s Green Plan is under review and partners were asked for 
their ideas and recommendations to help drive this and to ensure that we all play 
our part in building a sustainable health service for the future.  As befits a forward 
looking plan we were joined by Youth Councillors from across the Places with the 
event culminating in a youth panel discussion, leaving delegates with one key ask, 
“do not leave the room and forget about these conversations, your time to act 



is now”.  Further discussions will take place around the Green Plan and we look 
forward to engaging with you as this progresses.
A full report is included at Appendix One.
The next meeting of the Health and Care Partnership will be held on 14 February 
2025.

5. Next Steps

5.1 None. 

List of appendices

Appendix One – Leading for Sustainability in BLMK Summit Report
Background reading

None
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Report Title  Patient Safety Update Agenda Item Number: 8

Lead Director   Dr Ian Reckless, Chief Medical Officer 

Report Author Anna O’Neill, Patient Safety Specialist, Head of Patient Safety and Learning Specialist 

Dr Anna Costello, Patient Safety Specialist and Patient Safety Doctor 

Introduction 

 

This paper provides Trust Board with an overview of patient safety activity between 
01 November 2024 and 31 December 2024. The paper seeks to familiarise Board 
members with the new systems and processes in place whilst also providing 
oversight on the number and nature of the safety incidents reports, and the responses 
to them.  

Key Messages to Note 1. PSIRF was launched Trustwide on 01 May 2024: a variety of new systems 
and processes are now in place and embedding. 

2. We remain in transition from the previous system – with root cause analysis 
of serious incidents, and the actions resulting, having a ‘long tail’ in terms of 
timescale for formal closure. 

3. The incident reporting rate is increasing (an increase being a positive finding).
4. In PSIRF, the role of Trustwide triage (daily) and local patient safety huddles 

(typically at directorate level, weekly) is pivotal. 
5. New significant emerging patient safety themes are described within this 

paper. 
6. An annual / bi-annual report will be produced by the patient safety team 

detailing patient safety themes, trends and successes from the previous year. 
It will also identify areas requiring additional focus (future patient safety 
priorities) and improvement.   

Recommendation 
For Information For Approval For Review 

Strategic Objectives Links  

(Please delete the objectives that 
are not relevant to the report) 

1. Keeping you safe in our hospital 

2. Improving your experience of care 

3. Ensuring you get the most effective treatment 

4. Giving you access to timely care 

Report History  Last report shared at Public Board on 14 November 2024 (covering time period 
to 31 October) and discussed at December’s QCRC. 

Next Steps  
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Executive Summary 

The Patient Safety Incident Response Framework (PSIRF) was launched across Milton 
Keynes University Hospital (MKUH) on 01 May 2024, following a period of limited piloting. This 
paper aims to give a brief overview of the purpose of PSIRF, how this is being implemented 
at MKUH and recent data: data within the paper covers the period 01 November 2024 to 31 
December 2024. Much of this information has been shared in other forums within the Trust 
and is shared today for information and feedback from the Board.

Key points: 

1. Radar dashboards were launched on 04 November. This offers the long-awaited ability 
to review incidents and responses to them, drilling into the data by division and 
department. Initial responses have been very positive. 

2. Approximately 400 incidents (since PSIRF launch) have ‘overdue workflows’ 
associated with them. This is a 24% reduction since the last Trust board in November 
2024. Whilst recognising that timelines for these workflows are internally set, the nature 
and distribution of these delays is described in this paper. The Radar dashboards 
described above will enhance visibility of delays and drive completion.  

3. Four incidents reported in the time frame have led to a Level 1 Patient Safety Incident 
Investigation (either a locally led PSII or external investigation). Three of these are 
maternity related incidents and have been referred for a Maternity and Newborn Safety 
Investigation (MNSI).

4. A stocktake of ‘PSIRF at six months’ was completed on 21 November 2024 such that 
processes can improve iteratively as a result of our experience and learning.
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Main Report

Background

PSIRF represents a significant shift in the way the NHS responds to patient safety incidents. 
It supports Trusts to focus their resource and time into reviewing patient safety incidents where 
there is an opportunity to learn and to avoid repetition. This requires a considered and 
proportionate approach to the triage and response to patient safety incidents.

The introduction of PSIRF is a major step to improving patient safety management and will 
greatly support MKUH to embed the key principles of a patient safety culture which include:

• Using a system-focused approach to learning (The SEIPS model1, Appendix 1)
• Focusing on continuous learning and improvement 
• Promoting supportive, psychologically safe teamwork
• Enabling and empowering speaking up by all

Patient safety incidents reported at MKUH (through our RADAR software system) are 
reviewed in a 2-stage process; a daily Trust wide triage panel and weekly locally led patient 
safety huddles. The two stages allow for both Trust wide and local oversight and learning.

Trust wide triage includes a broad membership with representation from all key clinical areas 
(including patient safety, corporate nursing, medical, pharmacy, maternity, paediatrics, 
radiology, pathology, safeguarding). Trust wide triage occurs every working morning such that 
all incidents should be considered by triage within 72 hours of being reported – usually within 
24 hours. Of note, relevant leaders are informed of the incident at the time of reporting through 
an email cascade appropriate to the geographical area / category of incident.  The local 
patient safety huddles (sometimes described as ‘local triage’) are smaller groups and include 
representation from patient safety, operations, medical and nursing at either divisional or 
clinical directorate / clinical service unit (CSU) level. Both panels are responsible for 
appropriately grading all patient safety incidents using the 4 MKUH response levels 
(Appendix 2). A key role of a local patient safety huddle is to review any level 4 incidents 
(which require further information over and above that included in the original incident report) 
and determine an appropriate learning response. In such cases, a rapid review form is 
completed by the ward/department - this ideally occurs within 7 days of the incident being 
discussed at daily Trust wide triage. The questions in the form are based on the following 
national criteria:

i. potential for learning in terms of: 
• enhanced knowledge and understanding 
• improved efficiency and effectiveness 
• opportunity for influence on wider systems improvement

ii. actual and potential impact of outcome of the incident (harm to people, service quality, 
public confidence, products, funds, etc.) 

iii. likelihood of recurrence (including scale, scope and spread) 

Based on the rapid review findings, the members of the local patient safety huddle agree to 
either close the incident on Radar or assign a level 1 or 2 response. For level 1 and 2 
responses a learning event will be suggested. The details of the different types of learning 

1 B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf (england.nhs.uk)

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf
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events are described in Appendix 3. Broadly these events have replaced local investigations, 
72-hour reports and root cause analysis (RCA).

The Trust wide triage panel formally reports to the Patient Safety Incident Review Group 
(PSIRG), weekly, and the Patient Safety Board monthly, for oversight. In addition, a daily 
update is sent to members of the executive group for their information.

Other processes exist for the review of non-patient safety incidents or for patient safety 
incidents where robust improvement strategies are already in place. Any complaints which 
may have a significant patient safety component are discussed at Trust wide triage. 

Outcomes (learning and actions) from learning events are shared in several different forums 
including local safety huddles, team newsletters, in ‘Spotlight on Safety’ in the CEO newsletter 
as well as at the Trust wide learning forums such as PSIRG. Additional forums for sharing 
learning such as podcasts, drop-in sessions, Schwartz Round 2 style meetings, lunch and 
learn sessions and simulation are being developed and trialed.

Reporting Period (01 November 2024 – 31 December 2024)

Radar Dashboards

Launched on 04 November 2024, the newly developed Radar dashboards offer teams and 
individuals the opportunity to review and interact with patient safety data. There are 2 
dashboards available:

1. Divisional Dashboards - provide an overview of all incidents and the ability to filter and 
interrogate the data by drilling down into PSIRF incidents by division, CSU and 
department as well as adjusting date periods (see Appendix 5 for snapshots of the 
Trustwide view of the divisional dashboard). These dashboards will be widely used at 
Trustwide and CSU meetings. 

2 Schwartz Rounds provide a structured forum where all staff, clinical and non-clinical, come together regularly 
to discuss the emotional and social aspects of working in healthcare. For further information Schwartz Rounds 
- Point of Care Foundation

Trustwide Triage
(daily)

Non-
patient
safety

incidents

Local Patient
Safety Huddles
(typically at CSU

level, weekly)

PSIRG
(currently weekly)*

Key groups driving triage, understanding andmanagement of reported patient safety incidents

* The frequency and format of PSIRG (patient safety incident response group) will be kept under review as
the transition away from historic processes completes and as we optimise our focus on learning.

https://www.pointofcarefoundation.org.uk/our-programmes/schwartz-rounds/
https://www.pointofcarefoundation.org.uk/our-programmes/schwartz-rounds/


Page 5 of 20

2. PSIRF Dashboard – provides a more detailed overview of the PSIRF incidents, 
individual workflows, learning outcomes and actions (see Appendix 6 for snapshots 
of the PSIRF dashboard). This will be predominantly used by the patient safety team.

These interactive dashboards enable teams to discuss their current patient safety data and 
make any changes or updates live on the system during meetings, whilst also saving time on 
report writing. Please note the dashboard data is not ‘live’ but updates every 24 hours. 

Key Data 

The total number of incidents reported3 between 01 November 2024 and 31 December 2024 
increased to 2226, predominantly due to a rise in reported incidents relating to violence and 
aggression towards staff. This increase in reporting was also reflected in the number of patient 
safety incidents (see graph below) which remains significantly above pre-PSIRF levels, 
suggestive of a positive reporting culture.

The number of incidents with overdue workflows is currently 435, a 24% reduction (from 574) 
since the last Trust board in November. As anticipated, this reduction is partly due to the 
addition of more realistic KPIs for timelines relating to the various workflows which were 
approved at Patient Safety Board in October and added to Radar in November.  It is important 
to note that there are no national KPIs for PSIRF other than guidance that PSIIs should 
be completed within 3-6 months. The KPIs agreed are to provide assurance that progress 
is being made and learning and action occurs within a timely manner. The patient safety team 
are continuing to support divisions to clear their backlogs. Women’s Health currently has the 
largest number of overdue incidents but are working as an MDT to overcome this. The planned 
appointment of a dedicated patient safety and learning lead in women’s health will support the 
PSIRF processes as evidenced in the other three divisions. 

The two Radar workflows contributing to the largest number of overdue incidents are the 
rapid reviews and the local safety huddles (described here as ‘local triage’).  

1. Rapid reviews are required for incidents allocated as ‘Level 4 – more information 
needed’. The process for level 4 more information includes:

3 Incidents reported through the RADAR system include both patient safety (typically two thirds) and non-
patient safety (typically a third) events. 
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i. Identified at initial Trustwide triage that further information is required in order for 
an informed decision to be made regarding learning response level.

ii. Local teams (division or CSU) are asked to clarify details and gather further 
information about the event (as supported by the rapid review form). The 
expectation is that this is completed ahead of the next weekly local safety huddle.

iii. If more work or time is required to gather the necessary information, it remains on 
their local task list and therefore will appear as overdue when it exceeds the agreed 
KPI of 15 working days (currently 176 are overdue and awaiting completion).

iv. Once more information is gathered and the rapid review form complete, the local 
team will either close the incident, convert it to a level 2 or 3, or ask for 
consideration of a Level 1 investigation (PSII). All potential PSIIs are discussed at 
PSIRG on a weekly basis.

2. As described above, the rapid review form needs to be completed ahead of the local 
safety huddle and therefore is having a knock effect on the number of overdue local 
safety huddles (currently described as local triage). All CSUs now have established 
weekly MDT meetings to review their incidents and rapid reviews. This will reduce the 
current local triage backlog of 167.

Level 1 Patient Safety Incident Investigations (including local PSIIs)

Since 01 November 2024, there have been two level 4 investigations identified (one locally 
led PSII and three MNSI investigations). One PSII has been completed, quality assured and 
approved at PSIRG. One is on hold and two are currently overdue. See table below for details. 

INC 
No. 

Date 
declared at 
PSIRG

Level 1 
investigation 
type

Safety Priority 
(National & 
Local)

Description 
Progress update 

26824 22-Aug-24 PSII None Aspiration 
Pneumonia - 
Coronial case.

Completed 

24659 18-Jun-24 PSII None 30+5 neonatal 
death. Intrauterine 
rupture. 

On hold - due to complexities 
around ongoing coronial 
process. 

25330/
25342

05-Aug-24 PSII Local Priority:
Deteriorating 
Surgical Patient

Delay in escalation 
of deteriorating 
patient on Ward 
20. 

Overdue4 – report in draft. 
Awaiting actions meetings with 
wider multidisciplinary team in 
January.

26540 05-Aug-24 PSII Local Priority:
Delayed 
Diagnosis 

Management of a 
gynaecological 
malignancy was 
neither timely nor 
appropriate. 
Typographical error 
relating to 

Overdue4 – Initial 
conversations held with both 
Gynaecology and Radiology 
teams and system analysis 
worked through. Now requires 
action setting meeting with 
Gynaecology. 

4 Overdue in respect of our local KPI of 3 months (still within the national KPI of 6 months)
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diagnostics 
contributory. 

30615/
30590

5-Dec-2024 PSII  Never Event Replacement of a 
feeding nasogastric 
tube (NGT). 
Position check on 
chest x-ray 
interpreted 
incorrectly and 
NGT used resulting 
in patient 
aspirating.

Uploaded to StEIS. Immediate 
safety actions taken. PSII 
underway. 

31293 19-Dec-2024 MNSI

 

National Priority Term baby 
required 
transfer to tertiary 
centre for cooling 
and ongoing care.

Awaiting acceptance from 
MNSI.

31554 Created 
26-Dec-2024

MNSI National Priority Term intrauterine 
death 

Awaiting consent from family 
to proceed.

31670 Created 
28-Dec-2024

MNSI National Priority Term intrauterine 
death 

Awaiting consent from family 
to proceed.

Themes from reported incidents

Potential themes identified from reported patient safety incidents are actively tracked by the 
team. An identified theme may lead to specific actions (for example, co-ordination of an MDT 
meeting to discuss and improve understanding) which may not have been warranted based 
on a single incident. Identified themes may also assist in the identification of training needs 
and patient safety priorities for future years (as identified in the annual Quality Account).   The 
table overleaf describes themes which are continuing or newly emerging since 01 November 
2024.
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Category Source Plan / next steps

Discharge summaries – quality of / not 
being sent / not received by GPs

Incidents Previous QIP in 2023 – reaudit planned and review to assess 
sustainability of previous actions. 
To be linked to discharge medication QIP.

Discharge medications 
Incidents QIP registered and initial data analysis underway. To be linked to 

discharge summary QIP. 
Management of dysphagia – 
assessment, referral and following care 
plans

Incidents, 
Inquest, 
Safeguarding 

QIP now registered and commenced following extensive learning 
events and reviews. 

Violence and aggression towards staff 
Incidents Being managed under Health & Safety.

Delays in the documentation of a 
speciality review impacting patient flow 
through the emergency department 
(ED).

Incidents Level 2 learning event planned to include ED, staff, general 
surgeons, trauma & orthopaedics, acute medicine and other sub-
specialist teams.

Collaborative working with the clinical skills and simulation team

The patient safety team and the clinical skills and simulation team have started working 
together on a new approach to learning through simulation. This is a two-pronged approach 
working both reactively and pro-actively in response to patient safety events and optimising 
how learning is shared:

• A new clinical simulation learning outcome form has been introduced to capture the 
rationale for the simulation session, the learning generated and any quality 
improvement ideas. There are a variety of prompts for clinical simulation including 
team training requests, post clinical events and awareness days. Up until now, the 
learning and ideas generated during these sessions the sharing is often limited to the 
attendees. The hope with the new form is that learning can be shared beyond the 
session and become part of the patient safety learning platforms. 

• Recreation of patient safety incidents using simulation in either the area that the 
incident occurred or recreated in the simulation wards/suite. The teams held their first 
planned event in December based on an incident involving a patient with a new hip 
replacement who sustained a hip dislocation after a controlled slide to the floor and 
subsequent hoisting off the floor. The scenario was recreated using the specific 
equipment and key members of the MDT. Key discussions were held around the 
correct procedure for obtaining appropriate chairs and lifting equipment, where it is 
stored and who has access during the day/night. Candidates also explored the need 
for additional staff support during patient falls, having a simple and easily accessible 
standardised operating procedure and having communication tools, such as graded 
assertiveness, to support one another to speak up when they have concerns and 
ideas. 

Learning from Patient Safety Incidents  

Learning is identified at all stages of the PSIRF process:
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1. Daily triage meeting when all patient safety incidents are discussed by experts 
representing each hospital department. 

2. Locally at weekly safety huddles (local triage).
3. Weekly PSIRG meeting where learning is identified and shared.
4. Level 1 & 2 learning events.

Key learning is recorded on Radar and together with case studies, are shared via the ‘Spotlight 
On Safety’ (SOS) message each week and published on the patient safety intranet page. In 
the past 2 months, we have been considering how best to share learning with teams across 
the Trust and are appraising various options including WhatsApp and MS Teams (with 
appropriate safeguards in terms of information governance and security).

In January monthly patient safety forums commence - a drop-in session for staff to come and 
hear about patient safety themes, share their experiences and learn from topic experts. The 
first 4 forums will focus on each of the Trust’s patient safety priorities, starting with diabetes 
management in January.

The patient safety team continues to capture learning using the Mortality and Morbidity (M&M) 
meeting outcome form. This is a simple Microsoft form that encourages the M&M group to 
identify examples of care excellence, key learning and potential quality improvement and audit 
opportunities. An outcome summary is developed monthly and shared across all CSUs and 
learning platforms for Trust wide learning. 

Level 2 Learning Events 

Since 01 November 2024, 35 level 2 learning events have been completed. The dashboard 
screenshots below illustrate the type of learning events being held and the key system factors 
contributing to our incidents and errors since the PSIRF launch in May 2024.  
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As can be seen from the charts, we need to improve the recording of ‘contributory factors’ 
following completion of learning events (these were only provided following a minority of the 
35). 

A further 99 learning events are planned over the coming 2 months. 92 are currently overdue 
in accordance with the local KPI of ‘within 60 days’. It is important to recognise that learning 
events must be facilitated at a time and place that suits the people involved both logistically 
and emotionally. This requires detailed planning and scheduling to ensure that the right people 
are able to attend. PSIRF training is continuing to up-skill the ward / department teams to 
facilitate timely learning events such as hot debriefs and after-action reviews. This should 
reduce the number of delayed learning events and hence the overdue incidents. MDTs are 
excellent for high quality thematic learning. Reviewing multiple incidents at one MDT learning 
event is beneficial in terms of time and expertise but can be more challenging to arrange which 
can impact the overdue incidents list. 

A feedback form has been developed with a variety of feedback methods including satisfaction 
scales and open questions. Visual inquiry images (Appendix 7) are also provided as a well-
established appreciative inquiry tool used at MKUH to help explore people’s feelings and 
thoughts about a specific experience. So far staff completing the form have rated learning 
events as either ‘good’ or ‘excellent’ and images chosen to describe how the learning events 
felt for them include:

 

 Below are some quotes from staff explaining why these images were chosen:
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It felt like a very supportive environment where we could share our ideas and collaborate with each 
other.

“I felt supported and listened to.”

“I felt I had been brought to light about so many things.”

“Thank you for leading this and supporting us to learn from the incident objectively by positive 
questioning and how we will disseminate this learning.”

“As this was the first PSIRF learning event I attended it was nice that it was explained to all staff that 
attended what it was about and why we do this. Everyone was asked opinions and ideas and it was 
open and honest. Good outcomes of learning identified with questions generated by discussion and 

questions asked by PSIRF team.”

A 3-month post learning event feedback form has been developed to evaluate the impact of 
learning events. Questions have been designed to explore how people are feeling about the 
incident now, whether any positive change has occurred, both personally and in terms of 
safety culture within their area and whether any safety actions have been completed. 
Feedback from this form will be shared at the next board meeting.

PSIRF 6-month Review

PSIRF reached its six-month milestone on 1st November 2024, and whilst the plan and policy 
don’t require a formal review until at least May 2025, it was felt that a stocktake of our collective 
early experience of PSIRF would be beneficial. On 21st November, the PSIRG meeting was 
used to facilitate a learning event where members of the Trustwide triage group and other key 
stakeholders were invited to share their perspective of what is working well, any challenges 
and work together to identify any change ideas and improvements in the current processes 
and workflows. A summary of this review meeting is included in Appendix 8.
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Appendices 
Appendix 1 – The SEIPS model 

B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf (england.nhs.uk)

Appendix 2 – Four response levels

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf
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Appendix 3: Types of Investigation and Learning Response Types 

Other level 2 response types can be considered such as audit, tabletop exercises, 
observational studies, and local learning forums. 

Response Type Level Description

Patient Safety 
Incident 
Investigation (PSII)

1 A PSII offers an in-depth review of a single patient safety incident 
or cluster of incidents to understand what happened and how. 
These are led by the central patient safety team to ensure 
standardisation of high-quality system focused reports in 
collaboration with experts in the relevant fields.

Hot Debrief  2 A psychologically safe meeting with those involved to summarise 
a critical event, hear from those affected and identify immediate 
learning. These are locally led events by skilled facilitators. 

After Action Review 
(AAR)

2 AAR is a structured facilitated discussion of an event, the outcome 
of which gives individuals involved in the event understanding of 
why the outcome differed from that expected and the learning to 
assist improvement. AAR generates insight from the various 
perspectives of the those involved and can be used to discuss 
both positive outcomes as well as incidents. 

Multidisciplinary 
Team review (MDT)

2 An MDT review supports care teams to learn from patient safety 
incidents that have occurred. the significant past and/or where it is 
more difficult to collect staff recollections of events either because 
of the passage of time or staff availability. The aim is, through 
open discussion, systems analysis and other techniques to 
understand ‘work as done’, to agree the key contributory factors 
and system gaps that impact on safe patient care. These can be 
useful to learn from clusters of similar events.

Learning and 
Innovation From 
Events (LIFE) 
session 

2 LIFE sessions aim to take stories/accounts from everyday 
events and incidents and promote discussions that help 
people to use these stories/accounts as a prompt to 
collaboratively talk about what stood out for them, what there 
is to celebrate, what we are curious about and what are the 
ideals and practical ideas that can be taken forward to 
benefit those who live, work in or visit the care setting. LIFE 
sessions adopt a relational approach to learning and 
improvement, as they create space for multiple perspectives 
to be heard. LIFE sessions can be used to discuss 
stories/accounts from patients, family members or staff.

Rapid Review 4 A simple locally led review based upon national criteria. This 
determines whether the incident requires a level 1 or 2 
learning response or can be closed. These are reviewed 
weekly at the local triage meetings.
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Appendix 4 – MKUH Patient Safety Priorities 
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Appendix 5 – Examples of Trustwide Overview of Divisional Dashboard (data 
from 01 May 2024 – 31 October 2024) 

% of incidents categorised 
as moderate harm following 
discussion at initial triage. 
The harm level is reviewed 
by the triage panel and 
adjusted accordingly. The 
level can be further 
adjusted once further 
information is gathered as 
part of the rapid review  

‘Open’ 
incidents 
refer to 

incidents 
that have 
workflows 

complete or 
pending but 

not yet 
overdue

‘Click for dashboard’ takes the user 
to an additional dashboard with 
more detailed data on the metric

Can swap between these 
graphs  
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Appendix 6 – Examples of PSIRF Dashboard (data from 01 May 2024 – 31 
October 2024) 
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Appendix 7 – Visual Inquiry Images 
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Appendix 8 – PSIRF 6-month review summary
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Meeting Title Trust Board in Public Date: 9th January 2024

Report Title Maternity and Neonatal 
Incentive Scheme for Trusts 
(MIS) sign off

Agenda item Number: 9

Lead Director Fiona Hoskins- Chief Nursing Officer

Report Author Elaine Gilbert- Divisional Chief Midwife / Jasmine Cajee- Compliance, 
Assurance Lead Midwife

Introduction The MIS presentation and declaration form have been submitted to Trust 
Board as part of the sign-off process for MIS Year 6. The presentation 
details the expected compliance for each safety action, this is supported by 
evidence files (MS Teams folder access shared). 

The purpose of this paper is for board agreement and sign off, based on 
the evidence and detailed compliance. The CEO is required to discuss 
compliance with the ICB AO. The CEO and AO both are required to sign 
the Board Declaration form. 

The evidence has been submitted to the LMNS at regular intervals for 
oversight, discussion and compliance. LMNS final submission of Q3 
evidence is 13/01/2025 and review and sign off meeting planned for 
07/02/205

Key Messages to Note MIS compliance is currently as detailed below:

Safety Action 1 – Compliant 
Safety Action 2 – Compliant 
Safety Action 3 – Compliant 
Safety Action 4 – Compliant *with action plan in place for BAPM National 
Standards of Nursing Workforce.  
Safety Action 5 –Complaint 
Safety Action 6 – Compliant *awaiting confirmation from LMNS
Safety Action 7 – Compliant 
Safety Action 8 – Compliant *SBL E-learning for new medical staff- action 
plan under development for staff to complete prior to timeframe of 6 
months for ‘new starters’
Safety Action 9 – Compliant 
Safety Action 10 – Compliant

Recommendation
(Tick relevant box(es)

For Information For approval x For review 

Strategic Objectives Links 
(Please delete the objectives 
that are not relevant to the 
report

1. Keeping you safe in our hospital 
2. Improving your experience of care
3. Ensuring you get the most effective treatment 
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care
6. Spending money well on the care you receive

Report History 
Next Steps  Trust Board sign off MIS 

 Trust Board Declaration Form 
 LMNS sign-off - Submission of completed Board declaration form to 

NHS Resolution by 12 noon on 3rd March 2025
Appendices / Attachments  MIS Year 6 Trust Board Presentation

 Trust Board Declaration Form 



Maternity Incentive 
Scheme (MIS) 

Year 6



Overall compliance to 10 safety actions CNST Year 6

Anticipated compliance to 10 Safety Actions CNST Year 6

1 Perinatal review tool

2 MSDS

3 ATAIN

4 Medical Workforce *BAPM National standards of Nursing staff (gaps in compliance)- action 
plan in place and shared in appropriate forum as per MIS requirement

5 Midwifery Workforce

6 SBLCB V3 *Awaiting confirmation from LMNS

7 Patient Feedback

8 Multi-
professional training

* SBL e-learning for New medical staff action plan under development 
and plan to complete prior to timeframe of 6 months. 

9 Safety Champions

10 Early 
notification scheme (HSIB)



SAFETY ACTION 1- COMPLIANT



Safety Action 1- PMRT

Have all  eligible perinatal deaths 
from 8 December 2023 onwards 
been notified to MBRRACE-UK 

within seven working days? 

For at least 95% of all deaths of 
babies who died in your Trust from 8 

December 2023, were parents’ 
perspectives of care sought and were 

they given the opportunity to raise 
questions? 

"Has a review using the Perinatal Mortality 
Review Tool (PMRT) of 95% of all deaths of 
babies, suitable for review using the PMRT, 

from 2nd of April 24 been started within 
two months of each death? This includes 
deaths after home births where care was 

provided by your Trust. " 

Were 60% of the reports published 
within 6 months of death from the 2nd 

of April 24? 

21 from 8/12/2023 – 100% 
compliance 

100% 100% - 17 Cases ,meeting PMRT criteria. 
100% compliance to date. 3 Shared PMRT 

with other Trusts. All PMRT reviews opened 
within 2 months

50 %-  2 cases > 6 months with one 
breaching due to ongoing inquest

Themes within PMRT
• Preterm births
• Recognition of infection/chorioamnionitis

Safety action - 1

0

1

2

3

4

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

Number of fetal, stillbirth and neonatal losses MIS YR6

Late miscarriage/fetal losses (22+0-23+6 weeks)

Stillbirths (from 24+0 weeks)

Neonatal deaths ( from 20 weeks/ 400g up to 28 days after birth)

Deaths reported to MBRRACE-UK since 1 January 2013 are:

Late fetal losses – the baby is born at 22 or 23 completed 
weeks’ gestation showing no signs of life, irrespective of 
when the death occurred.
Stillbirths – the baby is born from 24 completed weeks’ 
gestation (or from 400g where an accurate estimate of 
gestation is not available) showing no signs of life, 
irrespective of when the death occurred.
Neonatal deaths – the death of a live born baby born from 
20 completed weeks’ gestation (or from 400g where an 
accurate estimate of gestation is not available) occurring 
before 28 completed days after birth.
Terminations of pregnancy resulting in a registered 
stillbirth (from 24 completed weeks’ gestation) or neonatal 
death (from 20 completed weeks’ gestation) are also 
notified in order to exclude these cases from MBRRACE-UK 
reported statistics on perinatal mortality.



