UHN Boards of Directors Meeting in

Public

Fri 06 February 2026, 12:30 - 15:30

Boardroom, Kettering General Hospital
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12:50 - 13:00
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1. Welcome, apologies and declarations of interest

Andrew Moore

Bj 1. UHN Public Boards Agenda 060226.pdf (2 pages)

2. Patient/Staff Story - Armed Forces Network

Presentation and Discussion Suzie O'Neill

3. Minutes of the previous meeting held on 5 December 2025 and Action Log

Decision Andrew Moore

Bj 3.1 051225 Draft Minutes UHN Public Board of Directors meeting.pdf (12 pages)
B 3.2 Board Action Log Updated 051225 Public Boards.pdf (2 pages)

4. Chair's report (verbal)

Information Andrew Moore

5. UHN Chief Executive's Report

Information Laura Churchward

Bj 5. CEO Public Board Report.Jan.2026.V1.pdf (3 pages)

6. Integrated Performance Report (IPR) and Board Committee Chairs' reports

Assurance / Decision Laura Churchward / Becky Taylor / Executive Leads / Board Committee Chairs

B 6. Integrated Performance Report Cover Sheet Board.pdf (2 pages)
B 6. Dec 2025 Integrated Performance Report Board.pdf (65 pages)
Bj 6. Group Upward Reporting to UHN 060226 Boards (2).pdf (7 pages)

7. National Oversight Framework segmentation (25-26 Q2) (not received)

Rebecca Taylor
8. UHN Perinatal Assurance

8.1. Perinatal Scorecard (December 2025)

Assurance Danni Burnett

B 8.1 UHN Perinatal Scorecard January 2026 [Dec 2025 Data].pdf (3 pages)
B 8.1 Appendix 1 - UHN Perinatal Scorecard January 2026 [Dec Data] FINAL.pdf (22 pages)

8.2. Maternity Incentive Scheme Annual Submissions (Perinatal Assurance Committee)
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14:30 - 14:40
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14:45-14:55
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14:55-15:05
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10 min

15:15-15:20
5 min

15:20-15:30
10 min

Decision Danni Burnett

B 8.2 MIS UHN PAC Chairs Highlight Report [January 2026] final for Boards.pdf (9 pages)

9. KGH Maternity Safety Support Programme (MSSP) and CQC Report

Information Danni Burnett

BREAK 14:10-14:20
B 9. KGH MSSP_CQC Update February 2026.pdf (9 pages)

10. Emergency Preparedness, Response and Resilience (EPRR) Annual
Report

Receive Sarah Noonan

B 10. EPRR Annual Report and CS Report 2025 v1.1.pdf (17 pages)

11. Corridor Care

Assurance Richard Clarkson

Bj 11. Corridor Care paper for board final draft.pdf (8 pages)

12. Annual Establishment Reviews: Safe Staffing

Decision Richard Clarkson

Bj 12. NMAER '25 Cover Sheet - Trust Board.pdf (3 pages)
Bj 12. Appx 1 UHN Nursing and Midwifery Annual Board Paper 2025 FINAL JH approved.pdf (19 pages)

13. Progress on actions in response to October 2025 Board stories

Assurance Paula Kirkpatrick

Bj 13. FINAL revised UHN Inclusion Activities April - December 2025 FA-P29Jan2026v2.pdf (8 pages)

14. Pay Gap reports

Receive Paula Kirkpatrick

Bj 14. Board Pay Gap Reports Feb 2026 Final.pdf (6 pages)

15. Freedom to Speak Up (FTSU) 2025-26 Quarter 3 report

Assurance Rebecca Taylor and Luke Sullivan

B 15. FTSU Q3 report cover.pdf (2 pages)
Bi 15. FTSU 2025-26 Q3 Board report.pdf (11 pages)

16. Implementation of NHS England’s 10 Point Plan to Improve Resident
Doctors’ Working Lives

Assurance Hemant Nemade

Bj 16. Boards 10 PP 2026.pdf (5 pages)

17. Board Assurance Framework

Assurance Susan Clennett

Bj 17. UHN BAF Qtr 3 25-26 Board February 2026.pdf (39 pages)



15:30-15:30
0 min

15:30-15:30
0 min

15:30-15:30
0 min

18. Use of the NGH Trust Seal

Information Richard May

19. Questions from the public

Bj 18. UHN Cover Sheet NGH Trust Seal 060226.pdf (2 pages)

20. Any other business and close
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University Hospitals of Northamptonshire NHS Group (UHN):
Meeting in Public of the Boards of Directors of Kettering General
Hospital NHS Foundation Trust (KGH) and Northampton General

Hospital NHS Trust (NGH)

Meeting
Date & Time

Location

Purpose and Ambition
The Boards are accountable to the public and stakeholders; to formulate the Trusts’ strategies;

ensure accountability; and to shape the culture of the organisations. The Boards delegate
authority to Board Committees to discharge their duties effectively and these committees escalate

items to the Boards, where Board oversight, decision making and direction is required.
ltem Description Lead Time Purpose P/N/Pr

1 Welcome, Apologies and
Declarations of Interest
2 Presentation — Armed

Forced Network

3 Minutes of the Meeting
held on 5 December 2025
and Action Log

4 Chair’s report

5 UHN Chief Executive’s
Report
Operations
6 Integrated Performance

Report (IPR) and Board
Committee Chairs’
Reports

7 National Oversight
Framework segmentation
(25-26 Q2)

8 UHN Perinatal Scorecard
(8.1) and Maternity
Incentive Scheme Annual
Submissions (8.2)

9 KGH Maternity Safety
Support Programme
(MSSP) and CQC Update

Boardroom, Kettering General Hospital

Chair

Chief People
Officer
Chair

Chair

UHN Chief™"
Executive

UHN Chief
Executive,
Executive
Directors and
Committee
Chairs
Director of
Continuous
Improvement
Director of
Midwifery

Director of
Midwifery

Boards of Directors (Part II) Meeting in Public
6 February 2026, 12:30-15:30

12:30

12:30

12:50

12:50

13:00

13:05

13:45

13:55

14:05

- Verbal
Discussion Presentation
Decision Attached
Receive Attached
Information Verbal
Information Attached
Assurance Attached
Assurance Not received
Assurance Attached
(8.1)

Decision Attached
(8.2)

Assurance Attached
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© BREAK 14:10 of Northamptonshire
NHS Group

10 Emergency Preparedness, Chief Operating 14:20  Receive Attached

Response and Resilience  Officer
(EPRR) Annual Report
11 Corridor Care Group Associate 14:30  Assurance Attached
Chief Nurse
Urgent and
Emergency
Care

12 Nursing and Midwifery Group Associate 14:40  Decision Attached
Annual Staffing Review Chief Nurse
Urgent and
Emergency
Care

People and Culture

13 UHN Inclusion Activities April — Chief People 14:45 Assurance Attached

December 2025 Officer
14 Pay Gap Reports 2024-25 Chief People  14:55 Receive and  Attached
Officer note

15 Freedom to Speak Up report Director of 15:05 Assurance Attached

2025-26 Quarter three Continuous
Improvement
16 Implementation of NHS Medical 15:15 Assurance Attached
England’s 10 Point Plan to Director

Improve Resident Doctors’
Working Lives

Governance

17 Board Assurance Framework  Deputy 15:20  Assurance Attached
Director of
Risk and
Legal
Services

18 Use of the NGH Trust Seal Company 15:30 Information  Attached
Secretary

19 Questions from the Public Chair 15:30  Information -

20 Any Other Business and close Chair 15:30  Information -
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of Northamptonshire
NHS Group
Minutes of the Meeting
Meeting Boards of Directors of the University Hospitals of Northamptonshire NHS

Group (UHN) comprising Northampton General Hospital (NGH) and
Kettering General Hospital (KGH) Meeting together in Public

Date & Time 5 December 2025, 12:30-15:00

Location William Wilson Room, Cripps Postgraduate Centre, Northampton General

Hospital

Purpose and Ambition

The Boards are accountable to the public, stakeholders and KGH Council of Governors to
formulate the UHN Group’s strategy, ensure accountability and shape the culture of the
group. The Boards delegate authority to Committees to discharge their duties effectively and
these committees escalate items to the Boards where decision making, assurance and
direction is required.

Attendance Name and Title

Present
Andrew Moore Trusts’ Chair
Richard Mitchell Chief Executive, UHN/UHL
Laura Churchward Chief Executive, UHN
Alice Cooper Non-Executive Director
Simon Gay Non-Executive Director
Polly Grimmett Director of Strategy
Julie Hogg Chief Nurse
Jill Houghton Non-Executive Director
Paula Kirkpatrick Chief People Officer
Will Monaghan Chief Digital Information Officer
Hemant Nemade Medical Director
Sarah Noonan Chief Operating Officer
Suzie O’Neill Director of Communications and Engagement
Trevor Shipman Vice-Chair and Non-Executive Director
Sarah Stansfield Chief Finance Officer
Caroline Stevens Non-Executive Director
Becky Taylor Director of Continuous Improvement
Damien Venkatasamy | Non-Executive Director
Chris Welsh Non-Executive Director
In Attendance
Binal Abraham Matron, Head and Neck Services, ltem 2
Simon Baylis Lead Governor (KGH)
Susan Clennett Deputy Director of Risk and Legal Affairs, Item 13
Sarika Goel Guardian of Safe Working (NGH), ltem 12
Kerry Herd Consultant Oral and Maxillofacial Surgeon, Item
2
Richard May Company Secretary
Mustafa Raza Guardian of Safe Working (KGH), Item 12
Kirsty Spazzolino Deputy Head of Nursing, Item 2
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Apology for absence

| Denise Kirkham | Non-Executive Director

ltem

1

Discussion
Welcome, Apologies and Declarations of Interest
The Chair welcomed colleagues and guests to the meeting, and noted

apologies for absence as listed above. There were no declarations of
interest relating to specific agenda items.

Action

Owner

Patient Story — Jane’s Story

The Boards viewed a video in which Jane described a positive
experience of maxillo-facial surgery at NGH to remove a pre-cancerous
mole from her face. The Boards welcomed colleagues from the service
who described their continuing commitment to excellent patient care
through effective multi-disciplinary team working.

It was noted that skin cancer was a growing area of clinical activity, and
the team had successfully maintained service standards. Head and
neck oncology, which included oral cancer, faced a national recruitment
challenge for specialist surgeons. In some cases, entire services
depended on a single clinician, highlighting the need for robust support
and appropriate resources. Nursing teams, clinical nurse specialists,
and theatre staff were commended for their efforts in maintaining
patient safety and service continuity.

Recruitment remained a priority, and creative approaches to attracting
candidates were discussed. HR colleagues have been actively
engaged, and it was confirmed that four candidates were scheduled for
interview for a forthcoming consultant position.

The discussion also covered pathway challenges, including interactions
with pharmacy and GPs. Referral processes could take several months,
and there was a need to identify cases requiring dermatology input
earlier. Rising demand in head and neck services required innovative
solutions such as Al to manage cases, as diagnostic capacity within
acute settings was limited. The Boards heard that cancer-related work
usually required consultant care but, for skin conditions, clinical nurse
specialists and dentists were often empowered to undertake follow-up
care where appropriate.

The effectiveness of multi-disciplinary team working was highlighted,
with patient feedback describing the team as cohesive and supportive,
“like a family.” Morale benefits from the small team structure were
highlighted, which fostered goodwill and continuous dialogue to identify
and resolve issues promptly. This collaborative approach ensured
resilience and adaptability in challenging circumstances.

The Boards expressed appreciation for the team’s dedication and the
insights shared. The Chair thanked colleagues for their contributions
and commended the service for its commitment to patient care and

4/256



3/12

innovation.

Minutes of the last meeting held on 7 November 2025 and Action
Log

The Minutes of the meeting of the Boards of Directors of Kettering
General Hospital (KGH) and Northampton General Hospital (NGH) held
on 7 November 2025, were approved as a correct record.

The Boards noted the action log, actions on which were closed or not
yet due.

Chair’s Report

The Chair highlighted the continuing challenge of rising demand
against finite capacity within the NHS, which was becoming
increasingly evident due to ‘flu, urgent and emergency care (UEC)
pressures, and wider winter challenges, exacerbated by capacity
constraints brought about by industrial action and staff sickness
absence. The Boards’ role was to ensure visibility, support, and
effective communication, while proactively planning to address known
circumstances and emerging issues. Strategic issues such as the
Medium-Term Financial Plan, future governance arrangements,
efficiencies, health and wellbeing, anchor institution responsibilities,
and sexual safety were identified as priorities, all of which had direct
and positive impacts on patient care.

Looking ahead to 2026, the Chair outlined the Group’s strategic and
far-reaching ambitions to position the organisations to manage known
and unknown challenges. It was acknowledged that forthcoming
conversations and decisions would be uncomfortable and challenging;
they must be based on the long-term interests of patients and
colleagues. Boards’ members were asked to ensure they sought and
received the necessary information to contribute effectively and that
their voices were heard.

Operational updates were provided on Northampton General Hospital,
where recent changes had delivered improvements within UEC
pathways, although pressures remained and ‘flu admissions were
expected to increase. The Chair expressed thanks to operational,
medical, and nursing teams for their continued contributions. Boards
noted that the local Health and Wellbeing Board formally conveyed
appreciation for improvements in the Emergency Department at NGH
and the resulting positive patient experiences.

UHN Chief Executive’s report
The Boards noted the UHN Chief Executive’s report and specifically:

e The receipt of planning permission for a £15.75m development
to transform urgent and emergency care facilities at NGH,;

e The opening of a Rapid Assessment Unit and Acute
Assessment Unit at NGH, contributing to the Trust achieving the
best ambulance handover performance in the East Midlands.
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The Boards commended the contributions of all colleagues to
this achievement;

e The trusts were planning for the next round of industrial action
by resident doctors, which was scheduled to start on 17
December 2025. The Boards joined the UHN CEO in thanking
the Medical Director and Chief Operating Officer and their
teams for their efforts to maintain safe services during periods of
industrial action;

e The UHN Excellence Awards ceremony took place on 26
November 2025 and were an opportunity to celebrate
remarkable stories from across UHN about colleagues going
above and beyond for their patients and teams. The Boards
joined the UHN Chief Executive in congratulating the winners,
and those shortlisted for awards.

Integrated Performance Report (IPR) and Board Committee
Summaries

Executive leads drew the following significant items to the Boards’
attention from the IPR document set out in the agenda pack:

Safe, Caring and Effective Domains (Chief Nurse and Medical Director)

e Complaints response performance had deteriorated; the
corporate nursing consultation had now closed with confidence
in finding a way forward to enable sustained performance
improvement.

o C-Difficile: KGH cases were above threshold; a Quality
Improvement Plan for UHN was in place and was monitored
internally by the Infection and Prevention Control Assurance
Committee, with regional oversight.

e Pressure ulcers had increased but from a low baseline,
reflecting longer waiting times.

e Care hours per patient day was now in the third quartile,
showing positive improvement.

¢ Mortality indices remained below or as expected compared to
national indicators across both sites.

¢ Incident profiles were stable; themes included diagnostic delays,
communication, and recognition of end-of-life pathways.

e Winter pressures and overcrowding were noted; surge plans
were in place with effective oversight and risk distribution across
the local health system.

Responsive Domain (Chief Operating Officer)

e Performance against the Four-hour and 12-hour performance
standards within UEC continued to improve;

e Ambulance handover performance deteriorated in October but
improved significantly in November, especially at NGH following
the opening of new assessment and handover pathways (see
Chief Executive’s report above). Comparator figures to 2024
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evidenced significant improvement: the NGH average handover
reduced from 82 to 28 minutes; KGH from 86 to 32 minutes.

e Maximum 60-minute ambulance handover standard was
introduced on 1 December 2025; plans were in place to extend
hours and reduce target to 45 minutes.

e Cancer performance remained challenged (September data),
particularly in dermatology; remedial actions were underway
with expected improvement in November.

o Referral to Treatment (RTT) performance was slightly below
plan; November showed improvement due to productivity
initiatives. The current activity gap of around 7% was unlikely to
be closed during the current financial year but could be reduced
through initiatives such as “first-only fortnights,” tiered regional
support, and shared learning with the University Hospitals of
Leicester NHS Trust (UHL).

e Both Trusts maintained zero 65-week breaches in October
(awaiting treatment); there were two breaches in November,
however.

e 52-week waits were reducing in line with the annual plan which
was projected to meet the target of 1% of all waits by 31 March
2026.

o Demand management initiatives were underway, including a
digital referral pathway bid with UHL to streamline processes
and prevent further RTT deterioration.

Use of Resources Domain (Chief Finance Officer)

e The Year-to-date position at Month 7 (31 October 2025) showed
a deficit of £28.6m which was £5.4m worse than plan and
largely reflected the increased efficiency requirement in the
month. Unfunded inflationary pressures, the continuing need for
temporary staffing in hard-to-recruit areas, and UEC demand,
were contributing to cash pressures.

e There was capital programme slippage of around £5m
compared to plan, which was attributable to nationally funded
schemes. The position should be corrected by year-end and
business as usual capital was ahead of plan.

e Discretionary spend controls had extended to additional
categories in order to further improve grip and control.

e The Financial Recovery Team (FRT) had added significant
capacity and governance assurance, supporting 6.5% CIP
delivery. Divisions were now switching focus to delivery and
planning.

o Concerns were raised about the sustainability of improvements
post-FRT; there was a particular need to upskill internal teams
as the handover date approached.

Well-Led (Chief People Officer)

e Total whole-time equivalent workforce had increased, largely
driven by increases in nursing and medical bank in both trusts.

e Bank spend remained high (around 10% of total staffing
expenditure compared to 6% target) as agency colleagues
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transferred to the bank;

e Agency usage continued to reduce to 1% of total staffing
expenditure at KGH and 2.5% at NGH (though this remained
above the 2% target);

e Vacancy rates were above target but budgeted establishment
was reducing as vacancies became recurrent.

o Workforce controls tightened; successful recruitment was noted
in key areas (e.g., oncology consultants), and changes to
medical annual leave arrangements would reduce temporary
staffing requirements in Month 12 (March 2026);

e Culture metrics: appraisal compliance at KGH showed long-term
decline; improvement sustained at NGH but concerns remained
for winter period.

e Sickness absence rates were increasing with further rises
anticipated during the winter period

¢ Flu vaccination uptake was 37% (below national average of 40—
45%); winter wellness sessions were planned. Concerns were
raised about vaccine hesitancy among staff.

¢ Final Staff survey response rates were KGH 51% and NGH
49%.

Board Committee Summaries:

Committee Chairs drew the following significant items to the Boards’
attention:

- The Finance, Investment and Performance recommended
that the respective Boards approve cash drawdown requests for
a total of £6.2m (KGH) and £5m (NGH). The respective Boards
ratified and approved these requests;

- The Quality and Safety Committee escalated issues to the
Boards as detailed in the report. The Chief Digital Information
Officer provided assurance that a lead officer had been
assigned to progress work to provide an Al tool to address a CT
perfusion issue affecting stroke pathways

- The Strategic Development and Transformation Committee
held its first meeting on 1 December 2025 and requested a
name change to the Strategy, Development and Transformation
Committee. The Boards approved this change. The Committee
intended to arrange ‘in common’ meetings with its UHL
counterpart to progress clinical and digital strategy objectives,
and

- The Audit Committees expressed significant frustration that
salary overpayments continued to occur in large numbers,
particularly at NGH and received assurances that UHN and UHL
were working together on separate components of a
comprehensive automated solution.

The Boards noted the IPR.

UHN Perinatal Scorecard Highlight Report (October 2025)

The Boards received and welcomed the first consolidated Perinatal
Scorecard report for UHN (noting that future iterations would include
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equality and diversity data) and noted the following headlines:
Incidents and Referrals

- Two maternal safety incident (MSI) referrals reported.
- One Patient Safety Incident Investigation (PSIl) declared
internally.

Clinical Outcomes

- Postpartum haemorrhage rate remained below 4%.

- Smoking rates at birth continued to fall; smoking at booking
remained unchanged, reinforcing the value of ongoing smoking
cessation interventions.

- Preterm birth rates exceeded the national 6% target in October,
prompting renewed focus on prevention and optimisation
initiatives as part of the Saving Babies’ Lives Care Bundle.

Training and Workforce

- Training compliance remained strong overall.

- The Midwifery vacancy rate was 7.08% across UHN, with higher
gaps in maternity support workers and neonatal nurses (18% at
KGH, though occupancy levels were lower).

Activity and Pathways

- Induction of labour rates rose to 30.6%, and process
improvements reduced average wait times by three hours at
KGH.

- Friends and Family Test (FFT) performance strong at both sites,
though the NGH response rate remained below the 20%
threshold.

- Maternity Incentive Scheme (MIS) on track, but one domain at
risk at KGH relating to obstetric consultant attendance.

Boards noted there were continuing cultural risks within KGH as
highlighted in recent CQC inspections, but not evidenced as currently
impacting outcomes within the dashboard

In response to a question, Boards were assured that plans were in
place to address training compliance gaps for doctors at KGH.

The Boards noted the latest position and indicated assurance in
respect of the perinatal performance and safety position, including the
ongoing delivery of improvement plans across maternity services.

KGH Maternity Safety Support Programme (MSSP) Progress
Report (including CQC immediate feedback)

The Boards considered a report setting out progress with the MSSP;
the Chief Nurse highlighted the following matters:

- 24% of the 91 MSSP actions were complete, representing a 5%
increase since the last report;
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- 38% of the 130 actions arising from the CQC inspection during
September were complete; no notification of subsequent
enforcement action had been received;

- Documentation gaps in the Badgernet system, defining culture
metrics and completing consultant job planning were amongst
the key areas for focus and improvement;

- All midwifery vacancies had been filled, with onboarding by the
end of 2025;

- 1:1 intrapartum care was maintained, and the consent
documentation audit showed 100% compliance for invasive
procedures; the audit was subject to triangulation with patient
feedback via the Friends and Family Test and complaints;

- CQC final reports were awaited.

The Boards noted:

1. Progress made in responding to the MSSP Diagnostic Report
and towards achieving the MSSP Exit Criteria set out in the
report, including the completion of 24% of MSSP actions and
alignment with CQC response and actions

2. Current oversight arrangements in place, including weekly
Senior Leadership Team meetings, the establishment of new
governance and quality improvement structures, and the launch
of the Single Perinatal Improvement Plan (PSIP).

3. Continued engagement with staff and service users in co-
creating improvement plans, embedding a positive safety
culture, and enhancing service-user voice through targeted
workstreams and feedback mechanisms.

Health and Wellbeing Strategy

The Chief People Officer presented a report recommending approval of
a Health and Wellbeing Strategy for UHN, bringing together the work of
the occupational health, psychological and trauma support and
preventative health services to deliver the following overarching
priorities:

(1) Integrating Occupational Health and Wellbeing Governance
systems and processes

(2) Addressing the impact of health conditions and ageing on
working life and the impact of work on health management, and

(3) Reducing stigma and providing an accessible support system fit
for all.

The strategy would be delivered through annual action plans, and its
effectiveness measured via qualitative and quantitative measures
outlined in the report, with oversight being provided by the Cultural
Assurance Group, reporting to the People Committee.

The Chief People Officer advised that reducing sickness absence due

to mental health was a key priority in line with the national focus on this
topic, which required managers to be equipped with the right skills and
tools to be able to provide the compassionate leadership required; this
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included a willingness to release colleagues to engage in health and
wellbeing activities.

The Boards welcomed and approved the Health and Wellbeing Five-
Year Strategy (2025-2030), committing to actively promote the value of
the clinical services within its scope in supporting UHN clinical and
operational priorities.

10.

Anchor Institution Plan

The Boards of Directors considered a report providing a briefing on the
UHN Anchor Institution Programme and Plan, seeking endorsing for
proposed next steps and approval for associated governance and
reporting arrangements.

The discussion noted the context for the programme, its alignment with
the NHS 10-Year Plan, and the New Hospitals Programme target
operational model. Reference was made to slides 5-6 of the
presentation, which set out a framework for addressing local
inequalities in partner, aligned to the Group Clinical Strategy. UHN was
part of the Anchor network in Northamptonshire alongside local
authorities and private sector partners and was leading on the
sustainability workstream.

The Boards acknowledged the latest position and agreed the approach
to developing an internal framework, including a mapping exercise,
reporting to the Integrated Leadership Team (ILT), and a gap analysis.
Boards emphasised the importance of the programme given UHN’s role
as a major local employer, supporting wider health and wellbeing.

In relation to the sustainability pillar, it was noted that this involved
information-sharing and collaboration across seven areas to deliver
impact at scale. In response to a query about how patient outcomes
could be improved and what role community interest groups might play,
the Director of Strategy highlighted that significant activity was already
underway within roles and communities, and proposed creating a forum
to bring stakeholders together and shape ideas. She also confirmed the
need to map the interface with other strategies. Boards stressed the
importance of capturing benefits as part of wider work, and suggested
that the Strategy, Transformation and Digital Committee provide
alignment and offer a route into addressing local inequalities.

Following discussion, the recommendations set out in the report were
agreed and the Boards:

(1) Approved the development of the UHN Anchor Institution
Programme, including clear governance, reporting lines and
delivery plans.

(2) Endorsed the nomination of executive leads for each anchor
pillar and formation of the community of interest group.

(3) Indicated support for a baseline self-assessment using
published toolkits and best practice guidelines.

(4) Agreed to receive a report in April 2026 including baseline
assessment, updates on development of the programme, and
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initial recommendations for a UHN strategy.

11.

Sexual Safety Charter

The Boards considered a report summarising progress on actions to
eradicate sexual harassment in the workplace after signing up to the
NHS Sexual Safety Charter in November 2024.

The report highlighted that staff survey results and other data indicated
continued examples of unwanted behaviours, including six formal
cases at NGH and one at KGH between 2023-2025 . A review has
been undertaken which identified strengths in existing policies and
standards, induction processes, and specialised training for certain staff
groups, including medical and Estates and Facilities teams. The review
also noted the availability of the “Report and Support” tool developed in
collaboration with UHL. Areas for improvement included enhanced
management of information, provision of specialist training for
colleagues, and clearer channels for reporting concerns. It was
confirmed that reporting will be via the Cultural Advisory Group to the
People Committee.

Concerns were raised regarding late shift finishes and associated
safety issues in off-site car parks. While these have not been directly
linked to harassment concerns, requests had been made for assistance
in getting home safely after late-night finishes. It was observed that St
Michael’s car park in Northampton was poorly utilised for this reason.

The Boards noted that Freedom to Speak Up cases at KGH have been
raised informally, reinforcing the need for triangulation of data. Boards
were advised that the SafeZone app, which provided a means of
alerting security or police, was available at UHL and could be explored
for UHN. Action: Explore the use of the SafeZone app and
communicate the Boards’ commitment to ongoing safety as part of the
Charter.

Following discussion, the Boards:

(1) Noted, and indicated assurance in respect of, the progress
following the implementation of the sexual safety charter
outlined in the report;

(2) Indicated support for the action plans and assurance pathways
specified, and

(3) Reiterated a commitment to an organisational culture where
sexual misconduct is not tolerated and colleagues are
empowered to raise concerns.

PK

12.

Guardians of Safe Working: Consolidated report for May to
October 2025

The Boards welcomed Sarika Goel and Mustafa Raza, Guardians of
Safe Working for NGH and KGH respectively, to present the
consolidated report for May to October 2025, bringing key exceptions
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for each trust and common themes to the Boards’ attention.

Boards noted that the UHN position was broadly in line with national
trends, with only 1% of issues relating to patient safety and the majority
concerning working patterns.

The discussion referenced the NHS 10-Point Plan for improving
Resident Doctors’ working lives, specifically point 7, which sought to
make it easier for rota doctors to raise exceptions. Wellbeing issues
linked to training were also highlighted. A baseline position had been
presented to the Boards, and it was confirmed that the Guardians were
part of a working group which would report progress to the People
Committee and Boards in January and February 2026, including
actions on timely processing of payments, education, clinical
supervision, and confidence that issues are addressed within 12
weeks.

In response to a question, the Guardians confirmed that rota gaps and
staff shortages spanned a broad range of specialities, though
exceptions were often more prevalent in urgent and emergency care
where surgical assessment units with workforce models were not in
place.

Boards were advised that fines associated with breaches represented a
cost pressure for the organisations.

Following discussion, the Boards:

(1) Endorsed the embedding of safe working hours governance
within directorate and divisional structures, ensuring that local
teams are supported to understand and address compliance
and wellbeing challenges.

(2) Noted the continued implementation of the 10-Point Plan to
Improve Resident Doctors’ Working Lives, with oversight
provided by the Medical Director and the Chief People Officer.

(3) Committed to supporting the Guardians of Safe Working, in
collaboration with workforce and wellbeing leads, to strengthen
assurance processes.

HN

13.

Board Assurance Framework (BAF)

The Boards welcomed the Deputy Director of Risk and Legal Services
to present the BAF in its revised format which had been subject to
detailed discussion and development work by Committees and lead
executives. The Strategy, Development and Transformation Committee
had met since the publication of the report and had undertaken a
detailed assessment of appetite, likelihood and consequence for each
risk within its area of responsibility, identifying transformation as integral
to controls and actions for all risks. Audit Committees received the BAF
at the 3 December meeting and would be inviting lead executives to
provide oversight of key risks on a rolling basis from 2026. Changes
agreed by other committees were specified in the report.
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Boards noted and indicated assurance in respect of the latest position,
undertaking to provide robust oversight and challenge to address
control gaps and ensure the timely completion of planned actions.
Report authors were reminded that all reports should make reference to

applicable BAF and corporate risks, with a request that this be RMay
extended to the Committee upward report.
14. Use of the KGH Trust Seal
The KGH Board of Directors noted the use of the Trust Seal in respect
of a Deed of Variation with High Voltage Systems on 28 November
2025, affixed by the Company Secretary and signed by the Director of
Strategy and Chief Finance Officer.
15. Audit Committees’ Terms of Reference
The respective Boards of Directors approved updated Terms of
Reference for the Audit Committees as enclosed to the report.
16. Questions from the Public
None
17. Any other business and close
The Company Secretary undertook to circulate the schedule of
Board(s) and Committee meetings for 2026. RMay
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Action Log
Meeting Boards of Directors (Part Il) Meeting in Public
Date & Time Updated following 5 December 2025 meeting

Minute Action Due Date
Ref.