SAFETY ACTION 2- COMPLIANT



Safety Action 2- MSDS



SAFETY ACTION 3- COMPLIANT



• TC pathway audited monthly & reported 
through CSU

• All term admissions to NNU recorded on 
Badgernet

• Monthly audits collect TC activity

• Weekly ATAIN review meetings

• Live ATAIN action plan & TC action plan in 
place

• Progress with ATAIN action pan shared 
through MAG & the maternity improvement 
workplan

Safety Action 3- Transitional Care

November 2024:

Number of admissions for the month – 12
Number of babies born - 311
Number of babies meeting criteria for inclusion – 308

Percentage of babies admitted to NNU – 3.8% (Previous Month 6.02%)
Number of Avoidable admissions – 7 (2.2%)
Number of Unavoidable admissions – 5 (1.6%)

Of the admissions 58% of them were avoidable and 41.6% were unavoidable

4 cases (57% of the total avoidable cases) were avoidable because they could have 
been cared for in a Transitional Care



SAFETY ACTION 4- COMPLIANT



SAFETY ACTION 4- COMPLIANT



• Obstetric Medical Workforce staffing update to MAG- addressing and meeting all the 
requirements of MIS Year 6.

• Anaesthetic workforce- evidence of 24-hour availability for Obstetric Unit cover. SOP under 
review as per local process (review due Oct 2024). Being brought to January 2025 Guidelines 
meeting for sign-off. Present process covers requirements of MIS and evidence shared in form of 
duty rotas.

• Neonatal Medical workforce update to MAG in October 2024- addressing and meeting all 
requirements of MIS Year 6.

• Neonatal Nursing workforce- BAPM National standards of Nursing staff (gaps in compliance)- 
action plan in    place clearly sharing gaps in compliance and planned actions with timeframes. 
This has been shared in appropriate forums as per MIS requirement.

Safety Action 4- Can you demonstrate an effective system of 
clinical workforce planning to the required standard ?



SAFETY ACTION 5- COMPLIANT



• Six monthly staffing paper submitted to 
MAG and Trust Board April and October 
2024 to provide oversight on 
staffing/safety issues.

• Birthrate plus report from 2022.

• Refreshed Birthrate commissioned (as per 
MIS recommendations)- commenced 
October 2024.

• Roster rebuild and establishment review 
has improved staffing across service. 

• Budget alignment has been sent for 
review.

• Regular Midwifery Workforce update via 
MAG outlining Midwifery Safe Staffing (as 
opposite).

• Compliance with Supernumerary  Labour 
ward coordinator at commencement of 
shift and 1:1 care in labour- reported 
monthly though governance report and 
monitored daily via Maternity Safety 
Huddles.

Safety Action 5- Can you demonstrate an effective system 
of midwifery workforce planning to the required 
standard.



SAFETY ACTION 6- COMPLIANT



• Working towards local and nationally set targets for all elements of SBLCB V3.
• Where compliance has not met set targets- action plans devised with anticipated timelines for 

achieving improvements/actions that have been identified.
• Two meetings with LMNS during 24/25.
• Fifty audits across all six elements.
• Regular review of local themes and trends across the six elements with regards to potential harm, 

through rolling audits, RADAR and scheduling MDT meetings where required to address any specific 
concerns/trends/ areas for improvement.

• Quarter 3 review planned for 17/01/2025 with evidence upload to NHS Futures platform by 
10/01/2024.

Safety Action 6- Compliance with all elements of 
Saving Babies Lives Care Bundle Version 3 (SBLCB 
v3)



SAFETY ACTION 7- COMPLIANT



• Established Maternity and Neonatal Voices Partnership (MNVP)- quarterly meetings.

• Terms of Reference for Trust safety and governance meetings evidencing MNVP Lead as a member of these 
meetings.

• The annual work plan for the MKUH MNVP 2024/2025 has been agreed at ICB / LMNS level. The workplan 
identifies the LMNS /Trust/regional and neonatal commitments, focusing on 5 themes within the action plan which 
are:
o 1. Postnatal Care
o 2.Voices Heard
o 3. Infant Feeding
o 4. Accessing help
o 5. Neonatal Focus

• The Workplan is focused on areas identified within CQC survey, themes, and areas identified with clinical incidents, 
complaints, and service user feedback.  As well as national / local work around EDI (Equality, Diversity, and 
Inclusivity).

• Engagement with Senior Maternity Team to review annual CQC Maternity Survey data and to co-produce any 
identified actions going forward.

• Engagement from MNVP with Maternity Service User Experience Review Group (bi-monthly  meetings).

Safety Action 7- Listen to women, parents and families 
using maternity and neonatal services and co-produce 
services with users.







SAFETY ACTION 8- COMPLIANT



Safety Action 8- Training Compliance 

Red compliance (SBL e-learning)- New starters, x1 Reg and x1 Cons. Escalated to NS



Safety Action 8- MDT Training action plans to 
monitor medical staff training compliance 

• Simulated training scenarios 
shared as evidence.

• Training compliance 
monitored via Maternity 
Practice Development team.

•  Action plan submitted by 
ADO to achieve compliance.

• Flow chart for ongoing 
monitoring and compliance 
of training developed. 

• SBL e-learning for New 
medical staff action plan 
under development and plan 
to complete prior to 
timeframe of 6 months. 



SAFETY ACTION 9- COMPLIANT



• PQSM metrics reviewed at CSU, MAG, Trust Board.

• Non- Executive Director (Sarah Whiteman) appointed and visibly working with MKUH Board Safety Champions (Ian Reckless & Fiona Hoskins).

• Trust board level safety champion walk arounds and present in maternity, joint meetings with MNVP and trust board level safety champions. 

• Review of Maternity and Neonatal Quality & Safety undertaken at Maternity Assurance Group and also shared via Patient Safety Board- Divisional 
Upward Report and Monthly Governance Report.

• Thematic learning- ITU thematic review, Triage review. Themes and trends monitored via PSIRF and RADAR. QI projects registered on RADAR- 
monitoring and oversight. Patient experience story shared by a family who mainly felt supported in their pregnancy and after the birth of their son 
who had anencephaly. 

• Bi- monthly Maternity Patient Experience Review Group meeting.

• Monthly staff forum with board level maternity safety champions.

• Maternity Incident Learning- LMNS Sharing Meeting- monthly report compiled and presented in this forum. Safety concerns dashboard in place 
reported monthly & visible in clinical areas  via Governance report.

• Staff engagement sessions- Maternity Team Open Forums- Culture and Safety Listening Events conducted in June 2024. Themes and detailed 
feedback translated into an action plan. Also, Unit meeting conducted monthly by Divisional Chief Midwife with staff having the opportunity to 
raise concerns, share good practice, ask questions both during the forum and anonymously.

• Trust Claims Scorecard- Claims on Governance Report- updated and presented monthly at CSU, Divisional Board, Maternity Assurance Group.

• Safety champions support maternity team attendance at Maternity & Neonatal network meetings.

• Maternity & Neonatal team actively engaged in the MatNeo Safety Improvement Programme, including attendance at optimisation forums; 
patient safety network meetings.

• Board Safety Champions meet with Perinatal Leadership Team on a monthly basis via Maternity Assurance Group meeting.

• Quadrumvirate have engaged in the Korn Ferry 'NHS Perinatal Quad Culture and Leadership Programme'- findings  from survey presented 
at Maternity Assurance Group and have an action plan to support the key findings of this work and also any other culture surveys that are 
conducted. 

Safety Action 9- Board Assurance of 
Maternity & Neonatal Safety & Quality



SAFETY ACTION 10- COMPLIANT



Women’s External open investigations

Maternity 
Incident 

date
Incident Report 

type
Current status Improvement plan update Information 

about 
MNSI/EN 

provided to 
the family

Written 
DoC and 

MNSI 
consent

05/08/23 Therapeutic 
cooling

MNSI Final report received – No safety 
recommendations

Improvement plan ongoing Yes Yes

21/09/23 IUD 40+1 
early labour

MNSI Final report received -5 Safety 
recommendations

Improvement plan ongoing Yes Yes

26/09/23 Therapeutic 
cooling

MNSI Final report received -2 Safety 
recommendations

Improvement plan ongoing Yes Yes

05/11/23 Therapeutic 
cooling

MNSI Final report received -4 Safety 
recommendations

Improvement plan ongoing Yes Yes

27/11/23 Maternal 
Death

MNSI Final report received – 7 
recommendations, 0 for maternity

Action plan draft for the Trust Yes Yes

17/12/23 Breech 
Therapeutic 

cooling

MNSI Declined by MNSI Declined by MNSI Yes Yes

23/03/24 Therapeutic 
cooling

MNSI Final Report received – 4 Safety 
recommendations

Improvement plan ongoing Yes Yes

07/07/24 Therapeutic 
cooling and 

ECMO

MNSI Ongoing Investigation Ongoing Investigation Yes Yes

16/09/24
Maternal Death

MNSI Ongoing investigation Ongoing Investigation Yes Yes

Safety action 10

Number of cases which met the 
criteria for referral to MNSI

07/12/23-06/12/24

Number of cases referred to MNSI
07/12/23-06/12/24

Number of cases accepted by 
MNSI

07/12/23-06/12/24

Number of cases declined by 
MNSI or Family

07/12/23-06/12/24

4 4 3 1



• 100% of qualifying cases reported to MNSI- monitored and evidenced via 
monthly Governance report, presented at CSU, Maternity Assurance Group 
as oversight. 

• No qualifying EN cases for NHSR EN scheme- confirmed by email from NHSR 
therefore no fields needed to be completed on the Claims reporting wizard 
(CMS).

• Template letter for MNSI DOC (Duty of Candour).

Safety Action 10- 100% of qualifying cases reported to 
Maternity and Newborn Safety Investigations Special 
Health Authority (MNSI) and NHSR Early Notification 
(EN) scheme



Conclusion 



Questions ?
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Meeting 
Title

Trust Board in Public Date: 9 January 2025

Report 
Title

Integrated Quality Governance Exception 
Report

Agenda Item Number: 10

Lead 
Director

Kate Jarman, Chief Corporate Services Officer

Report 
Author

Corporate and Quality Governance Leads
 

Introduction Monthly IQG exception report

Key Messages to 
Note 

• Good progress in QI and audit.
• Number of complex inquests (with important learning from 

investigations)
• Continuing risks around violence and aggression (health and 

safety update)

Recommendation
 

(Tick the 
relevant 
box(es)) 

For Information       ☒ For Approval      ☐ For Review       ☐ 

 

Strategic Objectives Links  

(Please delete the objectives that are 
not relevant to the report) 

Safety, experience, effectiveness (and well led).

 

Report History 

 

 Trust Executive Committee 08/01/2025

Next Steps 

 

 Regular report  

Appendices/Attachments 

 

 Paper follows
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Quality Improvement and Audit

1.1 Quality Improvement Summary

The Quality Improvement (QI) team is fully established and collaborating closely with 
the Patient Safety (PS) team and Nursing Quality team.   

The first Quality Improvement Project (QIP) addressing scan time breaches in 
antenatal ultrasound scans was successfully transitioned from the PS team, following 
the PSIRF mode. Project leads have been identified in US and Maternity teams and 
workstreams have commenced with capacity and demand data capture and reducing 
DNAs. The scope of the project is limited as the main driver is staffing and without 
increased capacity, they will not avoid breaches all together, but the collaborative team 
have agreed to work with what is within their control.  There are plans for a patient focus 
group and process mapping session in the near future.  However, this QIP is lacking a 
project sponsor (QI team request leads are identified prior to handing over for QI team 
support).

For large scale QIP proposals a project charter (appendix 1 template) is completed to 
outline the purpose, scope and benefits of QIP proposed. At the end of December, a QI 
project charter was completed with the Therapies lead, Head of Nursing Medicine and 
for improving Dysphagia management.

A QI project charter has been completed for violence and abuse driven by the latest 
NHS national Violence Prevention and Reduction Standards updated December 2024. 
A re-set meeting is organised for January 2025.

To streamline project approvals and ensure the right level of QI is adopted for safety 
actions post PS learning event or PSII, the QI and PS teams have developed a proposal 
form (awaiting final approval to go live on RADAR) to ensure comprehensive 
information is provided before QIPs are approved. The form includes essential details 
on the learning event, the SEIPS framework, and the designated QIP sponsors and 
leads. Key information can then be incorporated into a project charter. 

An audit completed in Medicine division for alcohol withdrawal identified cost 
savings. There is strong evidence that this pathway is expensive and not 
effective.  As cost savings have been identified this will be supported by the 
Transformation team who will include quality aspects such as NICE guidance and 
Quality Standards.  A new policy has been drafted for further development.  The team 
will also explore bed usage and the volume of patients that have high bed usage for 
limited clinical value.

A process for developing and monitoring safety actions post learning event may be 
helpful to help identify if continuous learning is required using QI tools to further 
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understand causal system factors and problems and to identify those safety actions 
which will provide quality assurance through associated measures.

The second QI Trust forum was well attended with an update on PSIRF themes and 
trends shared by the Head of Patient Safety and the Head of Patient Experience 
highlighting themes from complaints and inpatient survey.  Consultants in attendance 
are keen to develop a more focused, proactive approach to annual QI planning which 
will support development of our Trust Quality Management System. 

The QI team has also introduced well-received on-line ‘drop in’ QI clinics to assist 
staff with audit and quality improvement queries and is developing additional clinics 
focused on patient safety and health and safety to foster collaboration.  

Training in Quality Improvement is being rolled out across the Trust, covering both 
foundational and advanced courses. However, future funding for NHS QI Coaching 
Training remains uncertain, potentially limiting further growth in this area. The QI team 
are identifying staff in key roles where QI training may be beneficial i.e. staff in 
champion roles.  A bespoke QI session is organised in January for Tissue Viability. 

Despite significant progress in several local projects, challenges such as staffing 
shortages and limited financial resources have slowed some initiatives. Small purchase 
items such as USB sticks for patient waiting area TVs, and medicine cupboard locks to 
enable access for responsible persons only are now having to go through purchasing 
approval process (charitable funds to be explored). The patient booking service is 
undergoing a contract renewal, meaning the addition of new screen information will be 
delayed until March 2025.

Data Challenges for QI

Data is a key QI component to ensure change is focused on risk and improvements are 
sustained.  There are two issues with data impacting on QI activity

1. Accessing e-Care information hindering the completion of audits, baseline 
data and data for monitoring quality assurance which in turn affects data 
collection for performance evaluation and decision-making.

2. Radar incident data analysis is required prior to hand over of QI for QI team 
support from PS.  SEIPS analysis further informs contributory factors and areas 
where QI focus is required. 

In Sepsis management, a lack of data insight, oversight and clear metrics has been 
identified, with PS incidents often only being detected retrospectively via audits. This 
impacts our ability to assess risk and ensure treatment compliance.
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The Dementia Care QI work is more of a continuous effort rather than meeting the 
original end date, much work is in development and there are some system changes to 
allow data gathering for intelligence rather than manual data collection. On average 
there can be between 60 – 70 inpatients per day with some form of cognitive 
impairment and the lead responds according to priority, which can unfortunately result 
in little time for QI, however the referral method is working well. The Dementia lead is 
also working alongside workstreams like violence and abuse /falls/ delirium, aiming to 
promote dementia friendly environment/ communication methods. Training sessions 
are limited in 2025 due to the availability of the dementia lead.

In falls management, there is a gap noticed in Trust guidelines and pathways for 
delirium management - this may delay the addition of a care plan to e-Care, pending a 
backlog of requests and policy updates. QI work has been registered this month for 
delirium, and delirium post-op for fracture neck of femur patients. QI is underway on 
ward 23. The areas undertaking focused Plan, Do, Study, Act work are: 20, 14, 1, 
18,19,23,15, ED, 2B, 25.  Hot debriefs  post fall for these areas will be piloted when 
template is built. Trust wide 100% of all patients’ high risk of falls to have a wrist band. 
All patients following a fall to have a completed post falls risk assessment.

The Pressure Ulcer QIP which commenced January 2023 has demonstrated 
improvement with a day of celebration organised by the Head of Nursing held on 21st 
November. Various wards for recognition were handed out with Ward 1 celebrating 41 
days pressure ulcer free from last pressure ulcer. The ward 7 won the most improved 
ward.  The QIP is resetting using the SEIPS ‘system thinking’ model and a focused QI 
approach.   

1.2 Actions for Registered Quality improvement projects November 2024

Completed Overdue Pending Planned Grand Total
High 54 30  26 110
Low 20 6  11 37
Medium 118 79 2 93 292
Grand Total 192 115 2 130 439
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2.0 Audit/QI projects registered on Radar in November 2024 – 41 audits 

 

2.1 QIPs & Audit Compliance with Standards Status - 25 outcome forms received in 
November 2024 
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2.2 National Quality Account and NCEPOD Audits and performance data presented 
2024/2025 

KEY: 
Improvement plan pending
Presented and improvement plan completed 

Apr-24 May-24 Jun-24 July-24 Sep-24 Oct-24 Nov-24
Acute 
Medicine 
/ 
Diabetes

Respirator
y/
Cardiology
)

Respirator
y

Urology/ 
Paediatric
s

Diabetes / 
Cardiology

Emergenc
y / Acute 
Medicine

Paediatric
s/ Acute 
Medicine

Sentinel 
Stroke 
National 
Audit 
Programm
e (SSNAP) 
– 
presented 
in April

National 
Lung 
Cancer 
Audit 
(NLCA) – 
presented 
in May

NCEPOD - 
Communit
y Acquired 
Pneumoni
a – 
presented 
in June

NCEPOD: 
Testicular 
Torsion 
(Twist and 
Shout) - 
presented 
July

National 
Diabetes 
Foot Care – 
presented 
Sep

RCEM - 
Care of 
Older 
People 
interim 
report 
published 
in Aug-24 
– 
presented 
at CIG 
Oct-24

National 
Respiratory 
Audit 
Programme 
(NRAP) – 
Paediatric 
Asthma 
Secondary 
Care – 
presented 
Nov 

National 
Adult 
Diabetes 
Audit 
(NDA) - 
National 
Diabetes 
Inpatient 
Safety 
Audit 
(NDISA) - 
presented 
in April

National 
Cardiac 
Audit 
Programme 
(NCAP) - 
National 
Heart 
Failure 
Audit – 
presented 
in May

National 
Paediatric 
Diabetes 
Audit 
(NPDA) - 
presented 
July

National 
Cardiac 
Audit 
Programme 
(NCAP) - 
National 
Audit of 
Cardiac 
Rhythm 
Manageme
nt (CRM) - 
presented 
in Sep-24

National 
Audit of 
Dementia 
(published 
Spotlight 
Audit on 
Memory 
Assessme
nt Services 
in Aug 24) - 
presented 
in Oct-24. 
Linked to 
QIP

Winter 
SAMBA 
(published 
last 
financial 
year) - 
presented 
Nov-24

2.3 National Confidential Enquiry into Patient Outcome and Death (NCEPOD 
Studies)
Clinical Questionnaires

Two clinical questionnaires and two organisational questionnaires remain outstanding.
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Clinical Questionnaire Case 
Notes  
 (Returned 
/ 
Requested) 

Incomplete Submitted Total Due by

Emergency (non-elective) 
procedures in children 
and young people: 
Transfer questionnaire

1/1 0 1 1 03/01/25

Emergency (non-elective) 
procedures in children 
and young people: 
Anaesthetic 
questionnaire 

0/0 0 7 7 31/12/24

Emergency (non-elective) 
procedures in children 
and young people: 
Surgical questionnaire 

5/7 4 3 7 31/12/24

Hyponatraemia-Clinician 
Questionnaire 

4/4 0 4 4 13/12/224

Hypernatremia- Clinician 
Questionnaire

2/2 2 0 2 13/12/24

Organisational Questionnaire Status Due by 

Emergency (non-elective) procedures in children and young 
people: Organisational Questionnaire

0% 
completed

10/01/25

Blood Sodium – Organisational Questionnaire 28% 
completed

24/01/25

3.0 NICE 

Benchmarking the Trust service against NICE best practice identifies risks in pathways 
and opportunities for improvement.

3.1 NICE breaches

Total Number of NICE breaches
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The total number of trust-wide breaches remains at 4.

 Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24
Whole Trust 15 14 11 9 6 7 4 4

Surgery Division 5 4 1 1 1 4 2 1

Medicine Division 8 8 7 6 4 2 1 2

Women        0

Children 1 1 2 1 0 0 0 1

Core Clinical 1 1 1 1 1 1 1 0

Highlights 

Baseline assessments completed/compliance confirmed in November 2024:
• NG101 Early and locally advanced breast cancer: diagnosis and management – 

baseline completed fully compliant.

Lowlights 

Baseline assessments pending completion: 
• NG236 Stroke rehabilitation in adults – now completed – 74% compliance action 

plan required.
• NG155 Tinnitus: assessment and management – published March 2020 requires 

input from ENT (completed by Audiology - fully compliant)- No movement this 
month.

• NG191: COVID-19 rapid guideline: managing COVID-19. Published March 2021, 
updated May 2024. Awaiting respiratory medicine input.

• QS76 Acute kidney injury - Published: 22 December 2014 Last updated: 23 
March 2023. Fully Compliant for adults but still needs input from Paediatrics.

• NG242 Diabetic retinopathy: management and monitoring. Published: 13 August 
2024. Needs completing.

NB. NICE guidance for women's will be added to RADAR from December 2024

4.0 Trust Documentation 
  
There are 19 polices overdue (from 2020 – 2023) and 29 guidelines overdue (2021 to 
2023).

A meeting was held with stakeholders for the Trust Baby Child and Young Person 
Abduction policy to agree author and ownership for the exercise if an event should 
occur.  A further meeting to be organised with representation from Maternity and 
Security services.  



                                                                                                                              

Page 9 of 23

Governance Team support for Trust documentation to be revisited now QI team have 
moved all policies, guidelines, SOPs, PILs onto Radar and a process is in place for 
document management.

Trust policies require alignment with Corporate Governance oversight groups to ensure 
quality assurance is monitored, risks and gaps identified and continuous improvement 
action taken e.g. Trust consent and LocSSIP policies.
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Appendix 1: QI Project Charter template

Problem 
Statement

Examples of good 
practice

What is our data 
telling us?

Cost/Benefit n.b. 
Cost saving 
projects are 
supported by 
Transformation 
team

Organisation 
Benefits

Staff benefits

Patient Benefits

Metric Current GoalProject Goals

Title: Reference
:

TBC

Project 
Trigger

Definitions

National 
directives 
for QIP
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Process 
Start

Process End

Locations 
Impacted

Departments

Impacted

Includes

Scope

Other linked 
QIPs 

Existing safety 
improvement 
plans or links with 
other work which 
may exist or in 
planning phase  
Preliminary Plan - 
Milestones & 
Dates (see project 
goals above)

Define & understand problems 

Measure- 

Improve. Data driven continuous improvement methodology.

Risks and 
Constraints

 

QI 
Project 
Lead/s

• Project Sponsor  a 
senior member of 
staff who holds 
influence in the 
department/service 
and who can 
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provide expert 
advice on the 
improvement work 

QI 
Coach

Oversight and 
Assurance Group
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Litigation Update

Board Note: A new government document, a memorandum of understanding (MOU) 
between regulatory, investigatory and prosecutorial bodies - Investigating healthcare 
incidents where suspected criminal activity may have contributed to death or serious 
life-changing harm has been published.

This sets out how healthcare organisations, regulatory bodies, investigatory bodies and 
prosecutorial bodies in England will work together in cases where there is suspected 
criminal activity on the part of an individual in relation to the provision of clinical care or 
care decision making and to help deliver early, co-ordinated and effective action 
following incidents where there is reasonable suspicion that a patient/service user’s 
death or serious life-changing harm occurred as a result of an incident where there is 
suspected criminal activity in the course of healthcare.

For more information:
Investigating healthcare incidents where suspected criminal activity may have 
contributed to death or serious life-changing harm (accessible version) - GOV.UK

The Trust has an internal SOP for managing internal investigations running concurrently 
with police investigations – this will be updated as required, to reflect this MOU.

Inquests of Note

MK 2985 (15 January 2025)

Stroke and thrombectomy. Had a fall sustaining a left neck of femur fracture, for which 
he underwent surgery. The following day there was a concern that he had aspirated on 
his Ensure drink. Patient deteriorated and died.

The provisional medical cause of death has been given as:
1a Chest infection, Ischaemic stroke, Pyeloduodenal cancer
2 Left Fracture Neck of Femur (Operated), Atrial Fibrillation, Coronary Artery Disease, 
Type 2 Diabetes Mellitus

Trust PSII Level 1 investigation awaiting approval.
There is a quality improvement project which is considering Radar incidents relating to 
Speech and Language Therapy (SLT) assessments, PSIRF learning events and an 
independently commissioned expert report on a cluster of choking incidents. 

MK 2967 (4-5 February 2025)

Collision with a bollard and was thrown from the scooter onto the pavement, sustaining 
injuries to his head, leg and arm. Found to have facial and skull fractures and remained 
in hospital for neurological observations. Developed seizures and underwent further CT 
scans which showed a deterioration, and he was admitted to the Intensive Care Unit 
(ICU). Provisional medical cause of death given as: 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Finvestigating-suspected-criminal-activity-in-healthcare-mou%2Finvestigating-healthcare-incidents-where-suspected-criminal-activity-may-have-contributed-to-death-or-serious-life-changing-harm-accessible-version&data=05%7C02%7CTina.Worth%40mkuh.nhs.uk%7C86f73bd0b4974ab0209e08dd21132852%7Ce96dd0a15d474a949e4a5c1056daa82c%7C0%7C0%7C638703088362170325%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=tiBir1MSiMN4QReozRJeBKCNyqvbcGAdL4%2FK8Lvmnjs%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Finvestigating-suspected-criminal-activity-in-healthcare-mou%2Finvestigating-healthcare-incidents-where-suspected-criminal-activity-may-have-contributed-to-death-or-serious-life-changing-harm-accessible-version&data=05%7C02%7CTina.Worth%40mkuh.nhs.uk%7C86f73bd0b4974ab0209e08dd21132852%7Ce96dd0a15d474a949e4a5c1056daa82c%7C0%7C0%7C638703088362170325%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=tiBir1MSiMN4QReozRJeBKCNyqvbcGAdL4%2FK8Lvmnjs%3D&reserved=0
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a) Cerebral Oedema
b) 1b) Cerebral abscess 1c) Traumatic brain injury with facial fractures

Of note patient had an in-hospital fall associated with a seizure when out of the ward. 
Family’s recollections of events vary significantly to those recorded on eCARE and in 
staff statements which is being explored. Trust PSII Level 1 investigation awaiting 
approval identifies a number of issues to be explored.

MK 2806: (12 – 13 February 2025)

A concern was raised by family that the patient had been found with food in his mouth. 
He developed aspiration pneumonia and was treated with antibiotics, fluids, oxygen 
and pain relief. However, despite best efforts, sadly passed away. Cause of death was 
reported as follows:

1a) Aspiration pneumonia
1b) Chronic dysphagia
II) Learning disability (LD), Type 2 Diabetes

There has been collaborative working with CNWL to draft an Eating and Drinking at Risk 
policy and supporting information, and the implementation of the Oliver McGowan 
training for all staff (levels 1 and 2).

Awaiting disclosure of an independent expert report commissioned by the family 
specifically focusing on the LD aspects of care.

Of note the Chief Medical Officer has commissioned an independent report into five 
choking cases in the Trust in the past year (including two previous and the above 
coronial case) which noted five key recommended actions for the Trust

1. The recognition of eating, drinking and swallowing issues is part of many clinical 
professional’s responsibilities. The Trust should clarify by whom and how this 
should be documented in a timely manner in (i) clinical notes and (ii) ward area / 
patient bed space. Each clinical area must have an agreed location to provide 
this information, so it is visible and available to staff, families, carers, and 
patients. 

2. The Trust should ensure appropriate feeding plans are documented for patients 
with an identified risk, and that there is a robust mechanism to share these and 
with patient, family, and any relevant care providers when a client is admitted to 
or discharged between different settings, either within or between care 
providers.

3. The Trust should monitor SLT referrals, numbers and quality and response times 
to establish if there is a need for more staff training and /or more SLT staffing.

4. The Trust should continue ongoing reporting and monitoring of aspiration and 
asphyxiation incidents and consider whether this could be a future Trust Quality 
Priority.
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5. The Trust should ensure that MCA and DOLS assessments are consistently 
undertaken and documented when there is concern about an inpatient’s ability 
to understand or consent to care.

MK 2954 (4 - 5 March 2025)

Neonatal death for a birth at 30 weeks + 4 days. Ruptured uterus given as provisional 
cause of death.

Perinatal mortality review tool (PMRT) review identified care issues for further 
exploration.

Coronial and family focus on antenatal care, especially once the mother was in labour. 
This is an ongoing PSII investigation

MK 2405: (scheduled for 6 weeks in March 2024)

Death in custody. The IOPC investigation has now concluded, and the Trust has 
conducted its own internal investigation which identified key recommendations:

• The Trust's referral pathways to the MHLT should be reviewed to ensure that they 
are consistent with relevant national guidance such as Side by side - A UK-wide 
consensus statement on working together to help patients with mental health 
needs in acute hospital

• Adherence to Toxbase guidance or rationale for non-compliance documented 
and signed off by a senior clinician

• Embed the use of the Royal College of Emergency Medicine (RCEM) Guideline 
Emergency Department Patients in Police Custody to improve communication 
on discharge for patients leaving the Emergency Department (ED) in police 
custody

• Partnership working and review of care pathways with CNWL (mental health)

There is ongoing focus on the management of violence and abuse and the use of 
restraint, and the scheduling of training for staff, which is aligned to the Health and 
Safety Executive (HSE) action plan.

INC- 26809 (pending coronial decision)

Death of a twin following elective C-section and transfer to tertiary centre.
Linked to ongoing work regarding quality assurance processes for imaging quality in 
obstetric ultrasound scan (US) department.
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Learning from Inquests

MK 2921 

Neonatal death at 29 weeks and 1 day. Prolonged rupture of membranes leading to an 
emergency C- section. Suspected chorioamnionitis. 

There are two key points of learning:
• The importance of listening to a patient’s views. The mother raised concerns and 

felt that something was wrong (given previous losses), however she did not feel 
listened to.

• Better communication between Ward 9 and Labour ward especially around the 
CTG readings

Litigation Update December 2024

Six new claims were opened in December.

Clinical negligence claims of note

MK 3038 - Failure to provide appropriate care and treatment following hospital 
admission in June 2022 which consequently resulted in claimant developing severe 
pressure ulcer injury to left buttock and resulted in surgery. Preliminary review stage 
only.

Safety Alerts

There are 22 open safety alerts. The three main national safety national safety alerts 
are:

SAF 385 - reducing risks for transfusion-associated circulatory overload. Due 4/10/24. 
Action plan completed by the Blood Transfusion Team with remaining one action in 
breach relating to training and the Education Board agreeing to make this mandatory for 
doctors

SAF 364 - Transition to NRFit™ connectors for intrathecal and epidural procedures, and 
delivery of regional blocks. Due 31/1/25. Fully transitioned in theatres but requires 
checks within other areas that carry out lumbar punctures and manometry of CSF 
pressure and orthopaedics where they carry out joint injections.

Corporate nursing team collating information on remaining clinical areas that use these 
and will be compliant by due date.

SAF 464 - Risk of oxytocin overdose during labour and childbirth. The alert seeks to 
balance the benefit of ensuring an oxytocin infusion can be started immediately after a 
woman (at high-risk of post-partum haemorrhage/PPH) has given birth and mitigate the 
risk of preparing the oxytocin infusion in advance. Maternity action plan in place. Due 
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31/5/25 

Of Note:

• SAF 446 - Phillips Respironics Trilogy EVO, Trilogy Evo O2, Trilogy EV300 NIV 
machines. Going forward will need regular filters changes. Note referenced at 
previous TEC. Awaiting SOP finalisation on filter changes and options paper to 
be presented.
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Health and Safety Update

Wards/departments have been tasked with undertaking a risk survey and risk 
assessment in relation to violence and abuse – deadline end of February 2025.

Workplace health and safety inspection self-audits are underway by wards/department 
managers – deadline for returns end of January 2025.

Marion Fowler DipNEBOSH, Health and Safety Advisor has picked up the work around 
violence and abuse and will be focusing on the actions identified by the HSE in their 
improvement notice. Recruitment is ongoing for an additional health and safety advisor 
(with previous rounds of recruitment unsuccessful), with temporary support being 
sought. 

Work on compliance with risk assessments relating to health and safety subjects forms 
part of the 2025/26 health and safety workplan to be presented at the next Health and 
Safety Committee in February 2025.

The Health and Safety Committee last sat on 10th December 2024 highlights below :

• (272) Total number of incidents reported from Q3 Oct/November, (348) Q1 April 
to June (282) Q2 July to October.

• (188) Total number of incidents of violence and unacceptable behaviour – 
ongoing work re risk identification and management/welfare support for staff

• Highest reported incident locations for violence and unacceptable behaviour – 
ward 3, 19, 18, 8, ED

• (1) staff member fall on new car park facility based on the location of the old 
helipad – risk assessments and mitigations in place

• During Q3 to date there were (2) incidents reported to the Health & Safety 
Executive under RIDDOR

• ASCOM call bell system remains an ongoing issue
• Racial abuse is increasing with staff reporting more incidents and the impact of 

it on them with one staff member saying they would not be able to work in this 
country if they did not tolerate this abuse

• All staff are encouraged to report incidents of violence & abuse to the police
• A short staff survey will be conducted early in 2025 to gauge staff safety and their 

expectations in relation to the management of violence & abuse, this will then 
form part of the workplan for violence & abuse
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Trust-wide Incidents

RADAR incident category
24/25
Q1

24/25
Q2 

24/25
Q3

Violence & Abuse
219 151 188

Accident - Other Injury
21 15 7

Slips / Trips / Falls
21 21 12

Exposure to Hazardous 
Substances

8 7 3

Estates, buildings, and 
unsafe environment 

22 40 27

Sharps Injury
24 21 11

Manual Handling Incidents
9 6 2

Fire Safety
24 21 22

Total
348 282 272

Fire Update

Fire incidents of note – patients smoking on wards.

Estates, buildings, and unsafe environment – no significant concerns/themes or trends 
noted

A Trust site-wide fire enforcement notice was issued 13th December 2023, this 
enforcement was issued with the maximum timeline for resolution and extension 
requests were expected and discussed at the outset with the Fire Service due to the 
significant works required to address the matters to a level of absolute assurance.  The 
Fire Service last visited on 15th November 2024 and are returning early in the New Year.

The original visit by the fire brigade found examples of the following non-compliance, 
items highlighted green were closed by the Fire Brigade in November 2024, items in 
amber are complete but not yet closed and items in yellow are nearing completion. 
There is positive, dedicated progress in fire compliance, with a commitment to working 
with the Fire Service to ensure ongoing compliance, improvement and development 
across a complex site.
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Item 
Number

Item Concern Raised Explanatory Notes Anticipated 
Closure Date 
(by Fire 
Service)

1 Fire Risk 
Assessments

Suitable and 
sufficient fire 
risk 
assessments 
have not been 
carried out 
throughout the 
premises to 
identify the fire 
risks

Maintain repeat 
Fire Risk 
Assessments as 
per policy

13th May 2025

2 No Safety 
Assistance

Not enough 
competent 
people have 
been appointed 
to help you. 

Fire Safety Officer 
currently post

13th May 2025

3 Maintenance - 
fire alarm 
system.  (cause 
and effect)

The fire alarm 
system was not 
properly tested 
and maintained. 

This relates to a 
few issues with the 
'Cause and Effect' 
(eg. what Fire 
Doors close and 
what alarms sound 
when an activation 
occurs in a certain 
area) 

13th May 2025

4 Unsuitable door 
fastenings. 
(manual 
overrides) 

Exit doors must 
be openable 
from inside 
without the use 
of a key or code 
and without 
having to 
manipulate 
more than one 
mechanism.  

Some doors 
mechanisms on 
Fire Escape routes 
were noted to be 
non-compliant

13th May 2025

5 Fire resisting 
corridors. (hold-
open devices) 

Escape routes 
can become 
compromised 
quickly if fire 
doors are 
wedged open. 

Some fire doors 
were observed 
held open with 
wedges

13th May 2025
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6 Unsuitable door 
fastenings on 
final exit doors

Exit doors must 
be openable 
from inside 
without the use 
of a key or code 
and without 
having to 
manipulate 
more than one 
mechanism.

Two final exit doors 
were difficult to 
open and need 
review.  Some 
signage on final 
exit doors needs 
updating

13th May 2025

7 Carry out drills People do not 
understand 
what to do in 
case of fire and 
may behave 
inappropriately 
if fire breaks out. 

Up to date Fire 
Drills for all areas, 
both full 
evacuations and 
desktop exercises

13th May 2025

8 Add alarm device The existing 
system is not 
suitable 
because it does 
not appear to be 
to a L1 standard.

The L1 standard 
requires detectors 
in every room, the 
Trust was built to 
L2 standards 
where detectors 
are only in risk 
spaces

13th May 2025

9 Obstructed 
escape routes 

The escape 
route to some 
fire exits were 
obstructed by 
storage of sterile 
equipment 
within the clean 
area corridors.

Stock review in 
theatres - the clean 
area corridors in 
both Phase 1 & 2 
Theatres have 
been considerably 
narrowed by 
storage of sterile 
equipment

13th May 2025

10 Item 10 – Fire 
resisting 
corridors 
(wedging 
devices) 

Fire doors 
throughout 
Theatres Phases 
1 & 2 were 
wedged open.

Ensure doors 
remain closed - 
Phases 1 & 2 
Operating Theatre 
doors are held 
open with a 
manual wedging 
device attached to 
the doors

13th May 2025
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11 Inadequate fire 
safety signage

Numerous 
emergency exits 
had incorrect 
door operation 
instructions 
such as “push 
bar to open” 
when the door 
wasn’t fitted 
with a push bar.

For a sign to 
comply with the 
signs and signals 
regulations it must 
be in pictogram 
form. The 
pictogram can be 
supplemented by 
text if this is 
considered 
necessary

13th May 2025
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Care Quality Commission Update

• The Trust has requested that regular engagement meetings are reinstated with 
the CQC to ensure regular communication and information flow (no response 
received as yet)

• Maternity inspection report awaited from inspection in August 2024

• Number of requests around fire safety compliance in maternity with the 
following information provided

o Fire risk assessments for maternity services which have been updated 
(18/12/24) with any actions closed since they were last provided.  

o PAT testing is conducted in-line with the attached Safe Working with 
Electricity Policy, which is in-date and live on the intranet.  PAT testing 
was completed in these areas in July and August 2023, copies of 
certification attached.  

o PAT testing is as follows:
▪ ADAU all items passed 2023 PAT testing.  Evidence attached.
▪ Labour Ward PAT testing faults checked on job 173746.  All fault 

items listed in the 2023 PAT testing report had been removed from 
the ward.  Evidence attached.

▪ Ward 9 PAT testing faults checked on job 173750.  All fault items 
listed in the 2023 PAT testing report had been removed from the 
ward.  Evidence attached.

▪ Ward 10 all items passed 2023 PAT testing.  Evidence attached.



                                                                                                                                  

Meeting Title Trust Board (Public) Date: 9th January 2024

Report Title Maternity Assurance Group Agenda item Number 11

Lead Director Ian Reckless Chief Medical Officer 

Report Author Fiona Hoskins Chief Nursing Officer

Introduction The Maternity Assurance Group is chaired by Non-Executive Director 
Sarah Whiteman and attended by the Maternity Safety Champions and the 
senior maternity and neonatal team.

The purpose of the group is to add scrutiny to the maternity and neonatal 
governance process and provide assurance to Board around maternity and 
neonatal care.  The group adheres to an annual workplan with on-going 
review of key metrics.

The November meeting was held on the 28th of the month with good 
attendance.  

Key Messages to Note All agenda items were presented as planned and reviewed.  

Items to be brought to the attention of the Board are presented on the 
Maternity Assurance Group Headlines Slide.

Recommendation
(Tick relevant box(es)

For Information X For approval For review 

Strategic Objectives Links 
(Please delete the objectives 
that are not relevant to the 
report

1. Keeping you safe in our hospital 
2. Improving your experience of care
3. Ensuring you get the most effective treatment 
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care
6. Spending money well on the care you receive

Report History All items discussed at November Maternity Assurance Group
Next Steps 
Appendices / Attachments Maternity Assurance Group November 2024 agenda 

(See Supplementary Shelf)



CQC Picker Survey 2024:
Advise:  Trust identified as an outlier with 22 areas significantly worse than the national 
average scores and 11 areas worse than historical comparisons.
Alert:  Key areas for improvement included care on labour ward and postnatal care.
Assure: Survey covered timeframe of February 2024 with data collation in May 2024.  
Internal and system patient engagement earlier in the year picked up the themes of this 
survey and improvement plans already in train.

FASP Action Plan:
Assure: Action plan confirmed as completed.  Confirmation of Action 
Plan closure from SQAS received December 2024.

Midwifery staffing:
Advise:  Increased the number of rostered on shift midwives from 7 to 8 on the labour 
ward.  Fill rate remains at around 80% however data is evidencing increased midwifery 
time on both the labour and postnatal wards.   

With new starters coming into the numbers the Trust anticipates achieving the 1:24 ratio 
by the end of December 2024.

Risk Register 
There are 14 maternity risks and 1 gynae registered within the division.
Alert: New risk (591) relating to ultrasound capacity in relation to the requirements of 
Saving Babies Lives Care Bundle discussed. 
 Assure: Interventional radiology provided assurance that the department is using the 
NHS England toolkit to establish demand and capacity work.  Findings to come to 
January 2025 MAG.
Advise:  Risk 101 – availability of separate obstetric theatre downgraded from 15 to 9.

Complaints:
Advise: 12 complaints received in October relating to care delivery 
across the year – 3 overdue.
 Top Three Themes: Communication, clinical care & compassion and 
empathy.  Quality Improvement programmes in place.

PREM 7 (Preterm Optimisation):
Advise: No births in MKUH as opposed to a tertiary centre (L3 NNU) 
since October 2024.

Saving Babies Lives:
Advise:  Within the bundle the following elements require 
improvement; reduction of smoking in pregnant women; 
compliance with USS completion within 72 hours for reduced fetal 
movement and compliance guidance for mid and high-risk 
pregnancies identified at booking.  Quality Improvement 
programmes in place.  

Maternity Assurance Group - November 2024 Headlines



TRUST BOARD IN PUBLIC
Academic Centre/Teams

Thursday, 9 January 2025

Progress update – 2024/25 Quality Priorities

Kate Jarman 
Chief Corporate Services Officer

Discuss
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Meeting Title Trust Board in Public Date: 9 January 2025

Report Title 2024-25 Executive Summary M8 Agenda Item Number: 13

Lead Director John Blakesley, Deputy CEO 

Report Author Information Team

Introduction Purpose of the report: Standing Agenda Item

Key Messages to Note Emergency Department:
- There were 8,912 ED attendances in November 2024, a decrease of 295 

attendances compared to October 2024.
- The percentage of attendances admitted, transferred, or discharged within 4 

hours was 72.8%, a decrease in performance compared to 73.8% in October 
2024.

- 77.9% of ambulance handovers took less than 30 minutes in November 2024 
and 96.0% took less than 60 minutes.

Outpatient Transformation:
- There were 41,569 outpatient attendances in November 2024.
- 11.5% of these appointments were attended virtually and 5.7% of patients did 

not attend.

Elective Recovery:
- There were 2,782 elective spells in November 2024.
- At the end of November 2024, 28,086 patients were on an open RTT pathway: 

o 316 patients were waiting more than 65 weeks. 
o 47 patients were waiting over 78 weeks.

- At the end of November 2024,13,500 patients were waiting for a diagnostic test. 
Of these, 58.1% were waiting less than 6 weeks.

 
Inpatients:
- Overnight bed occupancy in adult G&A beds was 89.2% in November 2024.
- A considerable proportion of beds were unavailable due to:

o 80 patients not meeting the criteria to reside.
o 78 super stranded patients (length of stay 21 days or more).

Human Resources:
- In November 2024:

o Substantive staff turnover was 13.1%.
o Agency expenditure remained well below the threshold of 5%, at 2.3%.
o Appraisals achieved 94% and mandatory training 95%.

Patient Safety:
- In November 2024, the following infections were reported:

o Klebsiella Spp bacteraemia: 5
o MSSA: 1 
o E Coli:1 
o P.aeruginosa bacteraemia: 1
o C.Diff: 0
o MRSA bacteraemia: 0



Page 2 of 2

Recommendation
(Tick the relevant box(es))

For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives that are not 
relevant to the report)

1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and 

care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you
9. Expanding and improving your environment
10. Innovating and investing in the future of your hospital

Report History Standing Agenda Item

Next Steps Standing Agenda Item

Appendices/Attachments ED Performance – Peer Group Comparison
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Trust Performance Summary: M08 (November 2024)

1.0  Summary
This report summarises performance against key performance indicators and provides an 
update on actions to sustain or improve upon Trust and system-wide performance. 

This commentary is intended only to highlight areas of performance that have changed or are 
in some way noteworthy. It is important to highlight that some local transitional or phased 
targets have been agreed to measure progress in recovering performance. It should however 
also be noted that NHS Constitutional Targets remain, as highlighted in the table below:

Indicator Description Transitional 
Target

Constitutional 
Target

ED 4 hour target (includes UCS) 73.9% 95%

RTT Incomplete Pathways <18 weeks 92% 92%

RTT Patients waiting over 65 weeks 320 0

Diagnostic Waits <6 weeks 95% 99%

To ensure that the continued impact of COVID-19 is reflected, monthly trajectories are in 
place to ensure that they are reasonable and reflect a realistic level of recovery for the Trust 
to achieve. 

2.0 Operational Performance Targets
November 2024 performance against transitional targets and recovery trajectories:

The percentage of ED attendances that were admitted, transferred, or discharged within four 
hours was 72.8%. This was above the national performance of 72.1% and above all but two 
of the MKUH peer group (see Appendix 1). 

The volume of open RTT pathways was 29,086, a decrease of 1,970 compared to October 
2024. Of this total, 316 patients had waited more than 65 weeks for treatment. The Trust has 
robust recovery plans in place to support an improvement in RTT performance and to reduce 
patient waiting times. The cancellation of non-urgent elective activity and treatment for 
patients on an incomplete RTT pathway is also being proactively managed.  

Cancer waiting times are reported quarterly, six weeks after the end of a quarter. They are 
initially published as provisional data and later finalised in line with the NHSE revisions policy.
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In Q2 2024/25, the 62-day standard performance (from receipt of an urgent GP referral for 
suspected cancer to first treatment) was 52.8% against a national target of 85%, declining 
from 54.5% in the previous quarter. The percentage of patients to begin cancer treatment 
within 31 days of a decision to treat increased from 94.5% to 95.2%, below the national target 
of 96%. The 28 Day Faster Diagnosis performance was 71.6%, up from 68.8% in the previous 
quarter.  

3.0 Urgent and Emergency Care
During November 2024, one of these indicators saw a month-on-month improvement: 

Cancelled Operations on the Day
In November 2024, 21 operations were cancelled on the day for non-clinical reasons. The 
majority were due to insufficient time and theatre staff unavailable.

Patients not Meeting Criteria to Reside
The number of inpatients not meeting the criteria to reside at the end of November 2024 was 
80 against a threshold of 50.  This was a slight deterioration compared to 75 reported last 
month.

Length of Stay (Stranded and Super Stranded Patients)
The number of super stranded patients (e.g. length of stay of 21 days or more) at the end of 
the month was 78, a significant improvement when compared to October 2024 which was 
114.  This was also the lowest volume since this metric was first reported in April 2022.

Ambulance Handovers
In November 2024, the percentage of ambulance handovers to the Emergency Department 
taking less than 30 minutes was 77.9%. This was an improvement in performance compared 
to 76.6% in the previous month.

The percentage of ambulance handovers to the Emergency Department taking less than 60 
minutes was 96.0%.  This was a slight deterioration in performance compared to 96.8% in the 
previous month.
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4.0 Elective Pathways

Overnight Bed Occupancy
Overnight bed occupancy was 89.2 % in November 2024, below the threshold of 97.4%.

RTT Incomplete Pathways 
The Trust’s RTT 18 week performance at the end of November 2024 was 43.8% and the 
number of patients waiting over 65 weeks was 316.  Total RTT open pathways was 29,086.

Diagnostic Waits <6 weeks
At the end of November 2024, performance was 58.1%, an improvement from 55.0% from 
last month.

5.0 Patient Safety
Infection Control
In November 2024, the following infections were reported:

Infection Number of Infections

Klebsiella Spp bacteraemia 2

MSSA 1

E-Coli 1

P. aeruginosa bacteraemia 1

C.Diff 0

MRSA bacteraemia 0

ENDS
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Appendix 1: ED Performance - Peer Group Comparison
Several other NHS Acute Trusts have historically been considered as peers of MKUH. Their ED 
performance compared to MKUH over the past three-months can be found below:

September 2024 to November 2024 ED Performance Ranking

MKUH Peer Group Comparison - ED Performance Sep-24 Oct-24 Nov-24

Homerton Healthcare NHS Foundation Trust 83.0% 81.2% 77.3%

Mersey and West Lancashire Teaching Hospital 
(Formerly Southport and Ormskirk) 73.0% 72.6% 73.3%

Milton Keynes University Hospital NHS Foundation Trust 73.0% 73.8% 72.8%

The Hillingdon Hospitals NHS Foundation Trust 69.0% 70.4% 70.1%

Oxford University Hospitals NHS Foundation Trust 73.1% 69.0% 68.8%

Buckinghamshire Healthcare NHS Trust 70.7% 70.6% 68.1%

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 65.2% 66.5% 63.7%

North Middlesex University Hospital NHS Trust 70.1% 66.2% 63.6%

Northampton General Hospital NHS Trust 71.6% 69.7% 62.7%

Barnsley Hospital NHS Foundation Trust 64.1% 62.8% 61.0%

Mid Cheshire Hospitals NHS Foundation Trust 60.4% 57.0% 56.6%

The Princess Alexandra Hospital NHS Trust 62.6% 58.1% 54.9%
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DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

90.0 90.0 92.1 O
100.0 100.0 110.7 O

0 0

47 <32 21 0 P P
0 0 3 0 P O

0.12 0.12 0.17 0.35 O P
60 60 54.63 63.05 P O
0 0 1 1 O O

57 38 11 1 P P
17 <12 7 1 P P

95% 95% 97.5% 97.8% P P
17 <12 14 2 O O
10 <7 2 1 O P

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

0 0 0 0 P P
90% 90% 60.7% 70.4% O O
1% 1% 0.50% 0.72% P P

1,500 1,000 1,087 136 O O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

95.4% 97.4% 92.1% 89.2% P P
25% 25% 17.5% 17.7% O O
63% 63% 60.7% 62.4% O O

80 O
235 O
78 O

12.5% 12.5% 10.5% 9.3% O O
95% 95% 78.4% 77.9% O O

100% 100% 96.4% 96.0% O O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

78.2% 73.9% 73.8% 72.8% O O
95% 95% 94.7% 94.2% O O
90% 90% 68.1% 64.1% O O

92.0% 92.0% 43.8% O
32,549 33,301 34,182 O

3,395

1,895

0 320 316 P
207

109

0 0 47 O
95.0% 95.0% 58.1% O
96.0% 96.0% 95.2% O
70.3% 66.2% 52.8% O
78.0% 76.5% 71.6% O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

141,295 14,553 Not Available Not Available

0 0 372 O
29,086

5,096

101,918 67,711 70,463 8,912 O O
26,032 16,882 20,485 2,782 P P
28,831 18,800 20,495 2,749 O O

443,414 293,271 325,959 41,569 P P
5% 5% 7.0% 5.7% O O

25% 25% 13.7% 11.5% O O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

393,248 258,813 274,707 35,152 P P
(246,892) (164,857) (175,323) (21,428) O O
(115,359) (78,485) (87,530) (11,316) O O
(30,997) (17,543) (15,795) (2,005) P P

0 (2,072) (3,940) 403 O O
14,813 11,426 O

23,822 15,880 14,559 2,021 P O
(28,670) (16,374) (19,464) (3,228) O O

130% 130% 117.7% 115.7% O O
130% 130% 118.0% 119.9% O O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

7.5% 7.5% 6.8% P
5.0% 5.0% 3.5% 2.3% P P
5.0% 5.0% 4.9% P
90% 90% 94.0% P
90% 90% 95.0% P

12.5% 12.5% 13.1% O

DQ 
Assurance

Threshold
2024-25

Month/YTD
Threshold

Actual YTD Actual Month Month Perf. Month Change YTD Position Rolling 15 months data

8 8 4 P
90% 90% 86.8% 92.9% P O
9876 6584 6416 900 P O
1716 1144 1186 195 O O

Key: Monthly/Quarterly Change YTD Position

Improvement in monthly / quarterly performance P
Monthly performance remains constant

Deterioration in monthly  / quarterly performance O
NHS Improvement target (as represented in the ID columns) O

! Reported one month/quarter in arrears

Data Quality Assurance Definitions 

Rating

Green 

Amber 
Red 

*  Independently Audited – refers to an independent audit undertaken by either the Internal Auditor, External Auditors or the Data Quality Audit team.

Not Available

Not Available

50

Achieving YTD Target

Within Agreed Tolerance*

Not achieving YTD Target

Annual Target breached

Total Number of NICE Breaches

Rebooked cancelled OPs - 28 day rule

OBJECTIVES - OTHER

Indicator

Patient Safety Incidents which resulted in moderate harm or above

Patient Safety Incidents (Reported)

184

50

Staff Vacancies % of establishment

Agency Expenditure %

Staff Sickness % - Days Lost (Rolling 12 months) !
Appraisals (excluding doctors)

Statutory Mandatory training

Substantive Staff Turnover

Indicator

OBJECTIVE 8 - WORKFORCE PERFORMANCE

Indicator

Income £'000

Pay £'000

Non-pay £'000

Non-operating costs £'000

I&E Total £'000

Cash Balance £'000

Savings Delivered £'000

Capital Expenditure £'000

Elective Spells (% of 2019/20 performance)

OP Attendances (% of 2019/20 performance)

OBJECTIVE 7 - FINANCIAL PERFORMANCE

Total Referrals Received

Total ASIs

Total RTT Non-Admitted Open Pathways

Total RTT Admitted Open Pathways

A&E Attendances

Elective Spells

Non-Elective Spells

OP Attendances / Procs (Total)

Outpatient DNA Rate

Virtual Outpatient Activity

Indicator

OBJECTIVE 5 - SUSTAINABILITY

Indicator

ED 4 hour target (includes UCS)

Total time in ED no more than 12 hours

Triage within 15 Minutes

RTT Incomplete Pathways <18 weeks

RTT Total Open Pathways (inluding ASIs)

Open AFBs

Referrals Waiting for Triage

RTT Patients waiting over 65 weeks (Total)

RTT Patients waiting over 65 weeks - Non-Admitted

RTT Patients waiting over 65 weeks - Admitted

RTT Patients waiting over 78 weeks (Total)

Diagnostic Waits <6 weeks

31 days Diagnosis to Treatment (Quarterly)  !

62 day standard (Quarterly)  !
28 Day Faster Diagnosis (Quarterly)  !