Progress Status

Nov 25 Monitor against 25-26 forecast in future reports SS Mar 26 Discussions remain ongoing with NOT
NHS England - Board to be updated | YET
6 a once discussions are concluded DUE
Nov 25 Development of dashboard to monitor the patient JH Apr 26 To follow formal consultation NOT
experience YET
8 DUE
Nov 25 Report to Boards: follow up to October staff stories PK Feb 26 Agenda item 13
10
Nov 25 Freedom to Speak: inclusion of benchmarking date on BT Feb 26 Included in report at item 15
» anonymous reporting
Dec 25 Explore the use of the SafeZone app PK Feb 26 Contact has been made with
SafeZone, and an introductory
" meeting is being arranged. UHL do

use this app, so a conversation will
also take place with them to explore
how they utilise it. UHL use the app
alongside the university to support
students — UoN are signed up to this
app so this will also be a
consideration in discussions

Dec 25 Resident Doctors’ Improvement Plan: report working HN Feb 26 Agenda item 16
progress to Boards

12
Dec 25 Committee upward reports to identify Board Assurance RMay Feb 26 Template updated
- Framework risks
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Dedicated to 5 : F
excellence University Hospitals
of Northamptonshire
NHS Group
Meeting Boards of Directors of KGH and NGH Meeting together in public as the
University Hospitals of Northamptonshire NHS Group
Date 6 February 2026
Agenda item [
number
Title Chief Executive’s report
Presenter Laura Churchward — UHN CEO
Author(s) Laura Churchward UHN CEO and UHN Executive Team

This paper is for

(1 Decision (] Discussion Note L] Assurance

To formally receive and To discuss, in depth, a For the intelligence of the To reassure the recipients
discuss a report and make a | report noting its implications | recipients without the in- that controls and
decision/decisions based on | for the Board or Trust depth discussion as above assurances are in place
the option/options without formally approving it

recommended

Link to Group Priorities (select all that apply):
Transform Patient Care Strengthen our Culture | [ Deliver our financial
plan

Executive Summary

This report is an update from the UHN CEO, covering key points of note in December
2025 and January 2026.

Appendices

None

Risk and assurance

Information report — no direct implications

Financial Impact

There is no financial impact

Legal implications/regulatory requirements

There is no legal impact

Equality Impact Assessment
Information report — neutral

NHS|
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Welcome

| would like to extend my thanks to all colleagues who continue to warmly welcome me and
other members of the Executive Team into both clinical and non-clinical services.

In December | was pleased to visit many teams, including Emergency Departments (ED) on
both sites, Dryden Ward, and Gynaecology Same Day Emergency Care in NGH. | also
attended the KGH Carol Service; thank you to our Spiritual and Pastoral Care Team for
organising this event.

Winter Pressures

Our hospitals, and teams across our community, have been incredibly busy over the last few
months as winter pressures continue to increase demand for our services.

I would like to thank all of the teams, who are working tirelessly to deliver the best care
possible to our patients. As a result of focused work at both KGH and NGH,
Northamptonshire now has some of the shortest ambulance waiting times in the Midlands.

Industrial Action

Some of our resident doctors took part in industrial action between 17 and 22 December.
Thank you to colleagues who demonstrated the highest standards of care, planning, and
organisation to support our patients and colleagues during this period.

Locum’s Nest

Locum’s Nest, the digital workforce management platform, went live at KGH on 1 December
2025 as the second phase of UHN’s groupwide alignment with the University Hospitals of
Leicester NHS Trust (UHL), following implementation at NGH in April 2025.

Since launch, over 236,000 hours have been posted at KGH, demonstrating strong early
engagement. Current activity is focused on system stabilisation, early adoption, and
embedding the platform within core medical workforce processes.

The next phase of the programme will enable medical staff to work seamlessly across sites.
Volunteer Service

The “8 Till Late” initiative, introduced in 2021 to extend volunteer support in ED from 8am—
8pm during winter, has continued to grow. Volunteer activity has increased by 514% since
2021, with a further 44% year on year rise in 2025. During November and December 2025,
volunteers provided 1,462 hours of support, contributing significantly to patient experience
and operational resilience during winter pressures. Thank to to the whole of the Volunteer

Team.
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Dementia Assessments

KGH’s Community Diagnostic Centre in Corby has supported a reduction in waiting times for
the Memory Assessment Service, with patients now able to access one-stop appointments.
Previously, patients would have to wait for a separate scan appointment after their initial
memory assessment. From there they could expect to wait upwards of 16 to 20 weeks for
their results.

Launched in July 2025, the new pathway has not only brought testing closer to home for
patients in the Corby, Kettering, and East Northamptonshire areas — it has also more than
halved the waiting list for those waiting for assessment.

It is due to be expanded to patients in Rushden and Wellingborough shortly, with scope to
do the same in West Northamptonshire in the future.

New Surgery for Bowel Disease

A new operation, which creates an internal pouch to partially replace the function of the
rectum, was performed for the first time at KGH just before Christmas.

The procedure, called ileoanal pouch formation, marked the launch of a new county pouch
service for some complex inflammatory bowel disease patients.

Solar Panels fitted at KGH

We have started work at KGH on a £713,000 project to fit rooftop solar panels to help reduce
yearly energy bills by around £150,000.

It is part of a national package of funding to enable the NHS to install solar power and
battery storage solutions to help drive down energy bills, offering better value for the
taxpayer.

Muslim Midwife of the Year Award

Congratulations to midwife Hauwa Hamza, who won Midwife of the Year at the first ever
British Muslim Health Awards 2025.

Hauwa trained and worked at NGH as a midwife and for the last sixteen months has worked
in the One Digital and Data team in the role of Digital Clinical Facilitator to help transform
and modernise midwifery information systems.

Laura Churchward
UHN Chief Executive Officer
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Meeting University Hospitals of Northamptonshire NHS Group Public
Boards of Directors (Kettering General Hospital and Northampton
General Hospital)

Date 6t February 2026

Agenda item K8

Title Integrated Performance Report (IPR)

Facilitator Laura Churchward, UHN Chief Executive

Authors Julie Hogg, Chief Nursing Officer

Hemant Nemade, Medical Director

Sarah Noonan, Chief Operating Officer

Paula Kirkpatrick, Chief People Officer

Sarah Stansfield, Chief Finance Officer

Becky Taylor, Director of Continuous Improvement

Link to Group Priorities (select all that apply):

Transform Patient Care Strengthen our Culture Deliver our financial
plan

This paper is for

(1 Approval [] Discussion L1 Note X Assurance

To formally receive and To discuss, in depth, a For the intelligence of the To reassure the Board that
discuss a report and report noting its implications | Board without the in-depth controls and assurances are
approve its for the Board or Trust discussion as above in place

recommendations OR a without formally approving it
particular course of action

Previous consideration
The IPR is produced monthly and is
presented at all public Boards
meetings.

Reason for consideration
The Integrated Performance Report (IPR)

provides an overview of KGH and NGH’s
performance.

Executive Summary
The Integrated Performance Report (IPR) for the February 2026 Boards is
enclosed, which reports on December 2025 performance. Executive Leads will
draw the Board’s attention to significant exceptions within the Caring, Safe,
Effective, Responsive, Well-Led and Use of Resources domains.

NHS|
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It has not been possible to provide an update on the metric for 12 hours in the A&E
department in October. This data is currently sourced from the National
Performance Oversight Dashboard, which has had a data load error and therefore
not updated. From February reporting, we will be able to produce this internally.

Enhancements planned for the next month’s IPR include:

¢ Inclusion of additional metrics around distance from capital plans year-to-
date and underlying run-rate.

e Update to the ambulance handover metric to be the percentage of
ambulance handovers that are within 45 minutes, with a target of 99%

Future planned improvements with target dates:

e Addition of sepsis six bundle compliance metric — Spring 2026
e Addition of 30 day readmission rate metric — Spring 2026

A year on from the refreshed IPR, an annual review of the format will be
conducted, with a survey going to all Board(s) members on the format to inform
future developments and improvements, for response during February.

An updated on the development of the IPR was shared with Finance, Investment
and Performance Committee, which oversees the IPR on behalf of the Boards.
The Federated Data Platform (FDP) product will improve the timeliness and
process for production of the IPR, build automated data pipelines on top of the
new data warehouse (which is in FDP), and support the production of narrative
through the use of Al. Testing of the new format and data began during January,
with the intention to complete a ‘dry run’ for the production of the IPR in February,
aiming to move to using the FDP production fully in March.

The Boards are asked to take assurance from the IPR on performance, and to
engage with the IPR annual survey to support the further development and
improvement of the report.

Appendices

Integrated Performance Report, reporting period December 2025
Board Committees summaries from December 2025 and January 2026 meetings

Risk and assurance

The appendices provide key controls and assurances to inform the effective
management of strategic risks, set out in the Group Board Assurance Framework.
Financial Impact

No direct implications relating to this assurance report.

Legal implications/regulatory requirements

No direct implications relating to this assurance report.

Equality Impact Assessment
Neutral
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» This month’s performance report provides detail of the December 2025 performance for Kettering General Hospital NHS Foundation
Trust (KGH) and Northampton General Hospital NHS Trust (NGH) as reported at the University Hospitals of Northamptonshire (UHN)
February Board meeting.

» In February 2025 an updated format for the Integrated Performance Report (IPR) was agreed to align performance reporting to the CQC
domains. The format that follows in this report now includes a single narrative summary slide for each of the CQC domains, forming an
executive summary of good news, areas of concern and improvement plans.

» Inline with NHS guidance and best practice, we use statistical process control (SPC) charts to help interpret our performance data.
Each domain has a slide outlining the key metrics using the SPC chart icons. More detail on metrics which are shown as ‘worsening’ or
‘failing” are included in the report, providing detailed narrative and corrective improvement actions. A guide to interpreting SPC charts
is included at the end of the report.

» Information on delivery of activity compared to plan and financial statements are now included in the IPR.

» The IPR format and metrics are used within UHN to with our clinical and corporate divisions, using our Accountability and Continuous
Improvement Framework (ACIF) to hold leaders to account for their performance. Each metric in the IPR is weighted and dependent
on performance, a score for each CQC domain is given to divisions based on their performance.

» The Accountability and Continuous Improvement Framework will be reported at divisional level a month in arrears in the Board IPR
report from the July 2025 Board meeting.

‘»( Dedicated to
Vo' excellence
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Our Overall Performance

/

Understanding performance against our key delivery metrics

Incident reporting remains steady, collaborative working with divisions to ensure timely
review. No increase in serious or moderate harms related to resident doctor strikes.
Patient experience remains high across the Trust, although there has been a decrease in
the experience of patients in KGH emergency department and NGH maternity.

Mortality remains either below or within the expected range. A national data quality issue
with SDEC is falsely elevating NGH mortality.

Continual improvement in ambulance handover times, with a significant improvement
since December 2024, when ambulance handover times were 47 (KGH) and 53 (NGH)
minutes longer on average.

Consistent 4 hour performance in KGH, at 79.8% in October. NGH has seen an
improvement to 66.5%, which is similar to KGH Type 1 performance of 63.2%, against a
backdrop of more ED Type 1 attendances and more non-elective admissions than plan,
with admitted patient flow remaining a challenge resulting in use of temporary escalation
spaces to manage flow.

Whilst improvements in skin have improved the NGH Faster Diagnosis Standard, the
overall position for FDS remains challenged. NGH has been tiered for cancer based on 62-
day performance — despite a small improvement, Gynae, Lung and Lower Gl remain
challenged.

52 weeks remains on track to deliver by the end of the financial year, with some significant
mitigating actions taking place in January. Our position is favourable nationally.

Our overall workforce numbers have increased, driven by medical and nursing bank to
manage winter pressures and strikes, and the proportion of workforce that agency
continue to reduce; with both Trusts achieving the 2% of pay bill agency target. Bank
usage remains high, and there is a gap to the workforce plan for the year.

The year-to-date I&E position is a £39.1m deficit, £21.2m worse than plan (KGH £8.2m,
NGH £12.9m) and largely reflects the increased efficiency requirement in the second half
of the year, industrial action and operational pressures. Deficit Support Funding (DSF) for
Quarter 4 has been withheld by NHS England.
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Our Caring and Effective domain executive summary

Responsible director(s): Julie Hogg, Group Chief Nurse, and Hemant Nemade, Medical Director

Patient

experience

Mortality

Good news

Both sites have achieved the composite
overall target of 90% for all services — KGH
94.5% & NGH 90.4%.

Notable increased patient satisfaction

performance seen in the following areas:

- KGH Inpatient Wards 96.5%, Outpatients
97.5% and Maternity 100%.

Friends and Family Test survey response
volumes:

-KGH 3,542

-NGH 4,649

* UHN Learning from Deaths Group
continues to monitor all Mortality
metrics for KGH and NGH monthly and
report by exception.

* KGH's HSMR and SMR metrics remain

'below expected' vs the National average.

SHMI remains 'as expected' and below
the 100 national average. NGH's HSMR,
SMR and SHMI are stable in the 'as
expected' range.

Areas of concern

Decrease in NGH Maternity score from 97.2% to

94.0%. KGH ED (84.3% down to 79.1% - below the 80%
target). This could be due to the realignment of
Middleton Assessment Unit (MAU) moving from the ED
section to the Inpatient section in December, thereby
influencing the score.

Notification received that NGH FFT provider will cease
to supply a system as of Aug 2026.

The corporate nursing restructure will create a more
effective and resilient Patient Experience function,
supporting meaningful service engagement and driving
improvement in patient care.

There is a national data quality issue with migration of
the SDEC dataset. NGH's reported HSMR and SMR are
currently falsely elevated up to 5 points higher than the
estimated actual value. We are at risk of "alerting" for
HSMR / SMR in the coming months because of this.

At KGH we have a mortality alert for aspiration
pneumonia. A deep dive analysis of the data was shared
by Telstra Health UK and identified multiple areas
where KGH are above the national average. Plans are in
development to address.

NHS!

University Hospitals
of Northamptonshira

NHS Group

Improvement plans in place

Divisional FFT performance packs
provided to Div leads who then report
performance and mitigating actions to
the Patient & Carer Experience &
Engagement Committee (PCEEC).

Steps undertaken with UHN
Procurement team to go out to tender
for a new FFT Survey supplier via the
NHS Framework.

All trusts are awaiting further
communication from NHS England
concerning the SDEC dataset. We
have been advised in the interim to
continue to review all mortality alerts
as normal to provide suitable
assurance.

UHN sepsis working group
established, as part of the response to
mortality alerts at both trusts (KGH
2022-23, NGH 2024-25).
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Our Safe domain executive summary

Responsible director(s): Julie Hogg, Group Chief Nurse, and Hemant Nemade, Medical Director

Infection
prevention
control

Safe care

Good news

6 CDI cases across UHN which is a reduction.

Working collaboratively with divisions to
ensure moderate and above harms are
reviewed in a timely manner.

No increase in or incidences linked directly to
resident doctor strike. Incidences will
continue to be monitored in relation to this.

Latest CHPPD remains close to the Trust
mean of 9, with no sustained deviation,
demonstrating effective deployment of
workforce resources during periods of
increased demand.

Both sites remain in 3rd quartile nationally

Areas of concern

KGH currently sitting over trajectory for C.
Diff for the month with 27 cases against a
target of 23 (total trajectory at year end is 29)
A risk of line-related infection has been
recognised in relation to inconsistent PICC
follow-up care, ward support arrangements,
and variability in PICC clinical skills training.
This risk is formally captured on the IPC risk
register and subject to ongoing oversight.

Continued theme of delays in decision
making as a contributary factor in incidences.
Monitoring incidences occurring within
Temporary Escalation Spaces.

The vacancy rates for RN's and HCSW's are
higher than the regional average

NHS!

University Hospitals
of Northamptonshira

NHS Group

Improvement plans in place

* UHN IPC Quality Improvement Plan
continues to be implemented and monitored
by IPC Assurance Committee.

* Task and finish group has been established to
increase compliance with Respect and
Treatment Escalation Plan policies.

* The annual establishment review will rebase
wards and departments with the evidence
alongside increased RN: HCSW ratios

* Exemplar rostering programme continues roll
out

* Refreshed recruitment and retention plan
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Our Responsive domain executive summary

Responsible director(s): Sarah Noonan, Chief Operating Officer

6/65

Urgent and
emergency care

Cancer

Good news

Continual improvement of ambulance
handover performance at both sites.

Improved Non-elective length of stay
position in December at both sites.

52 weeks remains on track to deliver by the
end of the financial year, with some
significant mitigating actions taking place in
January, particularly in Dermatology, to
improve the position further

31 day performance has seen improvement
for two month at NGH, with both Trusts very
close to the performance standard this
month

Skin FDS at NGH improved by 38.7% between
October and November, following significant
effort and focus from the team.

Areas of concern

4hr Performance from NGH is adverse to
plan.

High bed occupancy alongside high numbers
of non-criteria to reside.

We continue to be significantly off plan in
RTT and NGH in particular continues to
deliver largely flat performance

NGH has been tiered for 62 day performance,
based on the October position. Although we
have seen a slight improvement since
October, performance remains challenged,
particularly in Gynaecology, Lower Gl and
Lung.

NHS!

University Hospitals
of Northamptonshira

NHS Group

Improvement plans in place

4hr Performance improvement plan.
Including preparation for a 78% sprint at
NGH.

GIRFT Further Faster improvement plan.

ILT have agreed for KGH to take part in the
Q4 performance sprint that NHSE have made
available — to fund at tariff any additional
outpatient firsts over planned activity, this
should improve both the 52 week position
and RTT

Days Matter Campaign to drive 62 day
performance improvement — agreed actions
for Urology, Lower Gl, Gynecology and Breast

Enhanced performance meetings to track
actions each week and support oversight for

tiering

Continued mitigation of risk through IPT

between sites
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Our Well-Led domain executive summary

Responsible director(s): Paula Kirkpatrick, Chief People Officer

7/65

Workforce

financial
sustainability

Culture and

safety

Good news

In November UHN sickness saw an overall
reduction within registered workforce

Fill rate was 99.43% overall

UHN RN vacancy decreased for the second
consecutive month

Agency spend on target KGH 1% of pay bill;
NGH 2% of pay bill

Time to hire has reduced at NGH and is now
comparable to KGH

Continued improvement in appraisal
completion at NGH

Staff survey results received and action
planning has commenced

Bespoke support for improvements in team
culture in place in a number of priority areas
including maternity at KGH

Support for neuro inclusion launched
Strengthening our inclusive recruitment
support

Areas of concern

Total WTE increased in M9 with increases in
substantive and bank work at KGH and
increase in substantive WTE at NGH

Bank use continues to be high at 11.5% of
pay bill at KGH and 13.8% at NGH.

Sickness absence increased in M9 due to
seasonal trends

A high number of Management of Change
processes are in progress across UHN leading
to uncertainty for some colleagues.
Appraisal continues to be a concern at KGH
Employee relations cases are high, especially
at NGH where there are a high number of
grievances

Improvement plans in place

Grip and control measures and oversight of
workforce efficiency plans at Workforce
Programme Board

Support within safe staffing for effective
rostering meetings to improve roster
management and effectiveness across UHN
Focused support from HR BPs and health and
wellbeing services to teams with high
sickness

Wrap around organisational
development/health and wellbeing/learning
and education support for colleagues going
through change.

Review of appraisal support and governance,
focus on appraisal at Divisional Assurance
Meetings

Strategies to support early resolution of
issues

Culture improvement plan KGH maternity
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Our Use of Resources domain executive summary

Responsible director(s): Sarah Stansfield, Chief Finance Officer

Productivity and

efficiency

Good news

Funding was received from NHS England to
support the costs of Industrial Action in November
and December — this will be accounted for in the
January position given the date of notification

KGH and NGH cash drawdown requests were both
supported for January

Across UHN, £6.3m of efficiencies have been
delivered against a plan of £11.1m, similar in-
month efficiency delivery to M8.

YTD delivery now stands at £45.7m against a plan
of £52.3m, driven largely by pay underspends.

Development of the CIP plans continues, with 87%
of the target in fully developed or plans in
progress.

Areas of concern

The year-to-date I&E position is a £39.1m deficit,
£21.2m worse than plan (KGH £8.2m, NGH £12.9m)
This largely reflects the increased efficiency
requirement in the last three months when the net
expenditure run rate has remained largely
unchanged, along with £1.7m of industrial action
costs and other operational pressures. UHN will
continue to fall further behind plan in future
months if there is no acceleration in efficiency
delivery to reduce the run rate.

Deficit Support Funding (DSF) for Quarter 4 has
been withheld by NHS England given the Q3
financial performance of both Trusts — this will
impact the year end revenue outturn, the Q4 cash
position and the 2026/27 financial plan.

Of the £74m of schemes with a plan in progress or
fully developed, there is risk to delivery within the
plans, particularly in the later months of the year
where the targets increase and with the impact of
winter.

There is risk in the level of development of the
remainder of the identified efficiency plan, which
represents a risk to delivery through the year.
Refreshed national productivity measures
compared to last year show a drop in productivity
related to a fall in activity, with both Trusts in
lower quartile.

A large driver of our productivity is non-elective
length of stay, which will be challenging to realise
as financial savings.

Improvement plans in place

The Financial Recovery team from NHSE continue
to work on mitigations for the I&E position with a
particular focus on temporary staffing and non-pay
for the remainder of the financial year.

Cash flow mitigations are in place and will
continue in the short term until cash support for
February and March is confirmed.

Financial recovery team from NHSE are supporting
in de-risking identified plans, mitigating the gap
and supporting divisional delivery.

Improved co-ordination of workforce activities
with a focus on areas of high temporary spend and
consistency of controls.

Cross-cutting radiology and pathology
transformation plans, IV to oral switch and 25/26
contract review in progress.

Planning commenced on 26/27 programme.
Corporate teams have plans in progress to deliver
133% of the non-clinical target.
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Our Caring domain metrics

Responsible director(s): Julie Hogg, Chief Nursing Officer
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Friends and Family Test — A&E

(KGH)

Friends and Family Test — A&E (NGH)
Friends and Family Test — Inpatients
Friends and Family Test - Outpatients
Friends and Family Test - Maternity
Complaints response performance
(KGH)

Single sex breaches

Complaints response
performance (NGH)
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NHS Group
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Responsible director(s): Julie Hogg, Chief Nursing Officer
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Data Quality
Indicators

Data quality assessment

KGH single sex breaches data only available from
November 24.
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Complaints response performance

The percentage of complaints responded to within the agreed timescale of 60 days.

Complaints response performance - Kettering

Understanding the performance

*  75% for KGH shows an improvement
in response rate, slight drop in Family

NHS

University Hospitals
of Northamptonshira

NHS Group

What are the issues impacting performance?

* Capacity due to sickness and maternity
leave affecting ability to perform.

""""""""""""""""""""" | R L'".'.""""'"""" Health due to some delays in sign off. * Logging more cases than closing currently,
BA o T * 27% for NGH, due to capacity issues in meaning we have more ongoing active
et the team. cases.
5 e o e R R A oS R R St S * 5casesoverdue at KGH, 32 at NGH
X (older than 60 days).
..
Complaints response performance - Northampton What SMART actions are being taken to
. improve?
e e e e e e e o e e e » Improvement plan in plan, which e Capacity in team (sickness and maternity
W includes: leave) affecting performance.
. \"'- e = T = S z o Focused work on drafting
' . "’-\L X backlog
N 7 o Also focusing on those cases
o - z due now to prevent further
2 cases going overdue.
e o Cross site support.
Data Quality Eiar lagil Ll Wake pies Waiefioni Bavuiart Baciage
Indicators
B2l I ] T i = b R g
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Friends and family test — A&E

The percentage of patients who report their experience as ‘Very good’ or ‘Good’ as a proportion of total responses following experiencing care in our A&E departments.

Friends and family test — A&E - Kettering
=T o P AT S L = ST
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: " e S .
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T Rl =TT h
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Friends and family test — A&E - Northampton
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Understanding the performance

* KGH saw a decline in patient
satisfaction in December down from
84.3% to 79.1.%. This decline could
be due to MAU FFT data moving from
the ED section to the Inpatient section
in December.

* NGH also saw a slight decline from
80.8.% to 79.7%.

* 521 FFT responses received for KGH
and 1121 received for NGH.

NHS

University Hospitals
of Northamptonshira

NHS Group

What are the issues impacting performance?

*  Winter pressures and overcrowding impact
negatively on patient experience

* The KGH ED heating issues (from
November) have now been resolved.

What SMART actions are being taken to

improve?

* Deep dive of the results and free text
comments to support improvement
plans

* The corporate nursing restructure will
create a more effective and resilient
Patient Experience function,
supporting meaningful service
engagement and
driving improvement in patient care.

*  Winter pressures —increase in flu/RSV.
* Notification received that NGH FFT
supplier will cease from Aug 2026.

(UY)
Uy

N
N
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Our Effective domain metrics

Responsible director(s): Hemant Nemade, Medical Director

NI

()

13/65

«  HSMR (KGH)

SMR (KGH)

«  SHMI (NGH)
«  SMR (NGH)

@

«  SHMI (KGH)

+  HSMR (NGH)

NHS

University Hospitals
of Northamptonshire

NHS Group

No target

34/256



Effective ity Hospitsls

Responsible director(s): Hemant Nemade, Medical Director AN

c g c bt
% g % g Data Quality
§ 2 r>‘i 2 Indicators
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Data quality assessment SPCindicator key Data quality indicator key
Jhl‘v Dedicated to There is an identified national data quality issue with @ @ Worsening @@ Improving (\/“ : No change

different trusts migrating their SDEC datasets at different

“ d excedlence | imes. " nconsistentin | | Signoff& | Timely & | Audit& Robust

@ Below target Above target Ci_ whether target validation | complete | Accuracy | systems &
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Hospital Standardised Mortality Ratio (HSMR) NHS)

University Hospitals

of Northamptonshira

The overall rate of deaths within the NHS trust each hospital belongs to. Rates are given as better, worse, or as expected compared to the national average, which is represented as 100 on the scale. NHS Group
HSMR - Kettering Understanding the performance What are the issues impacting performance?
e e e * Itis estimated by Telstra Health UK * There is an identified national data quality

L — 2 1 ’ that NGH's actual HSMR is up to 5 issue with different trusts migrating their

M " base points lower than the reported SDEC datasets at different times. This has

""""""" o . \ / value. significantly impacted NGH, who fully

migrated earlier than many other trusts,
resulting in a falsely elevated HSMR value.

HSMR - Northampton What SMART actions are being taken to
improve?

e L]
- * We are awaiting further guidance to *  We are at risk of "alerting" for HSMR in the
o be issued from NHS England coming months, however it is highly
concerning migration of the SDEC unlikely this will be a true reflection of
dataset. our actual underlying performance.

e Peer assessment with trusts in a similar

position to NGH with their SDEC datasets
L R LR e B e e R R L shows they are also encountering the
same challenges.

Data Quality

) Livr lerghl bzl e Adars Baeddon Bavuiant Baciage
Indicators
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Summary Hospital-Level Mortality Indicator (SHMI)

The ratio between the actual number of patients who die following hospitalisation at the trust and the number that would be expected to die on the basis of average England figures

based on demographics.

SHMI - Kettering

NHS

University Hospitals
of Nerthamptonshire

NHS Group

Understanding the performance What are the issues impacting performance?

* NGHs SHMI continues in the "as
expected" range well below the
"mean value" of 100.

* There is an identified national data quality
issue with different trusts migrating their
SDEC datasets at different times. This has
significantly impacted NGH, who fully
migrated earlier than many other trusts.

]
i 3 H &—0 ¥ -
i L Ap—— e F
M e e T e il T T T
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Data Quality Lies leigel izl Dak: Adudd  Sarkdiin Bawrain Baciagl
Indicators
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What SMART actions are being
taken to improve?

* We are awaiting further
guidance to be issued from NHS
England concerning migration of
the SDEC dataset.

National comparator
SHMI
(Aug-24 - Jul-25)
*  Risk of SHMI 140
rising due to the T
impact of the 130
SDEC dataset 120
migration. At 110
present no
significant 100 — T
changes noted. 90
80
70 -
60
N
\\\Q&\o«é NONIRCEIR
237/28

T =T



Standardised Mortality Ratio (SMR)

The overall rate of deaths within the population. Rates are given as better, worse, or as expected compared to the national average, which is represented as 100 on the scale.

Understanding the performance

* Itis estimated by Telstra Health UK
that NGH's actual SMR is up to 5 base
points lower than the reported value.

NHS

University Hospitals
of Northamptonshira

NHS Group

What are the issues impacting performance?

* There is an identified national data quality
issue with different trusts migrating their
SDEC datasets at different times. This has
significantly impacted NGH, who fully
migrated earlier than many other trusts,
resulting in a falsely elevated SMR value.

SMR - Kettering
T T R T e P oo o ST PSS T
—e, L]
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\ = o : il
s e A -.'\-"1 .n."‘-'“-.\,.-' L 'I‘-\.- .iq-" p e o -,,--\.' n_._':.x __a."'__:._'. . \._.;..':
SMR - Northampton
s
=
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What SMART actions are being taken to

improve?

* We are awaiting further guidance to
be issued from NHS England
concerning migration of the SDEC
dataset.

*  NGHis at risk of "alerting" for SMR in the
coming months, however it is highly
unlikely this will be a true reflection of
our actual underlying performance.

* Peer assessment with trusts in a similar
position to NGH with their SDEC datasets
migration shows they are also
encountering the same challenges.

W
Qo

N~
N
(0]
(@)}



Our Safe domain metrics mm%ft‘fi

Responsible director(s): Julie Hogg, Group Chief Nurse, and Hemant Nemade, Medical Director cpihess

2 -
@_ No target

* Care hours per patient day

(NGH) * Falls per 1,000 bed days (KGH)

* Never event incidence (NGH)

@D®

e Serious or moderate harms

* Never event incidence (KGH) per 1,000 bed days

| el ekl «  C.Diff per 100,000 bed days
¢  MRSA (KGH) e MSSA
s . e Pressure ulcers per 1,000 bed
* Care hours per patient day davs
(KGH) ¥

e Falls per 1,000 bed days (NGH)

18/65 39/256



NHS

University Hospitals
of Northamptonshira

NHS Group

Safe

Responsible director(s): Julie Hogg, Group Chief Nurse, and Hemant Nemade, Medical Director
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Data quality assessment

SPCindicator key

Data quality indicator key

No data quality issues identified @ &) Worsening @@ Improving ( No change
Y :  Inconsistent in whether Sign off & | Timely & Audit & | Robust systems &
1 9/ 6 5 @ Below target Above target tgl ! targelt :CIhieved validation | complete | Accuracy data capture 4 0/ 2 5 6




Care hours per patient day

The number of hours of registered and unregistered nursing staff on the wards per patient on the wards.