OBJECTIVE 4 - KEY TARGETS

Indicator

Overnight Bed Occupancy - Adult G&A

Ward Discharges by Midday

Weekend Discharges 

Patients not meeting Criteria to Reside

Number of Stranded Patients (LOS>=7 Days)

Number of Super Stranded Patients (LOS>=21 Days)

Discharges from PDU (%)

Ambulance Handovers <30 mins (%)

Ambulance Handovers <60 mins (%)

Klebsiella Spp bacteraemia

OBJECTIVE 3 - CLINICAL EFFECTIVENESS

Indicator

RED Complaints Received

Formal Complaints responded in agreed time

Cancelled Ops - On Day

Over 75s Ward Moves at Night

P.aeruginosa bacteraemia

OBJECTIVE 1 - PATIENT SAFETY

Data Quality Assurance 

Satisfactory and independently audited (indicator represents an accurate reflection of performance)

Acceptable levels of assurance but minor areas for improvement identified and potentially independently audited * /No Independent Assurance

Unsatisfactory and potentially significant areas of improvement with/without independent audit

OBJECTIVE 2 - PATIENT EXPERIENCE

Indicator

Mortality - (HSMR) 
Mortality - (SHMI)

Never Events

Clostridium Difficile

MRSA bacteraemia (avoidable)

Falls with harm (per 1,000 bed days)

Incident Rate (per 1,000 bed days)

Duty of Candour Breaches (Quarterly)

E-Coli

MSSA

VTE Assessment 

Date Produced: 12/12/2024 1
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Meeting Title Public Trust Board Meeting Date: 9 January 2025

Report Title Finance Paper Month 8 2024-25 Agenda Item Number: 14

Lead Director Jonathan Dunk Chief Finance Officer

Report Authors Sue Fox
Cheryl Williams

Head of Financial Management
Head of Financial Control and Capital

Introduction This report provides an update on the financial position of the Trust at Month 8 (Nov 2024). 
 

Key Messages to Note ➢ The Trust is reporting a deficit position of £3.9m (on a Control Total basis) to the end of November, adverse to plan by 
£1.9m. The in-month position is a surplus of £0.4m (adverse to plan by £0.6m).  

➢ Elective Recovery Fund (ERF) performance is 139% above pre-Covid levels, which is above the 106% national target 
and our internal budget target of 124%. As a result, ERF income is £14.3m above the national target as at M08 giving 
rise to a favourable variance to plan of £5.6m year to date.  

➢ The Trust financial plan includes a savings target of 6% (£23.8m).  £14.6m has been achieved to date against a year-to-
date plan of £15.9m.

The key issues are as follows:
• The adverse to plan position is driven primarily by £0.8m of pay award pressure (costs outstripping income uplifts) and 

unfunded support for RTT premium costs
• The year to date reported position has benefitted from non-recurrent elements (most notably prior year ERF income 

settlement)
• Further extended RTT recovery premium costs represents an increasing pressure on the financial position
• Unfunded escalation capacity costs incurred because of discharge challenges/emerging winter pressure
• Further risks remain regards any impact of the counting and coding changes for SDEC on ERF and full delivery of 

recovery plan actions

Recommendation For Information For Approval For Assurance x
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Tick the relevant box(es)

Strategic Objectives 
Links

7. Spending money well on the care you receive 
10. Innovating and investing in the future of your hospital

Report history None

Next steps To note the contents of this report.
Appendices Pages 8-10
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EXECUTIVE SUMMARY

Measures
RAG

Ref All Figures in £'000 Plan Actual Var Plan Actual Var Plan Forecast Var

1 Clinical Revenue 30,725 33,169 2,445 244,563 256,977 12,413 367,434 384,168 16,734 
2 Other Revenue 2,401 2,010 (391) 18,278 22,751 4,473 31,856 37,609 5,753 

3 Pay (20,670) (21,428) (758) (168,428) (175,324) (6,896) (251,560) (261,283) (9,723) 
4 Non Pay (9,171) (11,316) (2,145) (79,261) (87,530) (8,269) (117,213) (130,644) (13,431) 

5 Financing & Non-Ops (2,090) (2,056) 34 (16,523) (16,202) 321 (24,931) (24,264) 667 
6 Surplus/(Deficit) 1,194 379 (816) (1,371) 672 2,043 5,586 5,586  -

7
Control Total 
Surplus/(Deficit) 993 403 (591) (2,071) (3,942) (1,871)  -  -  -

Memos
8 IA Cost  -  -  -  - (153) (153)  - (153) (153) 

9 High Cost Drugs (2,077) (2,378) (301) (16,745) (19,455) (2,710) (25,096) (25,096)  -

10 Financial Efficiency 1,985 2,021 36 15,881 14,559 (1,322) 23,822 23,822  -

11 Cash 14,813 11,426 (3,387) 14,813 11,426 (3,387) 12,356 12,356  -. .

12
Capital Plan  - CDEL 
(excluding donated) (3,886) (3,228) 658 (20,035) (19,464) 571 (35,287) (43,800) (8,513) 

YTD Full Year In Month Key messages
The Trust is reporting a deficit position of £3.9m (on a Control 
Total basis) to the end of November 2024.  This is adverse to 
plan by £1.9m.

At month 8 the Trust is behind its savings plan by £1.3m 
which is reflected in the pressure on the expenditure budgets.

ERF performance is currently above the 106% target, with 
estimated income showing £14.3m above the national target 
as at M08 which is £5.6m above plan.  There is a risk relating 
to SDEC coding which could impact the ERF position in the 
second half of the financial year.

The capital expenditure programme is £0.6m below plan, no 
risk has been identified to scheme expenditure at year-end.

(1 & 2.) Revenue – Clinical revenue for Integrated Care Board (ICB), NHS England (NHSE) contracts, and variable (non-ICB income) is above plan, due to Elective 
Recovery Fund (ERF), high-cost drugs (HCD) over performance and unbudgeted income from CDC and SDF (offset by delivery costs).  Other revenue is above 
plan due principally to donated income received.

(3. & 4.) Operating expenses – Pay costs are higher than plan due to the wage award funding gap (£0.8m), cost of temporary staff in escalation wards and 
additional hours carried out to reduce elective backlogs. Bank and Agency expenditure has reduced in November. Non-pay is overspent with an overspend on 
drugs (partly offset by income for high-cost drugs), outsourcing and clinical supplies and services. 

(7.) Control Total Deficit - The Trust is reporting a deficit position to the end of November.

(8.) Industrial Action costs – Industrial action took place in June and July and costs were reflected in the month 3 position. 

(10.) Financial Efficiency – £14.6m delivered against an annual target of £23.8m.  This increases the year to date position by £2m in month with a significant 
number of schemes having been approved from a quality perspective.

(11.) Cash – Cash balance is £11.4m, equivalent to 10 days cash to cover operating expenses. 

(12.) Capital – Capital expenditure is below YTD plan due to the timing of capital schemes however the Trust is now forecasting above its original plan due to the 
approval of additional funding for the NHP enabling scheme for Imaging which was received during August and additional digital Diagnostic Funding for Imaging in 
October. The forecast includes the NHP HV scheme £2.9m which the Trust is in discussions with the National NHP Team with regards to deferral to 25/26.
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FORECAST 

2. Forecast

The annual plan for 2024/25 is for a breakeven position. The phasing of the final submitted plan delivers a deficit in the first 5 months of the year 
and a surplus in the remaining months to arrive at breakeven by March 2025.  

The Trust continues to forecast a breakeven position in line with plan. However, there are very clear risks to delivery of this, including the need to 
recover the adverse year to date position, need to ensure payment of additional ERF income, costs of approved RTT recovery investments, 
additional cost pressures from utility costs and, more generically, the risk of full delivery of planned efficiency savings. As would be expected, the 
Trust is ensuring all possible options to mitigate against these risks, and ensure plan delivery, are explored.

3. Risks to Plan Achievement
Industrial action cost and lost income, ongoing cost of escalation capacity, cost pressures from RTT recovery, winter pressures, financial 
efficiency slippage, ERF baseline adjustments, the impact of Emergency Data Set reporting on ERF achievement.

4. Opportunities to improve the Position
ERF income for additional elective work, funding for RTT plans, baseline adjustment for SDEC, recovery from community providers for 
delayed discharges and non-recurrent plan mitigation. 

Key message 
We have developed a mitigation plan to reach breakeven and this continues to evolve.  Achievement of the plan will depend heavily on the required 
savings being realised and the run rate steadily improving in the remaining months of the financial year, as well as achieving additional ERF income to 
offset investment in RTT recovery. 
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CASH 

5. Summary of Cash Flow
The cash balance at the end of November was £11.4m, £0.7m behind the 
planned figure of £12.1m. This reflects receipt of capital PDC (not yet 
spent), offset by the delay in receipt of ERF income which was planned to 
have been received earlier in the year. It is a £2.1m decrease on last 
month’s figure of £13.5m (see opposite). The decrease in the month was 
caused by a £2.1m deficit in operating working capital.

 
6. Cash arrangements 2024/25

The Trust will continue to receive block funding for FY25 which includes 
an uplift for growth plus any additional incentive funding linked to activity 
delivery and funding for high-cost drugs on a pass-through basis. 

7. Better Payment Practice
The Trust has fallen below the national target of 95% of all bills paid within 
the target timeframe in terms of value and volume. This is due the ongoing 
issues with agency invoicing, NHS approvals and the current creditor 
stretching to meet the cash envelope available. This metric will continue 
to be monitored in accordance with national guidance and best practice.

Key message 
Cash at the end of November was £0.7m behind plan, mostly due to the receipt of capital PDC offset by delayed receipt of ERF income. There was a 
month on month decrease of £2.1m from October, due to an in-month working capital deficit. 

BPPC performance has reduced in month due to internal measures to maintain cash balances.
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BALANCE SHEET 

8. Statement of Financial Position
The statement of financial position is set out in Appendix 3. The key YTD movements include: 

• Non-Current Assets have increased from March 24 by £7.8m; this is driven by a £10.5m increase in tangible assets, offset by a £1.3m 
decrease in the Right of Use assets, a £1.5m decrease in Intangible assets.

• Current assets have increased by £3.9m; this includes increases in other receivables of £11.4m (£13.7m increase in 
prepayments, offset by a £2.3 decrease in non-NHS debtors) and in NHS receivables of £8.3m, offset by a decrease in cash 
of £15.8m. 

• Current liabilities have increased by £2.6m; this is due to the £3.1m increase in payables and £1.0m increase 
in deferred income, offset by the £0.8m decrease in Right of Use assets liability.

• Non-Current Liabilities have increased from March 24 by £0.5m; this is due to the Right of Use assets, related to IFRS 16.

9. Aged debt
• The debtors position as of November 24 is £3.9m, which is a decrease of £1.4m from the prior month. Of this total £1.1m is over 121 days old.  

10. Creditors
• The creditors position as of November 24 is £114.6m, which is an increase of £4.6m from the prior month. £2.8m is over 30 days of ageing with 

£0.6m approved for payment. 

 RECOMMENDATIONS TO BOARD OF DIRECTORS

11. The Board is asked to note the financial position of the Trust as of 30th November 2024 and the proposed actions and risks therein.

Key message 
Main movements in year on the statement of financial position are the reduction in cash of £15.8m and increase in supplier payables £5.5m; offset 
by increases in receivables of £19.7m and reduction in provisions of £3.1m.
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Appendix 1
Statement of Comprehensive Income

For the period ending 30th November 2024

APPENDICIES 
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Appendix 2

Statement of Cash Flow
As of 30th November 2024
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Appendix 3
Statement of Financial Position as of 30th November 2024
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GLOSSARY OF TERMS

Abbreviation Full name Explanation

A/L Annual Leave Impact of staff annual leave
BAU Business as usual In the context of capital expenditure, this is the replacement of existing capital assets on a like for like 

basis.
BPP Better payment practice This requires all NHS Organisations to achieve a public sector payment standard for valid invoices to be 

paid within 30 days of their receipt or the receipt of the goods or services – the target for this is 95%

CDEL Capital Departmental 
Expenditure Limit

Trusts maximum amount of capital expenditure available to be spent for the current year set by Regional 
NHS team and reviewed every financial year.

CIP Cost Improvement 
Programme

Scheme designed to improve efficiency or reduce expenditure

COVID COVID-19 Costs associated with COVID-19 virus
E&T Education & Training  
ERF Elective Recovery Fund Additional non recurrent funding linked to recovery
HCD High Cost/Individual Drugs  
NHP New Hospital Programme National capital funding for major hospital redevelopments
PDC Public Dividend Capital  A form of long-term government finance which was initially provided to NHS trusts when they were first 

formed to enable them to purchase the Trust’s assets from the Secretary of State. Public dividend capital 
(PDC) represents the Department of Health’s (DH’s) equity interest in defined public assets across the 
NHS.

R&D Research & Development  
YTD Year to date Cumulative costs for the year
Other frequently used abbreviations 
Accelerator Accelerator Funding Additional funding linked to recovery 
Block Block value Block income value linked to 19/20 values
Top-up Top up Funding Additional block income linked to 19/20 values
Covid COVID Funding Additional block funding to cover incremental COIVD-19 expenditure
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Meeting Title Trust Board in Public Date: 9 January 2025

Report Title Executive Director Update (Workforce) Agenda Item Number: 15

Lead Director Catherine Wills, Chief People Officer

Report Author Louise Clayton, Deputy Chief People Officer

Introduction Standing Agenda Item
 
This report provides a summary of workforce Key Performance Indicators for the 
previous 12 months up to 30 November 2024 (M8) and relevant Workforce and 
Organisational Development updates

Key Messages to Note Points to note in the report for the members of the Board:

• Temporary Staffing spend and usage has reduced over these last 12 
months from 13.4% of the pay bill to 11.5%. However this remains an area 
of focus as we continue to seek to reduce temporary solutions and work 
towards a more sustainable and stable workforce, balanced against 
operational need in response to escalation and reducing waiting lists.

• Absence has increased to 4.9% for November and is currently at above 
5% - linked to higher levels of Flu, Cough and Cold in the population in 
general and within the workforce. Proactive campaigns for vaccination 
continue in an attempt to alleviate the impact of this.

• Time to Hire has reduced in the last 2 months down to 43 days – this has 
been in part driven by the divisional alignment of recruitment to improve 
the manageable aspects of the process.

• The Healthcare Support Worker B2-3 MoU has now completed full sign off 
through our JCNC and the first phase for the re-banding is almost 
complete, with many now in receipt of payment.

• In line with our cultural programme of work, sessions were held throughout 
December with the Board, TEC and the leadership forum to provide 
feedback on the outcomes of the Yvonne Coghill and Roger Kline Reports 
and actions underway now include Values Based Recruitment training 
which commenced in December. Further engagement is due throughout 
January with the wider organisation to further develop and refine the plans.

Recommendation
(Tick the relevant box(es))

For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives that are not 
relevant to the report)

8. Employ and retain the best people to care for you

Report History This is the first version of this report

Next Steps This report shall be considered by JCNC

Appendices/Attachments None
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1. Purpose of the report

1.1. This report provides a summary of workforce Key Performance Indicators as at 30 November 2024 (Month 8), covering the preceding 13 
months.

2. Summary of Key Performance Indicators (KPIs) and Compliance

Indicator Measure Target 11/2023 12/2023 01/2024 02/2024 03/2024 04/2024 05/2024 06/2024 07/2024 08/2024 09/2024 10/2024 11/2024

Actual WTE 3820.9 3826.0 3834.9 3850.3 3869.1 3861.1 3880.6 3879.2 3913.0 3873.3 3875.2 3885.2 3909.6
Headcount 4351 4352 4368 4381 4402 4392 4415 4412 4449 4408 4406 4414 4439
WTE 4005.3 4001.9 4012.1 4008.1 4018.1 4109.9 4144.0 4156.7 4162.7 4159.1 4170.8 4187.0 4196.1
%, Vacancy Rate - Trust Total 10.0% 4.6% 4.4% 4.4% 3.9% 3.7% 6.1% 6.4% 6.7% 6.0% 6.9% 7.1% 7.2% 6.8%

%, Vacancy Rate - Add Prof Scientific and Technical 15.7% 19.5% 18.6% 17.7% 16.1% 19.9% 21.4% 22.2% 23.0% 23.8% 23.8% 23.9% 23.5%
%, Vacancy Rate - Additional Clinical Services (Includes HCA s) 9.5% 11.1% 16.0% 15.3% 15.3% 16.3% 15.5% 14.7% 14.4% 16.7% 19.1% 18.8% 18.4%
%, Vacancy Rate - Administrative and Clerical 3.1% 2.1% 1.5% 1.6% 1.4% 2.9% 2.9% 3.1% 2.8% 4.5% 3.9% 3.3% 3.6%
%, Vacancy Rate - Allied Health Professionals 16.0% 16.0% 15.3% 13.1% 12.1% 11.6% 17.0% 18.6% 18.0% 16.0% 14.9% 16.5% 15.0%
%, Vacancy Rate - Estates and Ancillary 4.6% 4.9% 3.6% 3.8% 4.3% 9.2% 8.7% 8.2% 7.7% 6.6% 7.0% 7.9% 8.2%
%, Vacancy Rate - Healthcare Scientists 0.0% -1.7% -0.5% 0.2% -0.9% 4.1% 5.2% 5.0% 2.6% 1.9% 1.6% 0.0% 1.1%
%, Vacancy Rate - Medical and Dental 0.0% -2.3% -1.8% -1.0% -1.3% 1.4% 2.1% 3.0% -0.5% 1.2% 1.6% 0.9% 0.3%
%, Vacancy Rate - Nursing and Midwifery Registered 2.5% 1.3% -0.8% -2.0% -2.2% 0.9% 0.8% 1.5% 1.5% 2.0% 1.7% 2.4% 1.6%

%, Temp Staff Cost (%, £) 13.4% 12.7% 12.4% 12.2% 12.2% 11.9% 11.7% 11.7% 11.7% 11.8% 11.8% 11.6% 11.5%
%, Temp Staff Usage  (%, WTE) 13.1% 12.8% 12.6% 12.4% 12.2% 12.2% 12.0% 11.9% 11.9% 11.8% 11.8% 11.7% 11.6%
%, 12 month Absence Rate 5.0% 4.6% 4.6% 4.7% 4.7% 4.7% 4.8% 4.8% 4.8% 4.8% 4.9% 4.9% 4.9% 4.9%

  - %, 12 month Absence Rate - Long Term 2.5% 2.5% 2.6% 2.5% 2.6% 2.6% 2.6% 2.6% 2.6% 2.6% 2.7% 2.6% 2.6%

  - %, 12 month Absence Rate - Short Term 2.1% 2.1% 2.2% 2.2% 2.1% 2.2% 2.2% 2.2% 2.3% 2.3% 2.2% 2.3% 2.3%

%,In month Absence Rate - Total 5.0% 5.6% 5.6% 5.0% 4.5% 4.8% 4.4% 4.3% 4.9% 4.9% 4.8% 5.1% 5.2%

  - %, In month Absence Rate - Long Term 3.0% 3.1% 3.0% 2.8% 2.7% 2.4% 2.4% 2.4% 2.7% 2.8% 2.7% 2.5% 2.9%

  - %, In month Absence Rate - Short Term 2.0% 2.5% 2.6% 2.2% 1.8% 2.4% 2.0% 2.0% 2.2% 2.1% 2.1% 2.6% 2.3%

WTE, Starters (In-month) 56.9 24.8 48.0 37.0 40.4 31.8 43.8 43.0 36.1 25.4 26.5 32.8 46.3
Headcount, Starters (In-month) 66 28 53 41 47 36 51 49 45 28 29 38 50
WTE, Leavers (In-month) 32.9 32.9 41.0 29.8 31.1 43.2 34.5 39.3 36.0 55.1 39.5 29.9 26.5
Headcount, Leavers (In-month) 37 42 47 36 39 52 39 49 41 64 51 35 30
%, Leaver Turnover Rate (12 months) 12.5% 13.0% 12.9% 12.8% 13.0% 12.6% 13.2% 13.1% 13.1% 12.5% 13.3% 13.1% 13.3% 13.1%

Statutory/Mandatory 
Training %, Compliance 90.0% 96% 96% 95% 94% 94% 95% 96% 95% 94% 95% 95% 95% 95%

Moving and Handling - Level 1 - 3 Years 0.0% 0.0% 0.0% 0.0% 0.0% 94.0% 94.0% 94.0% 93.0% 93.0% 93.0% 93.0% 93.0%
Moving and Handling - Level 2 - 3 Years 0.0% 0.0% 0.0% 0.0% 0.0% 94.0% 94.0% 94.0% 94.0% 94.0% 93.0% 92.0% 92.0%

Appraisals %, Compliance 90% 89% 90% 90% 91% 92% 92% 92% 91% 91% 90% 93% 93% 94%
General Recruitment 35 46 50 48 44 43 49 54 48 44 51 51 42 43
Medical Recruitment  (excl Deanery) 35 93 45 62 69 52 79 76 51 54 68 86 65 40

Employee relations Number of open disciplinary cases 21 21 22 21 19 16 20 12 18 12 17 18 18
Number of Overpayments in monthly period 10 19 27 30 11 41
Number of Underpayments in monthly period 177 181 70 81 23 37
Percentage of Payroll errors 4.2% 4.4% 2.1% 2.4% 0.7% 1.7%

Number of payroll payments 
to all staff (inc. Doctors in 
Training) for all payrolls 
processed

Staff in post
(as at report date)

Establishment
(as per ESR)

Staff Costs (12 months)
(as per finance data)

Absence (12 months)

Starters, Leavers and T/O 
rate
(12 months)

Time to Hire (days)
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2.1. Temporary staffing usage and cost has reduced slightly and is now the lowest it has been 
for 13 months.  Areas with high bank usage remain under review.  Changes to rostering 
practices to include unpaid breaks for all shifts over 6 hours, reversion to TOIL for extra time 
worked up to an hour per day for admin staff, and greater oversight and scrutiny of approving 
shifts to send to bank, have all had a positive impact on this.  

2.2. The Trust’s headcount has increased in month and there are now 4439 employees in post. 
The vacancy rate has decreased to 6.8% with Additional Professional Scientific and Technical 
and Additional Clinical Services staff groups remaining high.  ‘New year’ recruitment 
campaigns launch in January to increase the profile through this key recruitment period.  

2.3. Staff absence remains at 4.9% for the 12-month period and has increased to 5.2% in month, 
which is higher than previous trends for Q3.  Flu is having a significant impact on staff absence 
and the trust continues with the flu vaccination campaign.  Increased training is being rolled 
out to ensure managers are complying with ‘return to work’ processes to better support their 
staff.

2.4. Staff turnover has reduced to 13.1%.  Retention projects in areas of high turnover continue 
and the HRBPs are carrying out bespoke pieces of work where turnover is high.  Healthcare 
Assistants remain an area of focus for improved retention and as the re-banding process 
approaches completion, it is anticipated that attrition rates will improve for this staff group.

2.5. Time to hire is at 43 days which is a significant improvement from M1.  The manageable 
delays in processes are being reviewed to close the timeline where possible.  The recruitment 
team have been aligned to Divisions to provide a more consistent support to Divisions.   

2.6. The number of open disciplinary cases remains at 18.  A detailed Employee Relations case 
report is produced monthly to JCNC. 

2.7. Statutory and mandatory training compliance is at 95% and appraisal compliance is at 
94%.

3. Continuous Improvement, Transformation and Innovation

3.1. The HR Services Team have been working with Deloitte’s (appointed by NHS England) to 
review payroll processes and look at possible automation solutions to improve pay-impacting 
changes.  The team are working with our IT team and Digital Programme Lead at BLMK to 
review interoperability between an e-form solution and ESR.   

3.2. As part of the People Digital Programme, the team have submitted four key priority areas for 
improving people processes to BLMK.  These are being reviewed at People Digital Board and 
will help inform the community of practice within the system to review commonalities and 
develop a shared programme of work.  The Trust has been awarded funding to deliver on 
automation solutions for HR Services and the team are working with IT to shape what the 
delivery for this might be.  
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4. Culture and Staff Engagement

4.1. The Protect and Reflect Event came to an end on 29th November.  The final report from 
Quality Health showed an achievement of a 51% return rate following final validation.  The 
national results will be released in March, however HRBPs will work with Divisions to share 
their data locally in February and action plans for engaging staff in the outcomes will follow.

4.2. The Staff Health and Wellbeing Team are launching their new Occupational Health System 
in January including a new way of making management referrals.  Managers will be able to 
view their referrals in real time and retrieve outcome reports from the system.  The new referral 
process launches on 8th January.     

5. Current Affairs & Hot Topics  

5.1. Values Based Recruitment training commenced in M9 and was well-received by managers.  
The training will be delivered four times per month from January.  Managers that frequently 
recruit will be contacted directly to book on by their Recruitment Specialists.  Once completed, 
they will be given a ‘Licence to Hire with Values’ and be able to use the values approach to 
recruitment, including applying some key inclusive techniques for writing adverts, shortlisting, 
and interviewing.  

5.2. The first phase of the re-banding of Healthcare Support Workers is almost complete with 
final appeals being heard in M9.  The next phase is to review those that were promoted from 
a Band 2 Healthcare Support Worker to a Band 3 Senior Healthcare Support Worker prior to 
the Trust’s re-banding process to ensure there is no displacement of salary point for these 
staff. 

5.3. As part of our Culture Programme of work, the outputs from the Yvonne Coghill and Roger 
Kline reports have now been presented and discussed widely at Board, TEC and the 
leadership forum. Immediate actions have been identified that can happen straight away such 
as Values Based Recruitment. Engagement on this programme will continue throughout 
January with wider sessions across the organisation planned to gain involvement in the 
development of the plan.

6. Recommendations

6.1. Members are asked to note the report.
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Key Messages to Note The infrastructure for the service has been reviewed and refreshed including the 
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1. Executive Summary

This report provides information on speaking up activity undertaken during Q1 and 2 from 
1st April to 30th September 2024.  A review of the FTSU function was completed by the Lead 
Guardian alongside feedback from stakeholders.  The output of this has been the 
development of a FTSU Strategy, an improved and compliant case management process, 
additional collection of data, and a revised reporting process.  There has also been some 
reduction in Guardian and Champion capacity, with recruitment planned for Q3 and Q4. 

 
1.1 Additional thematic categories have been added to the reporting system to ensure 

National Guardian Office compliance.  Additional commentary for collection has been 
added to aid understanding of the data. 

1.2 The FTSU policy has been reviewed and updated and is progressing through the 
governance process. 

1.3 A 3-year FTSU Strategy and action plan has been completed which focusses on 5 key 
objectives to support the ongoing development of a more open, transparent and honest 
reporting culture, focussing on building staff trust and empowering, enabling and 
supporting managers to appropriately follow up on issues raised. 

1.4 There were 64 concerns raised via FTSU during the period which is 4% less than the 
same period the previous year.

1.5 The 6 additional themes of concerns now being collected provide an improved breadth 
of choice when reporting, enabling stronger alignment as well as capacity to determine 
the concerns being raised and support the resolution of the concerns. 

1.6 The highest number of concerns reported for the period was ‘the application of systems 
and processes’ which is a new category to MKUH. This is when a staff member perceives 
a process of policy has not been correctly followed, or that they have been treated 
differently or made to work in a different way to their colleagues. The second highest was 
also a new category; ‘senior and middle managers’ which is staff reporting a lack of 
support from their managers, particularly if they are speaking up or sharing a concern.

1.7 FTSU is often approached at a late stage, meaning cases have multiple themes. When 
this data is collated, we see the application of systems and processes and a lack of 
support from managers having an impact on staff emotional and mental wellbeing.  

1.8 The reduction of cases from Surgery and the change to numbers in each division can be 
aligned with a change of Guardians. The breakdown of cases by division and themes is 
in its infancy and will be monitored monthly to identify specific themes in a timely manner.

1.9 Data reporting on FTSU case resolution will commence from Q3.

1.10FTSU month evidenced that generic and service-based engagement provides staff with 
the reassurance of confidentiality as opposed to individualised action.

1.11KPI’s will be developed to assist monitoring the effectiveness of the FTSU offer.

2. FTSU service changes
2.1 Support and staffing 
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The previous Lead Guardian retired at the end of March with the new Lead Guardian starting 
early June. The gap was covered by the FTSU Guardian team who worked together to 
provide ongoing support to staff and the Trust. The Lead Guardian’s priority has been to 
better understand the current offer in order to develop a 3-year strategy.

It is important to note that as part of early engagement with staff across all staffing levels, 
there was some discontent with elements of the FTSU support given to individuals, which 
resulted in  the Lead Guardian reviewing and progressing a number of previously raised 
concerns. These concerns revolved around the effective and confidential management of 
concerns.  

As a function that serves to support staff who may be feeling vulnerable, lacking in trust, and 
needing a confidential space to discuss their concerns, it is imperative to implement a trusted 
and accountable process-related service.  

Work has been carried out to review the current structure, resource and case management 
process.  This has  resulted in an updated case management process that ensures 
compliance with the National Guardian Office (NGO) requirements, adhering to  data 
protection processes and  a clear escalation process. 

There has been a renewed energy on ensuring that the Guardians and Champions have the 
knowledge, skills, and time to be able to carry out their roles. Standard Guardian processes 
have been introduced to provide clarity on capacity, availability, recording and dedication to 
the roles. There were also specific requests from the Guardians and engaged Champions 
for more support, guidance and direction. As both roles attract protected time, there was a 
need for oversight and assurance on support being provided and work being undertaken by 
these staff members, and their capacity to continue to do so.  This has resulted in some 
reduction in Guardians and Champions. The current FTSU resource is:  

▪ 1 wte Lead FTSU Guardian
▪  2 FTSU Guardians with protected time  
▪ 10 FTSU Champions with protected time

The Guardians meet as a group monthly for case management guidance and updates on 
changes to the system, this will progress to include case reviews. The Champions have been 
offered two meetings to revisit training, identify signposting routes and to provide support on 
their role.

Recruitment is currently underway for additional Guardians and Champions across all wards, 
divisions and levels of role.

The reviewed and revised FTSU offer has enabled the FTSU policy to be refreshed and this 
is currently going through the governance process. The above work has resulted in a 3-year 
FTSU Strategy and action plan (Appendix 1) which focusses on the actions under 5 key 
objectives which will support the development of an open and honest reporting culture, where 
all staff have a role in breaking down the barriers to speaking up. 

The Trust compliance for Speak up, Listen up and Follow Up training remains above  target 
at 97%.
2.2 Reporting

This report contains an increased amount of data in an anonymised format, as per NGO 
guidance, to respond to the request for a better understanding of the concerns raised through 
FTSU and how these concerns are resolved. 
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It is noted that each person speaking up is counted as a separate case even where several 
individuals may be speaking up about the same matter together or separately. The theme of 
concern is determined by what the reporter states and this is often worked through via 
discussion with the Guardian.

Whilst the data is accurate, it should be noted that two concerns have been consumed within 
other datasets to ensure anonymity due to them potentially being identifiable. 

The additional categories under the theme of concerns come from the NGO guidance on 
reporting. System Process, Cultural, Leadership, Senior/Middle Management issues and 
Infrastructure/environment were not previously utilised.

There is a further breakdown of themes of concerns linked to divisions, of concerns related 
to protected characteristics, and staff reporting that they fear or believe they are suffering 
detriment as a result of speaking up.  

3. Numbers and themes of FTSU concerns raised
3.1 Quarterly breakdown of concerns raised to FTSU Guardians

Staff can speak up or be signposted to a Guardian via a variety of means: 
▪ Telephone – via call, text or WhatsApp;
▪ Computer - Teams, FTSU email, personal email, QR code where an anonymous form 

can be completed; and 
▪ Signposting from a Champion, Staff Network, colleague or manager

 
As anticipated, due to the small break in between Lead Guardians, there was a 66% 
decrease in the number of new concerns for Q1 in comparison with the previous period. This 
number has more than doubled between quarters and shows an overall 4% decrease in 
comparison with the same period last year.

Q1 Q2 Q3 Q4 Year Total
2021/22 21
2022/23 54
2023/24 28 39 18 10 94
2024/25 14 50 - - 64
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Primary theme of concerns*

2024/25
2023/24

Q1 Q2 Q3 Q4 Total 
2024/25

Patient safety / quality 12 3 4 7

Bullying / harassment 22 5 5

Behavioural/ relationship - - - 0

System/process - 1 22 23

Staff safety 26 3 1 4
Cultural - - 2 2
Leadership - - - 0
Senior/Middle management 
issue - - 9 9

Infrastructure/environment - - 4 4
Inappropriate attitude or 
behaviours 25 5 3 8

Other/ anonymous 9 (detriment) 2 - 2
Total 94 14 50 64

* Categories are suggested by the National Guardian’s Office; discussion with staff and judgement of the 
Guardian determines which category a concern is recorded against.

The additional use of themes as per NGO guidance means there has been a change in the 
breakdown of themes reported. Staff and Guardians now have the breadth of choice and the 
ability to better align the primary theme of the concern and a further breakdown where 
multiple issues/themes occur.

The highest reported concern thus far is Systems /process. For this period this ranged from 
recruitment processes, performance management, grievance outcomes, reasonable work 
adjustments, access to information, access to training and progression. The actions and 
processes following submitting Radars was a common concern.

The second highest reported concern was staff not feeling supported by either a middle or 
senior manager. This ranged from not being supportive with regards a disability, a lack of 
support provided to staff following speaking up about a work task or issue and a lack of 
consistent support to students.

23

9 8

System/process Senior/middle 
management

Inappropriate 
behaviours or attitudes

Top 3 FTSU themes
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Inappropriate behaviours and attitudes came a close third, with inappropriate comments not 
being addressed, staff reporting being belittled by managers and microaggression 
perceptions related to race, disability and gender. 

3.3 FTSU cases with multiple themes*

Q1 Q2 Q3 Q4 Total 
2024/25

Patient safety / quality 3 8 11

Bullying / harassment 4 12 16

Behavioural / relationship - 6 6

System/process 2 28 30

Staff safety 4 13 17
Cultural - 11 11
Leadership - - 0
Senior/Middle 
management issue 2 28 30

Infrastructure/environme
nt - 5 5

Inappropriate attitude or 
behaviours 7 6 13

Other/ anonymous 2 - 2
Total 24 117 141
* Categories are suggested by the National Guardian’s Office; discussion with staff and judgement of the 
Guardian determines which category a concern is recorded against.

Staff will often present to FTSU at a later stage of experiencing negative behaviours or when 
a situation has escalated over time. By this time, multiple concerns are being raised which 
the NGO require reporting on. Combining the multiple themes changes the picture slightly. 

30 30

17

System/process Senior/middle 
management

Staff safety

Top 3 FTSU multiple themes 
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Senior and middle management along with the application of systems and processes have 
the highest number of concerns with staff safety having the second highest combined 
number.  

Staff safety concerns range from negative behaviours and processes which have had an 
impact predominantly on staff’s mental, emotional or physical wellbeing. So, we can surmise 
that the effects of perceived processes not being consistently followed, lack of support from 
managers and the negative behaviours of colleagues has an impact on staff wellbeing.

3.4 Concerns by division

Q1 Q2 Q3 Q4 Total 
2024/25

Core Clinical and Support 
Services

26 1 16 17

Corporate 12 2 15 17
Medicine 11 3 5 8
Surgery 36 6 6 12
Women and Children’s 9 1 8 9
Not disclosed - 1 - 1
Total 94 14 50 64

The difference in concerns from each division could be aligned with the change in division of 
the Guardians. This will be reviewed quarterly alongside Staff Survey results to identify if 
targeted engagement or a dedicated Champion or Guardian role for a specific area would be 
supportive and beneficial. 

 
3.5 Theme of concern by division 2024/25

 

Core 
Clinical 
and 
Support 
Services

Medicine Surgery Women 
and 
children

Corporate Unknown

Bullying and 
harassment 1 1 0 1 2

0

Cultural 1 0 0 0 1 0
Inappropriate 
behaviours or 
attitudes 2 1 3 1 1

0

Infrastructure/
environment 0 0 3 0 1

0

Patient Safety 2 2 1 1 1 0
Senior/middle 
management 3 1 0 2 4

0

Staff safety 1 0 1 0 1 1
Systems/Process 6 3 3 4 6 0
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Unknown 1 0 1 0 0 0
Total 17 8 12 9 17 1

This data is in its infancy and so will be monitored monthly to identify if specific themes are 
arising in each division, department or ward.

3.6 Confidentiality of FTSU concerns

Q1 Q2 Q3 Q4 Total 
2024/54

Open 6 21 27
Confidential 3 26 29
Anonymous 5 2 7
Total 14 50 64

Staff in fear of or already 
suffering detriment

3 27 30
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A total of 42% of concerns raised through FTSU were raised openly. This is encouraging in 
one sense as it shows staff have trust and confidence in utilising the process. However, it is 
noted that many of the open cases are already known and staff have either exhausted all 
avenues of support and come to FTSU as a last resort, or they are beyond caring if a 
manager is aware as they have given up hope.  

Of concerns raised, 11% were completely anonymous for the full period, this has reduced to 
4% in Q2. This is a positive reduction and the revised way of working and building confidence 
in in the speaking up process should further support this.
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4. People profile

2023/24 Q1 Q2 Q3 Q4 Total 
2024/25

Additional clinical services 12 1 1 2
Additional professional 
scientific and technical

7 - 2 3

Administrative and clerical 10 3 15 18
Allied Health Professionals 16 6 10 16
Estates and ancillary 4 - 3 3
Healthcare Scientists 9 1 1
Medical and dental 3 1 1
Nursing and midwifery 
registered

25 - 14 14

Students 2 - 1 1
Other 3 1 1 2
Not known 3 2 2 4
Total 94 14 50 64

Professional level
Q1 Q2 Q3 Q4 Total 

2024/25

Manager - 16 16
Worker 10 31 41
Worker – Bank 1 1 2
Not disclosed 3 2 5
Total 14 50 64

There is a notable and positive change between Q1 and Q2 with concerns raised from 
managers. It is also acknowledged that managers within this category range through the 
banding levels. 

4.2 Concerns related to a protected characteristic

Q1 Q2 Q3 Q4 Total 
2024/25

Age - 1 1
Disability 1 6 7
Gender/sex 1 1 2
Gender Reassignment - - 0
Marriage/civil partnership - - 0
Pregnancy & Maternity - - 0
Race 1 14 15
Religion or belief - 1 1
Sexual Orientation - - 0
Sexual Safety - 1 1
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As data on diversity is now collected during case development and from feedback forms and 
not in the initial conversation, more data is available when there is a specific concern that 
individuals believe is related to or because of a protected characteristic. FTSU input is being 
provided to the Sexual Safety at Work Steering Group on reporting and supporting staff if 
they raise a concern within this area.

4.2 FTSU case resolution

Staff that approach FTSU will be supported to have their concerns resolved through the most 
informal approach possible although they will not be dissuaded from taking a more formal 
approach. Each case will have its differences and so a bespoke individualised approach is 
always taken dependent on the information provided and level of risk identified. 
There are six main routes for resolution:

1. Listen, encourage and take no action – themes of concerns are fed back through 
generic engagement and reporting.

2. Signpost/introduction to an appropriate internal service or function.
3. Empower the individual/group to have a conversation with the colleague, colleagues 

or manager themselves. 
4. FTSU facilitate conversations with a manager/s regarding the concern.
5. FTSU support the person/group to raise a formal complaint.
6. FTSU escalate the concern dependent on level of risk and consent. A process for 

escalation sits under this.

The data on FTSU cases resolved through informal resolution will be reported on from Q3 
onwards.
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 4.3 FTSU cases linked to a HR process

Q1 Q2 Q3 Q4 Total 
2023/24

Not linked 12 37 49
Grievance 2 4 6
Disciplinary - 3 3
Mediation - 1 1
Other – consultation etc - 5 5
FTSU cases supported to 
raise a formal concern

- -

The inclusion of this data is for monitoring. This data will identify links between how long staff 
may wait until approaching FTSU, if FTSU supports a more formal resolution and, in time, 
the cases which are resolved informally through facilitation.  

5. FTSU month activity

FTSU month opened with a Town Hall led by the Trust Chair and Non-Executive Lead, the 
Chief Corporate Services Officer and FTSU Lead Guardian. The focus for the session was 
acknowledging the past, understanding the fears around speaking up, and encouraging trust 
in order to make changes. 

In line with this, the FTSU intranet pages were updated to reflect recent changes and to share 
more clearly how staff can speak up, and the process which underlines this. The Thursday 
FTSU drop-in was launched along with a zone-based engagement exercise across the 
month. 

5.1 Preliminary FTSU engagement feedback

▪ Staff were extremely welcoming of the in-person engagement and reflections 
included that this had dropped off.  Coming to them made it feel like their views were 
important. 

▪ There were service areas that felt they were never engaged with and felt like they 
were not seen as being important to or a part of the Trust.

▪ There was an overwhelming feeling of apathy – staff will not speak up because 
nothing happens, particularly if they had done so previously without result.

▪ The real fear from staff of suffering retribution or detriment from speaking up was 
significant.

▪ There were frequent references to nepotism and cliques which prevented staff from 
speaking up or even taking seemingly serious concerns formal.

▪ With little encouragement, staff are able to speak about negative experiences, 
processes and behaviours and acknowledge they will not speak up due to the 
reasons above.

▪ Whilst staff shared numerous concerns, they openly shared they would not raise 
them.

▪ Particular groups of staff who felt powerless to speak up included students and other 
groups which will be shared with the appropriate managers.

Whilst FTSU is well utilised, the generic engagement provides a softer opportunity for 
staff to share their concerns confidentially where they can be addressed via feedback 
reports to the relevant management team. This engagement forms part of the Strategy 
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action plan and a diary for the year will be implemented based on zones and off-site 
locations.

6. FTSU priorities Q3 and Q4

▪ Recruitment and training of additional Guardians and Champions.
▪ Development of Champion and Guardian peer support network.
▪ Distribution, collation and review of FTSU case feedback form.
▪ Review and refresh of FTSU communication to include social media.
▪ Continued FTSU support to specific work programmes which have a link to speaking 

up and inappropriate behaviours.
▪ Development of KPI’s to assist monitoring the effectiveness of the FTSU offer.

7. National/Regional Update

All Guardians continue to support and contribute to the NGO regional and national meetings 
and initiatives. 

The Lead Guardian presented at the East of England regional network on cultural intelligence 
as a FTSU Guardian, following completion of the Above Difference Cultural Intelligence 4-
day training course. 

8. Recommendations

Members are asked to note the contents of this report.
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Introduction 
 

This Annual Report on Safeguarding Adults and Children activity at MKUH for April 2023 to 
March 2024 

Key Messages to 
Note 

  The Milton Keynes University Hospital Foundation Trust (MKUH) has a statutory
 obligation to establish safe and efficient systems to safeguard adults, children, and 
 young people who may be at risk of any form of abuse, neglect, or exploitation. 
 
 This annual report summarises the Trust's Safeguarding activities from April 2023 to 
 March 2024. The report highlights the increased activity and complexity of adult and 
 child safeguarding cases. The report has several objectives, including assuring the 
 Board that the Trust is fulfilling its safeguarding obligations.  
 
 The report also provides an overview of the support offered by the Safeguarding 
 Team to operational and clinical services. Additionally, it emphasises the Trust's priority 
 to safeguard children, young people, and adults and provides an overview of local and 
 national developments in safeguarding over the past 12 months. The report highlights 
 how these developments have impacted the Trust's service and how we work 
collaboratively as a partnership board to protect patients and their families accessing Milton 
Keynes services. 
 
 In the past year the leadership of the team has transitioned following the appointment 
 of the Head of Safeguarding. This has strengthened the leadership and oversight 
 of safeguarding activities. There have been several additional appointments and the
 involvement of temporary staff to support the increasing demand and workload 
 of the safeguarding team as safeguarding activity increases. The way the team deliver
 safeguarding activity has changed and is progressing to a model that better meets 
 the needs of the trust, our patients and staff. 
 
 The Board is asked to note and approve the content of this report. 
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8. Employing the best people to care for you 
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Foreword 

Safeguarding services have experienced a challenging yet responsive year at Milton 
Keynes University Hospital NHS Foundation Trust (MKUH) with many changes and a 
complete reform of the team in September 2023. As the service moves into 2024, we wish 
to celebrate the success achieved thus far and set our agenda for the year ahead. 

Our ambitions for 2022/23 have been successfully met and we are now looking to further 
develop and surpass these to develop the Safeguarding service to meet the needs of our 
Trust, our local partners and most importantly our service users. 

There is evidence that there has been an exponential increase in the vulnerability of our 
children and young people, child cruelty and neglect offences have doubled in the last 5 
years (NSPCC 2023). The incidence of domestic abuse surged following the pandemic and 
has remained at an increased level (ONS 2023) with 1 in 5 residents in Milton Keynes 
experiencing this type of violence (MKC 2020) 

Safeguarding children, young people and adults is not a role undertaken by just the 
safeguarding team, we need the collaboration of all our partner agencies and all the trust 
staff to ensure we protect all those who are at risk of harm abuse or neglect.
Our most important belief is that safeguarding is everyone’s responsibility and every 
contact with a patient and their family is an opportunity to safeguard. We want now as a 
Trust to move to a ‘Think Family’ strategy. Every contact or member of a person or child’s 
family and/or caring community count to them and must be included in planning for the 
future safety and security of the individual. 

Safeguarding is complex and is challenging for all of our staff so it is the team’s ambition 
to inform, enable and empower all our clinical and non-clinical staff to assess where a 
safeguard is needed and how to meet this need with the safeguarding team’s guidance 
and support where required. 

Our aim is to provide exceptional safeguarding support, supervision and training to detect 
and prevent harm, safeguard our patients, their family and our local community, and for 
MKUH to be a safe organisation where the staff feel empowered and enabled to put 
safeguarding central to the well-being of our patients and themselves alike. 

Milton Keynes University Hospital NHS Foundation Trust (MKUHNHSFT) for the duration of 
this report will be referenced as Milton Keynes University Hospital (MKUH).
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1. Introduction

This comprehensive report highlights the safeguarding efforts carried out at Milton 
Keynes University Hospital (MKUH) to safeguard and promote the welfare and well-being 
of children, young people and adults at risk between April 2023 and March 2024. 
The report will also outline the achievements, challenges and priorities met during the 
reporting period. 
It is essential to recognise that all safeguarding work is firmly rooted in The MK Way which 
encompasses the trust vision, values, strategy and objectives. 

The MK Way 

Our vision – where we want to get to

Our vision for Milton Keynes University Hospital NHS Foundation Trust is to be 
an outstanding acute hospital and part of a health and care system working well 
together.

Our values – what we stand for

We care: We deliver safe, effective and high-quality care for every patient. We treat 
everyone who uses our services, and their families, friends and carers, with dignity, 
respect and compassion; and we treat each other as we would wish to be treated 
ourselves.

We communicate: We say #hellomynameis; we keep patients informed about and 
involved and engaged in their treatment and care; and each other informed about 
what’s happening in our hospital. We know we can speak up to make sure our 
hospital is safe and our patients are well cared for.

We collaborate: We are #TeamMKUH. We work together and with GPs, primary 
care, community care, social care and mental health providers and other hospitals to 



                                                                                                                             

                                                                                       5

deliver great care and services for people in Milton Keynes, Buckinghamshire and 
beyond.

We contribute: We develop goals and objectives in support of the hospital’s vision 
and strategy. We are willing to join in and play our part to make our hospital the best 
it can be. We acknowledge and share good practice so that others can learn what 
works well and why, and we learn from others so that we keep improving the care 
and services we provide.

MK way Safeguarding 
Everyone has the right to be safe and free from abuse and protected from harm, 
regardless of who they are, or their circumstances. The term ‘safeguarding’ encompasses 
all activities to assist children, young people and adults at risk to live a life that is free 
from abuse or neglect and to enable independence, wellbeing, dignity and choice. 

Safeguarding includes the early identification and prevention of harm, exploitation and 
abuse by using national guidelines, local multi-agency procedures and by disseminating 
‘lessons learnt’ promoting best practice from patient safety incident reviews or enquiry to 
improve future service development for patients and staff.

The Trust as a registered provider with the Care quality Commission (CQC) must be aware 
and adhere to the regulations as established by the Health and Social care Act (2008) 
specifically in relation to Regulation 13 and 17 regarding protection of service users from 
abuse and good governance; and the Children’s Act (2004) section 11.  

2.0 Governance 

2.1Statutory Framework and National Policy Drivers 

Whilst safeguarding shares the same agendas and principals for adults and children, there 
are significant differences in the laws and policies that shape how we safeguard these 
groups. The legal framework to protect children is contained in Working Together to 
Safeguard Children (2018 updated 2024) and the Care Act (2014) for adults. However, the 
overarching objective for both is to enable children and adults to live a life free from harm, 
abuse or neglect. 

The Children Act (1989) and Section 11 of the Children Act (2004) places a statutory duty 
on all NHS Trusts to have plans to ensure that it has regard for the need to safeguard and 
promote the welfare of children when exercising its functions. 

The statutory guidance ‘Working Together to Safeguard Children (2018 updated 2024) 
supports the multi-agency safeguarding arrangements set out in the Children and Social 
Work Act (2017). 

The Care Act (2014) set out a clear legal framework for how local authorities and other 
agencies should protect adults at risk of abuse or neglect. The focus is on personalised 
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and outcome-based care with an emphasis on making adult safeguarding ‘personal’, 
Adults should therefore be seen as experts in their own lives and safeguarding means 
working ‘with the adult’ and not a process that is done to or for an adult.

2.2 Local Governance 

The Chief Nurse is the Executive Director for Safeguarding and has strategic responsibility 
for all safeguarding activity functions in the Trust.  The Associate Chief Nurse for 
Safeguarding has delegated responsibility for oversight while the leadership and 
coordination of all safeguarding activity is then delegated to the Head of Safeguarding. 

Current Safeguarding Team Structure 

Please note the Learning Disability and Dementia Nurse Specialist are not included in the 
above structure even though a part of the team.

MKUH has a clear governance structure whereby all safeguarding concerns are addressed 
promptly and actions, as required, formulated to improve practice and shared learning. 
Safeguarding incidents are monitored by the Trust’s Safeguarding Committee who meet 
bimonthly and report to Patient Safety Board and to the Quality and Clinical risk 
Committee. 
Safeguarding team members attend internal and external forums to ensure Safeguarding 
is considered at appropriate internal meetings and contributes actively to the MK 
Together affiliate boards. The table below provides a summary of required attendance. 
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Internal Meeting Representation 
 

• Nursing Midwifery Therapy Advisory 
Group 

• Care Assurance  
• Trust Senior Sister/ Matron meeting 
• PSIRF
• Safeguarding Committee/Board
• Section 42 panel  
• Patient Safety Board 
• Clinical Board/Clinical Quality Board 
• Daily Safety Huddle 
• Violence and aggression group  
• Care Review and Learning Panel  

 
 

External Meeting Representation 
 

• MK Together Review Board 
• MK Together Assurance Board  
• MK Together Partnership Board 
• MARAC 
• MATAC
• DAPP
• Escalation/ Review Meetings/CAMHs  
• Interface Meeting  
• Prevent Board  
• Navigator Meeting  
• LeDeR panel  
• LeDeR Assurance Board 
• MASH Interface Meeting  
• Unborn Planning Meeting  
• MEP 
• BLMK Child Death  
• East of England Safeguarding Forum 
• Domestic Abuse Strategic Partnership 

Board 
• Domestic Abuse Operational Group
 

               3.0 Team Achievements 

There have been significant achievements made by the Safeguarding team.

3.1 Recruitment 

Following changes in the team structure an active recruitment campaign has resulted in 
the establishment of a full team. All posts are now recruited to with an ongoing 
requirement for additional temporary support.  The current team with the additional 
support can meet the demand at this time, it is likely the demand will outstrip capacity as 
the number of vulnerable adults and children increases due to the impact of recent 
socioeconomic factors and changes nationally and locally. 
Additionally, the Lead Nurse for Dementia, the Learning Disability Nurse Specialist and the 
Armed Forces Covenant Support Officer have been relocated to Safeguarding.

The Safeguarding team became fully established in September 2023 and the initial skill 
set in the team was challenged as new appointees had limited safeguarding experience. 
However, this is now improving significantly as the team develops wide ranging 
safeguarding exposure and experience, the skill set of the team is robust and professional. 
A business case is being developed to substantiate the posts that are currently temporary 
positions supporting the demand on the team. In addition, the business case proposes a 
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weekend cover model for safeguarding, as the current service is office hours only. There is 
an emergent need for weekend cover.
 
3.2 Policy 

A number of policies have been updated and improved in line with National guidance and 
are progressing through the Trust approval pathway.

• The Safeguarding Adults Policy 
• The Children’s Safeguarding Policy 
• Ligature Risk Policy  

3.3 Process 
A number of safeguarding processes have been reviewed and improved by the team. 
Improvements relate primarily to streamlining and refining process to reduce workload 
for our colleagues in wards and departments whilst continuing to meet statutory duty and 
timeline. 
This currently includes 

• Section 42 
• Deprivation of Liberty Safeguarding (DoLs).

3.4 Data 

The team have reviewed the data streams for safeguarding and found some activity is not 
captured appropriately. New methods of recording and capturing activity have been 
implemented making it easier for the whole team to access activity data. This has resulted 
in some gaps in the 2023 data which will be remedied for 2024/2025 reporting cycle. All 
current data collection has been designed and input by the team and it would be a 
valuable strategy to move to a dashboard for activity which would require funded 
Informatics support. 

3.5 Single Point of Contact (SPOC)

Established in November 2023, this invaluable model offers our busy trust staff immediate 
access to advice and guidance from the Safeguarding team. Whilst policy, protocol and 
guidance are always available staff find a helpline accessible and informative. The 
immediacy of the response affords rapid decision making and enables staff to move 
patient care forwards without delay. This is a commodity that is vital in today’s healthcare 
environment where patient safety and patient flow are trust priorities and safeguarding 
advice can guide the right decision by clinical staff.
The whole team are allocated to this duty and this has supported the development of a 
multiskilled workforce with adult and children’s staff responding to general and specific 
safeguarding enquiry. 
The uptake has been excellent from Trust staff as shown in the chart below which 
illustrates the rising number of contacts per month since inception. 
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The current service operates from 08.00 until 17.00 Monday to Thursday and 08:00 until 
16:30 on Fridays. We currently see increased contacts on a Monday and Friday. This would 
suggest the weekend may present some vulnerability and as such would recommend 
some weekend cover may support our staff at a time of increased need. 

The total numbers in the contacts list includes general enquiry, support for external 
agencies and for the unborn so the numbers in the adult/children chart are not the overall 
total calls to the SPOC. 

3.6 Trust information sharing – safeguarding 

Information Sharing is a component of children’s safeguarding developed in response to 
an advisory document from HM Government (2018) Whist this was not a statutory 
requirement MKUH has established an enhanced information sharing process for children, 
young people and children behind an adult. The information Sharing Form (ISF) is sent to 
the local Multi Agency Safeguarding Hub (MASH) for the child to inform them of an 
attendance and to enable them to track and trigger when a child may be demonstrating 
signs of increased risk. 
The process adopted by MKUH is thorough and is superior to some trusts who rely on staff 
recognition of risk and frequency of attendance balanced against parental explanation. 
Social care can offer an objective view of received ISF and will review the information in 
light of their knowledge of the child and or the family. 
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The team have been committed to improving all elements of safeguarding practice and 
process to ensure trust staff can complete their statutory duties in a robust and timely 
manner. 

3.7 Team Development 

The Safeguarding team committed to developing the skills of the team and ensuring a 
wide range of skill is available to the Trust. 
This includes:
 

• Domestic Abuse Stalking and Honour Based Violence Assessment (DASH)
• Level 4 Safeguarding 
• Supervision training 

The ambition is to have a multiskilled enable empowered safeguarding team. 

4    Safeguarding Training for the Trust.

4.1 Mandatory training 

The mandatory training of staff is guided by the Intercollegiate Documents (2019 and 
2024) It is of fundamental importance that staff are aware of their safeguarding duties for 
all their contacts through the course of a working day. The current model for training for 
trust staff uses a mixed approach with E-Learning and face to face classes. 
The Trust has a key performance indicator (KPI) expectation of 90% which is achieved for 
the majority of training; however, level 3 Safeguarding Children training requires 
improvement. 
There are a number of staff who require mandatory level 3 training for children’s 
safeguarding who have not accessed this and on occasions the uptake of training is poor. 
There is a requirement for trust managers and their staff to show a commitment to 
achieving this KPI and ensure those who require level 3 children training attend.  Oliver 
McGowan training on Learning Disability and Autism part 1 is just achieving 90%. 