Understanding the performance

» Latest CHPPD remains close to the mean of 9
following a period of improvement in NGH to
achieve the mean.

What SMART actions are being taken to improve?

*  Monthly roster metrics shared and reviewed which
demonstrate a forward view. This enables a tight
alignment against observed activity.

+ SPC-based triggers applied to avoid corrective
action unless special cause variation emerges.

* Exemplar rostering programme is in progress

Care hours per patient day - Kettering
- e L ——
L i |
S & v
\\\ o w .
Care hours per patient day - Northampton
wun
. -] iy = r = T = . iy ¥ = r = =
k-3 E
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2] &
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&
I -
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National comparator
Sep-25

Duaritn 3 Dawrlihe

TN
Iilaeat 35

Cnarids 1
Lrveceat 2505

" THITTD

NHS

University Hospitals
of Nerthamptonshire

NHS Group

What are the issues impacting

performance?

* NGH sees minor misalignment
between planned vs actual
hours.

« Short-term operational factors
such as maintenance of skill-
mix and supervision
requirements limit in-month flex.

* Financial efficiency risk if
continued common cause
variation is seen as norm.




Our Responsive domain metrics

Responsible director(s): Sarah Noonan, Chief Operating Officer

@D®

(=)

21/65

Time to initial assessment
(KGH)

Time to initial assessment
(NGH)
Theatre utilisation (KGH)

A&E 4-hour (KGH)

Average ambulance handovers
Non-elective length of stay
Cancer Faster Diagnostic
standard (NGH)

31-day wait for cancer

62-day wait for cancer (KGH)
Outpatient appointments per
consultant WTE

Cancer Faster Diagnostic
standard (KGH)

62-day wait for cancer (NGH)
52 weeks elective wait (KGH)

Bed utilisation (KGH)
Super-stranded patients (NGH)

A&E 4-hour (NGH)

Bed utilisation (KGH)

Stranded patients
Super-stranded patients (KGH)
Patients with a reason to reside
52 weeks elective wait (NGH)
Theatre utilisation (NGH)
Average cases per list

RTT performance
18 weeks until first appointment

NHS

University Hospitals
of Northamptonshira

No target

Size of RTT waiting list (KGH)

Size of RTT waiting list (NGH)

NHS Group

42/256



22/

Responsive — Urgent and Emergency Care

Responsible director(s): Sarah Noonan, Chief Operating Officer

c
]
S
©
=
©
>

Variation

Data Quality

Indicators

INHS

University Hospitals

of Northamptonshira

NHS Group
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Note on targets SPCindicator key Data quality indicator key
Many metrics in the Responsive domain have an @ @ Worsening @@ improving | (¢ No change
improvement trajectory through the year. The target listed Inconsistent in Sign off & | Timely & | Audit & Robust
for each metric represents the target at March 2026. @ Below target Above target @ whether target validation | complete | Accuracy | systems &
5 . - achieved data capture

Data quality assessment
Ambulance handover
currently is only 11 months of
data. More historic data was
intended to be for May 25
IPR, given the data is now at
12 months and the available
data is a longer timeframe,
this work will not be
completed.

12 hour wait in the
department is not calculated
internally, this measure is
currently from the national
performance dashboard and
only available for 25/26. An
error with the national
dashboard means this metric
is not available this month.
This will be updated in Q4
25/26.

Issues with iBox data
provision during Oct 24 and
Feb 25 mean the NGH metric
for Patients with a reason to
reside are inaccurate for
those months. A review is
ongoing for KGH to ensure all
future reported values match
the agreed definition as the
denominator currently
includes non G&A beds.
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Responsive — Cancer and Elective

Responsible director(s): Sarah Noonan, Chief Operating Officer

NHS

University Hospitals
of Northamptonshira

NHS Group
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Data quality assessment SPCindicator key Data quality indicator key
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No data quality issues identified. @ @ orsening @@ mproving | { o change
N Inconsistent in Sign off & | Timely & Audit & Robust
@ Below target Above target VTL whether target validation | complete | Accuracy | systems &
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achieved
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Responsive — Productivity s e

Responsible director(s): Sarah Noonan, Chief Operating Officer o "‘"ﬁﬁ?é’!ﬁ

Data Quality
Indicators
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Variation
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A&E 4-hour performance vy L]
of Nerthamptonshire

The percentage of patients who attend our Accident & Emergency departments who leave the department either by being discharged, transferred or admitted within 4 hours of their arrival. NHS Group

A&E 4 hour performance - Kettering Understanding the performance What are the issues impacting performance?
PN g o e b et e T A R S e Overall 4hr performance includes Type 1, * Admitted flow.
o R R g Y TmmnaRmmnns : o Type 2 (NGH) and Type 3 activity for both
= sites. * Increase in ED attendances.
win KGH performance remains above 78% * Increase in acuity of patients presenting
target. during winter period.
NGH performance has decreased by 2%
' Rt dmm T e ' T T e from November with additional winter
schemes supporting.
A&E 4 hour performance - Northampton What SMART actions are National comparator
being taken to improve?
___________________________________________________________________________ A&E 4 hour performance
s g mm - Develop the Consultant * Overcrowding in dept. (Nov-25)
8 .~ presence at the Front Door to 95%
0 » maximise quality, impact, and * Poor patient 90%
R - ____‘_p B !.__ e 4 '_ ' patient benefit. experience. 85%
N e - : 80% -
N iy Introduce a lead nurse for 75%
e e sy —————— 3 discharge and pathways in ED 70% H
U] 1B e T e T T b G g A IR B R to support 4hr position. ’ 1
i P 65%
Radiology requesting now a 60%
. W H H H 0 N
Data Quality s leipel  adid D Adul Raieidin Bkt Baciagd pull from imaging without 5% | o
Indicators need for every study to be 50% —©
e | I | , ) b i T [l et Bt e discussed with radiologist. (\0(\0\ \(\G“\ V\(‘,Y\ o™
O
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Bed utilisation

The average percentage of our available general acute beds which are occupied by patients at midnight each day.

NHS

University Hospitals
of Northamptonshira

NHS Group

Bed utilisation - Kettering Understanding the performance What are the issues impacting performance?
i * High bed occupancy impacts patient * Supported discharge pathway delays.
- - = = . flow and admitted pathway delays in
. - N .- o, =Dt S . the ED.  Stranded and super stranded position.
* Improved bed occupancy in
ar December at both sites.
Bed utilisation - Northampton What SMART actions are being taken to
improve?
e S S— e A o s * Reduction in LoS plans across UHN ¢ Poor patient experience due to ED delays.
il : and system winter support actions to
reduce bed occupancy and improve * Impact on 12hr performance.
flow.
* ED overcrowding.
B
* Continued use of release 2 respond to
R R R R R e R R R A R support capacity across the * Ambulance handover delays.
R L organisation.
e 7 day Frailty SDEC and expansion of
Data Quality iz leigel ozl Uabe Acdud  Wetkddiny Bmrain Baciggd the AAU model at NGH to reduce LoS
Indicators for Acute Medicine.
= | - ke 2, iy i - s s
- "
Hes A e R q4-7
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Patients with length of stay greater than 7 days

The percentage of general acute hospital beds occupied by patients who have been in hospital for more than 7 days.

Percentage of patients with a length of stay more than 7 days - Kettering

Understanding the performance

* Improved stranded position at both
sites into December.

What are the issues impacting performance?

NHS

University Hospitals
of Northamptonshira

NHS Group

Increase in patient acuity during
December.

Number of flu positive patients in
inpatient beds during December.

Data Quality ths Terper leree fies Giray Wwidcn faairence Fuemos
Indicators
[l | 1% 1.0y =d A Th T LRt
=
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What SMART actions are being taken to
improve?

* Boardrounds focus on SHOP model.

* Internal and external escalation
delays to discharge.

¢ Maximise use of discharge lounge.

e Maximise use of SDEC, including
Frailty SDEC across 7days at NGH.

e P1 working group focusing on reduced
LoS.

Delay to discharge impacting admitted
flow through the ED.

All community beds full.




Patients with length of stay greater than 21 days

The percentage of general acute hospital beds occupied by patients who have been in hospital for more than 21 days.

Percentage of patients with a length of stay more than 21 days - Kettering Understanding the performance

— * Improved super stranded position
e = into December at both sites.

NHS

University Hospitals
of Northamptonshira

NHS Group

What are the issues impacting performance?

* P2/3 supported discharge waits across
UHN.

What SMART actions are being taken to

improve?

- Twice weekly escalation group for
- e EEm—— 3 E patients who do not have a supported
. discharge plan.
S ‘

Working with partners to reduce P2

I delays to discharge — particularly for DTA
........................................................................... beds.

Patient flow coordinators to work across
all pathways to reduce transfer of care
Baciags request delays.

Data Quality Bias lengil  odiwl Dok Adud  Watkiiin Bautakr
Indicators ) 4 A X o
Il 1T gl Eah o - ==L Trusted assessor model for NHFT

= community beds through checklist.

28/65 How v J4 HEE T :.'._ R

* Bed occupancy remains high impacting
patient flow.

* Ongoing use of corridor care risk across ED
and inpatient ward areas.




Patients with a reason to reside v L
o R

The percentage of patients in a hospital bed who do meet the national reason to reside criteria, meaning they have a medical reason to be residing in a hospital bed. NHS Group

Patients with a reason to reside - Kettering Understanding the performance What are the issues impacting performance?
B T e oS S o e o e o e fo b o o e o * No significant change in criteria to * Number of patients waiting supported
reside position. discharge.
= * KGH data is artificially low as the * Housing / waiting for equipment.
T . denominator includes non-G&A beds.
e .. = ——— * Inpatients awaiting a mental health
- . :
. B A community bed.
Patients with a reason to reside - Northampton What SMART actions are National comparator
being taken to improve? . . o
— R s Patients meeting the criteria
B T B e e "'—“““_j""“"“""‘_'“w':i"f““"""“”; Twice weekly escalation * Impact on bed t(g;:;;‘;
— — T -—= = group for supported occupancy, use of .
=k T discharge with system corridor care and 12hr 95%
re i S i partners. performance in the ED. 90%
'" 85%
f IS &= 1 0,
e | Trusted assessor started at 80%
'-. NGH 75% —_— —
1 i Hrft it 81 i ™ =afs bW ® dpide Weis SEL = --\. 1 L T e 70% R
Working with local authorities 650/“
for housing pathway. 22;’
- [} - (1]
Data Quality s Lol aaw s Adue vaieddin Rowrake Baciagd 50%
Indicators System winter plan. ° .
= g ks iy’ o S .
P =) [ ] i fhf ] 1= rp B iy V\@@\@ NN
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62-day wait to start treatment from referral

The percentage of cancer patients who start treatment within 62 days of an urgent referral.

NHS

University Hospitals
of Nerthamptonshire

NHS Group

* NGH saw a 2% increase in * Provider initiated delay remains the top
B ™, performance achieving 59.2%. breach reason, this means multiple delays
o - - Colorectal, Lung, Sarcoma and Upper rather than one overarching reason.
Gl saw a decline from October
* Capacity (diagnostic, elective and
L * KGH achieved the standard at 70.6% a oncological)
2 7% improvement from the previous
W month * Patient choice and complex pathways
62-day wait for cancer treatment - Northampton What SMART actions are being _ National comparator
o L U e 62-day cancer performance
""""""""""""""""""""""""""""""""""""""" e« Workto improve the process * Capacity constraints (Oct-25)
___________________________________________________________________________ to transfer patients who 100% | °©
— have a decision at KGH to * Delays to the first 90%
] NGH for majors, which is too outpatient 80%
" - slow currently appointment in high ’
volume specialties 70% H
e *  NHSE funded additionality (Skin, Breast) 0% -
for Skin and Breast should — -
support improvement * Gynaecology MDT 50%
d.eferrlr)g patient 40%
Data Quality e ledgel  owadizl Dk AdiE sSrkAibn Balisdkn Bacidgs *  Afocus on MDT streamlining discussions 30% Lo
Indicators for key tumour sites b —
Il )™ CH¥3S | SDEK BT w\@‘\"«o\\ o @ (&
Hrieim - T B da EL R o ey g C1/7O8
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Cancer Faster Diagnosis Standard

The number of patients who are referred urgently for suspected cancer and receive a diagnosis or have cancer ruled out within 28 days.

Cancer Faster Diagnosis Standard - Kettering

INHS

University Hospitals
of Northamptonshira

NHS Group

Understanding the performance What are the issues impacting performance?

* NGH achieved the standard for the
first time since July. Challenges
remain in gynaecology, haematology,
sarcoma, skin and Urology. Skin saw a
38.7% increase this month.

* KGH performance reduction due to a
data issue in Breast, where previously
the wrong start date had been
recorded for pathways. This has now
been rectified.

*  Waits for first OPA remains challenging in
breast and skin, two of the highest volume
pathways.

* In both Breast (KGH to NGH) and Skin
(NGH to KGH) we have been IPT'ing
patients between the two hospitals to
mitigate long waits, but this also impacts
performance data

Cancer Faster Diagnosis Standard - Northampton

= - -

Data Quality bias leigel  walizl Dok Adaid etk Bavaadikr  Baciagd

Indicators I | e -
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What SMART actions are being

taken to improve?

*  Weekly meetings with skin to
expedite pathways and a
number of patients
transferred to KGH. Skin
'Super clinics' to commence
Jan 26 at KGH.

* Task and finish group to be
established to review breast
pathway and rollout
countywide of mastalgia
pathway

*  KGH reconfigured Breast one-
stop clinics to improve
capacity to commence in Feb
26

_ e e
Cancer Faster Diagnosis
Volume of patients Standard
waiting to be seen in (Oct-25)
Breast and how 100% | ©
quickly we con 95% o
implement additional 90%
ca ; 85%
pacity K
Administrative 80%
. . 75%
workload involved in o _

' A 70% =
transferring patients 65% =
to Ozone is a rate 60% @ ©
limiting factor, this is 55% @ ©
being supported by 50% o
funding for Bank via 45%

EMCA VIR
W2
£2 /)8

oy A



Referral to Treatment performance o L
of o

The percentage of patients who are referred for elective (non-urgent) treatment who receive their first treatment within 18 weeks. NHS Group

RTT performance - Kettering Understanding the performance What are the issues impacting performance?

R e * We have seen particular improvement * The reduction in premium activity has
at KGH since October impacted RTT performance significantly
P gy SRS R g e S S S S s S S * NGH has a flatter position, with a * IPTs between the Trusts this year have
. : .- o . focus on managing the waiting list size supported the long waits position but have
. ol B overall made RTT performance variable
/ s " * Both Trusts continue to be behind
S R R S O R R T i W, * it plan and in Tier 2 performance
=E oversight (KGH plan for December
bR T TR i i e W ke i L L A ki R ke was 68%, NGH 67%)
RTT performance - Northampton What SMART actions are being _ National comparator
taken to improve?
L, e e g L e S S s e s e e RTT performance
* NHSE have released an *  Winter pressures (Oct-25)
B e e s PRI R i A i Elective Q4 performance 100% °
RSSO - W e e . T S sprint, where additional first 9% | ©
B outpatient activity that
supports performance 80%
improvement will be paid 70%
s for by NHSE. KGH is in a u
P R e R R i T e R LU R R e T R g L 60% -
good position to maximise
activity through the sprint. 50% v
. S 40%
Data Quality Shs Terper Ceres Nes Sy Cwerivdne faarsnee Puemos * Focused specialty action in
Indicators ! Dermatology, Gynaecology 30%
r=H - i 1 Ja = Em :_: .: - e and Cardiology. r‘)"\\o(\'b\ \(\(‘9‘3‘ V\G\/\ \)‘(\\/
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Size of RTT waiting list

NHS

University Hospitals
of Northamptonshira
The number of patients waiting for planned, non-urgent care on our waiting list. NHS Group
Size of RTT waiting list - Kettering Understanding the performance What are the issues impacting performance?
U e * We have seen increases in the size of * Industrial action
- . the waiting list in December, which
iy often happens in December, with the *  Winter pressures/reduction in activity over
e g i added impact of Industrial Action in Christmas
. ) _ both November and December
N \l .= . =
Size of RTT waiting list - Northampton What SMART actions are being taken to
improve?
h + Additional focussed validation where ¢ Level of referral — with significant growth
“at patients have had activity on their in some specialty areas
i pathway
h & * |IPTs between organisations to support
ML e TR . cryrigite oo PR + Patient-led validation texts on a performance can skew the data on waiting
- rolling cycle list size
&
P, oy S by . T .
wid A G R T e ik \ Do e * A growing waiting list size makes delivery
of RTT improvement more challenging
Data Quality fhe  Terper  erem Nie= Gomiw werlsdion faarsnce  Auemos
Indicators
E=H 1 = Sa Y F| eLat Ll ]
IS
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52 week waits as a percentage of the waiting list

The percentage of patients who have been waiting on our planned care waiting list for 52 weeks or more

NHS

University Hospitals
of Nerthamptonshire

NHS Group

52 week waits as a percentage of the waiting list - Kettering Understanding the performance What are the issues impacting performance?
e e e e e e *  Our Monthly validated 52 week * Industrial action
" actuals were 881 in November, *  Winter period — acute pressures and
L% —— reduced from 949 in October. In annual leave
— - Y December, based on the weekly data,
A L O I .
& M A, s we saw this increase slightly to 898.
B S g e e S e A S e D e ol S e S s s o s D
T ARLRS— s _ * We remain just over 1% of total
T waiting list size for 52 weeks
52 week waits as a percentage of the waiting list - Northampton What SMART actions are being National comparator
taken to improve? o
52 week as % of waiting list
¥ == «  We have started to +  Winter pressure on (Oct-25)
: outsource long waiting T&O 7%
T & S dermatology patients to 6%
B "~? Ozon, this should start to
. B x__': - _ reduce numbers of long 5%
: == ~ g . waits in January 4%
R i : TR it * We are working to mitigate 3% T
the impact of winter on T&O 2%
long waiting patients, ” .
. i . . . 1 ——
Data Quality s Beipel wlind Dase Aobdd  saieidLn BaunadRL BaEiggs exploring alternative options °
Indicators for patients and IPTs 0%
4 r ol g wn : s
EZTi L= = - _..: = 1 =13 KGH UHL
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Wait for first appointment less than 18 weeks

The percentage of patients who have their first appointment within 18 weeks of referral of all the planned care referrals we receive

Percentage of patients waiting less than 18 weeks for an appointment - Kettering

Bl [ = Y

Understanding the performance

Although we have seen improvement
since October at KGH we see
continued reduction in performance
at NGH.

NHS

University Hospitals
of Nerthamptonshire

NHS Group

What are the issues impacting performance?

* Reduction in the delivery of premium
activity, particularly at NGH

e
3 a -
= - - - &
e e i
L
R R e e e T i
.
L= B - »
-
L -y 1 1 (= L . L] am - Iace L] 1] L LLERELY
Data Quality Sh= Terper ‘Eree N Gy wnibeicon faarsnce Fuiemas
Indicators -
P - 1.8 LS 1 LR
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What SMART actions are being taken to

improve?

Dermatology outsourcing should
impact performance

Q4 performance sprint, and then
equalising waits across NGH and KGH
should drive improvement in Q4

Increased validation to ensure
appointments are utilised as
effectively as possible.

* Reversing the trend at NGH

o
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Theatre utilisation

The percentage of the available time in our elective theatre sessions which is spent operating on patients.

Theatre utilisation - Kettering

INHS

University Hospitals
of Nerthamptonshire

NHS Group

Understanding the performance What are the issues impacting performance?

KGH very close to the standard this
month
A decline in performance at NGH

Industrial action, as emergency patients
were added to replace some late elective
cancellations

* Cancellations in the 3 days prior to TCI -
when we have late cancellations, we don’t
have enough ready and pre-assessed
patients to replace the cancelled patients

What SMART actions are being taken to improve? _

Increased senior presence at Theatre Scheduling .

meeting
Implementation of My Pre Op Plus

Digital implementation
timetable

Pre-Assessment deep dive to understand rate limiting
steps and reasons for late cancellations

FDP Inpatient CCS moving to UHN module by end
March.

B o e T e e L e e S e o e e o N e e T o T e T
- "'.':l': e e e kg e o b et e =
= "'_ n
T s Y L
E] =
.- L] -
- - g
il y
- 0 .
1 LTE i ™ =a3y Wa [ ETY * In 1 % Hmlh ke oew
Data Quality Skhe Terrer  Eree Niyes oy wnrivdnee fauarsnee Pawms
Indicators 4
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Average cases per list

The average number of cases per operating theatre list, normalised to a 4-hour operating list.

Average cases per list - Kettering

SRR TR T

Understanding the performance

Very similar performance across the two Trusts now,
following improvement at NGH this month. This
should put both Trusts in the third quartile for
benchmarking

What SMART actions are being taken to improve?

* Review of specialty level GIRFT actions at the
Improving Planned Care steering group

o _.l'
[ B o
w s b
¥ of I\":. =
Data Quality Live lerghl bl Wye Adag Baefion Bavduant BAciags
Indicators
EZI b | T e X i |- , 152
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National comparator Nov-25
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NHS

University Hospitals
of Nerthamptonshire

NHS Group

What are the issues impacting

performance?

Case mix
Cancellations




INHS

25/26 Activity and Plan University Hospital
of Northamptonshira
NHS Group
25/26 M9 25/26 M9| % of planned| 25/26 M9 25/26 M9| % of planned 25/26 M9 25/26 M9| % of planned
Plan Actual activity| Plan Actual activity| Plan| Actual activity|
Kettering General Hospital Northampton General Hospital Univaieity Hosplta(l;sr::::lorthamptonshwe
2 Total outpatient appointments (incl. non-consultant-led) 36,048 37,658 104% 56,173 46,615 83% 36,048] 37,658 104%
c
2 | First outpatient appointments (consultant-led) 10,475 9,921 95%| 15,231 10,939 72% 10,475 9,921 95%]
©
%‘ Follow up outpatient appointments (consultant-led) 18,958 21,030 111% 30,667 27,314 89% 18,958 21,030 111%
© Outpatient procedures (consultant-led) 6,615 6,707 101% 10,275 8,362 81%) 6,615 6,707 101%)
£ | Elective overnight spells 265 281 106% 382 470 123% 265 281 106%
i3]
o Day case spells 3,106 3,229 104% 4,343 4,281 99% 3,106 3,229 104%
Type 1 A&E attendances 10,153 10,731 106% 9,531 12,618} 132% 10,153] 10,731 106%
(&)
o Zero-day non-elective spells 609 1,407 231%| 1,022, 719 70% 609 1,407 231%|
Overnight non-elective spells 2,056 1,764 86% 2,035 2,562 126% 2,056 1,764 86%

Understanding the position

We continue to be behind plan on
outpatient firsts and ahead of plan on
outpatient follow up, as we have not met
the ambitious shift in activity that we

planned for.

What are the issues impacting the

position?

e Elective activity levels have been

impacted by the reduction in

premium activity.

What SMART actions are being taken to
improve?

e There is a Q4 first outpatient sprint
that KGH is eligible to take part on

which should increase activity

* Elective payment is block this year so
under performance does not cause

financial challenge

Underperformance on first activity
against plan at NGH excluded them
directly taking part in the Q4 sprint

38/65
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Our Well-Led domain metrics

Responsible director(s): Paula Kirkpatrick, Chief People Officer

* Mandatory training (NGH)

@D®

Mandatory training (KGH)
Turnover (KGH)

o

e Turnover (NGH)

()

Time to hire (NGH)
Agency spend as a % of total
pay (KGH)

Sickness absence rate (NGH)
Time to hire (KGH)

Agency spend as a % of total
pay (NGH)

Sickness absence rate (KGH)
Appraisal (KGH)

Appraisal (NGH)

Vacancy rate (KGH)
Total WTE
Bank spend as a % of total pay

Vacancy rate (NGH)

39/65

NHS

University Hospitals
of Northamptonshira

No target

Number of volunteering hours
Employee relations cases
(KGH)

Employee relations cases
(NGH)

NHS Group
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Well-Led

Responsible director(s): Paula Kirkpatrick, Chief People Officer
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Variation

Assurance

INHS

University Hospitals
of Northamptonshira

NHS Group

Data Quality
Indicators
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Data quality assessment

J "V Dedicated to
Vo' excellence

40/65

No data quality issues identified.
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SPCindicator key

Data quality indicator key

y—

@@ Worsening @@ Improving | (¢ No change
_ Inconsistent in
2

@ Below target Above target |t~  whether target

achieved

Sign off &
validation

Timely &
complete

Audit &
Accuracy

Robust
systems &
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Well-Led

Responsible director(s): Paula Kirkpatrick, Chief People Officer
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NGH: 6,199

o, pmakd o v fndal Ty 3 51

aenes S opral v % o T Fos e

)

¥ Dedicated to
V! excedlence

41/65

T =

L R

Ty T

Variation

Data quality assessment

No data quality issues identified.
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NHS

University Hospitals
of Northamptonshira

Data Quality
Indicators

NHS Group
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Data quality indicator key
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Turnover rate

NHS

University Hospitals
of Nerthamptonshire
The percentage of colleagues who have left their position over the previous 12 months. NHS Group
Turnover rate - Kettering Metric Target |Latest Month Measure Measure
KGH NGH
e ; Additional clinical services 6.5% Dec-25 5.96% 4.70%
: Allied health professionals 6.5% Dec-25 8.87% 3.50%
_” Healthcare scientists 6.5% Dec-25 3.72% 7.47%
"""""" - .'\":"-'-'-"""-i"'"_'-'-'-"-'-'-'-'-'-'-"-'-'-'-'-'-'-"-'-'-'-'-'-'-"-'-'-'-'-'-'-"-'-'-'-'-'-'-"-'-'-'-'- Administrative and clerical 6.5% Dec-25 8.84% 10.18%
i " s = it — Nursing and midwifery registered 6.5% Dec-25 4.03% 3.41%
B o o R ' o J Medical and dental 6.5% Dec-25 3.82% 5.30%
o I ) ) ? ’ Additional professional, scientific and technical 6.5% Dec-25 6.55% 9.06%
Estates and ancillary 6.5% Dec-25 10.34% 8.62%
e Turnover shows stable at KGH *  Workflow disruptions may lead to reduced
e and decrease in NGH. Actual operational efficiency
T o=t o e S S A S S i A S turnover rates at NGH 5.9% & * Training new hires takes time, resulting in lower
,L' .o KGH 6.2% against a target of short-term productivity
LR o .. / - 6.5% * Loss of experienced staff can create knowledge gaps
i il i = a3 and negatively affect organisational culture
NI AR D WG DR B Wl Misit S MIAZ-KS ARD. 4UST GoIS O Weds Gl
* Erosion of organisational * Continue to support priority areas and advance
knowledge and expertise initiatives aligned with organisational development
. * Decline in overall productivity objectives
D::‘t:ig:::_l:v fha Terper Cpresims GEmis Wwrsrinn Raorsncs foemes and operational efficiency
EH b =T . i TR i (T T * Potential rise in recruitment * Evaluate OD interventions and activities in
- - and onboarding costs due to departments experiencing higher turnover to identify
Rt ZIDW TR Lt increased turnover improvement opportunities

42/65 : LS < R
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Appraisal completion rate NHS)

University Hospitals
of Nerthamptonshire
The percentage of colleagues who have had an appraisal in the last 12 months. NHS Group
Appraisal completion rate - Kettering Metric Target |Latest Month Measure Measure
s KGH NGH
'l' Additional clinical services 85% Dec-25 87.15% 85.65%
mat
_________ '__Ta___.-_________"'__'__':___f___:___"______________";________________ Allied health professionals 85% Dec-25 85.93% 83.92%
5 i " g Healthcare scientists 85% Dec-25 79.22% 74.81%
. Administrative and clerical 85% Dec-25 78.31% 75.20%
Nursing and midwifery registered 85% Dec-25 85.59% 86.46%
i Medical and dental 85% Dec-25 69.19%
o ’ : e - : Additional professional, scientific and technical 85% Dec-25 77.36% 83.22%
Estates and ancillary 85% Dec-25 84.37% 75.24%
Appraisal completion rate - Northampton Understanding the performance What are the issues impacting performance?
U O * Rates of appraisal have *  Hospital acuity impacts time for managers to be released
maintained at a consistent form patient care and complete the notification for data
e S e T S R T level although remain under accuracy ) ) )
""""""" s s ol benchmark * Resource to support more personalised reminders outside
ws B o N 9= o of automation have not been at capacity but have been
.- : '" recruited to this month.
it ' _ What SMART actions are being taken to improve?
* Low appraisal rates can affect S —Target underperforming teams for focused support
staff engagement, M - Track monthly rates and share with divisions
- development and compliance A — Maintain reminder systems and prompts
Dl‘"t:'Q"'a"tV She Teper Gerem Ins G Werlvion Aanrancs Aaormne with regulatory standards, R — develop an automation option
ndicators [or, TR A w i 24 b T Y d s potentially impacting overall T- continue to strive for the highest compliance
M - care quality and staff morale
43/65 K2l [T e L3 03% i i FHAK 64/2:




Sickness and absence rate

NHS

University Hospitals
of Nerthamptonshire
The percentage of total colleague working time lost to sickness or absence. NHS Group
Sickness and absence rate - Kettering Metric Measure | | Measure National comparator
KGH NGH Sickness absence rate
i ST (Jul-25)
" Additional clinical services 7.54% 7.23% o
0
a o ey Allied health professionals 4.14% 5.15% 8%
P .:"" B B e e e e e o Healthcare scientists 3.32% 2.98% 7%
s . Administrative and clerical 4.95% 4.64% 6%
£ - 0,
- ——- -- -- = i Nursing and midwifery registered 5.84% 5.77% i"f -_— _
-l B (o]
N - Medical and dental 2.37% 2.34% 3%
' e ' ! " I ' i " Additional professional, scientific and technical 3.84% 8.51% \
s o~ \(\G\)‘ \AC?\)\
Estates and ancillary 7.70% 6.66% N\a
Sickness and absence rate - Northampton Understanding the performance What are the issues impacting performance?
R —— *  Sickness absence is mainly driven by short-term * Wider organisational change and ongoing
i - finess, alongside musculoskeletal and stress- staff consultations, particularly within
related conditions, with variation by staff group. . ) )
- L e Nursing and midwifery show higher MSK, stress admlnlstratlve and nursing Staff groups, may
- and pregnancy-related absence, while be contributing to uncertainty and increased
Sty . S S \'\{ e e administrative and clerical staff are more affected pressure for some teams, alongside
" L i by stress, anxiety and short-term illness. .
% seasonal illness and workload demands.
a1k & T ]
i T T - _ What SMART actions are being taken to improve?
*  Although sickness absence is * Ongoing engagement with affected teams is in place
currently below the Trust target, during consultation periods, with consultation
. there remains a risk that seasonal related referrals prioritised for timely occupational
DataQuality i [ueigel wlis. Db Acud  warkidbn Bautaky  Baciagd illness or sustained pressure on health and wellbeing support. Absence trends
Indicators key staff groups could lead to . b . d bl |
=) | I b e sI00 increased absence and impact Fontlnue _to € monitored to enable early
service resilience if not closely intervention and support attendance and recovery.
Heirem ol | 1 Ja L= LI L
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Vacancy rate