Current Safeguarding Training Compliance 
Training Trust Compliance 
Safeguarding Adults Level 1 – 3 years 98%
Safeguarding Adults Level 2 – 3 years 96%
Safeguarding Adults Level 3 – 3 years 94%
Basic Prevent Awareness - 3 years 97%
Prevent Awareness – 3 years 94%
Safeguarding Children Level 1 – 3 years 96%
Safeguarding Children Level 2 – 3 years 96%
Safeguarding Children Level 3 – 3 years 89%
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Oliver McGowan Training Part 1 90% 
4.2 Think Family 

The Safeguarding Team are changing the training package with an updated approach that 
ensure the trust staff receive education in safeguarding that is 

• Aligned to the intercollegiate requirements 
• Approaches safeguarding from a ‘Think Family’ perspective 
• Is more relatable for staff 
• Demonstrates the need for routine enquiry 
• Is in line with our current socioeconomic challenges 

               5      Safeguarding Children activity

The Safeguarding Team are committed to safeguarding and promoting the health and 
well-being of all children and young people attending the Emergency Department (ED), as 
outpatients or, those admitted to the paediatric wards, the paediatric assessment unit, or 
any adult wards where 16-year-olds require support. The Trust also has a duty toward 
‘unseen’ children whose parents have been admitted or have attended ED where 
safeguarding concerns may exist.  Alerts regarding children’s and young people’s 
attendance can be completed as an Information Sharing Form or a Multi-Agency Referral. 

  5.1 Information Sharing Forms (ISF) 

The Emergency Department (ED) complete an online ISF for children who attend the 
department where a safeguarding concern is noted, if the child is known to children’s 
social care or when a parent attends adult ED and discloses there are children in their 
care and the staff feel the children may be directly or indirectly at risk. 
The forms are then triaged by the safeguarding team within 24 hours (except at 
weekends) who then determine if further action is required. 

• 2022 – 2023 = 1217 forms generated 
• 2023 – 2024 = 2051 forms generated 

5.2 Multi- Agency Referrals (MARF) 

There have been 744 MARF generated in 2023 – 2024, this is a decrease of 6% compared to 
the previous year and is showing an overall downwards trend over the course of the year. 
A MARF are predominately completed by ED, Paediatric wards, Maternity areas and the 
Safeguarding team. 
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Child Mental Health continues to present the greatest challenge to our children services 
with self-harm and eating disorders the most notable issue for our young population. 
There continue to be significant delays in sourcing placements for the ongoing care and 
management which gives rise to delayed discharges and bed pressures in our children 
wards. Alongside this is the unknown, unmeasured impact this delay has on the well-
being and recovery from such illnesses. 

5.3 Child Protection Medicals (CPM)

Child protection medicals have decreased in this reporting year by 6%
• 2021 – 2022 = 44
• 2022 – 2023 = 66
• 2023 – 2024 = 57 
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There is ongoing work with MK partners – MKUH, Milton Keynes City Council, Central 
Northwest London Trust (CNWL), and the BLMK Integrated Care Board developing a 
system – wide approach to child protection medicals including how child neglect 
medicals are managed outside of MKUH. 
Internally there is now a process for managing CPM requests involving the Consultant on 
call who triages the request and books the medical if required. 

5.4 Child Exploitation  

In England, the government has proposed a mandatory duty for those working or 
volunteering with children to report known or suspected child sexual abuse. 
This duty applies when they are told about abuse by a child or the person who carried it 
out, or if they witness the abuse happening. 
While there won’t be criminal penalties for failing to report, individuals who conceal 
abuse or obstruct reporters could face imprisonment. 
The law aims to prioritize child safety over reputation and will be part of the Criminal 
Justice Bill. Once the bill receives Royal Assent guidance will provide details on how staff 
have to comply. This will be added to training but will also require immediate sharing 
across the Trust. 

5.5 Safeguarding Supervision 

MKUH has up until recent times offered very limited Safeguarding supervision with one 
member of the team qualified to offer this vital support to staff who hold a caseload. 
There are now 3 team members who can support supervision. The key objectives for 
supervision are supporting learning through reflection, competency development, 
accountability and it also provides a restorative function which is of paramount 
importance for staff who manage difficult or complex safeguarding scenarios. This service 
will be available to more of the trust staff and the ambition is to ensure the whole 
Safeguarding team can provide supervision. 

6       Safeguarding Adult Activity 

The Safeguarding Adult Team continue to provide advice and support for a wide range of 
safeguarding issues relating to adults who may be at risk of deliberate abuse or abuse as 
the result of omission. The team have become more visible by attending the daily huddle 
to hear the wards report on their vulnerable patients so they are aware of any ‘hot spots’. 
They also attend wards and outpatients to support staff with individual patient issues and 
will also attend wards to support staff completing safeguarding paperwork if they are 
finding it challenging. 
The clinical teams are often challenged with busy high-pressured environment and this is 
when they will require enhanced support from the team when safeguarding might be 
most needed

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearning.nspcc.org.uk%2Fnews%2F2024%2Fmay%2Fmandatory-reporting-child-sexual-abuse&data=05%7C02%7CCathryn.Hillman%40mkuh.nhs.uk%7Ca8d4b09226184d37e92e08dc76763807%7Ce96dd0a15d474a949e4a5c1056daa82c%7C0%7C0%7C638515497359414545%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=TCGTDILymd%2F4eVc5Jj6YLe7IC5CZjP7TYK8uOeocgiQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearning.nspcc.org.uk%2Fnews%2F2024%2Fmay%2Fmandatory-reporting-child-sexual-abuse&data=05%7C02%7CCathryn.Hillman%40mkuh.nhs.uk%7Ca8d4b09226184d37e92e08dc76763807%7Ce96dd0a15d474a949e4a5c1056daa82c%7C0%7C0%7C638515497359414545%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=TCGTDILymd%2F4eVc5Jj6YLe7IC5CZjP7TYK8uOeocgiQ%3D&reserved=0
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6.1 Safeguarding Adult Alerts 

There were 270 safeguarding adult alerts raised by MKUH staff during this reporting cycle 
demonstrating an increase of 32% in comparison to last year. 

• 2021 – 2022 = 228
• 2022 – 2023 = 205
• 2023 – 2024 = 270 

The monthly totals of safeguarding alerts vary but show an overall constant trend. 

The highest category of abuse causing our staff concern enough to raise an alert is self-
neglect. Domestic abuse is the second highest category and is possibly a reflection of 
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what is being seen nationally, in Milton Keynes and as previously stated reflects our 
socioeconomic post pandemic landscape.   

6.2 Deprivation of Liberty Safeguarding (DoLS) 

Patients who lack the mental capacity to make decisions for themselves in relation to 
health and welfare will require protection of their rights. It is appropriate to ensure that 
the liberty of all people is protected and restricted as little as possible.  The Safeguarding 
Team are responsible for managing the DoLS process for the Trust and do not allow an 
urgent DoLS application to be submitted until it is complete, meets the council standard 
and is verified. The year ending March 2023 shows a 200% increase in urgent DoLS 
submissions. 
Applications for DoLS 

• 2021 – 2022 = 177
• 2022 – 2023 = 247
• 2023 – 2024 = 741 

This is a significant rise for this reporting period and is multifactorial; it includes 
• A reflection of the work undertaken by the Safeguarding team to increase 

awareness and application of the ‘acid test’ 
• The Safeguarding team attendance at daily huddle to monitor reports of wards 

with issues of safety in relation to numbers of patient reported to be requiring 
additional supervision

• The direct support the Safeguarding team provide with ward visits and 
involvement with the vulnerable patient

• An increasing elderly population with multiple comorbidities in the current 
socioeconomic landscape. 

The majority of applications for DoLS is to ensure a vulnerable person without capacity 
will receive care and treatment. 
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6.3 Section 42

A section 42 is raised when a local authority determines an adult safeguarding alert 
requires a formal enquiry and follows a 28-day timeline. The Safeguarding team support 
and advise ward teams on the enquiry, review the report, support the ward with action 
planning if required, hear the investigative outcomes, and ensure the timeline is adhered 
to. 
Following a bespoke training programme delivered by the Safeguarding team the band 7 
team (Senior Sister/Charge Nurses/ Departmental Managers) from across the trust now 
complete the investigation and bring the completed report to a section 42 meeting to 
receive senior oversight, review and support.

For this reporting period we have received 55 Section 42 enquiries related to care in our 
Trust in comparison to previous reporting periods.

• 2021 – 2022 = 32
• 2022 – 2023 = 65 
• 2023 – 2024 = 55 

Of the enquiries 42 were raised by external bodies and 8 we raised against ourselves. 

The chart overleaf shows the spread of section 42 enquiries received over the course of 
the year. 

The alleged type of abuse within the enquiry is shown in the chart below. 
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Of the Section 42 Enquiries the following are the outcomes determined by MKUH 
investigators. 

 
The greatest issue raised in the section 42 enquiries was primarily relating to discharge 
from hospital, followed by hospital acquired pressure ulcers. Some enquiries included 
more than one investigatory point so the number below are greater than the number of 
enquiries received. 
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These enquires are opportunity to learn from patient experiences and perceptions of care 
which is why it is vital the investigator is part of the team that provided care for the 
patient and who has the leadership to promote change and improvements to avoid 
repeated occurrence. 

6.4 Health Independent Domestic Violence Advisor (HIDVA) 

Domestic Abuse has seen an increase nationally and locally with Milton Keynes council 
estimating 12,000 adults in Milton Keynes experience and survive Domestic Abuse 
annually (Domestic Abuse Needs Assessment 2020) This equates to 1 in 5 residents. 
Our Emergency Department sees an average of 240 patients daily and we do not know 
what percentage of injuries are or could be related to some form of Domestic Abuse. 

The current HIDVA is employed by the council and spends time onsite but does not have a 
dedicated space to see or speak to victims and survivors of Domestic Abuse. A permanent 
location is being explored. The post holder is required to see patients and staff who may 
need emotional or practical support, safety planning, sign posting and risk assessments.

The profile of Domestic Abuse needs to rise in the Trust as there have been reported 
incidences where there has been a failure of Trust staff to recognise injury that is related 
to Domestic Abuse or occasions when staff have failed to act on information shared. 
Part of the new approach to training will raise this issue however this will not be adequate 
and there needs to be the presence of a routine enquiry question added to all trust 
admission/assessment/triage/discharge paperwork. We must start asking all people if 
they ‘feel safe at home’ as a matter of routine not just when we suspect there may be 
abuse in the home. 

Recruitment is planned to appoint a second HIDVA.

6.5 Dementia Care

The demographic population of Milton Keynes is rapidly changing with the older age 
groups demonstrating the most rapid growth. There are, according to the Institute of 
Primary Care, 2,827 people aged 65+ living with a dementia diagnosis on Milton Keynes. 
This is predicted to rise to 4,738 by the year 2040. 
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Dementia can be difficult to recognise and takes time to diagnose, as such is it purported 
that only 65% of the public with dementia has a formal diagnosis and the further 35% 
have dementia without a formal diagnosis. 
On any day there are circa 65 people with a dementia diagnosis as an inpatient in MKUH 
and with the percentage of those undiagnosed it is possible this number could reach 100 
patients per day. This is approximately one fifth or 20% of our bed capacity. Given that a 
person with dementia can have complex needs, extended length of stay, difficult 
challenging discharges and is vulnerable to harm acquired in hospital this represents a 
significant proportion of our daily activity. People with dementia need to be supported to 
live well and for their inpatient stay to be as short as required to enable them to be 
discharged safely. 

The continuing trajectory for MKUH is to be a recognised dementia friendly organisation 
delivering patient centred care supporting the person with dementia, their relatives and 
carers.  The aim is for a skilled and effective workforce who champion compassionate 
respectful care and who work in partnership with everyone who is important to the 
person who has dementia.  
The Dementia Lead nurse post was vacant for some time and was appointed into in 2023. 
Since commencing the lead nurse has made a significant contribution and is visible and 
supportive to MKUH wards where dementia patients are present. The achievement and 
challenges for this post are as follows.  

Achievements for 2023 
• Dementia Quality Improvement Steering Group 
• Dementia Awareness week 
• Radar adapted to capture violence and aggression incident associated with 

dementia 
• Lead Nurse involvement in Violence and Aggression working group 
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• Bitesize training on managing cognitive impairment 
• Memory wall
• ‘What matters to me’ launch 

Key Challenges 
• Uptake and completion of ‘what matters to me’ 
• Tier 2 training for staff involved with dementia patients 
• Complaints – most often is the issue that other patients are disturbed or distressed 

by someone with a dementia diagnosis 
• Meaningful activities co-ordinator post finished in March 2024 and has not been 

replaced – Business case to be developed. 
• Discharge – especially placement for complex patients and those who need mental 

health care and support

This role contributes positively to the management of dementia patients, their families 
and carers.  

6.6 Learning Disability Care 

There is a requirement to better understand the numbers of Learning Disability (LD) 
people who attend the trust and to improve understanding of their care needs and where 
improvements are required. There is currently no clear data on how many LD people there 
are in Milton Keynes who may access our services; however, it is well known that they 
often have complex care needs, have longer lengths of stay, can be subject to inequalities 
in health and care quality and may die young. For people with such specialised needs and 
a requirement for us to make reasonable adjustments there is no clarity on the size of the 
issue or what might be required to address it. 

MKUH took part in the Learning Disability Improvement Standards National 
Benchmarking in 2021/2022 and formulated an improvement action plan which was 
implemented and completed. This action plan must now be reviewed, evaluated and 
assessed for the improvement changes that have been sustained and those which may 
require further action.  
MKUH is also represented at the local Learning from Lives and Deaths of people with a 
learning disability and autistic people (LeDeR) to ensure there is learning associated with 
appropriate management and care of LD people to sustain life where appropriate and to 
promote health and an ongoing quality of life. 

The LD nurse post was vacant for a period of time and was appointed to late in 2023. 
There have been some improvement made in the care of the person with an LD or autism 
and the LD nurse is visible and supportive in the clinical environment. The changes made 
include 

• Piloting of a cognitive impairment pain assessment tool
• Flagging on eCare of a person with LD or autism 
• Launch of the ‘What Matters to Me’ 
• Collaboration with Practice Education to start developing a champion model
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• Learning Disabilities awareness week  

On reviewing formal complaints made by or on behalf of a person with an LD or autism 
there were 19 complaints in total for 2023. Subject matter included

• Communication and documentation 
• Appointments 
• Clinical treatment
• Admission and discharge process
• Staff values and behaviours 

Work is underway to complete the Learning Disability Strategy for the Trust which should 
help define the forward trajectory for care of this small group of people who attend the 
trust but who have complex needs and require specialist support.  
The plan going forwards is to 

• Improve the data collected 
• Review and evaluate the Benchmarking action plan 
• Develop an audit tool for assessment of the care of LD and people with autism 
• Complaint issues 
• Communication and Documentation of reasonable adjustments 
• Continue to Improve relationships with local partners 

It is hoped to make some real improvements for people with LD and those with autism.             

7 Looking forward to 2024/25 

The aspirations of the team are to continue to grow and improve as a service and provide 
the best safeguarding support for all our patients and staff.  

• Team structure 
There is a business case  being developed to consider the requirements to 
strengthen the current team structure and to consider recruitment requirements 
to move the safeguarding service forward. This has yet to be costed but will require 
investment if the trust wishes to address a gap in team structure and/or develop 
the service further to weekend safeguarding support.  

• Domestic Abuse 
The gap in knowledge and awareness needs to be addressed for our staff, we 
cannot afford to miss opportunity to protect people from domestic abuse.  
Recruitment of second HIDVA.
 

• Learning Disability and Dementia 
We need to ensure the current practitioners are fully merged into the safeguarding 
team structure and that collaborative working occurs. There is a need to fully 
understand the issues that the Learning Disabled and Dementia patient experience 
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whilst in our hospital and any gaps in service provision and develop an action plan 
to address any reasonable adjustments. The team have recently launched the 
‘What matters to me’ document to support the individual with their usual 
routines or practices and to describe in their own words/communication style how 
they wish their care to be provided. 
We need to develop stronger links with community care providers to develop and 
ambition for seamless communication and care provision. 

• Training 
‘Think Family’ training is to be launched in September 2024, the package 
encourages staff to be more questioning and professionally enquiring, to consider 
the whole family not just the patient, has more relatable scenarios and it is 
updated to align to current policy changes. Our team aim is to offers Increased 
commitment to training compliance for Children’s level 3 and Oliver McGowan. 

• Process review 
The team are committed to continue to review all safeguarding process and 
practice to ensure that they are as easy as possible for Trust staff to complete and 
that statutory timelines are met.  In addition, ensuring alignment with the Patient 
Safety Incident Response Framework.

   8    Conclusion and Recommendations 

The annual report demonstrates how the Safeguarding Team is committed to ensuring 
the Trust meets it statutory requirements whilst continuing to develop safeguarding to 
meet the needs of the people who access our hospital.  Making sure the vulnerable are 
protected is our ambition and commitment. 
The Trust Executive Committee,  Quality and Risk Committee and Trust Board are asked 
to note the content of the report for discussion and assurance of the Trust compliance 
with Safeguarding Policies and Procedures.
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Emergency Preparedness Resilience and Response
(EPRR)

Annual Report 2024/25

1.0 Background

This report covers Emergency Preparedness, Resilience and Response (EPRR) annual 
review for 2024/25 and summary of Core Standards Self-Assessment for MKUH.

2.0 NHS England Core Standards 2024 Compliance

2.1 Background

First published in January 2013, the NHS England Core Standards are the minimum EPRR 
standards which NHS organisations and providers of NHS funded care must meet. Core 
standards are assured by completion of self-assessments which enable NHS England to 
assess the preparedness of NHS organisations across a range of assurance indicators. The 
full list of compliance questions and answers can be found in the embedded document held 
in Appendix B.

2.2 2024/25 Requirements
For 2024/25 the self-assessment process for NHSE East of England is illustrated in table 
below with regional letter inserted for reference (Appendix C).

Ref Task Responsible Timings

1 ICB EPRR Leads and NHSE EoE EPRR MS 
Teams meeting to discuss and review the 
assurance process and ICB approach.

NHSE EoE 
EPRR Team

24th July 2024

2 NHS Trusts and providers of NHS Funded Care 
are to ensure that their core standards audit and 
associated documentation is completed, signed 
off and returned (email) to their ICB EPRR 
Lead.

Trusts and 
Providers of 
NHS Funded 
Care   

30th August 2024

3 Confirm and challenge ICB and NHS Trusts* ICB EPRR 
Lead

2nd – 
14th September 
2024

4 LHRP Support Group Peer Review ICB EPRR 
Lead

18th – 
26th September 
2024

5 Confirm and challenge sessions with EoE 
Regional Team

NHSE EoE 
EPRR Team

4th – 
14th November 
2024

6 NHS England to facilitate confirm and challenge 
sessions with ICBs (to review the ICB and wider 
system provider assurance).  AEOs from NHSE 
EoE and the ICB are required to be present at 
these meetings.

NHSE EoE 
EPRR Team

4th November 
2024 – 14th 
November 2024
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7 ICBs to submit a System assurance summary 
to the NHSE EoE EPRR Team via NHS 
Futures.

ICB 
AEO/EPRR 
Leads

By 2nd 
December 2024

8 Regional EPRR team to submit an assurance 
report for the NHSE EoE Regional Executive 
Team.

NHSE EoE 
EPRR Team

19th December 
2024

9 Regional assurance ratings to be submitted to 
the National NHSE EPRR Team.

NHSE EoE 
EPRR Team

27th December 
2024

*BLMK  ICB to arrange point 5 date with MKUH.

2.3 Deep Dive Requirements
Each year the Core Standards review specific areas of EPRR through a ‘Deep Dive’ process 
where evidence is required and presented as part of the Core Standard return. This process 
does not contribute to the overall score, with 2024 ‘Deep Dive’ theme covering cyber security 
and IT related incidents.  

2.4 Evidence Requested
This year NHS EoE and BLMK ICB has requested additional evidence and assurances as 
part of evidence submitted to the ICB. The Trust will be providing further evidence through 
both a presentation as part of the ‘Confirm and Challenge’ meeting with BLMK ICB and 
additional evidence to answer the following questions.

• Whether the organisation’s AEO is a board level director, is familiar with their 
responsibilities and has the appropriate authority, resources and budget to direct the 
EPRR portfolio – A copy of the organisational chart would be supportive.
MKUH Answer: Emma Livesley is AEO at board level with Emergency Planning 
outlining within Trust organisational structure.

• Whether there is sufficient and appropriate EPRR resource proportionate to the size 
of the organisation, to ensure it can fully discharge its duties and responsibilities 
including the ability to plan for, respond to and facilitate the immediate recovery from 
incidents or events of up to 96-hour duration, 24/7/365’ - A method statement would 
be supportive incorporating:

o What is the EPRR resource for the organisation (inc WTE and banding)?
MKUH Answer: 1WTE Emergency Planning Officer at Band 8a 

o How does the organisation resource EPRR functions and EPRR response 
(this may include additional EPRR responsibilities, on call etc)
MKUH Answer: EPRR has a designated annual budget in place with EPO 
supporting additional roles such as Climate Change Adaptation (within Green 
Plan) and Silver On Call (development purposes).

o How would the organisation facilitate the immediate recovery from incidents 
or events of up to 96-hour duration, 24/7/365
MKUH Answer: The Trust Incident Response Plan outlines the recovery team 
process and how rotas would be developed to support 24/7 duration that has 
been tested through COVID Pandemic and recent Critical Incident declared 
January 2024. All involved recovery up to extended periods of time. 

Method Statement (EPRR resources for 96 hours)

EPRR Resource= 1.0 wte
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Day 1 
EPO would be supported by Operational Teams in providing additional 
EPRR resource during an incident through AEO agreement.

EPO member 1 x 8hrs 06:00 to 14:00
Ops member 2 x 8hrs 14:00 to 22:00
Ops member 3 x 8 hrs 22:00 to 06:00
Ops member 4 x normal days providing BAU

Above rostering would take place over each 24hours rotating to cover 
96hour period

• Whether organisations have suitable business continuity plans in place and whether 
Business Continuity Management Systems are appropriate for each organisation - A 
copy of the Trust business continuity policy, outline of the internal governance process 
for signing off the business continuity policy, plans and BIA’s.  Details of the last sign 
off date, and last exercise date(s).
MKUH Answer: MKUH Business Continuity Management Policy recently revised 
forwarded to ICB with last exercise date 09/05/2024  

3.0 MKUH Assurance Rating
NHE England national letter outlines assurance rating for Core Standards as follows:

Compliance 
Level

Evaluation and Testing Conclusion

Full The organisation is fully compliant against 100% of the relevant NHS 
EPRR Core Standards 

Substantial The organisation is fully compliant against 89-99% of the relevant NHS 
EPRR Core Standards 

Partial The organisation is fully compliant against 77-88% of the relevant NHS 
EPRR Core Standards

Non-compliant The organisation is fully compliant up to 76% of the relevant NHS 
EPRR Core Standards 
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MKUH has RAG rated its 2024/25 EPRR Core Standards Self-Assessment and this is shown 
in table below:

Core Standards
Total 

standards 
applicable

Fully 
compliant

Partially 
compliant

Non 
compliant

Governance 6 6 0 0
Duty to risk assess 2 2 0 0
Duty to maintain plans 11 10 1 0
Command and control 2 2 0 0
Training and exercising 4 4 0 0
Response 7 7 0 0
Warning and informing 4 4 0 0
Cooperation 4 4 0 0
Business Continuity 10 9 1 0
Hazmat/CBRN   12 12 0 0
Total 62 60 2 0

Deep Dive
Total 

standards 
applicable

Fully 
compliant

Partially 
compliant

Non 
compliant

Cyber Security 11 8 3 0
Total 11 8 3 0

The Self-Assessment shows 97% compliance (excluding Deep Dive) within core standard 
questions resulting in the Trust being at Substantial Compliance Level.

To ensure MKUH moves from ‘Substantial’ to ‘Fully Compliant’ prior to 2025/26 Core 
Standards submission an action plan has been developed, outlining the outstanding areas in 
Appendix A, including ‘Deep Dive’ actions.

4.0  EPRR Work Plan 2024

The following outlines this year’s work developed under EPRR programme to ensure 
statutory obligations set under Civil Contingencies Act 2004, EPRR Framework and other 
national guidance are met.

4.1 Revised EPRR Plans for 2024

Following documents to be signed off at September TEC:

• MKUH Business Continuity Management System Policy 
• MKUH CBRN/HAZMAT SOP 
• eCare Business Continuity Plan
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Following documents to be revised and signed off by December 2024:

• Major Incident Action Cards 
• Crisis Communication Plan
• Pandemic Plan
• Annual Business Continuity Plan review of all service level plans 

(supported by Audit committee following RSM report)

Monitoring of all work will be conducted through the Emergency Planning Steering 
Committee chaired by AEO.

All new plans will form part of the EPRR training and exercise programme to ensure staff 
roles outlined within are tested and embedded. All plans are accessible to all staff on the 
EPRR Intranet page and Trust Documentation Site with communication cascade to notify all 
staff of revised plans when required. Hard copies are held within all Incident Coordination 
Centres (ICC).

4.2   EPRR Incidents of Note

Incident Dates Level of Response

BMA Industrial Action 11th-15th 
September 2023

Business Continuity 

BMA Industrial Action 24th-25th 
September 2023

Business Continuity

BMA Industrial Action 19th-22nd 
September 2023

Business Continuity

BMA Industrial Action 2nd-4th October 
2023

Business Continuity

Operation Paladin

(AI Government 
Conference)

1st – 2nd 
November 2023 

Multi Agency Planning in support of 
Government held conference at Bletchley 
Park

BMA Industrial Action 20th – 23rd 
December 2023

Business Continuity

BMA Industrial Action 3rd – 9th January 
2024

Business Continuity

Critical Incident* 25th – 26th 
January 2024

Incident Response Plan activated with 
command structures put into place
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BMA Industrial Action 24th – 28th 
February 2024

Business Continuity

BMA Industrial Action 27th June – 2nd 

July 2024
Business Continuity

NHSBT Amber Alert 25th July 2024 Emergency Blood Management 

*Structured debriefs were held with a post incident report to be developed and agreed with 
executive team outlining number of recommendations

4.3 Training and Exercising

Below outlines the training and exercises delivered since last annual report. All records are 
held with EPO in accordance with national guidance on record management for EPRR except 
for exercise organised by external partners. 

Name of Course / Exercise Organiser Date
Comment / 

Type of 
Exercise

Exercise Jigsaw EPO 18/08/2023 Comms 
Exercise

ED Major Incident Training EPO 18/08/2023 Training
ED Major Incident Training EPO 15/09/2023 Training
Major Incident Legal Awareness 
Training EPO 25/09/2023 Training

Major Incident On Call Training EPO 26/09/2023 Training
Major Incident On Call 
Training EPO 18/10/2023 Training

Major Incident On Call Training EPO 20/10/2023 Training
ED Major Incident Training EPO 15/11/2023 Training
Major Incident On Call Training EPO 13/12/2023 Training
Major Incident On Call Training EPO 02/01/2024 Training
Major Incident On Call Training EPO 12/01/2024 Training
Major Incident On Call Training EPO 08/02/2024 Training
Exercise Jackpot BLRF 25/04/2024 Table-Top
Clinical Site Manager Major 
Incident 
Training day

EPO 26/04/2024
Table-Top

Major Incident On Call Training EPO 29/04/2024 Training
EoE TTX: Measles NHSE 29/04/2024 Table-Top
Exercise Silver Birch ICB 09/05/2024 Table-Top
Thames Valley Trauma Network 
Exercise OUH 24/05/2024 Live

ED Major Incident Training 
(Doctors) ED Consultant 12/06/2024 Training

Exercise Enterprise Part 2 NHS EoE 17/06/2024 Table-Top
Major Incident Loggist Training EPO 18/06/2024 Training
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Major Incident On Call Training EPO 18/06/2024 Training
ED Band 6 Nurses Major Incident 
Training
(Includes Exercise Decon)

EPO 19/06/2024
Training

ED Band 6 Nurses Major Incident 
Training
(Includes Exercise Decon)

EPO 26/06/2024
Training

Exercise Move EPO 10/07/2024 Table-Top
Volunteers Major Incident 
Awareness Training EPO 15/07/2024 Training

Clinical Site Manager Major 
Incident 
Training day

EPO 17/07/2024
Table-Top

Exercise Move EPO 26/07/2024 Table-Top
Clinical Site Manager Major 
Incident 
Training day

EPO 05/08/2024
Table-Top

Cyber Exercise EPO 27/09/2024 Table-Top

5.0 Next Steps 

• For executive team to receive the report and to confirm they are assured of the 
Trusts compliance against statutory and national Core Standards for Emergency 
Preparedness, Resilience and Response.

• For this report to be placed on Public Board agenda for final approval.
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Appendix A: MKUH Core Standards and Deep Dive Action Plan

Core 
Standards 
Ref

Question Evidence Required MKUH Answer Self-
Assessment

Action Date for 
Completion

13 New and 
emerging 
pandemics

In line with current 
guidance and 
legislation and 
reflecting recent 
lessons identified, the 
organisation has 
arrangements in place 
to respond to a new 
and emerging 
pandemic

New guidance 
published on 15th 
July with MKUH 
Pandemic Plan to 
be revised in line 
with new information

MKUH Pandemic 
plan to be revised 

October 2024

47 Business 
Continuity Plans 
(BCP)

The organisation has 
business continuity 
plans for the 
management of 
incidents. Detailing how 
it will respond, recover 
and manage its 
services during 
disruptions to:
• people
• information and data
• premises
• suppliers and 
contractors
• IT and infrastructure

Not all services 
have revised BCPs 
for 2024 cycle 
review with 
recommendation 
taken following 
external audit by 
RSM

For RSM action to 
be concluded by 
December 2024
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Deep Dive Question Evidence Required MKUH Answer Self-
Assessment

Action Date for 
Completion

DD2 The organisation 
has developed 
threat specific 
cyber security 
and IT related 
incident 
response 
arrangements 
with regard to 
relevant risk 
assessments 
and that dovetail 
with generic 
organisational 
response plans.

Arrangements should:
-consider the 
operational impact of 
such incidents
-be current and include 
a routine review 
schedule
-be tested regularly
-be approved and 
signed off by the 
appropriate governance 
mechanisms
-include clearly 
identified response 
roles and 
responsibilities
-be shared 
appropriately with those 
required to use them
-outline any equipment 
requirements 
-outline any staff 
training needs
-include use of 
unambiguous language
-demonstrate a 
common understanding 
of terminology used 
during incidents in line 
with the EPRR 

IT Disaster 
Recovering plan 
being revised within 
current Trust 
template to be 
signed off at IT 
governance meeting 
in due course. 
Further review to 
take place on third 
part suppliers and 
cloud-based solution 
that are not 
controlled by IT.

Current IT alert 
levels in place 
concerning cyber 
against responding 
actions for IT 
department tied into 
Trust Incident 
Response 
arrangements.

IT Department to 
revise Disaster 
Recovery Plan

31 December 
2024
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framework and 
cybersecurity 
requirements.'

DD5 The exercising 
and/ or testing of 
cyber security 
and IT related 
incident 
arrangements 
are included in 
the 
organisations 
EPRR exercise 
and testing 
programme.

- Evidence of exercises 
held in last 12 months 
including post exercise 
reports
- EPRR exercise and 
testing programme

MKUH attended 
BLRF cyber 
exercise in April 
2024, with plan to 
run tabletop 
exercise on 27th 
September 2024

Cyber incident 
tabletop exercise to 
be held on 27th 
September 2024 in 
testing current 
BCPs and 
capabilities

27 September 
2024

DD9 The Cyber 
Security and IT 
teams are aware 
of the 
organisation’s 
critical functions 
and the 
dependencies 
on IT core 
systems and 
infrastructure for 
the safe and 
effective delivery 
of these 
services

-robust Business 
Impact Analysis 
including core systems
-list of the organisations 
critical services and 
functions
-list of the organisations 
core IT/Digital systems 
and prioritisation of 
system recovery

To be outlined within 
IT Disaster 
Recovery Plan 
under review with 
BIA Templates 
supporting critical 
functions of each 
service

IT Department to 
revise Disaster 
Recovery Plan with 
EPO to support list 
of critical functions

31 December 
2024
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Appendix B: Core Standards MKUH Self-Assessment

Appendix C: NHS East of England Core Standards Letter

EPRR_Core_Standar
ds_2024_25_Assurance_Letter_20240722v2.docx

DRAFT_nhs-core-stan
dards-for-eprr-2024_v.04.xlsx
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Meeting Title Trust Board in Public Date: 9th January 2025

Report Title Risk Register Report Agenda Item Number: 20

Lead Director Kate Jarman, Director of Corporate Affairs

Report Author Paul Ewers, Senior Risk Manager

Introduction The report provides an analysis of all risks on the Risk Register, as of 2nd January 2025.

Key Messages to Note Please take note of the trends and information provided in the report.

Risk Appetite:
This is defined as the amount of risk the Trust is willing to take in pursuit of its objectives.  
The risk appetite will depend on the category (type) of risk.

Category Appetite Definition
Financial Open Willing to consider potential delivery options and choose 

while also providing and acceptable level of reward and 
value for money

Compliance/ 
Regulatory

Cautious Preference for safe delivery options that have a low 
degree of inherent risk and may only have limited 
potential for reward

Strategic Seek Eager to be innovative and to choose options offering 
potentially higher business rewards despite greater 
inherent risk

Operational Minimal/ As 
low as 
reasonably 
practicable

Preference for ultrasafe delivery options that have a low 
degree of inherent risk and only for limited reward 
potential

Reputational Open Willing to consider potential delivery options and choose 
while also providing and acceptable level of reward and 
value for money

Hazard Avoid Preference to avoid delivery options that represent a risk 
to the safety of patients, staff, and member of the public

Note: The Risk Appetite statements are currently under review.

Recommendation
(Tick the relevant 
box(es))

For Information For Approval For Review

Strategic Objectives Links 
(Please delete the objectives that 
are not relevant to the report)

Objective 1: Keeping you safe in our hospital
Objective 2: Improving your experience of care
Objective 3: Ensuring you get the most effective treatment
Objective 4: Giving you access to timely care
Objective 7: Spending money well on the care you receive 
Objective 8: Employ the best people to care for you
Objective 10: Innovating and investing in the future of your hospital

Report History The Risk Report is an ongoing agenda item

Next Steps

Appendices/Attachments Appendix 1:  Corporate Risk Register
Appendix 2:  Significant Risk Register
(See Supplementary Shelf) 

√
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Risk Management Dashboard (Radar):
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Exception Reporting:

The above dashboard provides a summary of the key metrics to provide assurance that the risk management process is 
working as intended.  

The key highlights are as follows:

1. There has been a slight increase in the total number of risks (n=265).

2. Just under a quarter of the risk identified (62) are currently graded as significant.  The heat map shows that around 
half of the risks are graded as moderate harm.  Around three quarters of the risks identified are either moderate or 
significant risks to the Trust objectives – therefore highlighting the importance of these being effectively managed.

3. There are currently 55 risks (21%) that are overdue their review date.  This is an increase of 6 from the previous 
report.  This is in part due to a high number of risks being given review dates of 31st December or 1st January and not 
reviewed during the Christmas period.

4. 9 of the 55 overdue risks are more than 1 month overdue, of which 2 risks are more than 3 months overdue:

Reference Risk Owner CSU Days Overdue
RSK-475 Julian Robins Head & Neck 189
RSK-131 Paula Robinson Diagnostic & Screening 155

5. There are 332 controls that have been identified and are in progress.  This shows that when risks are identified, 
controls are being identified to mitigate the risk.   However, of these 126 are past their expected implementation date.  
This is an increase of 36.

6. Following Internal Audit recommendations, a proposal has been made to the Education Board that Risk Management 
training is made mandatory for all staff bands 7 and above, with a 3 yearly renewal.  This should support staff 
understanding of the importance of the process and their role in ensuring risks are regularly identified, assessed, 
controlled and reviewed.  
Update (2nd January 2025): The November Education Board was not quorate; therefore, no decision was made re the 
Risk Management Training being essential to role for bands 7 and above.  Item to be discussed outside of the meeting 
and decision to be made.   

Risks Escalated by Division/Corporate Department:

No risks have been identified as requiring escalation onto the Corporate Risk Register this month.

Recommendations:

1. Considering the increasing number of risks overdue their review date it is recommended that the Divisions/Corporate 
Departments put plans in place to ensure that all overdue risks to be updated by 31st January 2025.

2. Divisions/Corporate Departments to ensure that controls are reviewed and updated as part of reviewing each risk.  It is 
recommended that all controls are updated and either closed or their due dates extended by 31st January 2025.
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Meeting Title Trust Board in Public  Date: 9th January 2025 

Report Title Board Assurance Framework Agenda Item Number: 21

Lead Director Kate Jarman, Chief Corporate Services Officer

Report Author Paul Ewers, Senior Risk Manager 

Introduction This report is to provide assurance that the Board Assurance Framework (BAF) is being effectively managed.

Key Messages to Note The format of this report has been changed in order to make reporting on the BAF more succinct and make it easier to highlight 
key messages and concerns.  

Recommendation For Information For Approval For Assurance

Strategic Objectives Links 1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you
9. Expanding and improving your environment
10. Innovating and investing in the future of your hospital

Report History Regular Committee cycle

Next Steps N/A

Appendices/Attachments The following report can be found under item 21 in the Supplementary Shelf:
• Board Assurance Framework

x
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BAF Dashboard:

Current Risk

Strategic Risk
Executive Lead

Inherent 
Risk

(level of 
risk without 

controls)

Ja
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y

Ju
n

Ju
l
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g

Se
p

Oc
t

No
v

De
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Target Risk
(level of 

risk 
deemed 

tolerable)

Risk 
Appetit

e

Treatme
nt 

Strategy
Assurance 

Rating

1
Continued industrial action 
resulting in significant disruption 
to care/ service provision  

Chief People 
Officer 12    9 9 9 9 9 9 9 9 9 3 Avoid Tolerate Positive 

Assurance

2
Insufficient capital funding to 
meet the needs of population we 
serve  

Chief Financial 
Officer 25 20 20 20 20 20 20 2

0 20 20 20 20 20 10 Avoid Treat  Negative 
Assurance

3

If the future NHS funding regime 
is not sufficient to cover the costs 
of the Trust, then the Trust will 
be unable to meet its financial 
performance obligations or 
achieve financial sustainability. 

Chief Financial 
Officer 

20 20 20 20 20 20 20 2
0 20 20 20 20 20 8 Cautiou

s Treat Negative 
Assurance

4
Patients experience poor care or 
avoidable harm due to delays in 
planned care  

Chief Operating 
Officer – Planned 
Care 

25    20 20 20 2
0 20 20 20 20 20 10 Avoid Treat Inconclusive 

Assurance

5
Patients experience poor care or 
avoidable harm due to inability to 
manage emergency demand. 

Chief Operating 
Officer – 
Unplanned Care 

25    20 20 20 2
0 20 20 20 20 20 10 Avoid Treat Positive 

Assurance

6
System inability to provide 
adequate social care and mental 
health capacity. 

Chief Operating 
Officer – 
Unplanned Care 

20    20 20 20 2
0 20 20 20 20 20 8 Avoid Treat Inconclusive 

Assurance

7
Political instability and change  Chief Executive 

Officer 15    6 6 6 6 6 6 6 6  6 Cautiou
s Tolerate Positive 

Assurance

8

If the pathway for patients 
requiring head and neck cancer 
services is not improved, then 
users of MKUH services will 
continue to face disjointed care, 
leading to unacceptably long 
delays for treatment and the risk 
of poor clinical outcomes 

Chief Medical 
Officer

25 15 15 15 15 15 15 1
5 15 15 15 15 15 10 Avoid Treat Inconclusive 

Assurance

9
Insufficient staffing levels to 
maintain safety

Chief People 
Officer 15 10 10 10 10 10 10 1

0 10 10 10 10 10 5 Avoid Treat Positive 
Assurance
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Longer-term Risks:  Nine longer-term risks have been identified.

• Conflicting priorities between the ICS and providers
• Lack of availability of skilled staff
• Increasing turnover 
• Lack of time to plan and implement long-term transformational change
• Long-term financial arrangements for the NHS
• Growing/ageing population
• A pandemic
• Continued industrial action resulting in significant disruption to service/ care provision 
• Political instability and change 

Exception Reporting:

At the Board Risk Seminar in October 2024, the strategic risks around industrial action and political instability/change were moved to the list of Longer-
Term risks (see below).  The board identified 6 potential new strategic risks.  

Finance & Investment Committee.  

The following risks were discussed and it was decided that these did not require adding to the BAF:

• Capital funding for deteriorating quality of estate
• Recording and reporting of SDEC dataset
• Pathology LIMS system contract.  System is no longer sufficient for the needs of the department

Audit & Risk Committee.  

The following risks were discussed and it was decided that these will be added to the BAF in January:

• Cyber Security
• Deteriorating quality of data
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Clinical Risk Committee.  

The following risk was discussed and it was recognised that the risk would need to be appropriate worded so that it reflects what MKUH can 
influence/control.  The Committee decided that this needs further discussion at Board:

• Widening health inequalities 

Recommendations:

1. The Trust Executive Committee are asked to review and discuss the Board Assurance Framework and have an awareness of the potential new 
risks being added to the BAF and those still under discussion.  



Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2025

Report Title Audit & Risk Committee Assurance Report Agenda Item Number: 22

Committee Chair Mark Versallion, Non- Executive Director & Chair of the Committee

Report Author Oluwakemi Olayiwola, Trust Secretary

Introduction The purpose of the report is to provide an update to the Trust Board on the activities of 
the Audit & Risk Committee since the Trust Board held in public on 5 September 2024.

The committee had met on two occasions since the last update to the Board: 16 
September 2024 and 9 December 2024

Key Messages to 
Note

The Trust Board is invited to NOTE the report.

Recommendation
(Tick the relevant 
box(es))

For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives that are 
not relevant to the report)

1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you
9. Expanding and improving your environment
10. Innovating and investing in the future of your hospital

1.    Committee Discussion and Decision

Key points to note: 

• The committee had met on two occasions since the last update to the Board: 16 September 2024 
and 9 December 2024.

• The meeting title was changed by a decision of the Board on 14 November to ‘Audit and Risk 
Committee’

The following decisions were made at the Audit Committee held on 16 September 2024

The meeting was quorate and chaired by Mark Versallion - NED

Agenda Item Decision Made Comments

X



External Audit 
Findings 
Improvement Action 
Plan

The Committee noted the 
External Audit Findings 
Improvement Action Plan

The committee received the audit improvement 
findings in relation to the 2023/24 audit and 
outstanding items from the 2022/23 audit, the project 
plans in place to address said findings, and project 
progress to date. A few points from the previous 
year’s plan remain incomplete due to resource 
shortages, committee noted that plans were in place 
to address these issues this year, with prioritisation 
given to the most critical tasks.

Internal Audit 
Progress Report

The committee noted the 
report.

Key highlights were the completion of the previous 
year's (2023/24) final audit on appraisals, which 
received positive feedback. Another audit from the 
2024-25 plan on the Estates program also received 
positive feedback, with minor recommendations 
around governance. An audit related to the Data 
Security and Protection Toolkit (DSPT) will be 
replaced with a cyber review or medical equipment 
audit.

Counter Fraud 
Progress Report

The committee noted the 
report

It was reported that two proactive reports were under 
development:  

• The first report focuses on the various routes 
available for reporting fraud within the Trust, 
including fraud incident reporting, HR, and the 
Freedom to Speak Up initiative. The report was 
nearing completion and would be presented at 
the next Audit & Risk Committee meeting.  

• The second report addresses secondary 
employment and the associated conflicts of 
interest. Terms of reference had been issued, 
and data collection was ongoing to assess 
whether employees with secondary jobs were 
properly declaring them.

Financial Controller’s 
Report

The committee approved 
reported write offs and 
noted report 

The committee noted that salary overpayments had 
been a recurring issue. Divisional reporting had 
been reinstated to make these issues more visible 
to operational managers. Overpayments often 
resulted from incomplete paperwork or processes 
not being followed, and bringing this information to 
divisions had helped address the issue

Waiver Report The committee noted the 
report

The committee noted the Q2 waiver trends and 
progress on the reduction plan There were no further 
comments.



Health & Safety 
Report

The committee noted the 
report

Key highlights were the challenges around 
enforcing a zero-tolerance policy on violence and 
abuse, particularly in cases involving patients with 
cognitive impairments such as dementia.

Terms of Reference The committee noted the 
amendments to the Terms 
of Reference and 
recommended to the 
Board for approval.

There were no other comments.

Board Assurance 
Framework (BAF)

The committee noted the 
report

Two emerging risks: the deteriorating quality of the 
estate and data/cybersecurity were considered. 
Escalated for further discussions at the upcoming 
session in October 2024 (Board Seminar) to review 
risks and assess the effectiveness of the BAF 
process.

Risk Management 
Report

The committee noted the 
report

The report highlighted ongoing efforts to manage 
risks, particularly addressing overdue controls and 
reviewing high-risk items more frequently. Monthly 
meetings between the risk manager and divisional 
leads help maintain oversight

The following decisions were made at the Audit Committee held on 9 December 2025

External Audit Update The committee noted the 
External Audit Update

There were no significant new developments to 
report since the last update.  The planning process 
for the 2024/25 External Audit cycle was reported 
underway

External Audit 
Findings 
Improvement Action 
Plan

The committee discussed 
and noted the report

The committee received the update on the 
progress of the Finance and Value for Money 
action plans.  Key completed actions include 
improvements in contract management, board 
agenda options, and BAF reporting

Internal Audit 
Progress Report

The committee noted the 
Internal Audit Progress 
Report

The committee were that the Head of Internal Audit 
opinion would be delivered by the March 2025 
meeting, a month ahead of schedule, with no 
significant issues to report at this stage.

The committee further noted the  challenges in 
recruiting cybersecurity specialists due to salary 
disparities and the increased complexity of the 
toolkit.



Minor updates to global internal audit standards, 
which aligned with public sector standards were 
highlighted. The report was reflective of  strong 
engagement from the Trust and supports a positive 
outlook for the Head of Internal Audit opinion

Counter Fraud 
Progress Report

The committee noted the 
Counter Fraud Progress 
Report

Key highlights include:

• Proactive Reviews: Reviews were undertaken 
during the year, focusing on reporting culture, 
secondary employment, and a procurement-
related piece for the NHS Counter Fraud 
Authority

• Fraud Awareness Month was marked with on-
site visit, where the team engaged staff in the 
restaurant, distributed materials, and handed 
out promotional items

• Referrals: A total of 7 fraud referrals had been 
received this year, with 1 carried forward to the 
CPS due to its complexity

• AI and Recruitment:  a technical update on the 
role of AI in recruitment, a topic previously 
discussed and noted that information on this 
would be circulated.

Financial Controller’s 
Report

The committee noted the 
Financial Controller’s 
Report and approved the 
write offs.

The committee received and reviewed a summary 
of the values and volumes associated with write-
offs and salary overpayments made for the period 
September to November, relating to overseas 
patients and salary overpayments

Government Banking 
Updates

The committee noted the 
Government Banking 
Update

It was noted that evaluation and moderation 
phases were nearing completion, and the new 
contracts were expected to be announced in early 
2025. Key risks identified include potential 
disruption to financial operations and dependencies 
on third-party providers. Mitigation measures, such 
as parallel operation of old and new accounts and 
redirection facilities, aim to minimise disruptions 
during the transition.  The Trust had taken 
proactive actions, including reviewing banking 
limits, validating mandates, and flagging risks with 
stakeholders such as shared business services 
(SBS) and ELFS (payroll provider).



Standing Financial 
Instructions and 
Standing Orders

The committee noted and 
approved the proposed 
changes to the current 
Standing Financial 
Instructions subject to 
above (item 11.3)

It was noted that the policy had been refreshed to 
better align with the Trust’s current governance 
structure, job titles, and roles, ensuring compliance 
with EU thresholds, NHS regulations and industry 
best practices

ADMK Annual 
Accounts 2023/24

The committee noted the 
ADMK report and agreed 
to revisit strategic and 
operational considerations 
after the January 3rd 
meeting.

The committee received the accounts and noted 
that the accounts had been successfully submitted 
to Companies House.

Health and Safety 
Report

The committee noted the 
Health and Safety Report

The report highlighted ongoing work around violence 
and aggression prevention, the challenges in 
recruiting for the Health and Safety team, and the 
need for better partnership working to address 
patient-related issues.

Board Assurance 
Framework/Corporate 
and Significant Risk 
Register Report

The committee reviewed 
and noted the reports

The committee agreed the need to clarify risk 
appetite, prioritise impactful risks, and distinguish 
between issue management and risk assessment. A 
detailed discussion on risk appetite particularly in 
balancing performance and finance risks and risk 
prioritisation was scheduled for the February 2025 
Board seminar

2.    Assurance

(In the comments)

3.    Areas for escalation to the Board for further discussion or decision from the agenda items

The following were escalated from the committee to the Trust Board:

• Terms of Reference
• Deteriorating quality of data for further discussion at Trust Board.

Recommendation

• The Board are invited to NOTE the report.





Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2025

Report Title Charitable Funds Committee Report Agenda Item Number: 22

Committee Chair Haider Husain, Non- Executive Director & Chair of the Committee

Report Author Oluwakemi Olayiwola, Trust Secretary

Introduction The purpose of the report is to provide an update to the Trust Board on the activities of 
the Charitable Funds Committee since the Trust Board held in public on 5 September 
2024.

The committee had met on one occasion since the last update to the Board: 7 
November 2024

Key Messages to 
Note

The Trust Board is invited to NOTE the report.

Recommendation
(Tick the relevant 
box(es))

For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives that are 
not relevant to the report)

1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you
9. Expanding and improving your environment
10. Innovating and investing in the future of your hospital

1.    Committee Discussion and Decision

The committee had met on one occasion since the last update to the Board: 7 November 2024

The following decisions were made at the Charitable Funds Committee held on 7 November 2024

The meeting was quorate and chaired by Haider Husain - NED

Agenda Item Decision Made Comments

Charitable Funds 
Report

The committee noted the 
Charitable Funds Report.

Discussions included the virtual tour of maternity, 
delays in order completion due to financial review, 
and the use of funds for laptops in the Cancer unit.

X



Finance Report The committee noted the 
Finance Report.

Discussions included the charity's cash balance, 
the need for clarity on restricted and unrestricted 
funds, and the review of the charity's Reserve 
Policy.

Charity Annual 
Report and Accounts

The committee approved 
the Charity Annual Report 
and Accounts. 

The need to present the information appealingly to 
potential donors was highlighted.

Charity Investment 
Policy

The Charitable Funds 
Committee noted the 
Charity Investment Policy 
and agreed the review of 
the policy wording when 
due for a review.

The current objective was to ensure the charity's 
liquidity.

Terms of Reference The committee approved 
the Terms of Reference 
and recommended for 
Trust Board approval.

The addition of requirement to complete a business 
case for requests was welcomed by the committee 
and agreement was made to circulate for clarity, 
details of the process including the conception of an 
agreement in principle paper.

Risks Highlighted 
During the Meeting 
for Consideration to 
CRR/BAF

Discussed Financial risk related to the charity's liquidity was 
highlighted. There were no further comments. 

2.    Assurance

The Chair and Non-Executive Directors were assured that:

• As noted in comments

3.    Areas for escalation to the Board for further discussion or decision from the agenda item

The following were escalated from the committee to the Trust Board:

• The Charitable Funds Terms of Reference
• Financial Risk
• Arts for Health 

Recommendation



• The Board are invited to NOTE the report.



 
 
 
 
  

   
 

Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2025 
 

Report Title Finance & Investment Committee Assurance 
Report 

Agenda Item Number: 22 
 

Committee Chair 
 

Gary Marven, Non- Executive Director & Chair of the Committee 

Report Author Oluwakemi Olayiwola, Trust Secretary 

 

Introduction 
 

The purpose of the report is to provide an update to the Trust Board on the activities of 
the Finance & Investment Committee since 5 September Board held in public. The 
committee had met on two occasions: on  28 October 2024 and 16 December 2026 

Key Messages to 
Note 

The Trust Board is invited to NOTE the report 
 

Recommendation 
(Tick the relevant 
box(es)) 

For Information For Approval For Assurance 

 

Strategic Objectives Links  
(Please delete the objectives that are 
not relevant to the report) 

 
1. Spending money well on the care you receive  
2. Employ the best people to care for you 
3. Expanding and improving your environment 
4. Innovating and investing in the future of your hospital 
 

 

1. Board Assurance Framework 

 

  X 



 
 
 
 
  

   
 

 

2. Committee Discussions and Decisions 

The Committee had met on two occasions since the last update to the Board on 5 September 2024: 28 

October 2024 and 16 December 2024 

The following decisions were made at the meeting held on 28 October 2024 

Agenda Item Decision Made Comments 

Financial 

Performance 

Report 

The committee noted 

the Report and the 

financial position of 

the Trust as of 30 

September 2024 

Highlights included: 

• The Trusts deficit position of £4.6m (on a Control Total 

basis) to the end of the September, this being adverse to 

plan by £0.6m 

• The positive in-month position was also reported, with a 

surplus of £0.4m (adverse to plan by £0.3m). 

• The Elective Recovery Fund (ERF) performance was 

136% above pre-Covid levels (above the 106% national 

target and the internal budget target of 124%). ERF 

income showed £8.8m above the national target as at 

M06, which had resulted in a favourable income variance 

to plan of £3.3m 



 
 
 
 
  

   
 

The Trust had achieved £9.8m efficiency delivery against the 

year-to-date plan of £11.9m. 

• Improvements in the run rates and pay due to the closure 

of escalation wards were noted. 

New Hospital 

Programme 

The committee 

approved the 

extension to contracts 

subject to them 

holding the 

appropriate stop 

clauses 

The committee noted the current predicted cost is £10.9m 

underbudget but there are early warnings of additional costs 

offsetting this. The committee received assurances that any 

potential overspends  will be mitigated through the design 

process progresses and value engineering. 

The committee approved extending contracts and noted the 

financial exposure in the current year if the programme is not 

approved From discussions the committee received 

assurances that this was low risk.  

A decision is expected in January. 

Capital Updates 

 

The committee noted 

the Capital Update 

Capital year to date position as of 30 September 2024 of 

£50.1m, which included £6.3m of grants was confirmed. The 

committee noted the backend loading of expenditure.  

Medium Term 

Financial 

Planning 

The committee noted 

the report 

The plan had been completed as part of the Bedford, Luton & 

Milton Keynes (BLMK) Integrated Care System (ICS) planning 

process and NHS England - wide exercise. The report had 

been submitted to the East of England region on 30 September 

2024. 

The MTFP had been brought up to date to include the 

FY2024/25 forecast outturn and was noted to include a further 

4 additional years up to and including FY2028/29 that would 

incorporate the first year of the New Hospital Programme. 

Planning assumptions had been agreed locally based on FY 

2024/25 assumptions 

Integrated 

Performance 

Report 

The committee noted 

the report 

The report highlighted the inpatient occupancy for September 

2024. There were no further comments. 

Estates ERIC 

Report 

The committee noted 

the report 

The key metrics contained in the report for the past 10 years 

were highlighted. Backlog maintenance was noted to be rising 

due to a number of factors including changes in guidance and 

best practise from Health Technical Memorandum. Utility costs 

were reported to have risen over the past year 

BAF & High-Level 

Risks (15+) 

The committee noted 

the BAF & High-Level 

It was agreed that the scores for the following risks were to 

remain at the same level with a review of the scoring for the 



 
 
 
 
  

   
 

Relating to 

Committee Areas 

 

Risks (15+) Relating to 

Committee Areas. 