NHS

University Hospitals
of Nerthamptonshire
The percentage of established posts which are currently vacant. NHS Group
Vacancy rate - Kettering Metric Target |Latest Month Measure Measure
o KGH NGH
L Additional clinical services 8% Dec-25 11.52% 8.74%
PR —, . “ Allied health professionals 8% Dec-25 9.06% 6.37%
s Healthcare scientists 8% Dec-25 10.98% 4.62%
v s - — = Administrative and clerical 8% Dec-25 14.63% 11.88%
.
= S - T = R Nursing and midwifery registered 8% Dec-25 6.57% 9.06%
e e o e S e Medical and dental 8% Dec-25 4.31% 7.29%
Additional professional, scientific and technical 8% Dec-25 11.23% 16.03%
Estates and ancillary 8% Dec-25 17.27% 14.80%
Vacancy rate - Northampton Understanding the performance What are the issues impacting performance?
............. ] * The vacancy rate shows an * Key challenges include Group enhanced workforce
& increase since June 2025 but controls
1% L P .
. this is due to pausing
i Pt a recruiting to some vacancies
g Y i, 2 R - and the average currently sits
e — = above 10.0%
- """'"' --'-"." o . ke = — = - . . .
""""""""""""""""""""""""""""""""""""""""" What SMART actions are being taken to improve?
A reduction of skilled employees can Identification of high vacancy areas and hard to recruit to roles
create knowledge gaps, impact to develop resourcing initiatives to support divisional
productivity and may increase operational delivery and reduction in temporary staffing
Data Quality Sias lengel  wdiw Dok Sdud  darkdiin Baasadkr  Baciagl turnover/sickness Further workforce support sessions taking place with budget
Indicators Increased use of temporary staffing holders to identify recruitment opportunities and identify
=) | I e e e " Eap s and enhanced workforce controls vacancies no longer required and can be removed from
- L creating bottlenecks establishment
Heiim Fn 1 J LR ] Tl
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Employee relations cases

INHS

University Hospitals
of Northamptonshira
The number of formal cases and grievances raised in the organisation. NHS Group
Employee relations cases - Kettering Understanding the performance What are the issues impacting performance?
EE S =i 5 S e i ) ) * There has been a reduction in formal * Cases remain high, particularly at NGH.
""" ’ cases at both KGH and NGH. * The majority of formal cases are
. 4 * Progress with cases is being made and grievances, which could be linked to the
. several cases were closed this month. roll out of resolution and civility through
o 2 = T, \ awareness of raising concerns.
il v L ] N -]
Employee relations cases - Northampton What SMART actions are being taken to
- improve?
" ]
=4 « Review of cases and themes to be * The current volume of cases requires
o e ey N undertaken by end of February 2026 significant resource due to the complexity,
i -— to assist learning and proactive limiting the capacity for more proactive
- - . _ P support options work.
. - - » Review of formality of cases in a just * Ongoing organisational change activity
= oo CEEEnTEEET P L P e e e and restorative learning culture. planned for this quarter is high
*  Full recruitment to the teamis with several change programmes
' MR e e ok i i underway to maximise resource commencing end of January and early
available for timely case work. February.
Data Quality bl leigul  alizd Wabe adud  Waikddon Roouwakn Baciags
Indicators
=] ]] al i — =
Heivm v A T 2

46/65

(0))
N

N
N
(U
(@)}



Whole-time equivalent workforce NHS)

University Hospitals
of Nerthamptonshire
The number of whole-time equivalent positions the Trust has contracted for. NHS Group
WTE from the Provider Workforce Return - Kettering Metric Latest Dec-24 | Nov-25 | Dec-25 Dec-25 Dec-24 | Nov-25 | Dec-25 Dec-25
Month Plan Plan
KGH NGH
BEuD o B - Total WTE Dec-25 || 5,227 | 4,998 | 5,055 | 4,963 6,721 | 6,497 | 6,480 | 6,345
- . - Substantive WTE Dec-25 || 4,662 | 4,577 | 4,587 | 4,524 5,849 | 5,783 | 5,813 | 5,815
----- e e S LS Bank WTE Dec25|| 486 | 405 | 451 | 359 753 | 653 | 611 | 466
TE I o T —
# T e e Agency WTE Dec-25|| 8 | 16 | 17 | 80 118 | 60 | 55 | 65
L .." .'-_ —g e
. SRR R R T R R T Understanding the performance What are the issues impacting performance?
FLE e IR R * RS AN R R e P IS RS ST R e * Total Workforce has reduced * Late-year deterioration is almost entirely
by 412.59. since month 1. attributable to increased Bank utilisation, arising
* That leaves a remaining from winter pressures and industrial action.
WTE from the Provider Workforce Return - Northampton reduFtlon. target.of 368.41 . Substiilnt|§/e recruitment has |n.creased in each
required in the final quarter. organisation but has not substituted bank
fir e e et L e * UHN s +128.61 above plan as * While agency usage remains below plan across
at month 9. both sites
L S " G o
LT o i e
[ & i ) :
W= _,-'r ) ) = o What SMART actions are being taken to improve?
* Volume of change * 6 week forward view meetings established for
I medical bank.
LBl RSN R P MR e T RN RS SR R e * Temporary staffing * Nursing CNST safety actions and training plans
dependence are being managed
* Locum Nest system implementation to enhance
Data Quality S leipel iyl Dk Adaid  SaiadEel Aeesdund  Amsugl * Leadership & capacity medical bank booking efficiency
Indicators * Divisional VCP strengthened.
- o3 ik - p L
LU S =2 =naE el I *  Winter * EMAP plan to bring agency rates in line with rate
- p r card cQ/D
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Detailed workforce numbers t'm.v,;%%z

MNHS Group
Dec-24  Nov-25| Dec.2s| Changein Dec-24  Nov-25| Dec2s| Changein Dec-24]  Nov-2s5 Dec.2s| Changein
month month month
Kettering General Hospital Northampton General Hospital University Hosplta(;sr:lfl:lorthamptonshlre
Total 5227 4,998 5,055 57, | 6721 6,497 6,480 -17 11,948 11,495 11,535 40
Substantive 4,662 4,577 4,587 10/ | 5,849 5,783 5,813 30 10,511 10,360, 10,400 40
Bank 486 405 451 46 753 653 611 -42 1,239 1,059 1,062 3
Agency 80 16 17 1 118 60 55 -5 198 77 73 -4
° Registered Nursing and Midwifery 1,460 1,508 1,518 10| 1,749 1,766 1,766 0 3,209 3,274 3,285 11
-,E Scientific, Therapeutic and Technical 383 381 382 1 567 577 584 7 950 958] 966 8
‘E Support to Clinical Staff 968 903 903 0 1,279 1,234 1,241 7 2,247 2,137 2,144 7
§ Infrastructure support 1,244 1,175 1,173 -2 1,449 1,366 1,374 8 2,693 2,541 2,547 6
Medical and Dental 601 603 605 2 800 837 844 7 1,401 1,440 1,449 9
Registered Nursing and Midwifery 172 132 147 15 252 220 200 -20 424 352 347 -5
. [Scientific, Therapeutic and Technical 20 19 23] 4 16 20 16 -4 36, 39 39
5 Support to Clinical Staff 148| 123 133 10| 257 203 198| -5 405 327 331
Infrastructure support 74 56 74 18| 142 117, 105 -12 216 173 179 6
Medical and Dental 72 75 73| -2 86| 93 93 0 158| 168| 166 -2
Registered Nursing and Midwifery 45 4 4 0 53] 28 25 -3 98 31 29 -2
3 [Scientific, Therapeutic and Technical 14 3 4 1 27 12 11 -1 41 15 15 0
a Support to Clinical Staff 1 1 1 0 1 1 0
< Infrastructure support 1 0 0 0 0 1 0
ical and Dental 20 9 8 -1 38 19| 19 0 58 28 27
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Bank spend as a percentage of total pay

NHS

University Hospitals
of Nerthamptonshire
The amount of money spent on bank workers as a proportion of total spend on pay. NHS Govp
Bank spend as a % of total pay - Kettering Metric Var| Measure | |Var Measure
R KGH NGH
i Overall ) sk || 13.8%
s S ———— Registered nursing, midwifery and health visiting i) 5.2% ﬁ-:} 5%
= "\..\T - & ' - Healthcare scientists and scientific, therapeutic and technical "E{‘.‘j 0.2% izt 0.6%
il - # e - Support to clinical i) 0.8% bt 0.2%
; ) Medical and dental ﬁ% 4.9% @ 7.4%
rmmew rnmrw ---- 4 -.-- ---- - 2 TmmEw ¥ ---- -- - --- ---- = > -- -.- F -- l- - - l- Non—CIinicaI }',:g.:-f 0.3% L\A:‘i 0.6%
Understanding the performance What are the issues impacting performance?
Bank spend as a % of total pay - Northampton * Bank spend is above target in * Reduction in agency use is driving increase in
both Trusts bank
SR * Bank spend slightly increased * Increasing demand for UEC services
4 from last month at NGH & * Vacancy rates
S — e decreased from last month at
i I KGH
1 L R A S A L v ———
""" _ What SMART actions are being taken to improve?
) W i Haiy W [P A R e * Failure to recruit to vacancies * Recruitment plans behind long term temp
*  Winter demand escalates workers
*  Further strike action ¢ Medical establishment review
. - i * Review of grip and control measures
Data Quality s lurghl  alol Do pivod Waierawn Eaildadrnt Baciagl erp
Indicators
KKl L1Xs e L122% iy e

b
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Our Use of Resources domain metrics

Responsible director(s): Sarah Stansfield, Chief Finance Officer

D 06

()
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@

e Cash
*  Surplus/Deficit

e Acute implied productivity

compared to last year

e CIP delivery

NHS

University Hospitals
of Northamptonshire
MNHS Group

No target
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Use of Resources

Responsible director(s): Sarah Stansfield, Chief Finance Officer

NHS

University Hospitals
of Northamptonshira

NHS Group

s & § 8
= = S = Data Quality
= © = © iﬂ..'.p
'g § 'g § Indicators
> 2 > 2
(FTERT=Y
Coppd it s KGH:-422 =y zr s T T [T i VIR
NGH: -392
s ELEL- S b el L 2 240 i ik S
Provd sr=siep yoe A0 by
e asnhos Posdosamiz seageasal i, Al iLElS 'I': bl R T ey it
LR B B | r ot
iAF Lalasry I T 2T ICME it AT B [ B Ry, TiiEw
Data quality assessment SPCindicator key Data quality indicator key
There has been a change in the NHSE definition of acute implied productivity implemented R ] ) I
- ) W I ( No ch
from 1st April. This includes the most recent measure, which will only be provided @ @ orsening @@ mproving | X e ) . -
monthly from 1st April. Model Hospital data has been used which is up-to-date until Feb- _ Inconsistent in Sign off & | Timely & | Audit & Robust
@ Below target Above target Cw whether target validation | complete | Accuracy | systems & |
5 1 1655 achieved 23/6?‘5‘3




Acute implied productivity compared to last year

Implied productivity of the organisation, using the NHS England data which calculates change in productivity year-to-date since last year as a function of growth in costs compared to growth in activity.

Understanding the performance

NHS

University Hospitals
of Northamptonshira

NHS Group

e Compared to last year, both KGH and NGH have seen reduced productivity, whilst productivity
increased in August by 1.4% in KGH, it decreased by 0.9% in NGH.

What are the issues impacting

performance?

* KGH is seeing a 1.4% reduction in cost
compared to last year, whilst NGH is
seeing 0% change in cost. KGH is in the
best quartile for cost growth, with
NGH in a median position.

e Activity in both organisations is down
year-on-year, by 3.3% in NGH and 1.9%
in KGH, which is the lowest quartile
nationally, and driving the position.

What SMART actions are being taken to improve?

* A proxy divisional measure for productivity is
being developed to add to Divisional
Accountability Meetings

* Productivity packs received from NHSE as part of
planning being analysed.

* Focus on productivity within clinical settings,
particularly clinic templates and NGH theatres.

* Corporate consolidation and clinical
administration being accelerated with the use of
Al and automation.

Acute implied productivity - Kettering
» ., o
- a w
-
L8 I e o b e e e e e e e e b e e e e e e b e b
L &
Acute implied productivity - Northampton
i - 'Y
— Lo~
- e & 5
- » -
=
Data Quality Sh= Terper Ceree Niys oy werivdine feuarsnes Papmes
Indicators
PeH o 1= N Fh I e o 1
-
| B ~a - o e
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National comparison

Cuatiie 1 - Quartiie 2 Cuartie 1
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* Cost controls impacting
on activity delivery,
without requisite
productivity
improvements to
mitigate activity lost
from premium capacity.

* Data availability within
the Trusts to understand

and improve. 7?/7 6

Quartile 4
Highest 355




Cost improvement plan delivery

The percentage of our planned cost improvement plan that has been delivered in-month.

CIP delivery - Kettering
*
o
i
; i
L= .
-
S A RN
CIP delivery - Northampton
L L]
»
BLACY
% -.#
LS i
i.,-l—....‘!...ﬁ...lu- S R 2 Priniina “EELTY
Data Quality Shx Terrer  CEreem Ny ey werbvinee faursnee fuoemes
Indicators
8] = 1 A E - Tis Y R
-
W2l LD -1 e ik o L2 iTs
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Understanding the performance

e £45.7m of efficiencies have been .
delivered across UHN YTD at M8
(£23.4m NGH, £22.2m KGH), against a
YTD plan of £52.3m.

*  46% of the M8 delivery is recurrent,
which is an increase from 44% last
month.

NHS

University Hospitals

of Northamptonshira

What are the issues impacting performance?

The efficiency plan was phased to deliver
1.3% of required savings in quarter 1, 21%
in Q2, and 38.8% in Q3 and Q4.

Under-delivery in month 9 is largely driven
by material step up in in-month target and
ability to identify sufficient savings.

What SMART actions are being taken to improve?

* FIP team driving efficiency gap closure through
year-end.

* Divisional and Corporate meetings focused on
identifying and delivering savings.

*  Workforce sessions underway to make non-
recurrent M1-9 pay efficiencies recurrent.

* Mitigation plans in development to close
remaining gaps.

deliver.

* Efficiency plans face
development gaps and delivery
risks, even where fully scoped.

* Rising efficiency targets make
savings increasingly hard to

* Winter pressures may hinder
temporary staffing savings
planned for H2.

% of Sh= Terper CArec Niyes Goay wwrbsdoee feuarsnce fuemes
delivery EH e e LT i 140
that is g
recurrent | BT e - 1= =L.i2% i =
& 74 /)E
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Summary Balance Sheet - KGH

TRUST SUMMARY BALAMCE SHEET
s L H 203 35

Ealuri= Currcnt Manth
w1 Cpening  Chming - Bousm e
A1 Plar-In  Halanca oy iy i
" £oop goa0 " gopo " Enoo
L
FCHY LLBIHER | ASSELS
DFEMENG M ET BOO0HK VALUE 03,102 Z0z103 203,103 =]
IM YEAR REWALUATIONS a o a a
IM YEAR MOWEMENTS a izsar ixzas 3.7E1
LESS DEFRECLATION [a] (10,268} 111,550) f1.28Z)
MET BOOE W ALUE 203,102 211 Ze2 213,741 T zars
NOM CLURREMT RECENABLES 1,238 S0E 35 1231
CLRINEM | ASSELS £
IRVEMTOIRIES E.795 6,984 7,272 rt=t:4
TRADE & DTHER RECEI'VABLET 12,681 14,438 13,844 1594}
CASH 5261 6,520 4,881 {1.639]
TOTAL CURREMT ASSETS 24,737 279492 25997 §L.845])
CURRENT LIAEILITIES o !
THALIE & [THER PAYARLES 41,224 38,458 40,427 1R
Leddie pAvAnLE under 1 year 1 ARA 1,464 1,464 jal
LHHSL LOFANS £EO o o ]
PIECIISICNS iander 1 year B 901 889 iz
1AL CIRITEN | LAAHILINIES A5 AR A0,523 AE. SO 1.5
MET CURREMT ASSETS [/ (LRABILITIES) (10,6501 (1Z.281} 1157231 (2.9032])
IEAAL ASSERS LESS CLRIMER 1 LIA L 1eS A%, Rt A0 ZRY T ALE i1 adn)
NOMN CURREMT LIABILITIES 4]
LEASE MAYAHLE cower T ymr EWELS 6,718 6,426 [202)
LedAMS crawmr 1 your o a o ]
PICWESIOINS 1w 1 ywir =SB0 550 544 LY ]
ME CLMER S LIA LN S Ll ) E L1} L] [20&|
TOTAL 855ET5 EMFLOYED 188,352 192,021 150,872 {1.148])
| IAMCEL BY A
- |

FOC CAFITAL 212,800 329,302 331,036 1734
REVALUATION RESERVE 41 .2E7 41,274 41,274 a
| B EACCOUNT {1E5.675] (178,555) (181,437) £2.8832)
| IBAMERIG 1Y 1AL ARA AR 192027 1HLASE {1.1498])
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Non-Current Assets

Capital expenditure in the month was £3,761k,
Depreciation and in year movements include the
impact of right of use assets.

NHS

University Hospitals
of Northamptonshira

NHS Group

Current Assets

e Cash balance is £4,881k, down £1,639k in-month.
Cash remains tight; no Q3 revenue support was
requested. Q4 support of £3,500k (January) has
been approved, with a further £4,000k (February)
and £2,750k (March) submitted to offset the
impact of withheld Deficit Support Funding in Q4.

e A f£1,413kcreditor is held for the surgical robot
(payment due January). Trade and other
receivables reduced slightly in-month.

Current Liabilities

Invoices are targeted on 30-day terms and closely
monitored, however payment restrictions to
suppliers due to working capital controls have
negatively impacted BPPC, which remains below
target and requires improvement.

Trade and other payables increased by £1,969k
in-month, driven mainly by higher trade creditors
(£2,184k), capital creditors (£1,246k) and PDC
payable (£506k), partly offset by reductions in
deferred income (£1,232k, HEE) and NHS
creditors (£1,492k).

Lease balances are now split between current and
non-current liabilities.

* YTD PDC Revenue Support - £6,638k

e YTD PDC Capital Support - £11,598K, an in-month
increase of £1,734k

e YTDI & E Deficit £12,880k, an in-month deficit of
£1,803k
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Summary Balance Sheet - NGH

TRRUST SUMPMRRY BALINCE SHEET
NONTH 52025026
Zahnce Currert Moath
> Opening Cizzing Nosemaest
31-Mar-23 Balance Balance
<0 (2] in i
NON CURRENT ASSETS
OPENING KT BOCR(VALLE 260088 23054 i Q
IN YEAR REVALUATIONRS o L} L] Q
INTEAR MOVENENTS o 1g.as1 21480 3029
LESS DEPALCAMTION o 13.638) 1352343 1120
NET DOOR VALLIE 2650061 2T 85T 209,182 1325
CURRENT ASSETS
INVENT ORIES 2137 10327 335 153Y
TRADE & OTHER FECEIVASLES 2354 2586 WES 1L7ss
CLNDCIAN PENSION TRX FLNDING 1 625 (13 9
CASH 2012 2123 358 12.362)
TOTAL CURRENT ASSETS ;]391 40452 BB 13548
CLERENT UARLITES
TRADE & OTHER PAYARLES 431333 57380 34310 12470}
FAINANCE LEASE PAYABLE under 1 yeor 1.3 1361 1255 Bl
SHORT TERM LOANS 183 w2 122 a
PROVISIONS snder 3 pees 3612 138 1,174 1209
TOTAL CURRENT LABIUTES BAX €0,126 ST AS1 12475
NET CURRENT ASSETS ¢ JLIA2RLMES) (12 355) 119.554] 20,637) for el
TOTAA ASSETS LESS CURFENT LABIUMIES 250206 248295 242,553 352
NONCURRENT LULBRMES
ANANCE LEASE PAYARLE over 1 year 14,323 1221 11847 i)
LOANS over 1 yeat 59 21 18 (K]}
PROVEICNS cvex 1 year 5 nNe 6E 0
NOK CURRENT LLBRMES 459 13,020 12733 20
TOTAL ASSETS EMPLOYED 235208 2235203 235,522 L0
FANANCED BY
-
POC CAPTTAL 343 343066 7,173 434
REVALUATION FESCHYE 01,395 0,259 0330 g
| &E ACCaumT (1&7.428) | 158234 1171755 13332)
NG TOTAL 23522 25203 235,822 1=

Non-Current Assets

* M9 Capital movements of £3,029k, includes PDC
funded UTC works of £972k, Estates CIR works of
£782k. BAU spend of £600k. EPR spend totalled
£614k.

NHS

University Hospitals
of Northamptonshira

NHS Group

Current Assets

Inventories down £533k, driven by Pharmacy
(£370k) and Pacing (£164k), following higher pre-
Christmas ordering.

Trade and other receivables down £1,753k, mainly
from reduced NHS receivables (£1,337k, incl. EPR
funding paid by Northamptonshire ICB) and
prepayments (£888k), partially offset by higher
income accruals and VAT reclaim.

Salary overpayments improved: balance down
£30k to £369k; YTD £432k vs £560k last year, with
occurrences reduced to 156 (241 last year).

Cash down £1,362k in-month.

Current Liabilities

* Trade and other payables up £2,470k, driven by
higher PDC dividend (£596k) and late-received
Estates and Digital invoices (£426k). This was
partly offset by lower NHS payables, cleared
accruals, and a £2,108k reduction in receipts in
advance (mainly Education Contract and LVA
funding releases).

* Provisions down £209k overall, reflecting
reversals of wunused HR and redundancy
provisions, partly offset by change management
provisions in year.

PDC Capital - £4,141k for Urgent Treatment Centre
works
| & E Account - £3,522k - In-month deficit

76/2"




NHS

hat are the issues impacting

Cash Flow - KGH ety i
of Northamptonshira
ANNUAL TOTAL  ACHBL Al L ACTHAL  ACILAL AL LML AL ACIIAL  ACILAL ICIMECAS T PONECASE ITMBCAST 1OSECAST  NHS Group
MONTHLY CASHFLOW 2025/26 AL FAAY B AR L1 Sl Gl miry el 1ar L ER RS
£000s F MM FOMHs FAI FI0Is FHin =1 [ F1HHD, s FAO0 FAHA £ FEHHIA
RECEIPTS
Clinical Income 413,003 TIRE AR 4 N ARASD iR, R =0 AR TR PRGN A ATH i
Heal th Education England 13,264 2108 (] (] Lo a 2] 3,143 b o U
VAT 6,844 L] q44 4=4 H Bl a0z 24 ulE S0 i
Other income 12,123 e L1322 d4gd 12ES 1.0 #44 HEL 12T 2l cL]
PDC - Capital 30,199 1 (z] 1 i 1.200 2o GEY 1734 4702
FOC  Rewonuz 16,888 4 o] i U 1100 =538 o] H ™ 4,000
Interest Receivable 1,013 (KT 1% ] it Fa ] ) P % Ai™ il J
TOTAL RECEIPTS 493,333 AR, a4 A6,N13A Fs,m0 31 500 42 040 a4, 1440 3324 A E1E ARAOA 42342 41,240 LT
PAYMENTS
Salaries and wages (incl agency) 314,086 A= AR e84 FaA i | A rATs b L Iy REN LB JEES Ri=Ri A
Trade Creditors 125,584 5311 14055 334 12007 10421 B34 b= B LTas 1181 13,141 10464
NHS Resolution 14,180 1414 1418 1418 141 141z 1418 1418 141z 141z 141= i i
Capital Expenditure 42 875 1252 120 1237 141z 1.7E 1.581 1,233 3251 TAYS 3,848 0L LGS0
PDC Dividend 5,924 i L] =] J a ZA4T4 a i H L] t 22540
Repayment of DHSC loan (incl interest) 770 rin) i i & 1] o] i - o iQ th i
TOTAL PAYMENTS 497,419 I, 213 43483 o 41,015 41083 4106 423X AREDT .0 44041 42 IRE 8,1 5
Actual month balance -4,086 o) 7473 L 487 BET 1.224 L0 2121 LEsa o e Lidb 3z
Cash in transit& Cash in hand adjustment 5 1 = 0 1 a1 0 FAE =i b 34 ] 1 H
Balance brought forward 5,261 5.2l Huog 1433 215 1305 23313 3,247 5,2d1 L5320 4521 2113 1.1oY4
Balance carried forward 1,180 ] 1.4%3 fila 1,305 314 Fadr 5241 A0 4 &A1 Pl 1,165 1,430

Closing cash in December was £4,881k, a £1,639k in-month reduction. Cash remains tightly managed, with restricted payments in place and expected to continue for the
remainder of the year.

No revenue support was required in Q3. For Q4, January support of £3,500k is approved, with further support of £4,000k in February and £2,750k in March requested reflecting
the NHS England decision to withhold Deficit Support Funding in Q4.

The cashflow includes profiled capital income (PDC) and expenditure based on the January plan and will be kept under review. March PDC assumes full drawdown of approved
capital schemes, although this may reduce if slippage occurs.

Invoices are targeted on 30-day terms and closely monitored, however payment restrictions to suppliers due to working capital controls have negatively impacted BPPC, which
remains below target and requires improvement. A £1,400k payment to NGH for the surgical robot is expected in January, with a further £720k capital settlement forecast in
December.

NHS Resolution payments cease in January, having been paid over 10 months. The Barclays commercial account was closed in November, with balances transferred to the GBS

account. 77/
1771 <



Cash Flow - NGH

ANNUAL TOTAL AETUAL FORECAST

MONTHLY CASHFLOW 2025/26 APR MAY Jum i, AL SEP DCT POV DEC JAN FEB MAR

£000 E000 £00 £0{4) EOCD EODD EDOD E£0040 E£000 £000 £000 £000 £000
RECEIPTS
SLA Block Payments 506,516 42,012 41,273 41,233 45570 44,555 43,5344 43,735 AL TET 47582 42,682 37,432 40,016
Health Education Payments 18,329 4,143 o ] 2,110 ) o 723 a O s} 2,860 ]
Other NHS Income 18,713 A0L 2080 3 24E £82 2273 Ta3 El4 3as 1.B19 2,163 750 750
VAT Claim 10,613 352 L1448 k11 H10 Bad Sy {4 LO8S n 847 1,840 800
PP / Other 8,964 rag L} 11035 CE [EFe] A2 L LS i 725 725 725
PDC - Capital 22,346 R} (1] L+ 1.0Ed i P ] 2H0 130 a.321] 3,504 2,250 6,752
PDC - Revenue 23,491 (&} u [+] 1,71 14,252 o [¥] 1] 1,500 1,000 6,000
Interest Receivable 1,109 130 K g3 -] i o I 113 =1 86 80 80
TOTAL RECEIPTS 610,081 dE LT 26 091 A S8 SE 607 24T 0l 033 52309 47 .24z 49,443 51,506 46,937 55,123
PAYMENTS
Salaries and wages 387,925 a0.Bea3 a1.3E87 31,501 31,272 33860 243,572 32415 3,268 33,372 32,724 32,050 32,000
Trade Creditors 148,412 8,E1E a.0ay 10,638 15,195 12,434 10,231 13533 8,713 13,132 14,548 12,325 13,927
NHS Creditors 32,149 2,505 2,505 3,500 2,855 Z:360 2,537 24316 3200 2738 2,496 1,200 1,895
Capital Expenditure 34,650 ,3ED 1,542 1,513 1453 12734 5284 3,505 Z02z2 Z.E11 2,856 3,900 3,804
PDC Dividend 6,782 o a] o L} i 2,708 L1} J jx] (¢] 0 3,576
Repayment of PDC Revenue o] o o (] (1] ) {1 (& a jul o 0 o]
Repayment of Salix loan 163 L& ] 3 (4] 61 i I8 i 3 0] 61 o
TOTAL PAYMENTS 610,080 45,132 49 97T 47 555 51,663 39,945 56,691 528497 A5 109 52,624 49,536 55,202
Actual month balance 1 3635 {3,588) (00 344 2,537 4,243 {587 {867} (1,117) (2,599) (79)
Cash in transit & in hand adjustment (13) 1= o & 113 1751 70 15 (351 36 0 (o]
Balance brought forward 2,012 202 E.BEE L7 TRT 1.7 3¥ A AR1 aA01 A2 TR 5,759 4,677 2,079
Balance carried forward 2,000 5,865 1,788 TBT 1.730 4AEL 2,554 2,033 TIZ1 5. 759 4,677 2,079 2,000

INHS

University Hospitals
of Northamptonshira

NHS Group

Cash & income: Closing cash was £84k below forecast. December income included £102k Winter funding, partly offset by reductions in block and specialist commissioning
income. Other NHS income was close to plan, including receipt of £1,264k EPR funding. January is forecast to include £1,143k from the surgical robot transfer from KGH.

VAT & capital: No VAT income was received in December due to bank holidays; January includes November and December claims, with a further February increase from an NHS
Supply Chain correction. Capital PDC drawdown of £4,141k was received for ED modernisation works, with further drawdowns expected monthly in line with spend.

Deficit support & pay: £1.5m of PDC revenue deficit support has been approved for January, with further support requested for February (£1.0m) and March (£6.0m) reflecting
the NHS England decision to withhold Deficit Support Funding in Q4. December pay was £401k above forecast due to consultant backfill during industrial action.