 

Capital Funding outside of the meeting. Mitigations on the BAF 

risks were confirmed to be reviewed as an executive team. 

Contract 
Approvals for 
Clinical 
Engineering 
Services – 
Draeger MVS 

The committee 
recommended the 1-
year extension of the 
Draeger MVS contract 
for Board approval. 

The committee received the estates department request to 

utilise the optional 1-year contract extension from 01/10/2024 

to 30/09/2025 for a value of £2,674,254 for the Multi-Vendor 

Service (Clinical Engineering) with Dreager and to combine the 

Olympus & Karl Storz contracts into the contract to achieve 

economy of scale.  The arrangement was in preparation of a 

full tender to take place in 2025. 

Terms of 
Reference 

The committee 
approved the Terms 
of Reference and 
Recommended for 
approval of the Trust 
board 

The changes to the ToR were noted to include: 

• a change in wording in respect of the attendance of the 

Deputy Chief Executive Officer to an attendee 

deputising for the Chief Executive Officer 

The following decisions were made at the committee held on 16 December 2024 

Financial 

Performance 

The committee noted 

the Financial 

Performance Report 

and the financial 

position of the Trust as 

of 30 November 2024 

It was noted that financial planning for 2025/26 was underway 

whilst national guidance was expected by 24 December 2024 

with key headline messages. The full version of the draft plan 

was expected to be completed by the end of January 2025.  

Cash Flow Report The committee noted 

the month 8 closing 

cash position and the 

forecast cash position 

for FY 2024/25. 

The report highlighted the Trust’s closing cash position for 

month 8 of £11.4m, and the year- end closing cash position of 

£9.2m. 

Efficiency Report The committee noted 

the report 

Highlights included a reported forecast outturn of £16.0m for 

month 8, with an additional £2.45m of schemes in planning, 

risk-adjusted by 50%. There was a gap of £5.3m to identify for 

the 2024/25 programme, which had increased due to the re-

application of a 50% risk adjustment to schemes in the 

planning phase. 

NHP Financial 

Overview 

noted the NHP 

Financial Overview 

and recommended 

the continuation of the 

programme to the 

Trust Board, pending 

It was noted that the continuation at cost had been approved 

by the Trust Board to the end of December 2024 at a risk cost 

of £1.169m  whilst formal approval for the funding is received 

from the NHP team. To continue to the end of the financial year 

it was noted there is a potential total risk of £3.069m. 



 
 
 
 
  

   
 

any decision from the 

Secretary of State 

Capital Updates The committee noted 

the Trust's request for 

additional capital to 

support the 

replacement of the 

theatre's air handling 

unit, the risks around 

future funding for the 

ongoing design work 

of the main NHP 

scheme beyond 

October, the risks to 

delivery of the NHP 

enabling scheme for 

high voltage by the 

end of March 2025, 

and the uncertainty on 

the capital funding 

allocation for 2025/26. 

The capital year to date position as of 30 September 2024 of 

£50.1m, which included £6.3m of grants. Formal approval for 

funding of the New Hospital Programme design work beyond 

October 2024 was reported to be outstanding.  The Trust's 

current Capital Departmental Expenditure Limit (CDEL) 

allocation remained at £43.8m, unchanged since the end of 

July 2024 

Integrated 

Performance 

Report 

The committee noted 

the Integrated 

Performance report 

and the improvements 

to the super-stranded 

patients 

It was highlighted that in October 2024, there were 9,207 

attendances, an increase of 519 from September 2024. The 

percentage of attendances admitted, transferred, or 

discharged within 4 hours was 73.8%, showing an 

improvement from 73.0% in September 2024. There were 

41,791 outpatient attendances in October 2024, with 12.4% 

attended virtually and a 6.2% non-attendance rate. There were 

2,701 elective procedures recorded in October 2024. By the 

end of October 2024, 36,150 patients were on an open RTT 

pathway, with 467 waiting over 65 weeks and 70 waiting more 

than 78 weeks. 

Progress Against 

Environmental 

Sustainability 

Strategy/Green 

Plan 

The committee noted 

the report. 

It was highlighted that early stages of engagement meetings 

had commenced in November 2024 to create a system-wide 

focus on reducing carbon emissions. MKUH continued to plan 

for the 2030 net zero target for those in scope 1 and 2, with 

good progress made to date. Updated National NHSE 

guidance for sustainability planning and targets was expected 

to be released in January 2025 

BAF and High-

Level Risks (15+) 

The committee noted 

the BAF and High-

Level Risks (15+) 

There were no additions or changes to the risks scored 15 or 

above, as listed below since the last meeting: 



 
 
 
 
  

   
 

 

 

 

Relating to 

Committee 

Relating to Committee 

Areas. 

 

• Strategic Risk 2: Insufficient capital funding to meet the 
needs of population we serve 

• Strategic Risk 3: If the future NHS funding regime is not 
sufficient to cover the costs of the Trust, then the Trust 
will be unable to meet its financial performance 
obligations or achieve financial sustainability 

3. Assurance 

The Chair and Non-Executive Directors were assured that: 

• As noted in comments 

4. Areas for escalation to the Board for further discussion or decision from the agenda item 

The following items have been recommended to be escalated to the Trust Board for further discussions and 

approvals: 

• Outstanding £1.5m payment from Buckingham, Oxford and Berkshire ICS 

• Capabilities of the Trust in a worst-case scenario that the NHP is not approved to be discussed at 
Board 

• The continuation of the New Hospital Programme at the risk pending any decision from the Secretary 
of State. 

 

5. Recommendation 

 

The Board are invited to note the Finance Committee Assurance report. 



Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2025

Report Title Workforce & Development Assurance Committee 
Report

Agenda Item Number: 22

Committee Chair Haider Husain, Non- Executive Director & Chair of the Committee

Report Author Oluwakemi Olayiwola, Trust Secretary

Introduction The purpose of the report is to provide an update to the Trust Board on the activities of 
the Workforce and Development Committee since the Trust Board held in public on 5 
September 2024.

The committee had met on one occasion on 21 November 2024

Key Messages to 
Note

The Trust Board is invited to NOTE the report.

Recommendation
(Tick the relevant 
box(es))

For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives that are 
not relevant to the report)

1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you
9. Expanding and improving your environment
10. Innovating and investing in the future of your hospital

1.    Committee Discussion and Decision

The committee had met on 21 November 2024.

The following decisions were made at the Workforce and Development Committee held on 21 November 
2024

The meeting was quorate and chaired by Haider Husain - NED

Agenda Item Decision Made Comments

Board Assurance 
Framework

The committee noted the 
update on the Board 
Assurance Framework 
and approved the splitting 
of the overarching risk.

The committee noted the decision to transfer the 
BAF risk related to potential industrial action to the 
list of longer-term risks due to mitigations in place 
and reduced likelihood of industrial action. They also 
approved splitting the overarching recruitment and 

X



retention risk into two separate risks: hard-to-recruit 
posts and retention of staff.

Workforce Risk 
Register

The committee noted the 
Workforce Risk Register.

The top workforce risks were reviewed and updated. 
The risk related to the Manual Handling and 
Ergonomics Advisor vacancy was closed due to 
successful recruitment. Discussions included the 
need for better visibility of risks and ensuring correct 
decisions in the first place.

Freedom to Speak Up 
Report

The committee noted the 
Freedom to Speak Up 
Report.

The report highlighted concerns about fairness and 
equality, apathy about speaking up, and fear of 
raising concerns. The committee discussed the 
importance of understanding where issues are and 
the need for better data capture and engagement 
plans.

Workforce Strategy The committee noted the 
Workforce Strategy.

Achievements included a temporary staffing review, 
streamlined onboarding, and the launch of benefits. 
The committee discussed the need for more 
engaging metrics and the importance of leadership 
training.

Objectives Update The committee noted the 
Objectives Update.

The committee reviewed historical reporting metrics 
and discussed initiatives to improve EDI and 
Disability and BAME representation. They 
emphasised the need for a clear plan for EDI 
before recruitment and the importance of having 
the right structure to support improvements.

GMC National 
Training Survey (NTS) 
Survey

The committee noted the 
GMC National Training 
Survey (NTS) Survey.

The survey results showed positive improvements 
in several areas, with a focus on improving 
relationships with rota coordinators and ensuring 
allocation of study time. The committee discussed 
the importance of addressing personal elements 
and connecting with the deanery for signposting.

Education Annual 
Review

The committee noted the 
Education Annual Review.

The review covered various achievements, 
including compliance with statutory and mandatory 
training, the launch of new modules, and an 
increase in apprenticeship levy spend. The 
committee discussed the need for better visibility of 
practice education and the importance of 
supporting newly qualified staff.



2.    Assurance

The Chair and Non-Executive Directors were assured that:

• As noted in comments

Recommendation

• The Board are invited to NOTE the report.



Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2024

Report Title Quality & Clinical Risk Committee Assurance 
Report

Agenda Item Number: 22 

Committee Chair Dev Ahuja, Non- Executive Director & Chair of the Committee (till 30 November 2024)
Sarah Whiteman, Non-Executive Director & Chair of Committee (WEF December 
2024)

Report Author Oluwakemi Olayiwola, Trust Secretary

Introduction The purpose of the report is to provide an update on the activities of the Quality & 
Clinical Risk Committee since the last Trust Board held in public.

The committee met on two occasions since the last report to the Trust Board: on 16 
September and 9 December 2024

Key Messages to 
Note

The Trust Board is invited to NOTE the report.

Recommendation For Information For Approval For Assurance

Strategic Objectives Links 
(Please delete the objectives 
that are not relevant to the 
report)

1. Keeping you safe in our hospital
2. Improving your experience of care
3. Ensuring you get the most effective treatment
4. Giving you access to timely care
5. Working with partners in MK to improve everyone’s health and care 
6. Increasing access to clinical research and trials
7. Spending money well on the care you receive 
8. Employ the best people to care for you

    1.  Committee Decision Log

Key points to note:

• The committee met on two occasions since the last report to the Board: on 16 September and 9 
December 2024

• The committee chair changed from Dev Ahuja (NED) to Sarah Whiteman (NED) on 30 November 
2024 

The following decisions were made at the committee meeting held on 16 September 2024. The 
meeting was quorate and chaired by Dev Ahuja (NED)

Agenda Item Decision Made Comments

Patient Safety The  committee noted 
the Patient Safety and 
PSIRF update

Discussions were reported as ongoing to implement a 
bi-monthly patient safety report for presentation at the 
internal meetings of Patient Safety Board and Trust 
Executive Committee before presentation at Trust 
Board.
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The PSIRF update highlighted  the systems and 
processes that had been imbedded within the Trust 
since the launch of PSIRF on 1 May 2024 

Annual Infection 
Prevention & Control 
Report, Incorporating 
IPC BAF

The committee noted 
the report

The report highlighted the increase of case numbers for 
CDIF and ECOLI. The committee were assured that 
after review, the infections did not have links to the 
hospital.

Clinical Quality Risks 
on the Board 
Assurance Framework

The committee noted 
the BAF risks

It was noted that the risks held were static and required 
review at Trust Board via presentation by each 
Executive outlining timelines with end dates to enable 
the tracking of improvement.  Structured deep dives 
were to be scheduled at future QCRC meetings for 
upward reporting to the Audit Committee, starting with 
strategic risk 4: Patients Experience Poor Care or 
Avoidable Harm Due to Delays in Planned Care at the 
December 2024 meeting.

Quarterly Mortality 
Update

The committee noted 
the report.

It was highlighted that the numbers remained volatile 
due to the changes in the denominator. It was noted 
that the crude mortality rate had not changed, and no 
major concerns had been raised by the medical 
examiner system.

Integrated Quality 
Governance Report

The committee noted 
the update.

The report highlighted the changes to the data 
protection safety toolkit and the required training, high 
risk inquests which the change to audit afternoons to 
facilitate improvements linked to quality improvement 
projects. The committee noted that the report had 
previously been presented to the Trust Board.

The committee additionally received the in-patient 
survey results and were assured of the planned 
improvements that were to be monitored through the 
Patient Experience Board via a thematic review across 
the hospital.

Quality Dashboard The committee noted 
the dashboard. 

There were no other comments.

Annual Complaints 
Report

The committee noted 
the report

The report highlighted that there was a planned change 
to the complaints process. Complaint themes received 
were in line with areas of improvement highlighted in 
the patient survey. It was further noted that recent 
improvements that had been led through the 



complaints team included the implementation of Sign 
Live and the clothing project

Safeguarding Update The committee noted 
the Safeguarding 
Update.

The update highlighted the continued training of staff in 
areas of domestic abuse, harm from care and learning 
disability care. The focus on domestic abuse was 
supported by MKACT. The emergency and maternity 
departments were identified as key areas to train. 
Development of a level 3 training package was in 
process.  Section 42 reviews were being undertaken as 
part of the PSIRF process, to enable improvements in 
reporting and investigation.

It was noted that a review had been commissioned in 
respect of the incorrect diet/Speech and Language 
Therapy (SALT) incidents and awaited the outcome. 
Capacity issues within the Central and Northwest 
London Foundation Trust (CNWL) who gave provision 
of SALT was highlighted as a contributory factor.

Antimicrobial 
Stewardship – Annual 
Report

The committee noted 
the report

The report highlighted the exciting partnership teaching 
exchange work with the University of Nigeria and the 
new pathway for nebulized gentamicin which enabled 
early discharge.

Research & 
Development Annual 
Report

The committee noted 
the report

Assurances were received of the work undertaken by 
the Research and Development team to forge 
relationships with peers in the new region.  Funding in 
the area had remained static and participation was 
noted to have declined over the timescale of the report 
but this was due to the type of trials open to recruitment 
(and not MKUH action/engagement).

Medical Revalidation 
Report 

The committee noted 
the report

The report confirmed the good progress of revalidation

Guardian of Safe 
Working Hours Annual 
Report

The committee noted 
the report

The report highlighted the annual presentation of the 
report at the Workforce & Development Assurance 
Committee, where issues with rosters were reviewed. 
Issues had been identified via conversations with the 
GOSWH for Senior House Officer (SHO) level doctors 
at weekends, resulting in changes. Since the 
publication of the annual report, agreement had been 
made to implement (with financial investment), an 
additional doctor on weekends in general surgery.



Clinical Governance 
Structure Change 
Update

The committee noted 
the report

It was noted that the structural changes were in review 
and under consultation. An update was agreed to be 
presented at the December 2024 meeting.

Emergency 
Preparedness, 
Resilience & Response 
Annual Report

The committee noted 
the report

The self-assessment had shown 97% compliance 
within core standard questions resulting in the Trust 
being at ‘substantial compliance level’. An action plan 
was confirmed to be in place to meet the gaps identified

Terms of Reference The committee noted 
and recommended for 
Board approval

For further conversations to take place relating to 
timing, content and frequency outside of the meeting 
ahead of the presentation to Trust Board.

The following decisions were made at the committee meeting held on 9 December 2024. The 
meeting was quorate and chaired by Prof Ganesh Balia (NED)

Patient Safety The committee noted 
the report

The committee noted the variety of imbedded new 
systems and processes implemented since the 
inception of the Patient Safety Incident Reporting 
Framework (PSIRF).

Clinical Quality Risks 
on the Board 
Assurance/  Board 
Assurance Framework 
Deep Dive: Patients 
Experience Poor Care 
or Avoidable Harm Due 
to Delays in Planned 
Care

The committee 
discussed and noted 
the committee risks 
on the BAF

The committee discussed risks related to widening 
health inequalities, and noted that further discussion 
was required in terms of the implementation threshold 
for the Trust as a provider/partner within a wider system

Quarterly Mortality 
Update

The committee noted 
the update

The committee noted that the mortality statistics 
remained within the expected statistical range. The 
crude mortality rate stood at 1.25%, the Hospital 
Standardised Mortality Ratios (HSMR) matched the 
national peer values at 90.7 and the SHMI remained as 
expected at 111.2. The internal review of all individual 
deaths had continued, and it was noted that no major 
care or quality issues had been identified over the 
previous 3-months

Quarterly Highlight 
Report from the Chief 
Medical Officer and 
Chief Nursing Officer

The committee noted 
the update

Key highlights include:

• longstanding issues with out of hours 
ophthalmology service for MK residents were 
highlighted. The plan to develop a Bedford, Luton & 
Milton Keynes (BLMK) service for April 2025 were 
in progression. Challenges to ensure patients 



access the care required had been highlighted to 
the Integrated Care Board (ICB).

• the transfer of the head and neck cancer pathway 
from Northampton to Oxford on account of 
operational and quality concerns continued at a 
slow pace, involvement of the specialist 
commissioners continued, with further challenges 
noted due to inter-ICB and inter-regional boundaries

Safeguarding Annual 
Report 

The committee noted 
the update

It was noted that the safeguarding team were 
undergoing transformation to increase the team 
capacity and enable the implementation of robust 
processes, including working partnerships to improve 
section 42 reporting and Deprivation of Liberties (DoLs) 
applications. Safeguarding training was reported to be 
well embedded with two areas of improvement seen – 
Oliver McGowan training Part 1 and Safeguarding 
Children Level 3. Increasing numbers of information 
shared forms for children reflected the complexity and 
vulnerability of children seen nationally.

Focussed work for 2024/25 included domestic abuse, 
learning disability and dementia and the further 
embedding of training

Integrated Quality 
Governance Report

The committee noted 
the update

Thee report highlighted the quality improvement work 
undertaken in collaboration with the Patient Safety and 
Nursing Quality teams. The area of focus was on audits 
and National Institute for Clinical Excellence (NICE) 
breaches to ensure improvements in care. Compliance 
work for policies and guidelines were confirmed to be 
under scrutiny at the monthly Trust Executive 
Committee meetings.  The Trust had met compliance 
against the two improvements notice action plans to 
ensure competent persons for manual handling and 
violence and aggression were employed. Work 
continued to ensure compliance, with a competent 
manual handling officer in post.

Quality Dashboard The committee noted 
the update

The introduction of EO45 for a 45-minute ambulance 
handover was noted not to hold any current concerns 
due to the good level of performance in the Emergency 
Department (ED).

Safeguarding Update The committee noted 
the update

highlighted the continual work to support the domestic 
abuse agenda. Dedicated space had been made 



available for the team and two support workers were 
working towards their white ribbon accreditation

Minutes of the Patient 
Safety Board/ 
Summary Highlight 
Report of the Patient & 
Family Experience 
Board

The committee noted 
the minutes of the 
November 2024 
Safety Board and 
noted the highlights 
the update

It was noted that the SignLive initiative required further 
review to ensure a long-term resolution, including 
signing in foreign languages in collaboration with the 
Integrated Care Board (ICB).

Summary Highlight 
Report of Complaints & 
PALS 

The committee noted 
the Summary 
Highlight Report of 
Complaints & PALS.

The committee noted that an analysis of the complaint 
numbers found no evidence indicating an increase in 
the cases received. It was noted that PALS cases 
resolved within 24 hours had not been reflected in 
reporting figures. Work continued to ensure clear 
oversight of the team’s activities for future 
improvements using AI.

     3.  Assurance

• (as stated in the comments)

4. Areas for escalation to the Board for further discussion or decision from the agenda item

• Quality & Clinical Risk Committee Terms of Reference
• Presentation of each BAF risk held by Executive Officer, to outline timelines and end dates
• Emergency Preparedness, Resilience & Response Annual Report
• The widening health inequalities risk for consideration to the BAF referred back to the Trust Board 

for wider discussion concerning the Trust’s implementation threshold as provider/partner within a 
wider system 

• Upcoming Inquests attracting national press coverage
• Ophthalmology out of hours service provision
• ENT/Head and neck pathway transfer of provision

    5.   Recommendation

• The Board are invited to note the report.



Meeting Title TRUST BOARD (PUBLIC) Date: 9 January 2025

Report Title Use of Corporate Seal Agenda Item Number: 23

Lead Director Kate Jarman, Director of Corporate Services

Report Author Oluwakemi Olayiwola, Trust Secretary

Introduction To update the Trust Board on the use of the Corporate Seal in accordance with 
the Trust’s Constitution

Key Messages to Note Trust Board to NOTE.

Recommendation
(Tick the relevant box(es))

For Information For Approval For Review

Strategic Objectives Links 
(Please delete the objectives that are not 
relevant to the report)

1. Spending money well on the care you receive 
2. Expanding and improving your environment
3. Innovating and investing in the future of your hospital

Report History Standing Agenda Item 

Next Steps N/A

Appendices/Attachments Schedule of Use of Corporate Seal
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SCHEDULE OF USE OF CORPORATE SEAL 2024/25
Description Parties Purpose Value Date Signatories

1 Construction 
Professional 
Services

Milton Keynes 
University Hospital NHS 
Foundation Trust and 
Arcadis 

Call of Agreement Arcadis Consultants for the 
New Hospital Programme (NHP) at MKUH

N/A 8/11/24 John Blakesley – 
Deputy Chief Exec
Kate Jarman – Chief 
Corporate Services 
Officer 

2 Warranty Milton Keynes 
University Hospital NHS 
Foundation Trust, ADMK 
and Morgan Sindall 

Contractor Warranty for Radiotherapy N/A 8/11/24 Fiona Hoskins – Chief 
Nursing Officer
Catherine Wills – Chief 
People Officer

3 Payment 
Guarantee 

Milton Keynes 
University Hospital NHS 
Foundation Trust, ADMK 
and Morgan Sindall

Payment Guarantee N/A 8/11/24 Joe Harrison – Chief 
Exec

4 Warranty Milton Keynes 
University Hospital NHS 
Foundation Trust, ADMK 
and Morgan Sindall

Contractor Warranty for the Imaging Centre N/A 12/11/24 Fay Gordon – Chief 
Operating Officer 
Fiona Hoskins – Chief 
Nursing Officer 

5 Warranty Milton Keynes 
University Hospital NHS 
Foundation Trust, ADMK 
and Morgan Sindall

Contractor Warranty for Oak Wards N/A 14/11/24 Fay Gordon – Chief 
Operating Officer 
Catherine Wills – Chief 
People Officer

6 Deed of 
Easement 

Milton Keynes 
University Hospital NHS 
Foundation Trust and 
North Southern Gas 
PLC

Deed of Easement for Gas Infrastructure N/A 09/12/24 John Blakesley – 
Deputy Chief Exec
Ian Reckless– Chief 
Medical Officer 



Seminar Formal Seminar Formal Formal Seminar Formal Seminar Formal Seminar Formal

04-Apr-24 02-May-24 06-Jun-24 04-Jul-24 05-Sep-24 03-Oct-24 14-Nov-24 05-Dec-24 09-Jan-25 06-Feb-25 06-Mar-25

1 Apologies Chair Receive Standing Item (V)

2 Meeting Quorate Chair Note Standing Item (V)

3 Declaration of Interests Chair Note Standing Item (V)

4 Minutes of the previous meeting Chair Approve Standing Item (P)

5 Action Tracker Chair Note Standing Item (P)

6 Chair’s Report Chair Information Standing Item (V)

7 Chief Executive’s Report Chief Executive Receive and Discuss Standing Item (V)

8 Patient Story/Staff Story (Rotational) Chief Nursing Officer Receive and Discuss Standing Item (P)

9 Nursing Workforce Update Chief Nursing Officer Receive and Discuss Standing Item (P)

10 Performance Report Chief Operating Officer Receive and Discuss Standing Item (P)

11 Finance Report Chief Finance Officer Receive and Discuss Standing Item (P)

12 Workforce Report Chief People Officer Receive and Discuss Standing Item (P)

13 Patient Safety Update 

Chief Medical 

Officer/Chief Corporate Receive and Discuss Standing Item (P)

14 Objectives Update Chief Executive

Assurance

Receive and Discuss (P)

15

Equality, Diversity & inclusion (ED&I) 

Update Chief People Officer

Assurance

Receive and Discuss (P)

16

CNST Maternity Incentive Scheme 

and Board Assurance Framework Chief Nursing Officer

Assurance

Receive and Discuss (P)

17

Progress update – 2024/25 Quality 

Priorities

Chief Corporate Services 

Officer

Assurance

Receive and Discuss (P)

18 Declaration of Interests Report

Chief Corporate Services 

Officer

Assurance

Receive and Discuss Annually (P)

19

Maternity Patient Survey 2024 

interim report Chief Nursing Officer

Assurance

Receive and Discuss (P)

20 Annual Claims Report Chief Medical Officer

Assurance

Receive and Discuss Annually (P)

21 Falls Annual Report Chief Nursing Officer

Assurance

Receive and Discuss Annually (P)

22

Freedom to Speak Up Guardian 

Report Chief People Officer

Assurance

Receive and Discuss (P)

TRUST BOARD MEETING IN PUBLIC 
Forward Plan 2024-25

Lead Purpose

Frequency

Paper(P)/Verbal (V)Agenda Item



23 Pressure Ulcers Annual Report  Chief Nursing Officer

Assurance

Receive and Discuss Annually (P)

24 Green Plan Update Chief Finance Officer 

Assurance

Receive and Discuss (P)

25

Green Plan Update (C/F from July 

2024) Chief Finance Officer 

Assurance

Receive and Discuss (P)

27 Mortality Update Chief Medical Officer

Assurance

Receive and Discuss (P)

28 Safeguarding Annual Report Chief Nursing Officer

Assurance

Receive and Discuss Annually (P)

Research & Development Annual 

Report Chief Medical Officer

Assurance

Receive and Discuss (P)

30

Emergency Preparedness, Resilience 

and Response Annual Report Chief Operating Officer 

Assurance

Receive and Discuss (P)

31 Annual Complaints Report

Chief Corporate Services 

Officer

Assurance

Receive and Discuss Annually (P)

32 Annual Patient Experience Report

Chief Corporate Services 

Officer

Assurance

Receive and Discuss Annually (P)

34

Antimicrobial Stewardship - Annual 

Report Chief Medical Officer 

Assurance

Receive and Discuss Annually (P)

35

Infection Prevention and Control 

Annual Report Chief Nursing Officer

Assurance

Receive and Discuss (P)

36

Patient Safety Update Chief Medical 

Officer/Chief Corporate 

Services Officer

Patient Safety Standing Item (P)

37 Maternity Assurance Group Update Chief Nursing Officer

Assurance

Receive and Discuss Standing Item (P)

Update to the Terms of 

Reference of the Board 

and its Committees

Chief Corporate Services 

Officer

Assurance

Discuss and Approve Annually (P)

38

Summary Reports from Board 

Committees

Chairs of Board 

Committees Assurance and Information Standing Item (P)

39 Significant Risk Register Report

Chief Corporate Services 

Officer

Assurance

Receive and Discuss Standing Item (P)

40 Board Assurance Framework

Chief Corporate Services 

Officer

Assurance

Receive and Discuss Standing Item (P)

41 Trust Seal

Chief Corporate Services 

Officer As required (P)

42 Forward Agenda Planner Chair 

Administration and Closing

Information Standing Item (P)

43

Questions from Members of the 

Public Chair 

Administration and Closing

Receive and Respond Standing Item (V)

44 Motion To Close The Meeting Chair 

Administration and Closing

Receive Standing Item (V)

45

Resolution to Exclude the Press and 

Public Chair 

Administration and Closing

Approve Standing Item (V)

Annual Risk Seminar Chief Corporate Services OfficerRisk Management 

Board Assurance Framework (BAF) 

Review Chief Corporate Services OfficerAssurance

Collaborative partnership/s—with 

whom and for what services. Future 

plans Chief Executive Assurance

The Trust role around, and 

contribution to, population health 

management/Place Chief Executive Assurance

Annual Objectives Review Chief Executive Assurance

Annual Strategy Review Chief Executive Assurance

Strategic links with community 

groups/organisations/ businesses Chief Executive Assurance

SEMINAR SCHEDULE



The Trust’s representations on the 

BLMK ICB and ICP, and the 

implications thereof Chief Executive Assurance



  

TRUST BOARD IN PUBLIC
Academic Centre/Teams

Thursday, 9 January 2025

Questions from Members of the Public

Heidi Travis 
Chair

Verbal/Discuss



 

TRUST BOARD IN PUBLIC
Academic Centre/Teams

Thursday, 9 January 2025

Motion to Close the Meeting

Heidi Travis 
Chair 

Verbal/ Approve
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