Creditors & cash controls: Trade creditor payments returned to normal levels, with a focus on clearing NHS creditors ahead of agreement of balances. The invoice register
reduced to 671 invoices (£3,557k) over 31 days, mainly trade creditors. Capital creditors were lower than forecast due to invoice timing. Cash mitigations remain in place and

under regular review.
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Capital - UHN NI

UHM Capital Expenditurs 2025726 Flan Year to Date
Original Change Revised | Original Plan Actual Wariance What are the issues impaCting the position?

BAL - Estancs 4102 4,102 2110 3,550 1,780
BAL - Muedical Equigment 4,000 4,000 2400 2314 (25 Month 9 Capital is £14.694m lower than the original plan to date:
BAL - Digital 3,500 3,500 2,108 1385 [713) The original UHN plan to spend £88.935m in 25/26, required a £58.470m spend
ROU Rencwals + Additions L0594 1094 o el Ei by the end of Month 9. The £43.776m spend is £14.7m lower than planned.
Remaiming COE + Slippage 2.55G 2.556 2556 SGE (1,938
cormphbL R e i =2 R R UHN is ahead of plan in Estates BAU expenditure, but lagging in the major
i K i e e i AT A l_ha" schemes of Energy Centre, Rockingham Extension and Urgent Treatment Centre
e Bl ot Rae L S 22 bl 202 (supported by Constitutional Standards allocation).
tHd 11 Befurk 1o 2 new Warrd 2 BN 2. RN PN ] B [E,285]
LEC Performaznoe Allocation ENE B 3,000 Updates to 25/26 Plan:
sl Canikel Zada N SO I Cath R L ‘_3‘35‘2? In the last month UHN has confirmed further Estates Safety work for the NGH
LeitEmkinirasdructure Bisk illocation Be2ES e A2 2363 (LG57] site and committed to progressing initial construction works on the Rockingham
EofstRuEnaE SARPS R U L LB it e e A extension. These are reflected in the Revised plan numbers. There are
Gonstitunonal Standards sungical Hub AN (oo il potentially some additional Digital funding pots, being verified.
Coastitutional Stendards COC o 1,750 1750 1,750 1,750
L3 Unlorectal #athway T} 1K1
Clinical docon@mminaton couigment 13 19 R
lRecksmgham cxtension 11R50 [ 40E] a0 A TERE  [h02) zof,gggs UHN Capital Forecast 25/26
Encray Contre 12,900 (3,13c) 16804 14,260 9284 (4,975 18,000 I UHN Forecast ——UHN Plan
MH® W avea 2 L] o R Lo FAR 41 16,000
MHF Enzbling MSCP + Dets Contre 2an EEQ 215 215 14,000
Maternity Huilding tiehialed 11059 |08 Ihh Sl as [Bad) 12,000
Zolzr Pertnershiz Schoeme 713 712 (53 247 347 10,000
MESC - Linezr Accelerator 2,010 2,016 2516 2010 [a] 8,000
Ligital - = 1. 281 1,181 (4] 3,1 1. 1800
Mon BAU Capital Expenditure 59,303 (7571} 51732 37,488 26,077 {11,411) 6,000
Charitahle Funds 300 o 300 o 7o g 4,000
Total Capital Expenditure EE,DIE  (4.571) ; 2'003

> WO&U&N‘/P/ Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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Interpreting SPC charts and Glossary
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Interpreting SPC charts Uriversty Hospial
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A statistical process control (SPC) chart is a useful tool to help distinguish between signals (which should be reacted to) and noise (which should not as
it is occurring randomly).

The following colour convention identifies important patterns evident within the SPC charts in this report.

Orange — there is a concerning pattern of data which needs to be investigated and improvement actions implemented

Blue — there is a pattern of improvement which should be learnt from

Grey — the pattern of variation is to be expected. The key question to be asked is whether the level of variation is acceptable

The dotted lines on SPC charts (upper and lower

SPC Chart process limits) describe the range of variation that
can be expected.
R
Tope @ FE ) Process limits are very helpful in understanding
: . l..r,_“""}) whether a target or standard (the red line) can be
=30 8 & k] -] ¥ . . .
= = achieved always, never (as in this example) or
SR ——— . sometimes.
ars e -
it —% SPC charts therefore describe not only the type of
variation in data, but also provide an indication of
S the likelihood of achieving target.
L
0% Summary icons have been developed to provide
e 3 o e o ) S ey e R i g O e . e e e an at-a-glance view. These are described on the
5 ESTYEHELEE LS5 EET B EREE following page.
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Interpreting summary icons

These icons provide a summary view of the important messages from SPC charts.

Technical description

Variation / performance Icons

What does this mean?

NHS

University Hospitals
of Northamptonshira

NHS Group

What should we do?

Common cause variation, NO
SIGNIFICANT CHANGE.

This system or process is currently not changing significantly. It
shows the level of natural variation you can expect from the process
or system itself.

Consider if the level/range of variation is acceptable. If the process
limits are far apart you may want to change something to reduce the
variation in performance.

H a, Special cause variation of a Something’s going on! Something, a one-off or a continued trend or Inyestlgate to find out what is happen'mg STl
\d ? CONCERNING nature shift of numbers in the wrong direction S HERICHE O U BRI Gl G4l
——"‘1 ’ g Or do you need to change something?
Special cause variation of an Something good is happening! Something, a one-off or a continued Find outgihes .IS fEEEE R =l e appened.
A . . Lo Celebrate the improvement or success.
IMPROVING nature. trend or shift of numbers in the right direction. Well done! .
Is there learning that can be shared to other areas?

Assurance icons

lies between the process limits.

achieved. The closer the target line lies to the mean line the more
likely it is that the target will be achieved or missed at random.

Icon Technical description What does this mean? What should we do?
The process limits on SPC charts indicate the normal range of
? This process will not consistently numbers you can expect of your system or process. If a target lies . . . .
P HIT OR MISS the target as the target within those limits then we know that the target may or may not be ConS|de.r whether this is acceptable and if not, you will need to change
M something in the system or process.

This process is not capable and will
consistently FAIL to meet the target.

If a target lies outside of those limits in the wrong direction then
you know that the target cannot be achieved.

You need to change something in the system or process if you want
to meet the target. The natural variation in the data is telling you that
you will not meet the target unless something changes.

This process is capable and will
consistently PASS the target if
nothing changes.

If a target lies outside of those limits in the right direction then you
know that the target can consistently be achieved.

Celebrate the achievement. Understand whether this is by design (!)
and consider whether the target is still appropriate; should be
stretched, or whether resource can be directed elsewhere without
risking the ongoing achievement of this target.

S~
NS
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Interpreting the data quality indicator

INHS

University Hospitals
of Nerthamptonshire

NHS Group

The indicator provides an effective visual aid to quickly provide analysis of the collection, review and quality of the data associated with
the metric. Each metric is rated against the 3 domains in the table below and displayed alongside the SPC chart as in the below example.

Symbol Domain

Definition

S Sign off and Validation

Has the logic and validity of the data definition been assessed and agreed by people of appropriate and differing expertise?
Has this definition been reviewed regularly to capture any changes e.g. new ways of recording, new national guidance?

Is the data available and up to date at the point of reporting?

Data Capture

T Timely and Complete . . . .
y P Are all the required data values captured and available at the point of reporting?
. Is there a process to audit the validity of reported data using business logic rules?
A Audit and Accuracy P e Y . P & .
Are accuracy checks built into the reporting process?
R Robust systems and Is data collected in a structured format using an appropriate digital system?

Does the data conform to data dictionary standards where relevant?

J b Dedicated to
Vo' excellence

62/65

Data quality indicator key

Sign off & | Timely & Audit & Robust
validation | complete | Accuracy systems &
data capture
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Glossary
Acronym Name  pescription |

A&E
AMS
APC
C. Diff

CbC
CEO

cip

CNO
CNS

COHA

coo
cQc

CcTC

Ccucc
DAM

DMO01
DNA

DSE
E. Coli
ED

EDD

63465

A consultant-led 24-hour service with full resuscitation facilities in acute hospitals. Also

known as an 'emergency department'.

Antimicrobial stewardship involves a system-wide approach to promote and monitor the

responsible use of antibiotics to prevent the development of antimicrobial resistance.

A term for any patient who has been admitted to a hospital; whether that be on an

emergency or planned basis.

A bacterium that can cause diarrheal illness which is a common healthcare-associated

infection (HAI).

Facilities that provide a range of diagnostic tests and scans, including X-rays, CT scans,

ultrasounds, and blood tests, in a community setting

The Chief Executive Officer who leads the organisation.

A set of initiatives and schemes implemented to improve efficiency and reduce costs while

maintaining or enhancing the quality of patient care through making best use of available

resources.

The Chief Nursing Officer is the most senior nursing professional in the Trust.

A highly skilled and specialised nurse with in-depth knowledge in a specific area of nursing

practice.

Infections occuring in patients in the community who have been recently discharged from

hospital in the community.

The Chief Operating Officer is responsible for overseeing the day-to-day operations of the

hospital.

The independent regulator of health and adult social care in England, whose role is to

Care Quality Commission ensure the quality and safety of care provided by all NHS hospitals, care homes, and other
health and social care services.

Computed Tomography CT scan that uses X-rays and advanced computers to create detailed images of the large

Accident and emergency

Anti-microbial
stewardship

Admitted patient care

Clostridium Difficile

Community Diagnostic
Centre
Chief Executive Officer

Cost improvement
programme

Chief Nursing Officer
Clinical nurse specialist

Community Onset
Healthcare Associated

Chief Operating Officer

Colonography bowel, helping to diagnose bowel cancer.
Corby Urgent Care Relating to Corby Urgent Care Centre, which provides urgent care services to patients in
Centre Corby.

Divisional or corporate directorate forum where leadership teams from clinical and
corporate areas share their progress against their Integrated Business Plans, and are held
to account for performance.

Diagnostic Waiting Times A monthly data collection on diagnostics waiting times and activity covering 15 key

and Activity Report diagnostic tests.

Refers to a missed appointment where a patient doesn't show up for their scheduled
healthcare appointment and doesn't notify the clinic or hospital to cancel it

A heart ultrasound test that uses medication to simulate exercise and assess how the
heart responds under stress

A bacterium that is commonly found in the intestines of humans and can cause infection.
A consultant-led 24-hour service with full resuscitation facilities in acute hospitals. Also
known as an 'accident and emergency'.

An estimated date for when a patient is expected to be medically ready to be discharged

Divisional / Directorate
Accountability Meeting

Did Not Attend

Dobutamine Stress
Echocardiogram
Escherichia Coli

Emergency Department

Expected Date of
Discharge from acute care

Emergency Decisions A ward area within a hospital where patients who require further observation, short-term
Unit treatment, or discharge preparation are cared for

NHS

University Hospitals
of Northamptonshire

Acronym _Name _______Pescription _______________________________|

EMAS

ENT

ERF
ESR

FDP

FDS

FFT
FU

GIRFT

GNB

HAPU

HCA

HCAI

HOHA

HRBP

HSMR

HWB

ICB

ICE

ICS

ILT

East Midlands Ambulance Relating to East Midlands Ambulance Service NHS Trust, which provides ambulance
Service services across the East Midlands, including in Northamptonshire.

Ear, nose and throat (ENT) services diagnose, evaluate and manage diseases of the head
and neck.

A fund within the NHS budget designed to incentivise hospitals to achieve higher levels of
elective activity.

A central, integrated HR and payroll system used by many NHS hospitals

A software platform that securely connects data, breaks down information silos, and
Federated Data Platform provides insights to assist in decision-making, reduce costs, and improve patient
outcomes

A standard aimed at ensuring patients who are referred for suspected cancer receive a
diagnosis (or are told cancer is ruled out) within 28 days of their urgent referral by a GP
A feedback tool that asks patients to rate their experience of NHS services.

A scheduled consultation with a healthcare professional after an initial treatment or
diagnosis

A national NHS England programme designed to improve patient care by reducing
unnecessary variations in services across the NHS

Gram negative bacteria are the most common cause of healthcare-related bacterial
infections.

Ear, Nose and Throat

Elective recovery fund

Electronic Staff Record

Faster Diagnosis Standard
Friends and Family Test

Follow-Up
Getting It Right First Time

Gram Negative Bacteria

E;ssi:ileﬁclg::ed A pressure ulcer acquired during a patient's stay in hospital.
Essential members of the healthcare team, working alongside nurses and other
healthcare professionals to provide patient care.

These are infections that patients acquire while receiving healthcare services in a hospital

or other healthcare setting, that they did not have before they entered the setting.

Healthcare Assistant

Healthcare-associated
infection

Hospital Onset
Healthcare Associated
Human Resources
Business Partner
Hospital Standardised
Mortality Ratio

Infections resulting from healthcare provided to a patient in hospital.

A human resources professional who acts as a key liaison between the HR department
and the division they support

The Hospital Standardised Mortality Ratio (HSMR) shows the overall rate of deaths within
the NHS trust each hospital belongs to.

Support for the overall well-being of NHS staff, encompassing physical, mental, and
emotional aspects

A statutory NHS organisation responsible for developing a plan for meeting the health
needs of the population, managing the NHS budget and arranging for the provision of
health services in a geographical area, in our case Northamptonshire.

A digital system that allows clinicians to request tests and view pathology and radiology
results.

A partnership of health and care organisations within a geographical area, in our case
Northamptonshire, which aim to plan and deliver joined up health and care services.

A framework for handling all information, particularly sensitive patient and employee
data, in a secure, confidential, and legal manner.

Health and Wellbeing

Integrated Care Board
Integrated Clinical
Environment

Integrated Care System

Information Governance

Integrated Leadership
Team

The executive management committee of the hospital, which has delegated g%y’z 5 6
making authority from the Board of Directors and manages the running of the-iosbitalks



Glossary
Aconym Name _ Pescripton . Whconym Name __ bescripton

IPC
IPOG

IPR
IPS

IPT

KGH
KPI

LATP
LOS
MDT

MH

MIAMI

MRI
MRSA

MSGG

MSK

64765

Infection Prevention
Control

Infection Prevention
Oversight Group

Integrated Performance

Report

Internal Professional
Standards

Inter-Provider Transfer

Independent Sector

Information Technology

Intravenous

Kettering General Hospital

NHS Foundation Trust

Key Performance Indicator

Local Anaesthetic
Transperineal Biops
Length of Stay

Multi-disciplinary team

Mental Health

Minor Injuries and Minor

lliness
Magnetic Resonance
Imaging

Methicillin-resistant
Staphylococcus aureus

Medicines Safety and
Governance Group

Muskuloskeletal

Metbhicillin-resistant
Staphylococcus aureus

Infection prevention control is a set of policies and practices put in place to limit the
spread of infection within NHS hospitals.

A group which oversees infection prevention within the Trust.

A report on the performance of the hospitals across the different domains that
performance is monitored on, as reported to the Board of Directors.

A clear, unambiguous description of the values and behaviours expected in an
organisation. These might include specific timeframes for responding to patient needs
or protocols for managing certain medical conditions

The movement of a patient between different healthcare providers, such as a referral
from one hospital to another

Independent Sector providers are organizations that are not NHS trusts or NHS
foundation trusts, but which provide healthcare services under contract to the NHS

A broad field encompassing the use of technology, including computers, software, and
networks. IT is managed by our Digital team in UHN.

The delivery of fluids, medications, and nutrients directly into a patient's bloodstream
through a vein

Relating to Kettering General Hospital NHS Foundation Trust

Specific, measurable metrics used to assess the effectiveness of NHS programs and
services

A prostate biopsy technique used to diagnose prostate cancer.

The duration in days that a patient spends in hospital, from admission to discharge

A group of healthcare professionals with varied expertise come together to review the
care plan of one or more patients. The patient may or may not be present.

An individual's emotional, psychological, and social well-being, encompassing how they
think, feel, and behave, as well as their ability to cope with life's challenges and form
relationships

Services designed to provide a convenient and efficient option for patients needing care
for common, less serious conditions

A medical imaging technique that uses strong magnetic fields and radio waves to
produce detailed images of the body's internal structures.

A bacterium that usually lives on the skin, but if it gets inside the body it can cause a
serious infection. MRSA is an infection that has become resistant to many of the
antibiotics used to treat normal infections.

A group which oversees the safety and governance of medicines within the Trust.

MSK conditions affect the body's movement system, including bones, joints & muscles.
They range from minor injuries to long-term conditions like arthritis or back pain.

A bacterium that usually lives on the skin, but if it gets inside the body it can cause a
serious infection. MSSA is an infection that can be treated with antibiotics used to treat
normal infections.

NGH

NHFT

NHSE

oD

OPA
PAG
PALS

PCEEC

PIFU

PO
POD

PSIRF

Ql

RCA

RPA

RTT

SBAR

SDEC

Northampton General
Hospital
Northamptonshire
Healthcare Foundation
Trust

NHS England

Organisational
Development

Outpatient appointment

Patient Access Group

Patient Advice and Liaison

Service

Patient and Carer
Experience and
Engagement Group
Paediatric Emergency
Department

NHS

University Hospitals
of Northamptonshira

NHS Group

Relating to Northampton General Hospital NHS Trust

Relating to Northamptonshire Healthcare NHS Foundation Trust, which provides
community and mental health services in Northamptonshire.

The organisation that leads the health service in England, and is responsible for
overseeing the budget, planning and delivery of healthcare services in England and a
regulator of NHS Trusts.

OD enables people to flourish, thrive and have meaning in their work, ultimately
improving the quality and safety of patient care.

A medical appointment at a hospital or clinic where you are seen for diagnosis,
treatment, or procedures, but you don't need to stay overnight

A group which oversees waiting lists and patient access within the Trust.

A service that provides confidential help and advice to patients, their families and
carers.

A group which oversees and improves the experience of our patients and carers which
reports into our Quality and Safety Committee (QSC).

A consultant-led 24-hour service with full resuscitation facilities in acute hospitals that
treats children.
A system where patients can arrange their own follow-up appointments with their

Patient-Initiated Follow-Up healthcare team when they feel they need them, rather than being scheduled in

Purchase order

Patient Observation and

Decision-making
Patient safety incident
response framework

Patient Tracking List
Quality improvement

Root case analysis

Robotic Process
Automation

Referral to Treatment

Situation, Background,
Assessment,
Recommendation

Same day emergency care

advance.

A document that authorizes a specific purchase of goods or services from a supplier

A facility within a hospital that allows for the temporary, safe, and efficient observation
and assessment of ambulance patients when the main Emergency Department is busy.
A framework that sets out the NHS's approach to responding to patient safety incidents,
focusing on learning and improving safety.

PTLs are used to monitor and manage referrals, and track patients who need to be
treated within a specific timeframe

A systematic approach to continually improve the quality of healthcare services,
focusing on patient safety, effectiveness, efficiency, and overall experience

A systematic approach to investigating an incident and identifying the underlying
causes.

Technology that uses software robots (or "bots") to automate repetitive, rule-based
tasks, freeing up human staff to focus on more complex and value-added work

The process where patients are referred by their GP to a consultant-led service for
treatment, and the time it takes for them to receive that treatment

A structured communication tool used to facilitate clear and concise information
transfer between healthcare professionals. It stands for Situation, Background,
Assessment, Recommendation.

SDEC allows specialists, where appropriate, to assess, diagnose and treat pgg 5 6
the same day of arrival who would otherwise have been admitted to hospite?
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Aconym Name ___ Ppescripton

SHMI

SMR
SopP

TAT
TCI

TES

TOC

TOE

TTIA

UEC
UHL

UHN

uTC
WLI
WNB
WTE

YTD

h)
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Summary Hospital-Level
Mortality Index

Standardised Mortality
Ratio

Standard Operating
Procedure

Turnaround Time
To Come In

Temporary Escalation
Space

Transfer of Care

Transoesophageal
Echocardiogram
Time to Initial Assessment

Urgent and Emergency
Care

University Hospitals of
Leicester

University Hospitals of
Northamptonshire NHS
Group

Urgent Treatment Centre
Waiting List Initiative
Was Not Brought

Whole Time Equivalent

Year-to-date

y excedlencey

The SHMI is the ratio between the actual number of patients who die following
hospitalisation at the trust and the number that would be expected to die on the basis
of average England figures, given the characteristics of the patients treated there.

The Standardised Mortality Ratio (SMR) compares the overall rates of mortality of
different groups within a specific condition or population.

A detailed, written document that outlines the steps and procedures for performing a
specific task or process consistently

The time between an imaging examination and the time a verified report is made
available to the clinician

A patient's scheduled admission date for a planned procedure or treatment

A temporary escalation spaces (TES), is a term used to describe a location for providing
patient care in spaces not designed for that purpose, like corridors or waiting rooms,
when appropriate care environments are unavailable

The process of discharging a patient to another healthcare provider and therefore
transferring a patient's care from one healthcare setting to another, ensuring a smooth
and coordinated handover of information and responsibility

A procedure performed in hospitals to visualize the heart and aorta

The time to an initial assessment by a qualified healthcare professional from arrival in
an emergency department.

Services provided for patients with urgent, non-life-threatening conditions, as well as
those requiring immediate emergency treatment for life-threatening illnesses or
injuries.

Relating to University Hospitals of Leicester NHS Trust, which operates as a Group with
the University Hospitals of Northamptonshire (UHN), and has shared leadership roles,
including the Chair, Group CEO, Chief Nurse and Chief Digital and Information Officer.
Relating to University Hospitals of Northamptonshire NHS Group, a collaboration of
Kettering General Hospital NHS Foundation Trust (KGH) and Northampton General
Hospital NHS Trust (NGH).

A centre that provides urgent medical help for conditions that are not life-threatening,
but are too urgent to wait for a regular GP appointment

An additional session designed to address the backlog of patients waiting for treatment
in which staff receive additional payments for the extra hours they work.

Refers to a child who did not attend an appointment, often due to the parents or carers
failing to bring them

WTE represents the portion of a full-time workweek that a particular employee
contributes. For example, someone working half the standard hours would be 0.5 WTE.
A term that refers to the cumulative amount of money or activity that has occurred
from the beginning of the current financial year, which starts in April.

INHS

University Hospitals
of Northamptonshira

NHS Group
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BOARD COMMITTEE SUMMARIES

University Hospitals of Northamptonshire Boards of Directors Meeting: 6 February 2026
AGENDA ITEM 5
Finance, Investment and Performance: 27 January 2026
Quality and Safety: 28 January 2026
Strategic Transformation and Digital: 29 January 2026
People: 29 January 2026
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UHN Finance, Investment and Performance Committee
Upward Report to Boards of Directors

Date of reporting group’s meeting:
27 January 2026

Reporting Group Chair: Damien Venkatasamy

Agenda Item Description and summary discussion BAF Risk Assurance
level *
Finance Report M9 The Committee supported the submission of PDC Revenue support request for £5.0m (£4.0m KGH, £1.0m NGH) for February and the UHN 16 & 17
further £8.75m request for March (£2.75m KGH, £6.0m NGH) and its escalation to the Boards for retrospective approval. It was confirmed that | Deliver
£16.25m of deficit support funding (DSF) for Q4 had been withheld, requiring borrowing with a full-year PDC cost of £465,000, impacting financial plan
future financial plans.
33-Bed Decant and The business case was presented for the FIPC to provide recommendation to NGH Board to approve the preferred option within the case in UHN 11,12 & N/a: for NGH
Escalation Ward line with the UHN Standing Financial Instructions and Scheme of Delegation. The ward would provide additional capacity during winter and 15 (culture, Board
Refurbishment Busin | serve as a decant space for the rest of the year, with a revenue cost of £1.2 million included in next year's plan. The Committee approved the | capacity and approval
ess Case business case. demand)
EPRR Annual Report | The Committee was presented an update, which detailed progress in compliance with key standards and plans moving forward which UHN 11 & 12 Reasonable
and EPRR Core Stand | included integrating into divisional accountability meetings. The Committee was assured on the progress made. For Boards' receipt. (culture)
ards Self-
Assessment Report 2
025
Diecdicqted to
el Enie Page 1
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UHN Quality and Safety Committee in Common
Upward Report to Board of Directors

Reporting Non-Executi

Date of reporting group’s meeting: 28 January 2026
(1 of 2)

e Director: Chris Welsh (Chair)

e Dedicaied to

Noted KGH had failed to meet the 2023-24 Standard Contract requirement to reduce total antimicrobial
consumption by 10% compared to the 2017 baseline. The Medical Director advised that this issue was being
addressed through the roll-out of a new electronic prescribing system, targeted actions to increase awareness
of the proper use of antibiotics and thematic reviews to identify and address areas of high usage and address
them;

Was advised that the Children and Young People’s group indicated Limited assurance regarding neonatal
pharmacy provision being non-compliant with national standards at both sites (business case being prepared to
provide ward-based pharmacists), the absence of dedicated asthma nursing specialist posts across the group
(paediatric asthma consultant clinics were dealing with urgent cases, with funding issues escalated to the
Integrated Care Board) and the lack of a group policy governing referral thresholds for 16 to 18-year-olds: whilst
a multi-disciplinary team was developing a policy aligned to the referral hospital (UHL Leicester), national
practice variations in the treatment of adults and children meant finding consistency was particularly
challenging.

Agenda Item Description and summary discussion Board Assurance | Assurance level *
Framework Risk
The committee: References
Subgroup reports 1. Received upward reports from the Nursing Midwifery & AHP, Patient and Carer Experience and Engagement, - Reasonable
Children and Young People, Health and Safety, Risk Management, Infection Prevention Assurance and Patient
Safety sub-groups and confirmed reasonable assurance overall in relation to these, with some items of limited
assurance highlighted for escalation below.
2. Items of Limited Assurance: UHN11
. Noted with concern significant delays with sending follow-up letters within Cardiology; the average time taken Positive Safety
had reduced from 70 to 30 days but remained well above the target of seven days. The Committee was assured | Culture
that the delays did not impact urgent letters and that the trajectory towards performance recovery was being
closely tracked. There were also concerns with the length of the ECHO waiting list (up to 52 weeks); the division | UHN12
had been asked to report to the Patient Safety Committee to identify potential risks to patients; Culture of

compassionat
e, responsive

and inclusive

care

o reedlEnne
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UHN Quality and Safety Committee in Common
Upward Report to Board of Directors

Date of reporting group’s meeting: 28 January 206
(20of 2)

Reporting Non-Executive Director: Chris Welsh

4/7

Agenda Item Description and summary discussion Board Assurance | Assurance level *
Framewor Risk
The committee: References
Perinatal Assurance 1. Noted that a national review of home births had been commissioned following the issue of a Prevention of UHN11 and N/a
Committee Future Deaths Notice following a tragic incident in Manchester See item 8.2 UHN12 (as
2. Noted that NGH planned to indicate full compliance against Maternity Incentive Scheme standards whilst KGH above)
was likely to be non-compliant against three standards; the Perinatal Assurance Committee would be holding a
special meeting to confirm the position prior to submission to Boards for approval at item 8.2.
Urgent and Emergency Welcomed sustained reductions in ambulance handover times despite higher conveyances and attendances; this UHN15 Reasonable
Care Performance was acknowledged from an operational performance perspective and as crucial to the wider health of the demand on
population. services
Immunology Received a report advising of significant patient safety concerns arising from a backlog recovery project in UHN11 Limited
immunology result processing, which highlighted instances of misdirected results and delivery gaps due to local UHN12 (as
health system issues. A full report would be provided to Boards following the completion of harm reviews, which above)
were ongoing. No ‘moderate’ or ‘serious’ harms had been identified to date.
CQC Inspections Noted the latest position in respect of the completion of key actions following recent CQC Inspections, indicating UHN11 Reasonable
‘reasonable' assurance regarding progress. UHN12
Improving Together Received a report setting out progress within the delivery of the Improving Together Strategy, agreed by the Boards UHN10 Substantial
in August 2024. The Committee commended significant progress in a number of areas, particularly the development | continuous
l.,. and rollout of an updated quality improvement framework, and the recent successful launch of Rapid Improvement improvement
Weeks in adult wards, which would be extended to other areas and had stimulated quick wins and quality plans
f Ll'r':ri':':-.';te"-! Lo improvement projects.
R T (e Page 3
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UHN Strategic Transformation and Digital Committee
Upward Report to Board of Directors

Date of reporting group’s meeting: 29 January 2026

Reporting Non-Executive Director: Trevor Shipman (Chair)

AHS
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Agenda Item Description and summary discussion Board Assurance | Assurance level *
Framework
The committee: reference(s)
Board Assurance Received the Board Assurance Framework, which had been updated following quarterly reviews with executive UHN 14 and Reasonable
Framework leads; there were no changes to risk scores for risks within the Committee's responsibility. The Committee indicated 21-24
'reasonable’ assurance in respect of the updates and presentation of the document, noting that 4/5 of the
Committee's risks remained 'significant' - For Boards' consideration at item 17
Digital Report Noted slippage in the roll-out of the Electronic Patient Record at NGH due to data migration issues, from April to UHN24 Reasonable
early July 2026. Potential implications for 2025-26 and 2026-27 capital programmes were yet to be fully mitigated, Delivery of
and there was a need to ensure that timeframes for launching future tranches were realistic and deliverable and major digital
enabled sufficient time for new ways of working to be embedded within the trusts. change
Strategic Estates (1) Was advised of delays in the issue of planning permission for the KGH car park and Rockingham Wing schemes UHN14 estate Reasonable
which gave rise to inflationary risks and potentially impacted Memoranda of Understanding requiring works to buildings and
commence within the current financial year. infrastructure
(2) Noted provisional capital allocations for 2026-27; there were internal capacity issues affecting the preparation of
business cases for major capital schemes, for which prioritisation would be challenging given the schemes'
significance to service delivery and transformation. Work was also required to expedite a master plan for the NGH
estate, with a report to be submitted to the next meeting. Options were being explored for the relocation of the
Sterile Services Department, with no decision at this stage and funding yet to be identified.
Group Clinical Strategy Received progress updates on workstreams making up the strategy; whilst there was good progress in some areas, UHN20 Limited
(UHN/UHL) work remained at a formative stage, with the trusts' strategic ambition required to be agreed and communicated to Collaboration
underpin collaboration and particular challenges accessing public health data to establish baseline, identify local model with
th' health priorities and measure progress. The Committee undertook to invite the Directors of Public Health to the next | UHL
- [zl P meeting to explore how this issue could be progressed together.
o R En G Page 4
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UHN People Committee Date of reporting group’s meeting: 29 January 2026

Upward Report to Board of Directors

Reporting Non-Executive Director: Denise Kirkham (Chair)

Agenda ltem Description and summary discussion Decision / Assurance level *
Actions and
The committee: timeframe

TO FOLLOW 29 JANUARY 2026 MEETING
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*The Committee will indicate the level of assurance it is able to provide to the Boards of Directors using the
following definitions:

There is evidence of a clear understanding of the matter or issue to be addressed; there is evidence of independent or
Substantial Assurance external assurance; there are plans in place and these are being actively delivered and there is triangulation from other
sources (e.g. patient or staff feedback)
There is evidence of a good understanding of the matter or issue to be addressed; there are plans in place and these are
being delivered against agreed timescales; those that are not yet delivered are well understood and it is clear what
actions are being taken to control, manage or mitigate any risks; where required there is evidence of independent or
external assurance.
There is partial clarity on the matter to be addressed; some progress has been made but there remain a number of
outstanding actions or progress against any plans so will not be delivered within agreed timescales; independent or
external assurance shows areas of concern; there are increasing risks that are only partially controlled, mitigated or
managed

Reasonable Assurance

Limited Assurance

Management cannot clearly articulate the matter or issue; something has arisen at Committee for which there is little or
no awareness and no action being taken to address the matter; there are a significant number of risks associated where
it is not clear what is being done to control, manage or mitigate them; and the level of risk is increasing
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Executive Summary

Scorecards are produced in alignment with NHS England’s Perinatal Quality Surveillance Model,
designed to facilitate the flow of safety intelligence from Boards to Frontline and vice versa.
These scorecards focus on five key domains and incorporate the minimum dataset outlined in
the Maternity Incentive Scheme (MIS):

Safety
Workforce
Training
Experience
Outcomes

o=

December 2025 marks the third iteration of the University Hospitals Northamptonshire (UHN)
Perinatal Scorecard, incorporating data from both NGH and KGH. This continues to be an
evolving process, as both organisations have recently implemented BadgerNet maternity
electronic patient record (KGH in September, NGH in November), which will enhance data
reporting capabilities. Consequently, a small number of elements of the scorecard remain under
development.

Summary

UHN continues to demonstrate stable and generally positive delivery of maternity and neonatal
services across Kettering General Hospital (KGH) and Northampton General Hospital (NGH). In
December 2025, 548 babies were born across UHN. Operational performance improved
compared with November, with no service suspensions, diversions or in-utero transfers, and
strengthened senior leadership visibility supporting day-to-day resilience.

Quality and Safety: There were no Patient Safety Incident Investigations (PSlls) commissioned
in December, with one case appropriately referred to the Maternity and Newborn Safety
Investigation (MNSI) programme and ten moderate-harm incidents reported. All incidents have
been reviewed through established governance arrangements, with learning identified and
actions tracked. Perinatal mortality remains low, and learning is actively shared across both
sites, supported by robust PMRT (Perinatal Mortality Review Tool) processes, cross-site
collaboration and external scrutiny, providing assurance of a proactive safety and learning
culture.

Clinical Outcomes: Clinical quality indicators remain largely stable with expected
month-to-month variation and no sustained adverse trends. Smoking at booking remains above
the 6% target, driven predominantly by KGH population demographics; however, smoking at
birth continues to decline, with UHN achieving 4% at delivery, exceeding the national ambition.
Rates of third- and fourth-degree tears, postpartum haemorrhage =21500ml, and preterm birth
remain close to target levels, with variation consistent with common-cause fluctuation. Outcome
measures remain reassuring, with low rates of low Apgar scores and stillbirth, supported by
continued implementation and oversight of Saving Babies’ Lives Care Bundle (SBLCB) v3.2.

Training Compliance: Training compliance across UHN remains strong and consistently above
95% for all key domains, including PROMPT (Practical Obstetric Multi-Professional Training),
fetal monitoring and neonatal life support, fully meeting CNST Safety Action 8 requirements.
Multidisciplinary simulation, Points of Care training and alignment of programmes across both
sites continue to embed learning from incidents and governance review, strengthening team
preparedness and safety assurance.

Workforce: Workforce pressures persist and remain a key risk. Registered midwifery vacancy

rates stand at 7.1% across UHN (KGH 6.4%, NGH 7.6%), with higher non-registered vacancies
(17.1%) impacting efficiency. Neonatal nursing vacancies remain highest at KGH (9.6%), while

neonatal medical staffing is stable, with planned middle-grade and consultant recruitment

supporting future resilience. Workforce risks are actively monitored, with targeted recruitment,

2
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establishment review and workforce modelling underway. Overall, the position is controlled but
fragile, requiring continued scrutiny and mitigation.

Operational Pressures: Maternity services predominantly operated at OPEL (escalation levels)
1-2 throughout December, with KGH consistently at OPEL 1. Induction of labour increased to
32.1%, contributing to episodic pressure, particularly at NGH; however, escalation was
effectively managed without service disruption. One-to-one care in labour was maintained at
100%, and minimum safe staffing was achieved on 97% of occasions, providing assurance of
service continuity and safety.

Experience and Engagement: Patient experience remains consistently positive, with stable
complaint volumes and strong Friends and Family Test (FFT) performance. Both sites reported
a 12% response rate, with 100% promoters at KGH and 95% at NGH. Feedback continues to
highlight compassionate, respectful care and good communication. Targeted improvement
actions remain focused on infant feeding support, partner involvement, and clarity of information
during labour and postnatal care, supported by initiatives to strengthen staff engagement and
leadership visibility.

Maternity Incentive Scheme (MIS): NGH remains on track to meet all ten Safety Actions under
MIS Year 7. KGH has not yet met one element of Safety Action 1 (commencement of PMRT
reviews within two months at 90%, below the 95% target), and Safety Action 5 remains at risk.
This represents a marked improvement from MIS Year 6, where four safety actions were not met
at KGH. Final MIS evidence will be assured through the Perinatal Assurance Committee in
January 2026, prior to Boards’ declaration (agenda item 8.2 refers).

Recommendation

The Boards of Directors are asked to note the perinatal quality surveillance position, recognise

the positive performance trajectory and strengthening operational grip, and indicate assurance

on the ongoing improvement priorities and known risks, particularly in relation to workforce

sustainability and public health outcomes.

Appendices

Appendix 1: UHN Perinatal Quality Assurance Scorecard (January 2026) Note: Commentary

relating to the Maternity Incentive Scheme reflects the position at 31 December 2026. Item 8.2
below sets out the latest position.

UHN11 Positive Safety Culture

UHN12 Culture of compassionate, responsive and inclusive care
Financial Impact

Ensuring efficient use of resources through data-driven decision-making, reducing avoidable
harm, and supporting sustainable service delivery. Failure to achieve the NHSR Maternity
Incentive Scheme (MIS) incentive could result in financial penalties and reputational risk, while
also signalling missed opportunities to improve safety, quality, and learning within maternity
services.

Legal implications/regulatory requirements

. Regulatory breaches, including non-compliance with NMC and CQC standards
. Legal risks, such as increased vulnerability to negligence claims and litigation

. Reputational damage, due to poor inspection outcomes and public trust erosion
. Professional accountability issues

Equality Impact Assessment

Assurance through Perinatal Assurance Committee and Family Health Care Group Governance
actively considers Equality, Diversity, and Inclusion (EDI) by embedding inclusive practices,
monitoring disparities in outcomes, and promoting culturally competent care across maternity
services.
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SUMMARY December 2025

The month in review

December 2025 performance demonstrates stable and generally positive delivery across UHN, with sustained focus on clinical quality, safety and operational resilience. There were no PSlls, one MNSI referral
and ten moderate-harm incidents, reflecting continued vigilance in incident identification and management. Datix backlog reduction continues at NGH, with KGH progressing an agreed recovery plan to further
reduce outstanding cases. Training compliance remains strong, with multidisciplinary PROMPT and simulation programmes supporting safe and effective responses to obstetric and neonatal emergencies. Clinical
quality indicators remain largely stable, with expected variation: smoking at booking increased in December, while smoking at birth continues to decline; breastfeeding initiation remains stable; and rates of
severe perineal tears, postpartum haemorrhage and preterm birth are close to target levels. Experience remains positive, with December FFT response rates of 12% and promoter scores of 100% at KGH and 95%
at NGH, indicating consistently high levels of satisfaction. Staff feedback continues to highlight opportunities to strengthen communication and leadership visibility, with actions underway including initiatives
such as “How Was Your Shift” to improve real-time feedback and engagement. Operational performance was stable throughout December, with no service suspensions, diversions or in-utero transfers, and
workforce stability continues to improve as recruitment momentum is maintained.

Training and Compliance: Compliance
across UHN remains strong and fully meets
CNST Safety Action 8 requirements, with
multidisciplinary PROMPT and specialist
simulation training well embedded across
both sites, strengthening teamwork,
communication and effective emergency
response, and supported by ongoing
alignment of programmes and
incorporation of local learning to further
enhance safety.

Clinical Quality and Safety: One case
referred to the Maternity and Neonatal
Safety Investigation (MNSI) with ten
moderate-harm incidents, alongside two
stillbirths and one neonatal death; all cases
have been appropriately reviewed, with
learning identified and actions tracked
through local governance arrangements.
Perinatal mortality remains low with shared
learning across all learning disseminated
across both sites, supporting consistent
practice improvement and sustained focus
on perinatal safety.

3/22

Outcomes: Clinical quality trends for December demonstrate generally
stable performance across antenatal, intrapartum and outcome
indicators for UHN. Smoking at booking increased in month, while
smoking at birth continues to decline, and BMI 230 at booking remains
stable, reflecting consistent population-level patterns. Rates of third- and
fourth-degree tears and postpartum haemorrhage >1500 ml show
expected month-to-month variation but remain close to target levels.
Breastfeeding initiation remains strong overall, with occasional variation
that is subject to ongoing review. Outcome measures continue to be
reassuring, with low proportions of babies with low Apgar scores, stable
preterm birth rates and low stillbirth numbers. Across both UHN sites,
there are no concerning sustained adverse trends, providing assurance
of consistent clinical performance.

Experience: Experience remains positive, with stable complaint volumes
and strong Friends and Family Test (FFT) performance. Both sites
reported a 12% response rate, with 100% promoter scores at KGH and
95% at NGH, indicating consistently high levels of satisfaction. Feedback
continues to highlight supportive staff, respectful care and clear
communication as key strengths. Themes for improvement remain
consistent and targeted, including feeding support, partner involvement,
and clearer information during labour and the postnatal period, with
actions underway through local quality improvement and engagement
forums. Staff feedback mirrors the importance of effective
communication and leadership visibility, with initiatives such as “How
Was Your Shift” supporting real-time feedback, learning and
responsiveness at ward and departmental level.

Operational Capacity: Remained
stable throughout December, with
no suspensions of acute maternity
services, no diversions, and no
in-utero transfers of extremely
preterm babies. Both sites
predominantly operated at lower
OPEL levels, although NGH
experienced increased time at
OPEL2, reflecting ongoing
operational pressure. Red-flag
events were limited and primarily
associated with delays in critical
activity, including induction of
labour and artificial rupture of
membranes (ARM). Recent
recruitment and new starters have
contributed to improved staffing
stability. Operational improvement
priorities include review of elective
caesarean and induction pathways
alongside actions to improve flow,
supporting more timely care
delivery and resilience.

Workforce: Midwifery workforce pressures
persist across UHN, with registered midwife
vacancy rates between 5.0-7.6% and higher
non-registered vacancy rates, most notably
at NGH (17%). Neonatal nursing vacancy
rates vary by site, with KGH currently
reporting the highest level at 9.6%.Medical
staffing in neonatal services remains stable,
with no vacancies at NGH, although
expected month-to-month fluctuations
continue. Consultant obstetric workforce
planning is underway at both sites to better
align establishment with activity and acuity;
KGH consultant roles are under active
review, while further modelling is required
at NGH to ensure future resilience. Leaver
rates remain consistent, providing some
stability in workforce churn, and maternity
support worker (MSW) vacancies are
progressing through the appropriate
approval pathways. Mitigating actions
continue to focus on targeted recruitment,
workforce modelling and establishment
review to improve sustainability while
maintaining safe service delivery.
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University Hospitals
of Northamptonshire

IN FOCUS — UHN Clinical Quality Surveillance

Summary

UHN continues to demonstrate stable and effective delivery across key maternity safety and prevention indicators, with strong early access evidenced by sustained booking by 10 weeks, and a significant reduction in smoking
from booking to birth (UHN 11% to 4%, below the national target). Rates of postpartum haemorrhage 21500 ml and preterm birth remain low and stable, with observed variation consistent with expected common-cause
fluctuation and no sustained adverse trends across NGH or KGH. Immunisation uptake for pertussis, RSV, flu and BCG remains high, supported by service redesign including community clinics at NGH and BCG uptake exceeding
85% within 28 days at KGH, providing confidence that prevention, monitoring and quality improvement arrangements are effective, with no current indicators requiring escalation.

Smoking and Booking and Delivery A PR R (1 R 1R | e
Smoking at booking across UHN remains consistently above the 6% national target, driven predominantly by

KGH, while NGH continues to perform at or near the target, reflecting differences in local population ; T - M

prevalence. However, comparison between smoking status at booking and at time of birth demonstrates a z = # e 3 __.::_: ;
substantial reduction in December, particularly at KGH. At KGH, smoking prevalence reduced from 19% at = — ™ . ﬂ
booking to 5.2% at delivery, while the UHN rate reduced from 11% at the start of pregnancy to 4% at birth R e— Hl_ﬁh"\.l

across Northamptonshire, exceeding the national ambition by achieving rates below the 6% target. Higher ; S A
smoking rates at booking at KGH are reflective of local population patterns, rather than a deterioration in ¥ " g i W o
service performance. b il

. J Ser S ' S .

Women with PPH 1500ml or more ~ il TR T ——

From April-December, rates of postpartum haemorrhage 21500 ml remain low and stable across i .
NGH and KGH, with observed month-to-month fluctuation representing expected common-cause ":-__;_.;Huf—""": -
variation associated with low-frequency events, no evidence of special-cause variation or sustained 0

adverse trends at either site, and quality improvement actions in place to maintain safe outcomes o R e R LT i
and minimise unwarranted variation. ' : &

N J

% Preterm Births N

Preterm birth rates remain stable, with observed month-to-month variation consistent with expected fluctuation
in small numbers. Performance at both sites remains broadly aligned to the national target, and the combined 10— o K
UHN position demonstrates no sustained increase or concerning trend. Isolated peaks at individual sites do not 5 el T
indicate systemic issues and reflect normal variation rather than adverse change. Assurance is provided through &4 e
continued implementation of Saving Babies’ Lives Care Bundle (SBLCB) v3.2, with established pathways in place @ “"“,g.'% TS F @
to support early identification, prevention and optimal management of threatened preterm birth, including '
perinatal optimisation where preterm delivery is anticipated. Compliance and impact are monitored through — NGH — K]

quarterly LMNS-led SBLCB v3.2 reviews, supporting ongoing oversight and sustained improvement.
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EQUITY AND POPULATION — Under development )

— Ethnic profile and variations — EXAMPLE Data to be included in

University Hospitals
of Northamptonshire

future
Population profile at booking
EXAMPLE —_
2l
To include information on proportion of bookings by ethnicity in future scorecard — data source in
- development
Vi . . E ., ——
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~—— Deprivation — EXAMPLE Data to be included in future

Population profile at booking
EXAMPLE —
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— Overview of where peaks in IMD deciles are and where this relates to ethnic groups and booking
ll gestation information to be included in future scorecard data source in development
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-

— Gestational Age at Booking

Gestational age at booking _ : :
Gestational Age at Booking

B0

600 UHN demonstrates strong early access to antenatal care, with 87.0% of women booked by
200 _‘ "N - J 12 weeks across both sites, supported by excellent early booking at NGH (67.6% <10 weeks) and
’ wiotr | 1213 | s | s Total high overall performance at KGH (88.3% by 12 weeks); later bookings remain low (220 weeks: 3.5%
T e . . . . “L:l'j UHN), and the marked site variation in <10-week bookings provides a clear opportunity for
Y ——s o vy . . o cross-site learning to further improve timely access to screening and prevention.
m LIHN ot L6 LS 41 ] [AL-3
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University Hospitals
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CLINICAL QUALITY AND SAFETY

Incidents and Events ™ /
What the data is telling us? What do we need to focus on?
Incidents December 2025
140 131 In December, UHN reported no Patient Safety Incident Investigations (PSlls),
120 55 o with o.ne Fase appropriately referred to thfe Maternlty and Newborn Safety
100 Investigation (MNSI). Ten moderate-harm incidents were reported,
80 66 alongside two stillbirths and one neonatal death, all of which have been CQC Maternity Rating
28 35 reviewed through established governance processes with learning - ~
20 11 5 & identified and actions tracked. KGH NGH
0 - e :
Numberof =~ NoHarm  LowHarm Moderate and Datix timeliness remains a focus area, with KGH implementing an agreed Are serv!cessafe?.
Incidents atl)ov.Z Harm action plan to address 120 overdue incidents, none over 100 days and 26 Are services effective? ¢
retdents over 60 days, supported by Perinatal Mortality (PMRT) process Ae serv!cescarlng’?. ¢
W December KGH M December NGH improvements to strengthen review timeliness. NGH is updating its risk Are services responsive?
register to reflect transition to the WEB system, alongside continued Are services well-led?
MNSI actions to reduce overdue Datix and improve assurance. Overall
R:Z;r::;e 1 1 Learning from patient safety incidents is proactively shared through staff e Cutstanding e Cood
forums, MDT teaching, safety huddles and visual prompts, demonstrating a Requires Improvement e Inadequate
Total ! ! 0 0 positive reporting culture and effective multidisciplinary working. PMRT \_ .
arrangements are well-embedded, with strong cross-site collaboration
Pl Dec Nov Dec Nov between NGH and KGH, and UHL contributing as an external reviewer,
Commissioned 0 1 0 0 providing independent scrutiny and strengthening shared system learning.
Total 0 1 0 0
PMRT KGH NGH
stillbirth 0 2
Neonatal Death 0 1
Total 0 3

N AN /
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WORKFORCE — Maternity & Neonates

Midwifery vacancy ™  Neonatal vacancy ™ UHN 12 month rolling leaver rate
. . . . mon var [bes saumE arays | H\-
% vacancy registered midwifery staff Neonatal nurse ?Ovzicancy December ekl i i o \
December 2025
UHN % WTE vacancy | 7.08 UHN % vacancy NI 5.6 i
% ]
NGH % WTE vacancy I /.61 KGH % vacancy 13 i iy 2 e ke e i i
NGH % 3 P TS |
KGH % vacancy SN 6.4 vacaney \ i @y @ ke 7.
0 5 10 15 )

5.5 6 6.5 7 7.5 8 ;
= Ter [ ok el e pn e o B per pmeam i =E0

KGH Neonatal Medical Team b Bl P

% vacancy non- registered midwifery staff 20 14 16

December 2025

1416

10 7 5 = s,
2 2
. — | -

UHN 36 WTE vacancy | 1 october | i e

-10

NGH % WTE vacancy _ 10.27 M Tier 1 recommended M Current Safe Stafflng \

M Tier 1 Variance Tier 2 recommended
KGH % WTE vacancy _ 752 M Tier 2 Current M Tier 2 Variance
M Tier 3 Recommended M Tier 3 Current UHN position to be included in future scorecard
0 5 10 15 20 H Tier 3 Variance
VRN Y )
4 N

Maternity and Neonatal services continue to operate under sustained workforce pressure; however, risks are known, monitored and actively mitigated. As at December 2025, registered midwifery vacancy rates sit at 7.1% at
UHN, comparable with system partners (6.4% KGH; 7.6% NGH), with a higher vacancy evident in non-registered midwifery roles (17.1% UHN) which impacts service efficiency and sustainability. Neonatal nursing vacancy
remains a key risk, with rates of 9.6% at UHN and 9.3% at KGH, reflecting limited headroom in a high-acuity service. Medical workforce risks are being addressed through planned, structural interventions rather than
reactive mitigation. Obstetric consultant vacancies at both KGH and NGH are under active review with revised job planning, aligned to demand modelling, and strengthened clinical leadership with a new Clinical Director in
post from January 2026. In Neonatology, NGH currently has no medical vacancies, with recruitment underway and 10.5 WTE middle-grade starters planned, subject to final financial approval, representing a shift towards a
more sustainable staffing model. Despite these pressures, retention provides resilience, with UHN’s 12-month rolling leaver rate remaining below both regional and national benchmarks, although recent trends will
continue to be closely monitored. Formal safe staffing assurance will be strengthened through future inclusion of UHN in the Safe Staffing scorecard, improving Board-level visibility and triangulation. Overall, the position is
assessed as controlled but fragile, with clear mitigation in place and ongoing oversight required to ensure workforce stabilisation is sustained.

- J
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OPERATIONAL AND CAPACITY

N\ What the data is telling us \

Operational Pressures Escalation Levels
Services are operating predominantly at OPEL 1-2, with intermittent escalation rather than sustained crisis. KGH shows consistent green performance

Kettering General Hospital (OPEL 1), indicating normal operational pressure for the majority of the time. NGH experiences more frequent escalation, with periods at OPEL 3 and
Wl occasional OPEL 4, reflecting higher demand and flow pressure, but not continuous red-level operation. Operational pressure is largely episodic and
demand-driven, not systemic failure. Red Flag events remain relatively contained in volume and are concentrated around induction of labour (IOL) activity.

At NGH, increased IOL demand has resulted in: breaches of recommended wait times, requirement for staff redeployment, occasional cancellation of
non-urgent activity. At KGH, Red Flag events are less frequent and occur mainly when delays emerge in the induction or ARM pathways. Core maternity
services have remained open. There have been:

* No acute maternity service suspensions or diversions

K' No in-utero transfers for extreme preterm birth
Thi

Northampton General Hospital

Midwifery Red Flag Events

is indicates that escalation has been managed effectively within services, without loss of critical service provision.

What we need to focus on

Reducing escalation driven by IOL flow and capacity imbalance: while most time is spent at green or amber levels, transitions to OPEL 3—4 are predictable and
linked to IOL pressure, particularly at NGH. Focus is required on:

» Effective IOL prioritization

* Alignment of staffing, space, and flow across the pathway

* Reducing delays between assessment, ARM, and labour progression

Maintaining grip during escalation rather than reacting late. The data shows escalation is recognised, but the aim should be to:

* Reduce the frequency and duration of OPEL 3-4 episodes

* Ensure early mitigation when amber trends appear

a * Prevent red escalation becoming normalized

Supporting operational resilience through workforce and QI delivery. Recruitment continues at UHN and improvement programmes are underway; however,
delivery must remain focused on:

* Translating staffing into flow improvement

* Embedding learning from Red Flag events
== KMaintaining senior oversight during pressure periods j

What is going well

AN

Kettering General Hospital

Northampton General Hospital

Maternity services are operating predominantly within normal pressure (OPEL 1), with escalation processes functioning effectively when demand increases;
there have been no acute service suspensions, diversions or in-utero transfers for extreme preterm birth, and targeted quality improvement on the induction
of labour pathway and LSCS are underway
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TRAINING AND COMPLIANCE

Training compliance
Attendance - All Staff

Kettering General Hospital Northampton General Hospital

Module 3: Maternity emergencies and multiprofessional training:

SEP
Prompt Midwives 98%
Prompt Doctors Cons 92% Wichwives
Consultants
Prompt Doctors Reg 94% e
Prompt Anaesc Cons Dioctors
Prumpt A FuEg Anzasthalists
Prompt MSW
Module 6: Neonatal Basic Life Support:
— AUG SEP | ocT | MOV DEC Aug 2025] Sep 2025 Qcl 2025 Mo 2025
MLS Midwives 00% 8% 09% 9% 09% i
MLS MSW 98% 98% 983 o98% ENE

Element 4: Fetal monitoring and surveillance:

OCT NOV DEC

AUG | SEP

CTG Day Midwives Nov 2025

CTG Day Consultants

Midwives

CTG Day Reg Cuni—mli.an-'.s

. . Qbslatric
CTG Competency Midwives bty
CTg Competency DR
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Dlen 2025

Dac 2025

Dec 2025
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~

What the data is telling us

Across UHN, training compliance remains strong across all required
domains, providing assurance on workforce capability and safety. At
NGH, CNST Safety Action 8 compliance has been achieved, with
consultant and obstetric doctor attendance consistently above 90%
over the final two months of 2025. This improvement reflects a
sustained and coordinated effort by the Practice Development team
and multidisciplinary clinical teams, resulting in demonstrable and

kmaintained compliance with national training requirements.

J

What we need to focus on

NGH has successfully rolled out a refreshed programme for PROMPT
and Specialties Days, receiving consistently positive feedback and
strengthening team-based emergency preparedness. Points of Care
(POCs) continue to be implemented in line with local learning from risk,
incident review and governance processes, ensuring training content is
responsive to identified safety themes. Community-based emergency
scenarios are also being delivered, supporting preparedness across the
whole pathway. In parallel, training and development is being
increasingly aligned across both Trust sites, establishing a consistent,
standardised UHN approach and strengthening system-wide assurance.

What is going well \

Local learning continues to be systematically embedded into Training
Week and POC ensuring education directly reflects themes emerging
from risk and governance activity. At NGH, a bespoke training video
focusing on communication during forceps delivery and postpartum
haemorrhage (PPH) scenarios has been developed and incorporated

Kinto training delivery. J
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SAFETY ACTIONS

Maternity Incentive Scheme

Use of Perinatal Mortality Review

1 Tool

Transitional Care and Avoiding Term

3 Admissions to Neonatal Unit
Obstetric, Anaesthesia and Neonatal
4
workforce standards
5 Midwifery workforce standards
6 Saving Babies Lives Care Bundle
implementation
7 Listening to women and families; co- On Track

creation with service users

Multi-professional emergencies,
8 fetal monitoring & neonatal resus
training
Board oversight of maternity and
neonatal safety and quality issues
Reporting of incidents and early
notification, Duty of Candour

9

KlO

2 Maternity Services Data Set upload _—

NGH has a BAPM compliant Transitional Care Unit and has demonstrated sound, effective progress with is ATAIN QI plan addrssing causes of
hypoglycaemia. KGH's Transitional Care plan (to achieve BAPM compliance) approved by Board and ODN. Progressed Ql project to reduce
instances of hypothermia as a cause of term admissions to the Neonatal Unit.

On Track
-- Both Trusts >90% embedded and compliant with use of NHSE implementation tool, having had at least 3 quarterly review meetings with the

On Track

University Hospitals
of Northamptonshire

[ SA] _____ Descripion [ KeH | w~eWw [ ___________ ___________ Commentay _ ______ ___________________

-- KGH have not achieved this standard having achieved 90% of reviews commenced within 2 months (pass mark is 95%). Tracker improved to

avoid recurrence. NGH are fully compliant with PMRT reporting.
Both Trusts' reporting standards (birth weight and mother’s ethnicity) achieved and validated by MSDS.

For both Trusts: locum doctor compliance aconfirmed, anaesthesia24/7 availability confirmed, RCOG consultant attendance audit shows
compliance, neonatal workforce plans / compliance status approved by Board and LMNS.
Joint second six-monthly midwifery workforce paper including action plans for small number of erary status of labour ward co-ordinator to
go to PAC at January meeting; this will close action if accepted. KGH SN status action plan yet to be finalised.

LMNS, who have approved progress.
Both Trusts have escalated MNVP infrastructure non-compliance. Recovery plan with LMNS in progress. Co-production, CQC survey actions,
and service user engagement ongoing. Full governance attendance targeted for 2026; ICB-led plan for achieving this to be submitted to PAC
at January 2026 meeting

KGH have achieved >90% compliance for each training requirement for all respective staff groups as of end of November 2025.

Safety Champions fully established and meeting regularly. ‘You Said, Together We Did’ and Board oversight of complaints, claims, incidents
and cultural initiatives is being achieved. Cultural improvement update received by Board.
Both Trusts fully compliant with MNSI reporting and Duty of Candour protocols for year to date, evidenced by DoC register and Quarterly
MNSI reports, as shared with PAC.

Summary

Maternity Incentive Scheme for Trusts
Year 7

NGH remains on track to meet all ten
safety actions under the Maternity
Incentive Scheme (MIS) Year 7. KGH has
not yet met one element of Safety Action
1, with commencement of reviews within
two months currently at 90%, below the
95% target. Final MIS evidence will be
assured by the Perinatal Assurance
Committee (PAC) at its January 2026
meeting, prior to submission to the Trust
Board for formal declaration.

~

- Saving Babies Lives

(Self-Assessment)

Smoking in Pregnancy

Fetal Growth Restriction 70%
Not

Reduced Fetal Movements impleme 0%
nted

Fetal Monitoring in Labour Fully 100%

Preterm Birth Partly 88%

Diabetes Partly 83%

All Elements 81%

Interventions Fully Implemented

Interventions Fully Implemented Summary

(LMNS Validated)

NHS Resolution

MiIS

NGH KGH NGH

UHN has achieved compliance with Safety Action 6 of the Maternity
Incentive Scheme (MIS) Year 7. Two ICB quarterly reviews have been
completed in 2025/26 for both NGH and KGH. NGH achieved 97%
compliance, with ongoing improvement work focused on evidencing
diabetes specialist leadership and increasing the proportion of smokers

KGH compliance reduced in December 2025 (outside the MIS reporting
period) due to an overdue guideline impacting elements 2, 3 and 5. The
guideline has now been updated and was ratified on 6 January 2026,
with an immediate improvement in compliance expected following

Not setting a four-week quit date.
Fully 100%  [HlaglelEnlE 00% Fully 100% CNST Met CNST Met

nted
Fully 100% [0 100% [0 100%
Fully 100% N Fully
Full 100% [l 83% Pa 83% . .
° ° ° SBLCB v3.2 implementation.
Fully 100% YU Partly 97%
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https://resolution.nhs.uk/wp-content/uploads/2025/04/MIS-Year-7-guidance.pdf
https://resolution.nhs.uk/wp-content/uploads/2025/04/MIS-Year-7-guidance.pdf

EXPERIENCE FEEDBACK

Patient Experience

Complaints and Concerns

YD Tr

Oct-25 Nov-25 Dec-25

Maternity KGH 3 3 0 12 RN

Neonatal KGH 0 0 0 of —

Maternity NGH 10 10 0 28 AN

Neonatal NGH 0 0 0 o ——

Friends and Family Test (FFT)

Kettering General Hospital » A —— > >
FFT % Responses 20% 13% 13% 10% 13% 17%
FFT % Promoters %% 93% 9% 95% 100% 93%|

Northampton General Hospital

0 ationa O D D

FFT % Responses 25% 13% 25% 19% 12% 94%

FFT % Promoters 96% 93% 96% 96% 96% 96%

Compliments

“Was informed
about stages and

process
throughout
induction and

“Given all the
information |
needed. Theatre
team were great..”

Midwife always
explained why she
was carrying out
certain procedures
she answered all

and informative all

Staff very helpful

concerns were
listened to &
didn’t feel pushed

What the data is telling us
/CQC Maternity Survey: What we are doing well

Noukwhe

\8

University Hospitals
of Northamptonshire

~

Midwives providing relevant information antenatally about feeding baby.

Midwife or doctor being aware of medical history.

Midwife asking about mental health antenatally.

Trust in the staff providing antenatal care.

Concerns taken seriously during pregnancy.

Able to get support or advice about feeding baby during evenings, nights or weekends

help and advice from a midwife about feeding baby in the 4 weeks after birth length of time waiting

Being given information about any warning signs to look out for during pregnancy

What we need to focus on
CQC Action planning:

(o N
Nk wWwNE

to be seen on triage /

Partner able to stay as much as possible.

Managing pain during labour and birth.

Decisions about feeding baby respected.

Someone close to you involved as much as you wanted.

PN care at home — seen or spoken to a midwife.

Being offered a choice about where to have their baby

Information from midwife or doctor to help decide where to have their baby.
Left alone by midwives or doctors at a time when it worried them

- Staff Experience

They would appreciate increased visible
leadership presence in operational areas

What are staff telling us? What actions are we taking?

Increased walk rounds and introduction of ‘How
Was Your Shift Initiative’

/
<

labour”

my questions to do anything

Clinical systems and guidelines across UHN
are not aligned

Ongoing programme of cross-site alignment

What we need to focus on

Staff communication and engagement to ensure information on changes and improvement
initiatives better communicated.

N

111/2%6
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SPOTLIGHT ON.

16/22

What is going on?

KGH are launching Friends
and Family Fiend (enthusiast
or devotee) 09.01.26 - a staff
member in each area will be
chose to be the 'fiend' who
will lead in collection of
feedback from every person,
service user or family
member, within the service,
every Friday. Tea trolley &
cakes provided for launch.

ACTING TOGETHER FOR AUTISM
AUTISM CHAMPION HETWORK

THE FLCME WILE DELLEC]
FF FEFDEACK FROW
CVERT SINGLE PERSON
P CIMRES TO HATERAITC

EJEEII"UI}HE WTPE
WAL ¥
T0 BE THE Hﬂqp?

NGH & KGH Pt Engagement have
joined the Autism Champion
Network following feedback from
patients with neurodiversity.
Plans are in place to complete
‘Sensory audits’ in both trusts, to
explore how we can ensure our

maternity unit is more sensitive
to the needs of all patients,
particularly those with autism.

University Hospitals
of Northamptonshire

What is going on?

NGH RITISH

UELIH

Congratulations to Hauwa Hamza — Muslim Midwife of the Year 2025! Q

We are delighted to share that Hauwa has been recognised at the British
Muslim Health Awards. As a Digital Clinical Facilitator at UHN, Hauwa is at
the forefront of innovation in midwifery, championing the use of digital
solutions such as the Electronic Patient Record to enhance safety and
quality of care. Beyond her local impact, she contributes to national
networks and supports the delivery of safe maternity care internationally,
demonstrating a strong commitment to equity and excellence in
healthcare. This award is a testament to Hauwa’s compassion, leadership,
and unwavering dedication to improving outcomes for women, babies,
and communities.

Well done, Hauwa — a truly well-deserved achievement
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IMMUNISATION SUMMARY

Kettertrip General Hosprial

Immunisation Summary Anteneial Pertessis, BSY, FLU & Meonatal BCG Immunisstions - DECEMBER 2025
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KGH Immunisation team now fully established, we have seen an
increase in the uptake of the BCG this month taking us to 85%
<28days. Challenges with space continue to be an issue on site,
however we hold satellite clinics in Wellingborough and Corby twice a
month
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NGH Maternity Immunisation service
now operates three community clinics to
improve accessibility, encourage
opportunistic maternal and BCG
vaccinations, and reduce hospital
burdens, while maintaining high uptake
despite space and location challenges
at NGH.
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Immunisation Summary Antenatal Pertussis, RSV, Flu & Neonatal BCG Immunisations NGH
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TRENDS: — CLINICAL QUALITY SURVEILLANCE )

/ Antenatal

BMI 30 or more at time of booking

~

% current smokers at time of birth

0
N
O > X N Q) .
SRS V‘\\"@) qu’& (’60 & Q/z&
I O RN
NGH KGH
UHN Target

Latest

40 40.00% 27.02% a d ;

30 77' Py 30.00% 31.59%l:a ecrease from

20 20.00%

10 10.00% | Variation

0 N 0.00% N/A

ARSI I
= I ¥ \)Q?C)Q/Q\'Q/ (}50 OQQ/@Q/(,Q/(Q Target achievement
O
e \GH == KGH UHN N/A
% smokers at booking 25/26

Latest

30
11.02% increase from

; \—M >17%

10 Target

0 6% SBLCB

N A e N & & e
?‘é N N Q%& & & & & Target achievement
LalC RS eo“ Qe(’
NGH KGH Require additional data
points to analyse
UHN Target

Latest

4.04% decrease from
4.76%

Target

6%

Target achievement

Require additional data
points to analyse

/ Intrapartum

% Women who experience a 3rd &
4th Degree Tear

5
0 \—"/\
N A @& N o el e o
?‘Q& g \oo SRR I e SRR
NGH KGH
UHN Target <3.1%

Women with PPH of 1500m! or more

~

Latest

2% Increase from 1.2%

Target

3.1%

Target achievement

Require additional data
points to analyse

Latest

3.88 % increase from
2.9%

0
Q N\ e N\ X <
N R P S P S
Al Mo N2
>3 *$5> (2
NGH KGH UHN Target
% Breastfeeding initiation 25/26
100
e \*‘_---'/"n...“,,"---"’:::
50
0

RS X . < . X
S @& & » 9 SL S
ORI O P S P
N \)QO Q (u}p QQ}Q &

_/

& eo QQ/
\ NGH KGH UHN Target

Target 3.7%

N/A

Target achievement

N/A

Latest

77.1% reduction from
78.3%

Target 70%

No NGH data for July

Target achievement

Require additional data
points to analyse

University Hospitals

of Northamptonshire

f Outcomes

Babies with APGAR less than 7 at
S5mins 25/26

N Q . . .
O B - B

v\) O(’}' QQ/
KGH

NGH

UHN Target

% of Preterm births 25/26
15

10 <
c \/\/\,A.

W
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NGH KGH

UHN Target

Stillbirth 25/26

5
3
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%

~

Latest

6

Target 13

N/A

Target achievement

Require additional data
points to analyse

Latest

7.34 % of total births

Target

6% SBLCB

Target achievement

Require additional data
points to analyse

Latest

3.6 per 1000 births —
UHN

Target

N/A

Target achievement

N/A
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IN FOCUS - Operational KGH

Summary

Overall clinical quality and safety performance is broadly stable, with clear evidence of improvement in key intrapartum measures (Category 1 and 2 LSCS decision-to-incision times and BSOTS triage
performance), supported by sustained compliance, improving trends, and strong operational grip at KGH. However, outcome and public health indicators (including smoking at booking/birth,

breastfeeding initiation, preterm birth, tears and APGAR scores) show expected variation and some deterioration, indicating where further targeted improvement and data maturity are required to
strengthen population-level outcomes.

Caesarean Sections \

Decision-to-incision performance continues to provide assurance. Category 1 emergency LSCS
consistently meets the national standard, with a mean time of 26 minutes (<30 minutes). Category
2 performance shows clear and sustained improvement, with December 2025 achieving a mean of
77 minutes, close to the 75-minute target, reducing the September-December average from 269 , i
to 224 minutes and demonstrating statistically significant improvement since late October. Case : I L)
review has identified data quality issues contributing to reported breaches, which are being 5 - e — = "II

addressed. - - —¥. - -

e (e e ‘wvhoso metes e, i

At KGH, robust actions are in place including deep-dive reviews of delays, strengthened theatre TR ? ! ' N o i
prioritisation and escalation, assurance of obstetric and anaesthetic staffing, real-time monitoring =t . e
via BadgerNet, and implementation of a formal SOP and safety huddle following detailed pathway ET1ER LR R I B
mapping, providing confidence that improvements will be sustained. P EEREL} i

/
Triage N\

Initial Triage Assessment meets target % Total Attendances

The BSOTS model for ongoing care in the same clinical area as initial assessment went live on 15 100%

December 2025, with 100% of triage staff trained to BSOTS standard. Early performance
demonstrates sustained improvement, including initial assessment within 15 minutes at 73%, 80%
ongoing care by a midwife at 69% (up from 55%), and doctor review at 73% (up from 25%).
Identified risks relate to digital limitations of the current ward diary, peak-time capacity pressures
between 5-9pm, and some process variation in results checking and referral appropriateness; 40%
mitigations are in place including transition to the BadgerNet diary, targeted operational actions,
and reinforcement of standardised processes. Overall experience remains positive, with strong
team engagement and a culture of patient advocacy providing assurance that improvement is 0% 0 - - -

being embedded and risks are actively managed. Sep25 Oct25 Nov25 Dec25 Sep 25 Oct 25 Nov 25 Dec 25

800

600

60%
400

20% 200
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GLOSSARY OF TERMS

Glossary

Induction of Labour loL
Hypoxic-Ischemic Encephalopathy HIE
Hospital Readmission HRA
Postpartum Haemorrhage PPH
Intensive Care Unit ICU
Severe Maternal Morbidity SMM
Kettering General Hospital KGH
Northampton General Hospital NGH
Gestational Diabetes Mellitus GDM
Hyperemesis Gravidarum HG
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INTERPRETING DATA

Throughout this series of slides, we display data that shows you how we are performing in the current month and across
time. We primarily do this through single data points on the ‘At a Glance' slides and Statistic Process Control (SPC) charts.

In this slide, we describe SPC charts.

SPC charts are widely used across
the NHS to measure changes in
data over time.

There is strong evidence that

these provide a better basis for

decision making versus isolated
data points.

Common cause variation: a single
value that looks abnormally high or
low, but remains within process
limits, is due to common cause
variation. This means that it is not
statistically significant as an isolated
value and can be explained by usual
variance in the system.
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An SPC chart has three reference lines that
allow you to interpret variation in the data. The

(sometimes the median). The upper and lower
reference lines show the process limits. These

central reference line shows the average

limits are defined by the variability in the data
itself. Roughly 99% of the values should fall
inside process limits. Sometimes there is also a
target line - this shows the target that we are
aiming to achieve for a given measure.
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Special cause variation: this represents a value or
trend that is likely to be statistically significant

and therefore not due to normal variation. In our
slides, these will be highlighted in blue. There are 4

different kinds of special cause variation:

6 or more consecutive points above
or below the mean line

A single data point outside the
control limits

6 or more consecutive points
increasing or decreasing

2 out of 3 consecutive points close

to the process limit
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Agenda item 8.2

Title

UHN Perinatal Assurance Committee Highlight Report (January 2026) and
Maternity Incentive Scheme Year 7 submission
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Danni Burnett — UHN Interim Director of Midwifery

Authors
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Link to Group Priorities

X Transform Patient Care

X Strengthen our Culture

X Deliver our Financial Plan

Driving continuous improvement
in safety, quality, and equity of
perinatal services through
robust oversight and evidence-

Fostering a culture of
transparency, learning, and
collaboration across
multidisciplinary teams to

Ensuring efficient use of
resources through data-driven
decision-making, reducing
avoidable harm, and supporting

based practice improve outcomes for women,

babies, and families

Group priority

X Decision O Discussion O Note X Assurance

To formally receive and | To discuss, in depth, a | For the intelligence of To reassure the Board
discuss a report and report noting its the Board without the that controls and
determine its implications for the in-depth discussion as | assurances are in place
recommendations OR a | Board or Trust without | above
particular course of formally approving it
action

sustainable service delivery

Reason for Consideration Previous consideration
The purpose of this paper is to provide a summary to the Boards on the key | PAC 21 and 29
discussions at the UHN Perinatal Assurance Committee (PAC) which met on | January 2026
Wednesday 21 January 2026, along with a recommendation to authorise the
Group Chief Executive to sign the Maternity Incentive Scheme (MIS) Year 7
for submission

Quality and Safety
Committee, 28
January 2026

Executive Summary

The January 2026 Perinatal Assurance Committee reported that maternity and neonatal services
across Northamptonshire continue to show growing stability and improved clinical performance. The
Committee also highlighted areas at Kettering General Hospital (KGH) where further improvement
work is underway, supported by focused executive oversight and ongoing actions to strengthen
services.

Across UHN, maternity and neonatal services continue to mature in their safety governance. Clinical
outcomes remain generally stable with no sustained adverse trends, perinatal mortality remains low,
and all incidents including moderate-harm cases, stillbirths and neonatal deaths are being actively
reviewed with identified learning acted upon. Training compliance is a significant strength, with both
sites consistently achieving over 95% in fetal monitoring, PROMPT, and neonatal life-support training.
Operational resilience also continues to improve; services experienced no diversions or suspensions
in December, and 1:1 care in labour was maintained at 100%.
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Northampton General Hospital (NGH) is positioned strongly, with full evidence for all ten Maternity
Incentive Scheme (MIS) Safety Actions (Year 7). Workforce stability is improving, supernumerary
status on the labour ward has been reliably maintained following earlier isolated breaches, and
neonatal workforce compliance is assured. NGH is ready for a clean MIS declaration.

KGH continues to work through some well-recognised improvement areas. A recent CQC visit

highlighted aspects of care such as triage processes, documentation and clinical oversight where

further strengthening is needed, and these areas are now part of an active Perinatal Safety

Improvement Programme (PSIP). Recruitment to key roles, including neonatal medical staffing, is

underway to bolster resilience and support continued service improvement. KGH’s position within MIS

reflects that improvement work is ongoing, with demonstrable progress compared to the previous

year. The Trust is not yet able to declare compliance against three safety actions:

o Safety Action 1 relates to the late initiation of a single Perinatal Mortality Review Tool (PMRT)
review

e Safety Action 4 was achieved in line with the MIS technical guidance; however, in light of CQC
inspection feedback and pending report, the Divisional Senior Leadership Team determined that
submission of a compliance declaration would not be appropriate at this time. Ongoing,
sustainable work is in place to strengthen monitoring, oversight, and assurance of consultant
attendance arrangements

e Safety Action 5 concerns the requirement for a robust and sustainable approach to maintaining a
supernumerary Labour Ward Coordinator. The evidence submitted confirms that appropriate
escalation was undertaken on occasions when supernumerary status could not be maintained.
Nevertheless, there is recognition that a fully embedded plan which is clearly articulated and
understood by both Labour Ward Coordinators and senior managers is necessary to ensure future
compliance.

Equity remains an important theme with PAC receiving insights into the actions in place such as
enhanced cultural competence programmes, interpreter access improvements, and daily leadership
presence. Actions are underway, but the work is not yet fully embedded.

Despite these pressures, PAC acknowledged meaningful progress: improved triage performance
following BSOTS (Birmingham pathway) implementation, strengthened escalation processes, positive
pathway redesign work, and a maturing culture programme. Furthermore, the Maternity and Neonatal
Voices Partnership (MNVP) continues to engage constructively, although commissioning gaps require
an ICB-led solution to ensure compliance with national governance expectations.

Overall, PAC recognised that UHN is progressing well, with NGH providing positive assurance. KGH
continues to stabilise, but significant regulatory, workforce and cultural risks persist. The Boards are
therefore asked to endorse the CEO to approve MIS declarations full compliance for NGH and
transparent non-attainment for KGH.

UHN enters the final stages of MIS Year 7 with a clear organisational
split in assurance. NGH provides a strong, stable, and fully compliant
position, with all ten Safety Actions evidenced and assured. The site is
well-placed for an unqualified declaration and reflects sustained
improvement in governance, workforce stability, and safety processes.
Conversely, KGH is unable to declare full compliance for MIS Year 7,
with three Safety Actions confirmed as non-attained.

NHS Resolution
(NHSR) Maternity
Incentive Scheme (MIS)
Year 7

e Safety Action 1 (PMRT timeliness): One eligible perinatal death
review commenced outside the national two-month timeframe
(90% vs 95% requirement).
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e Safety Action 4 (consultant attendance in specified acute O&G
situations, in line with RCOG guidance): though Trust has
complied with the technical guidance (it can evidence 88%
compliance via a 100% case notes audit over a consecutive three
month period, with any instances of non-attendance checked and
actioned), the fact that consultant attendance was flagged as a
concern in the CQC visit led the SLT to decide that an attestation
of non-compliance would be appropriate.

o Safety Action 5 (Labour Ward Coordinator supernumerary status):
Recurrent loss of supernumerary status without a demonstrable
downward trend and without a sufficiently robust action plan in
place during the reporting window.

These non-attainments are non-recoverable; however, corrective
actions have been implemented at pace, supported by enhanced
oversight, strengthened escalation processes, refreshed workforce
models, and a developing leadership structure. These provide a more
credible pathway towards improved resilience and compliance for MIS
Year 8.

The declarations for both Trusts will require full transparency of
external regulatory context, including the pending CQC reports for
both sites as mandated under the MIS scheme rules.

PAC indicated assurance on the actions to progress and sustain:

o Safety Action 7 — MNVP infrastructure: Engagement activity is
ongoing; however, a fully defined, ICB/LMNS-funded and
time-bound plan remains required to achieve full MNVP
functionality, including formal governance attendance (notably
PMRT), by March 2026

e Safety Action 4 (KGH) Neonatal Tier 3 Workforce: There are
recruitment mitigations and a supporting review in progress to
achieve compliance during MIS Year 8; neonatal nursing
workforce is fully BAPM compliant. NGH are fully compliant with
BAPM standards for neonatal medical and nursing workforce,
Boards are requested to note this in the minutes to the 6-Feb-26
meeting, as this is a MIS requirement.

Next Steps — Declaration and Governance Timeline

¢ January 2026: Final MIS evidence pack issued to PAC (21
January), with draft declarations endorsed for progression to
Board.

o February 2026: 6 February — UHN Boards: Boards to formally
authorise the CEO to sign both declarations.

e PQSG /LMNS Board (date TBC, w/c 8 February): ICB to confirm
counter-signature authority.

e 17 February-3 March: National MIS declaration window.

e 3 March, 12:00: Final submission deadline to NHS Resolution.

UHN Q3 Maternity
Patient Safety Incident
Report

Across Quarter 3, UHN continued to strengthen its maternity and
neonatal safety systems, with improved consistency in harm grading,
structured case review, and further alignment with PSIRF and PSIP.
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(October-December 25)

1. 665 incidents reported (397 NGH; 289 KGH), reflecting a healthy
reporting culture

e Two PSlls commissioned

e Three MNSI referrals.

e Unexpected term neonatal admissions: 60 babies (3.4%);
systematic trend analysis to commence Q4.

This period marks a continued improvement in the quality and

consistency of governance, supported by enhanced oversight and

clearer escalation routes.

UHN Perinatal Safety
Improvement
Programme

(KGH MSSP + CQC
Progress)

The single UHN Perinatal Safety Improvement Plan continues to drive
a coordinated improvement effort across the system, with clear
evidence of traction despite the scale of transformation required.
MSSP: 91 actions identified; 26% complete, demonstrating steady
progress since autumn.

CQC oversight: 185 action improvement plan — 55% complete,
showing breadth of work underway.

Key areas of regulatory concern remain focused on infection
prevention and control, leadership behaviours, workforce stability,
governance reliability, and pathway consistency. Weekly senior
leadership oversight, strengthened governance structures, and a
developing cultural reset programme are now in place to sustain
momentum and support visible, measurable improvement across all
domains.

Manchester Homebirth
Review

A national safety review was launched after a coroner investigated the
tragic deaths of a mother and her baby during a homebirth in
Manchester. The coroner identified several safety gaps through a
Prevention of Future Deaths Report in how homebirth services are
supported nationally. NHS England has now asked all maternity
services to urgently review their homebirth arrangements. The review
highlights areas where the NHS must strengthen guidance, training,
communication and emergency planning so families can make fully
informed choices. UHN remains committed to offering safe, informed
and personalised birth choices, including homebirth. The are a clear
set of next steps which PAC were sighted to, to strengthen the safety
and reliability of its homebirth service. This includes a full Trust-wide
safety review covering staffing, senior on-call support, midwifery
training requirements, equipment readiness and ambulance transfer
arrangements. Risk assessment and care planning will be reinforced
so that every woman receives personalised information about her
individual risks, with decisions clearly documented throughout
pregnancy and labour. Information for families will be refreshed to
explain risks, benefits and what happens if a transfer to hospital is
needed. Midwifery competency requirements are being reviewed,
alongside work with ambulance, obstetric, anaesthetic and neonatal
teams to ensure rapid escalation when required. Governance will be
strengthened through updated homebirth procedures and regular
audits of outcomes and transfers, with findings reported to the Trust
Board and NHS England. Finally, the Maternity and Neonatal Voices
Partnership will play an active role in shaping information, gathering
women’s feedback and co-producing future homebirth pathways.

4/9
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Provides a national snapshot of the obstetrics and gynaecology
workforce and highlights the pressures affecting maternity and
gynaecology services. The census reinforces existing workforce
pressures across UHN’s O&G services and provides a clear mandate
RCOG 2025 Workforce for strengthened job planning, improved leadership structures, and
Census more sustainable medical staffing models. The emerging UHN action
plan will ensure local delivery of the census recommendations and
support safer, more resilient maternity and gynaecology services
across both Trusts.

PAC were also briefed on:

UHN Perinatal Scorecard (December Data) & Neonatal Exceptions
v Stable clinical indicators

v Smoking at birth: 4% (better than national target)

v FFT Promoters: KGH 100% | NGH 95%

v No diversions or suspensions

v 1:1 care in labour maintained at 100%

v Positive Vaccination uptake

v NGH: QIS 62% 1 and KGH: QIS 74%

Midwifery Bi-Annual Establishment Review

v Birthrate Plus compliant across both sites

v Midwifery vacancies: KGH 6.4% and NGH 7.6%

v Non-registered staff vacancies: 17.1% UHN

v Risk: reliance on externally funded specialist midwife posts (end Mar-26)

Key Themes: 1 Retention, 1 International midwife pipeline success, with focus required on community
caseloads

BadgerNet system Implementation

v NGH go live successful

v KGH stabilisation work ongoing

v Data quality meetings established

v Enhanced dataset completeness (feeds Scorecard & MSDS)

Recommendations
The Quality and Safety Committee and Perinatal Assurance Committee, at meeting on 21, 28 and 29
January 2026, received and noted the report, indicated assurance to, and recommended that the
UHN Boards of Directors:
1. Endorse and authorise the CEO to approve MIS Year 7 declarations (NGH compliant; KGH
non-compliant with SA1, SA4 and SA5)

a. Note and record Safety Action 7 — MNVP infrastructure: Engagement activity is
ongoing; however, a fully defined, ICB/LMNS-funded and time-bound plan remains
required to achieve full MNVP functionality, including formal governance attendance
(notably PMRT), by March 2026; and

b. Note and record Safety Action 4 (KGH) Neonatal Tier 3 Workforce: There are
recruitment mitigations and a supporting review in progress to achieve compliance
during MIS Year 8.
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2. Endorse the development of a unified UHN Obstetric Workforce Plan, aligned to the RCOG
2025 Workforce Census findings, to ensure sustainable consultant capacity, improved rota
resilience, and strengthened job-planning across both NGH and KGH

3. Note the midwifery establishment reviews and workforce actions.

4. Approve homebirth governance strengthening following national PFD.

5. Continue oversight of PSIP, MatNeolST (previously known as MSSP), and CQC
improvement work.

Financial Impact

There are direct financial consequences arising from the PAC updates. NGH is expected to recover its
full CNST MIS Year 7 incentive, whereas KGH will not receive the full incentive due to non-attainment
of Safety Actions 1 and 5, creating a financial pressure unless partially offset through a bid-back linked
to its action plan.

Additional cost pressures relate to workforce stabilisation, including the potential need to mainstream
several externally funded midwifery roles whose funding ends in March 2026, and ongoing training,
audit and improvement activity required to sustain regulatory compliance. This is to be worked through
with commissioners. The development and implementation of the unified Obstetric Workforce Plan
may generate future financial pressures, including potential business cases for additional consultant
capacity, enhanced rota resilience, protected SPA time, and administrative support to reduce
non-clinical workload. These requirements may create both recurrent and non-recurrent cost
implications necessary to meet national workforce standards and mitigate the risks highlighted in the
RCOG Workforce Census.

The homebirth safety review and strengthened governance arrangements may also require
non-recurrent investment in training, equipment, and updated pathways. Collectively, these pressures
represent both immediate financial impact and future recurrent commitments necessary to mitigate
safety, regulatory and workforce risks.

Full business cases will be developed for any changes as a consequence.

Legal implications/regulatory requirements

e The Trust must continue to comply with all CQC regulatory requirements which is requiring timely,
evidenced improvement and ongoing engagement with the regulator.

e |n addition to meeting statutory obligations for Duty of Candour UHN must fulfil national
patient-safety reporting duties, including timely referrals to the Maternity and Newborn Safety
Investigations (MNSI) programme and adherence to the Patient Safety Incident Response
Framework (PSIRF)

e For NHS Resolution’s Maternity Incentive Scheme, the Board must ensure full, accurate
declarations including disclosure of relevant external regulatory findings supported by appropriate
governance and Board approval.

o Failure to sustain safe staffing, training compliance, escalation processes and adherence to clinical

standards may increase legal exposure through claims, inquests or enforcement actions
Equality Impact Assessment

PAC has given due consideration to the potential equality and health-inequality implications. In
particular, PAC reflected on the importance of ensuring that improvements to culture across the
service, plus strengthening homebirth governance. Actions are being taken to ensure personalised risk
assessment, communication, and midwifery competency frameworks support equitable access and
safe care for all women and birthing people. No adverse impacts have been identified at this stage,
and equality considerations will continue to be embedded and monitored through established perinatal
governance and EDI oversight mechanisms as the work progresses.
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PERINATAL ASSURANCE COMMITTEE JANUARY 2026 CHAIRS HIGHLIGHT QUADRANT

Matters of Concern or Key Risks to Escalate Major Actions Commissioned / Work Underway

Regulatory Risk Regulatory / Assurance
¢ KGH CQC inspection citing concerns in: e 185 action improvement programme at KGH, with weekly
o Triage timeliness and risk-based assessment oversight.
o Consultant attendance/decision-making o Strengthened audit cycles for triage, consent, medicines safety,
o Workforce resilience equipment, LSCS pathways.
o Documentation, medicines safety, neonatal equipment
checks MIS / Safety Improvement
o Inconsistent adherence to national guidance (RCOG, e NGH & KGH continuing ATAIN QI projects
NICE, NQB, CNST) (hypoglycaemia/hypothermia).
e Full implementation of SBLCB v3.2, LMNS assured.
MIS Year 7 Non-compliance (KGH) o Biweekly consent audits & refreshed informed choice training.
o Safety Action 1 (PMRT timeliness) — one review 6 days late e Ongoing PMRT alignment across sites; reciprocal support with UHL.
(90% v 95% threshold).
o Safety Action 5 (Midwifery workforce) — 27 supernumerary Workforce & Staffing
breaches, no declining trend, no sufficiently robust Board e NGH action plan (completed) to maintain 100% Labour Ward
approved action plan in reporting window. Coordinator supernumerary status.
e Recruitment streams for midwives & neonatal nurses; international
Workforce Fragility (UHN wide) midwife pipeline at NGH (100% retention).
o Midwifery vacancy: 7.1% (KGH 6.4%, NGH 7.6%) o Establishment reviews completed using Birthrate Plus; recruitment
o Significant non-registered workforce gaps (17.1%) plans aligned.
¢ Neonatal nursing vacancy 9.6%, especially at KGH
¢ KGH Tier 3 neonatal medical workforce non-compliant with Equity & Culture
BAPM e Antiracism Strategy, REACH network, equity audits (call bells, meds
rounds).
Operational / Capacity Risks o Cultural competence training packages; engagement with The
e NGH episodic escalation to OPEL 3—4 driven by induction of Motherhood Group.
labour flow. o Daily reassurance rounds; bilingual pain scales; interpreter app
¢ Red flag events mainly linked to delays in IOL or ARM. rollout.
e Student safety and learning environment interventions (joint
Quality & Safety Risks NGH/KGH forum).
e Moderate harm incidents continue (10 in Dec; 22 in Q3).
e Ongoing documentation deficits following BadgerNet rollout. Operational Pathway Improvements

e BSOTS implementation at KGH (100% staff trained).
o Elective caesarean and IOL pathway reviews underway.
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o Equity risks raised and being investigated regarding slower call
bell response and less attentive care, with interpreter access
variability.

MNVP Infrastructure Risk
e MNVP not fully commissioned/funded to meet governance
expectations (attendance at 6 mandated forums).
e ICB level plans in place and approved.

o Digital optimisation: BadgerNet onboarding, data quality meetings,
trajectory monitoring.

Positive Assurance to Provide Decisions Made

Quality & Safety

e December 2025: no PSlls, 1 MNSI referral, moderate harm
incidents all reviewed with learning tracked.

o Perinatal mortality remains low; good cross site PMRT functioning.

o Clinical outcomes largely stable with no sustained adverse trends.

o Excellent performance in breastmilk within 48 hours, best in-
region for >18 months

e Strong parental involvement initiatives, with month on month
improvement in ward round participation

e Smoking at time of birth continues to decline, demonstrating
positive impact of MTDA roles

Operational Performance
e No service suspensions, diversions or in-utero transfers in
December.
e 1:1 care in labour maintained at 100% across both sites.

Experience
e FFT promoters: KGH 100%, NGH 95%.
e Strong feedback on compassionate care, communication, theatre
teamwork.

Training

e UHN wide compliance >95% in PROMPT, fetal monitoring, NLS;
o Both trusts meeting MIS Safety Action 8 overall.

8/9

MIS Year 7
e NGH: PAC endorses full compliance and progression to Board for
CEO declaration.

e KGH: PAC records non-attainment for Safety Actions 1 and 5; CEO
declaration to transparently include non-compliance and corrective
plans.

Pathways and Governance
e Continued use of BSOTS at KGH and pathway refinement.
e Agreement to track and close CQC actions with PAC oversight.
e Approval to progress final MIS evidence pack and escalate to Trust
Board and CEO
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MIS Assurance
e NGH fully compliant with all 10 safety actions.
e Strong performance in: MSDS data, transitional care, consultant
attendance (94%), neonatal nursing BAPM compliance, board
oversight, Duty of Candour.

Workforce Stability
e Improved retention, reduced turnover, filled midwifery pipeline.
e Community hubs functioning well, targeted caseload models for

safeguarding/complexity.
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Executive Summary

Maternity and neonatal services at Kettering General Hospital are operating within a
strengthened and increasingly effective governance and oversight framework, following the
establishment of a single Perinatal Safety Improvement Programme (PSIP) that integrates
MSSP actions, CQC regulatory requirements and national maternity safety priorities.

Since the September—October 2025 CQC inspection the Trust has taken prompt and
proportionate action to stabilise services, strengthen leadership oversight, and implement
structured improvement at pace. This includes improved workforce stability, consistent delivery
of core safety standards, and demonstrable improvements in triage timeliness, emergency
caesarean section responsiveness and mandatory training compliance.

Assurance has been materially strengthened through independent external scrutiny. From
January 2026, KGH transitioned to NHS England’s Maternity and Neonatal Improvement
Support Team (MatNeolST) under an intensive support model. Progress is subject to routine
review by NHS England, ICB partners and the Improvement Oversight and Assurance Group
(IOAG), providing confidence in the robustness of challenge and assurance.

The service now operates a clear three-lines-of-defence model, with improved alignment
between frontline controls, divisional oversight and Board-level assurance.

While progress is evident, the Board retains clear line of sight to residual and systemic risks,
particularly in relation to cultural embedding, documentation quality, neonatal Tier 3 workforce
compliance and the need to evidence sustainability through closed-loop audit. These risks are
actively managed and monitored through defined milestones, bellwether metrics and exception
reporting.

Overall, the Board can take assurance that there is a clear understanding of its regulatory
position, has effective oversight and controls in place, is responding credibly to external
challenge, and has established the conditions necessary for sustained improvement and
regulatory recovery.

Recommendations

For the KGH Board to Directors to:

1. Take assurance that effective governance, controls and escalation arrangements are in
place to oversee maternity and neonatal safety improvement.

2. Note the transition to NHS England MatNeolST intensive support, providing enhanced
external challenge, executive-level oversight and alignment with national expectations.

3. Acknowledge remaining risks, particularly in relation to cultural maturity, documentation
quality and sustainability of improvements, and confirm that these are actively monitored
with clear mitigation.

4. Confirm continued Board focus on sustaining improvement, evidencing impact and
maintaining pace under ongoing CQC and NHS England scrutiny.

Appendices
Appendix 1: KGH MSSP / CQC Progress Presentation (IOAG 15 January 2026)
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Risk and assurance

UHN11 Positive safety culture

UHN12 culture of compassionate, response and inclusive care

Financial Impact

Potential for increased/changes to workforce and equipment. Failure to achieve our CNST
incentive reduction (>£200k). Possible support available through NHS England funding vis LMS
work streams.

Legal implications/regulatory requirements

Risk of the safety of maternity services being called into question and the aligned financial and
reputational risk

Equality Impact Assessment

This is applicable to all staff within Northamptonshire LMNS and all women accessing care
within the LMNS.
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Kettering General Hospital (KGH) Maternity Improvement Progress Report: Perinatal Safety
Improvement Programme (PSIP), MSSP and CQC

Reporting period: November 2025 — January 2026
EXECUTIVE SUMMARY

Maternity and neonatal services at Kettering General Hospital (KGH) continue to make measurable
and sustained progress under the Single Perinatal Safety Improvement Programme (PSIP), which
integrates MSSP actions, CQC regulatory requirements and national maternity safety priorities
within a single, coherent delivery framework.

Progress during this reporting period demonstrates that the service has moved beyond initial
stabilisation and is now delivering structured improvement with increasing assurance. Workforce
stability has strengthened, with all midwifery vacancies filled, consultant job planning completed,
and improved senior leadership presence. There is evidence of core safety standards being
consistently delivered, including 100% 1:1 intrapartum care, sustained training compliance above
95%, and improving performance in maternity triage and emergency caesarean section
responsiveness, despite rising activity.

There is also evidence of improving system reliability, supported by the live use of BadgerNet,
enhanced governance, and a clearer line of sight from frontline risks to Board oversight. Infection
prevention, consent and information governance, and medicines safety have been prioritised
following CQC feedback, with over 55% of CQC actions now complete and the response plan
embedded within PSIP.

Importantly, the service is now operating within a strengthened assurance environment, with
independent scrutiny through NHS England, the ICB Improvement Oversight and Assurance Group
(IOAG), and since January 2026 the new Maternity and Neonatal Improvement Support Team
(MatNeolST).

Notwithstanding the progress made, material risks remain, particularly in relation to cultural
embedding, documentation quality, neonatal Tier 3 workforce compliance, and the need to fully
close audit loops to evidence sustained change. These risks are understood, subject to active
mitigation, and are being tracked through defined milestones and evolving bellwether metrics.

Overall, the trajectory is positive. The service has demonstrably strengthened leadership,
governance and safety-critical processes, with increasing confidence in direction of travel. The
Board is asked to take assurance that improvement is progressing at pace, and remaining risks are
clearly identified and actively managed as the service continues towards MatNeoSIT exit readiness
within the next 12months.

1. Programme Oversight and Governance

A single PSIP is now operational, providing line of sight from frontline improvement activity through
to the Board.
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The governance structure shown represents the formal
assurance and escalation route; however, it is
deliberately underpinned by a broader network of
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governance. NB. governance has been strengthened through the introduction of:
¢ Divisional and Directorate weekly senior leadership oversight meetings
o |AOG scrutiny and exception reporting (monthly)
e CQC exception reporting to Executives (weekly)
¢ Alignment of MSSP, CQC, and national directives with a longer-term sustainability
programme of work (programme impact measures being agreed)
o Executive-led Perinatal Assurance Committee maintains overall oversight of PSIP as per
delegated responsibility of the Board of Directors

Transition to the Maternity and Neonatal Improvement Support Team (MatNeolST)

KGH has formally transitioned from the Maternity Safety Support Programme (MSSP) to the NHS
England Maternity and Neonatal Improvement Support Team (MatNeolST) with effect from 1
January 2026, following agreement with NHS England. This represents a shift to a more intensive,
time-limited and executive-led improvement model, designed to strengthen sustained improvement
and Board-level accountability.

Under the new arrangements, KGH has been assessed as requiring Intensive MatNeolST support
for a 12-month period. Support will be provided by a dedicated team of midwifery and obstetric
Maternity Improvement Advisors (MIAs), with access to specialist national expertise including
neonatal improvement, quality improvement, equity and inclusion, workforce and Professional
Midwifery Advocacy. The focus is on co-delivery of improvement, not performance management,
enabling KGH to lead and embed change sustainably.

New Governance and Oversight Arrangements: A key change within the MatNeolST model is
the introduction of formal monthly executive-level meetings between KGH, NHS England and
regional partners. These meetings are a core requirement of the support framework and act as the
primary point of assurance, escalation and decision-making for maternity and neonatal
improvement. The meetings intend to:

¢ Maintain direct Board and executive engagement in maternity and neonatal safety

e Provide oversight of progress against the agreed Targeted / Intensive Improvement Plan

e Act as the first formal escalation point should progress stall or risks increase

¢ Ensure alignment between KGH, regional and national improvement activity

5
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Attendance includes KGH executive leadership, clinical leads, regional maternity and obstetric
leadership, service-user representation, and MatNeolST advisors, reinforcing system-level
accountability. In addition, MIAs will attend Board meetings as required during the support period
to ensure Board visibility of progress, risks and required actions, and a formal closure meeting will
be held at the end of the 12-month period to review outcomes and agree ongoing regional
oversight arrangements.

While the monthly executive meetings provide the formal oversight route, assurance is further
strengthened through integration with existing governance and specialist forums. Outputs from the
MatNeolST programme and improvement workstreams will continue to flow through Divisional
Governance, PAC, and established specialist groups. This ensures that improvement is monitored
at operational, divisional and Board level, with triangulation across safety, quality, culture and
equity domains.

Progress is tracked against agreed 3-, 6- and 12-month milestones, with defined evidence
requirements. Following the conclusion of MatNeolST support, a co-produced closure report will
confirm achievements, outstanding risks and the framework for continued regional enhanced
oversight

Evolving bellwether metrics are being developed to support PSIP and demonstrate progress as per
MatNeolST approach. These metrics will complement reporting and will routinely report, with
increasing data maturity as part of BadgerNet embedding.

Board assurance: The new and embedding improvement programme, aligned to the new NHS
England Maternity and Neonatal Improvement Support Team (MatNeolST) model, is addressing
previous fragmentation; actions are prioritised, tracked and overseen through an integrated
governance structure operating within a clear three-lines-of-defence framework.'.

2. Workforce Stability and Capacity

Midwifery
o All registered midwife vacancies have been recruited, following a Birthrate Plus-aligned
uplift.

e 100% compliance with 1:1 care in established labour has been sustained.

¢ Increase in the Band 7 coordinator template to ensure sufficient capacity for senior
leadership and operational oversight, breaches reviewed and mitigated appropriately.

e Completion of a senior Midwifery Leadership management of change across the UHN
group to align and strengthen with aim to bring consistent standards of care and
sustainable leadership across maternity services, this includes the introduction of new roles
(deputy heads of midwifery, antenatal services and complex care matron, and improved
clarity of the quality improvement and governance matron roles)

Medical and Neonatal Workforce
e New UHN Clinical Director for Obstetrics commenced January 2026 allowing greater focus
and consistency across the group
e Obstetric consultant job plans are 100% completed, a key MSSP milestone. Focus is how
on working to further alignment to PSIP and emerging RCOG guidance

6
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Consultant attendance audits demonstrate >80% compliance, meeting MIS requirements,
with further improvement actions underway.
Neonatal workforce is compliant at BAPM Tiers 1 and 2.
Tier 3 compliance remains a risk, with mitigations in place including:
o Appointment of an additional consultant.
o Review of job plans to create capacity for a 7th neonatal consultant.

Board assurance: Workforce risks have reduced materially, with remaining gaps understood and
actively managed. The focus now shifts to implementing and embedding new roles and structures,
monitoring skill mix and fill rates, and building resilience as part of ongoing wellbeing and retention

plans

3. Clinical Safety, Pathways and Outcomes

Triage and Flow

BSOTS triage model (ongoing care in the same location as initial assessment) went live in
December 2025
100% staff trained who work or may be redeployed to triage, with a programme of
education to work towards all staff being trained
Recent sustained improvement demonstrated in December 2025:

o Initial triage assessment within 15 minutes improved to ~73%.

o Ongoing midwifery and medical care compliance improved across all urgency

categories.

Performance gains have been achieved despite increasing attendances, demonstrating
improved system resilience and more proactive escalation approaches

Emergency Caesarean Section (LSCS)

Category 1 decision-to-incision times consistently meet the national 30-minute standard
(mean ~26 minutes).

Category 2 performance has improved significantly, with December 2025 averages
approaching the 75-minute target, reflecting improved theatre flow and prioritisation.
Variation is better understood following process mapping, with targeted QI actions
underway.

Fetal Monitoring

Whilst real-time reporting through BadgerNet is being worked through, local audit
demonstrates assurance around escalation and key safety steps (297-100% compliance in
critical areas).

Ongoing improvement focus on routine hourly CTG review documentation

No intrapartum stillbirths or HIE cases in 2025 where fetal monitoring was identified as a
contributory factor.

Neonatal Outcomes

ATAIN performance remains better than the national average, indicating effective perinatal
optimisation.

Learning from cooled babies and HIE cases has been commissioned and embedded into
PSIP workstreams.
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Board assurance: Several of the core safety-critical functions identified through MSSP show
sustained improvement, with risks identified early and addressed through targeted Ql.

4. Experience, Consent and Equity

Consent practice continues to be an area of focus with repeated audits demonstrating good
compliance, December audit demonstrated 100% documentation compliance.

FFT feedback continues to consistently demonstrate positive frontline interactions, with service
users describing clear explanations, respect for choice and compassionate staff behaviours. This
provides important assurance about day-to-day care quality. The rise in complaints during Q2 2025
predominantly reflected operational pressures rather than staff behaviours, particularly delays in
care and communication during periods of increased demand and operational disruption. Since
Q3, complaint volumes have declined, coinciding with targeted actions to improve flow, triage
performance and communication during waits. This pattern suggests that while interpersonal care
was rated positively, system reliability and timeliness were the key drivers of dissatisfaction, and
these are now being actively addressed through PSIP and CQC improvement work.

A focused and strengthening equity response is in place and embedded within the Perinatal Safety
Improvement Programme, with clear executive oversight and line of sight to delivery. This includes
increased leadership visibility through daily walkarounds, regular check-ins and real-time feedback,
alongside operational actions to improve responsiveness, such as real-time call-bell audits linked
to ethnicity, structured daily reassurance and pain-control rounds, and standardised medicine
administration supported by EPMA audits. Interpreter access has been strengthened through use
of clinical devices, with further work underway to introduce bilingual pain scales and rapid
interpreter escalation. Targeted cultural competence initiatives have been launched, building on
learning from the Motherhood Group and the “Listen to Me” campaign, with Trust-wide cultural
competence training planned for 2026. A national perinatal equity deep dive, led by Wendy
Olayiwola, is scheduled for February 2026 to provide independent scrutiny. The Trust is also
actively engaged in the NHS England-sponsored Perinatal Equity and Anti-Discrimination
Programme, with progress reported monthly to NHSE, providing assurance that equity concerns
are being addressed through measurable actions, robust governance and sustained improvement.

Board assurance: Experience and equity are now explicit improvement priorities, with credible
actions and monitoring in place.

5. Culture and Organisational Development

Culture and Organisational Development remain a critical focus of the Perinatal Safety
Improvement Programme. The evidence confirms that while foundations are improving, cultural
embedding is at an early—to-mid stage and requires sustained leadership attention.

A comprehensive Culture & OD Programme is now in place, aligned to Theme 10 of the Section
29A Response Plan and embedded within PSIP governance. This programme is addressing
historic issues of incivility, undermining behaviours, discrimination and psychological safety
through a structured, multi-layered approach. Key actions include the reset of values-based
behavioural standards, embedding civility and empathy within induction and mandatory training,
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appointment of civility champions, introduction of psychologically safe reporting routes, and the
roll-out of pulse surveys and real-time feedback mechanisms such as How Was Your Shift.
Leadership visibility and accountability have strengthened, with consistent senior walkarounds,
daily engagement with teams, directorate co-location in clinical areas, and formal monthly senior
oversight. Leadership development is being supported through group coaching, reciprocal
mentoring, and OD-led interventions, with behavioural expectations increasingly reflected in
appraisals, governance forums and incident review processes.

Early indicators show positive movement in staff engagement and willingness to speak up,
including increased feedback submission, improved multidisciplinary dialogue, and strengthened
use of Freedom to Speak Up pathways. This is being triangulated alongside staff survey data,
pulse checks, grievance trends and cultural themes arising from incidents, complaints and FFT.

Importantly, cultural improvement is explicitly linked to safety and equity. Equity-related concerns
raised by NHS England Workforce Training and Education (WTE) have been met with rapid
leadership action, operational changes, and a scheduled national perinatal equity deep dive,
reinforcing the link between culture, inclusion and patient safety.

Board assurance: Overall, there is clear assurance there is an understanding of the scale and
nature of the cultural challenge. These are being robustly responded to, and there are plans in
place to sustain improvement. The critical next phase is embedding consistency, demonstrating
measurable impact, and maintaining momentum as regulatory scrutiny continues.

6. CQC and Section 29A Progress

Of the CQC action plan, over 55% of actions are now complete, with a growing number signed
off as assured. This is embedded within the PSIP, and progressing at pace. Key risk areas (IPC,
staffing oversight, consent, governance) have demonstrable improvement actions and monitoring.

Board assurance: Regulatory risks are being actively managed with clear delivery milestones and
improving assurance.

7. Overall Assessment

PSIP across UHN has enabled KGH to move from diagnosis and stabilisation to demonstrable
improvement and assurance. While challenges remain, particularly in embedding new systems
and achieving full neonatal workforce compliance, the service now shows:

e Clear leadership

e Improving performance against safety-critical metrics.

e Strengthened culture and governance.

e A credible trajectory towards MSSP exit readiness.

Board focus should now remain on sustaining improvement, closing residual gaps, and
maintaining pace under ongoing regulatory scrutiny.

i Structured framework used to clarify roles and responsibilities in risk management and control, ensuring that programmes achieve their
objectives without significant failures. It helps prevent gaps in oversight and avoids duplication of effort by separating duties into three
distinct, collaborative layers.
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Meeting Boards of Directors of KGH and NGH Meeting together in public as
the University Hospitals of Northamptonshire NHS Group

Date 6 February 2026

Agenda item Kl

Title Emergency Preparedness, Resilience and Response (EPRR)
compliance annual report and Core Standards self-assessments

Presenter Sarah Noonan — Chief Operating Officer

Author Andrea Contini and Andy Howes, EPRR Team

This paper is for

O Approval [ Discussion Note Assurance

To formally receive and | Todiscuss, in depth, areport | For the intelligence of the | To reassure the Board that
discuss a report and approve | noting its implications for the | Board without the in-depth | controls and assurances are
its recommendations OR a | Board or Trust without | discussion as above in place

particular course of action formally approving it

Group Priorities
Transform Patient Care L1 Strengthen our Culture L1 Deliver our financial plan

Executive Summary

Reason for consideration Previous consideration

It is part of the NHS England’s Core Finance, Investment and Performance
Standards for EPRR that the Boards of Committee, 27 January 2026 (progress
Directors should be fully briefed and aware report available in ‘documents’ section of

about the annual Core Standards Self- Board Portal)

Assessment position, the work that has been
done and plans moving forward.

This paper describes the last year of Local Health Resilience Partnership activity and
NGH and KGH EPRR Core Standards results.

Both Trusts were deemed non-compliant to the EPRR Core Standards. To achieve overall
partial compliance 77% of standards need to be fully compliant, substantial compliance is
at 95%, and fully compliant 100%.

There is a total of 62 standards applicable to each Trust, results are as follow:
KGH: 17 were assessed fully compliant (27%), 44 partially compliant (71%) and 1 non-

compliant (2%).

NGH: 19 were assessed fully compliant (31%), 42 partially compliant (67%) and 1 non-
compliant (2%).

The overall compliance has decreased for both sites, but with robust plans in place to

improve this position.
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The EPRR function has evolved to a Group working with significantly improved cross-site
considerations and more Group approaches to ensuring compliance.

While the results from the core standard review were disappointing but not unexpected,
reconfiguration of the EPRR structure and function across UHN was already underway.
With the 2025-2026 EPRR workplan there is confidence that UHN will progress its
compliance with the core standards to at least partially compliant prior to the 2026 Core
Standards Assurance process.

The Boards are requested to receive and note the results of this year EPRR Core
Standards and the main priorities and objectives for the Team and to indicate assurance
regarding the trajectory which, at the time of writing, is on track: in a review at January
2026 (see separate paper) the steps undertaken and planned show 25 standards at Full
Compliance, 25 Standards at high likelihood of Full compliance and 12 at Partial
Compliance

Risk and assurance

Risks 5665 and 6153: Non-Compliance in NHS England Core Standards for EPRR
Assurance process

Patient Experience: Impact on the There is a risk for both Trusts not to reach
experiences that patients receive during care | compliance under the Civil Contingencies
and treatment. Act 2004, the NHS England EPRR
Safety/Quality/Statutory: Impact on the safety | Framework and the annual EPRR Core
of patients, staff or public. Impact on the Standards Self-Assessment. This will lead
quality of our services. Impact upon on our to a generalised risk of harm to patients,
statutory obligations, regulatory compliance, | staff and visitors, impact on patients’
assessments and inspections experience and Trust reputational
Business/Reputation: Impact upon our damage.

reputation through adverse publicity Impact

upon our business and project objectives.

Service and business interruption

Financial Impact

Legal implications/regulatory requirements

Both Trusts are classed as Category 1 responders under the Civil Contingencies Act 2004
and have six main duties to carry out including risk assessment, planning for emergencies,
sharing information with partners agencies and warn and inform the population.

Equality Impact Assessment

Equality impact review available upon request.
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1. INTRODUCTION

This paper provides a report on the Trusts’ emergency preparedness to meet the
requirements of the Civil Contingencies Act (2004) and the NHS England Emergency
Preparedness, Resilience and Response Framework 2022.

Each Trust has a suite of plans in place to deal with Major Incidents and Business
Continuity issues. These conform with the Civil Contingencies Act (2004) and current
NHS-wide guidance. All plans have been developed in consultation with internal and
external stakeholders to ensure cohesion with other related plans. The plans are
ensuring a Group approach is being made with the majority being reviewed to having
a Group approach with site specific elements as necessary.

The paper reports on the training and exercising programme, EPRR annual
assurance and details the developments of the emergency planning arrangements
and plans. The report gives a summary of instances in which each Trust had to
respond to extraordinary circumstances.

With the development of a training needs analysis completed by the Group EPRR
Manager in September 2025 it is recognised that, although a number of key work
streams have been put on hold due to resource challenges, the accessibility and
awareness of the Group to EPRR profiles is being revised and sustained. The aim of
the EPRR work programme for the next 3 years is to return to a level of activities
equivalent to prior to the pandemic in 2020.

Staffing challenges across the EPRR landscape prior to the Group EPRR Manager
being in post in July 2025 and the difficulty in recruiting permanent qualified EPRR
staff have continued to challenge progress. The team has undergone a refocus of
the Emergency Planning Team with clear plans and timelines for a joint Group
Working and joint annual work plan. Cross site coverage is key to this accessibility
(and ability to provide relevant tactical and strategic advice) with the team ensuring
site availability for the maijority of the working week.

The WTE for the Emergency Planning Teams is as follow: 1x WTE B8B (started in
July 2025), 1x WTE B8A, 0.5x WTE B5, 1x WTE B4.

2. TRAINING AND EXERCISES UNDERTAKEN

A key part of any preparedness arrangements is to ensure that staff are
appropriately trained to implement the required response. The UHN EPRR Manager
facilitates the delivery of major incident training to staff, in addition to on-call training
and specific sessions as required, and this has included:
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. KGH and NGH ED staff have continued to deliver quarterly training days
which focus on major incidents and CBRN response, including donning the
Powered Respiratory Protection suits (PRPS) for clinical staff likely to wear
them during HazMat or CBRN incidents.

. EMAS updated train-the-trainer course on HazMat / CBRN and PRPS has
been offered again to Urgent Care staff across UHN.

. Logagist training ensures that UHN has sufficiently trained members of staff
who can act as loggists during an incident. In addition, sessions have been
developed to provide qualified loggists with refresher training in decision
logging prior to assisting in the Incident Coordination Centre. The training has
now fully restarted. As part of the training, loggists are also encouraged to
attend some senior meetings in order to practice the logging of key decisions.
During the period of this report the EPRR Team has trained 25 members of
staff.

. NHS England Regional Team has, again, offered the Principles of Health
Command training for Strategic and Tactical on-call staff. Unfortunately,
members of staff are having issues in booking the training due to lack of
spaces available. This has unfortunately continued post report dates, but NHS
England aware of situation

. Business Continuity training started in February 2025. For the period in
consideration, the EPRR Team has trained 18 members of staff. This training
has been aligned with the new NHSE BC Framework 2023, and updated
templates reflecting these standards are now in active use across UHN. This
ensures that all preparedness activities are consistent with current national
guidance and best practice.

o Major Incident Medical Management and Support: The Practical Approach at
the Hospital (HMIMMS) courses held 3 full onsite courses at KGH to support
the Command-and-Control educational requirements of both onsite and on-
call commanders. Further 1-day shorter courses were delivered to staff from
the Emergency Department across the year.

Several training events postponed last year due to delays in appointing a full-time
EPRR Manager are currently being thoroughly reviewed or have already been
implemented. For example, EPRR awareness training for all staff is now provided
during new starter inductions.

As required by the Core Standards for EPRR, all corporate-level training and
exercising is based on the NHS England’s Minimal Occupational Standards and
referenced to the National Occupational Standards for Civil Contingencies.

The following exercises have taken place over the 12 months period (Sep 2024 -
Aug 2025):

5/17
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e Cyber Security Exercise 24/10/2024, a multi-agency tabletop exercise
organised by NHSE and the ICB and based on real cyber security threats.

e Exercise Tangra 08/04/2025 - Pandemic Influenza local ICS response

e Exercise Amnis 09/05/2025 ICB Multi Agency Emergency Discharge Cell
(MAED) exercise

e Exercise Toucan 25 12/05/2025 — NHSE unannounced cascade exercise

e Exercise Silver Siren 13/05/2025 — RAF Bi-annual live exercise — UHN and
health parallel Mass Casualty Tabletop Exercise

e Exercise Echo One 26/06/2025 - Northants/LLR Pan ICS Cyber Exercise

Staff who have attended exercises have found them to be enjoyable and informative
with lots of new and useful information discussed.
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3. List of Business Continuity, Critical Incidents and Major Incidents

Incidents reported to the ICB (period 01 September 2024 — 30 August 2025):

Organisation

Northampton General
Hospital NHS Trust

Incident type (e.g. critical,
major, business continuit
Op Yeovil —
Northamptonshire flood

Date(s) of incident

Sunday 22 Sept 2024
to Monday 07 October
2024

Kettering General
Hospital
NHS Foundation Trust

Op Yeovil —
Northamptonshire flood

Sunday 22 Sept 2024
to Monday 07 October
2024

Northampton General NGH ED Symphony PAS 11/10/2024
Hospital NHS Trust outage

Kettering General UHN Critical Incident 19/11/2024
Hospital (Capacity)

NHS Foundation Trust

Northampton General UHN Critical Incident 19/11/2024
Hospital NHS Trust (Capacity)

Kettering General UHN Critical Incident 07/01/2025 —
Hospital (Capacity) 11/01/2025
NHS Foundation Trust

Northampton General UHN Critical Incident 07/01/2025 -
Hospital NHS Trust (Capacity) 11/01/2025
Kettering General UHN Ceritical Incident 28/01/2025
Hospital NHS Foundation (Capacity)

Trust

Northampton General UHN Critical Incident 28/01/2025

Hospital NHS Trust

(Capacity)

Kettering General
Hospital
NHS Foundation Trust

Burst Pipe in Rockingham
Wing

20-21/04/2025

Kettering General
Hospital
NHS Foundation Trust

Resident Doctors Industrial
Action

25-30/07/2025

Northampton General
Hospital NHS Trust

Resident Doctors Industrial
Action

25-30/07/2025

Date(s)

incident
month year
18/11/2024

(day

Weather related alerts received:

of Type of Alert

Amber Cold Weather alert AMBER alert, in

place from

Monday 18 November 10am until
Saturday 23 November 6pm
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02/01/2025 Amber Cold Weather alert Alert in effect from 12PM on

02/01/2025 untii  12PM  on
08/01/2025 across the East
Midlands. The amber alert has a
matrix score of 12.

03/01/2025

Amber Snow and Ice alert

Alert in effect between 18:00 (UTC)
on Sat4 Jan 2025 and 12:00 (UTC)
on Sun 5 Jan 2025

06/01/2025

Amber Cold Weather alert

The amber cold health alert is in
effect from 12PM on 06/01/2025
until 12PM on 12/01/2025 across
the East Midlands. The amber alert
has a matrix score of 12.

06/01/2025

Amber Cold Weather alert

cold health alert is in effect from
12PM on 06/01/2025 until 12PM on
12/01/2025 across the East
Midlands.

09/01/2025

Amber Cold Weather alert

The amber cold health alert is in
effect from 12PM on 09/01/2025
until 9AM on 14/01/2025 across the
East Midlands. The amber alert
has a matrix score of 13.

19/06/2025

Amber Hot Weather alert

The amber heat health alert is in
effect from 12PM on 19/06/2025
until 9AM on 23/06/2025 across the
East Midlands. The amber alert
has a matrix score of 12.

26/06/2025

Amber Hot Weather alert

The amber heat health alert is in
effect from 12PM on 27/06/2025
until 6PM on 01/07/2025 across the
East Midlands. The amber alert
has a matrix score of 12.

30/06/2025

Amber Hot Weather alert

The amber heat health alert is in
effect from 10AM on 30/06/2025
until 9AM on 02/07/2025 across the
East Midlands. The amber alert
has a matrix score of 12.

11/07/2025

Amber Hot Weather alert

The amber heat health alert is in
effect from 12PM on 11/07/2025
until 9AM on 14/07/2025 across the
East Midlands. The amber alert
has a matrix score of 12.

11/08/2025

Amber Hot Weather alert

The amber heat health alert is in
effect from 9AM on 12/08/2025
until 6PM on 13/08/2025 across the
East Midlands. The amber alert
has a matrix score of 12.
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Summary of Weather Alerts (Nov 2024 — Aug 2025)

Cold Weather Alerts (Nov 2024 — Jan 2025)

¢ Amber Alerts:

o

o

o

o

18 Nov 2024: West Midlands (18-23 Nov), matrix score not stated
02 Jan 2025: East Midlands (2—8 Jan), matrix score 12
06 Jan 2025: East Midlands (6—12 Jan), matrix score 12

09 Jan 2025: East Midlands (9-14 Jan), matrix score 13

e Amber Snow & Ice:

o

03 Jan 2025: East Midlands (4-5 Jan)

Hot Weather Alerts (Jun — Aug 2025)

¢ Amber Alerts:

o

(0]

o

o

o

Key Points:

o Cold weather alerts dominated Nov 2024-Jan 2025, with multiple amber

19 Jun 2025: East Midlands (19-23 Jun), matrix score 12
26 Jun 2025: East Midlands (27 Jun—1 Jul), matrix score 12
30 Jun 2025: East Midlands (30 Jun—2 Jul), matrix score 12
11 Jul 2025: East Midlands (11-14 Jul), matrix score 12

11 Aug 2025: East Midlands (12—13 Aug), matrix score 12

alerts and matrix scores up to 13.

o Hot weather alerts were frequent from June to August 2025, including

several amber alerts with matrix scores of 12.

University Hospitals
enc of Nerthamptonshire

HHS dmuoz
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4. Lessons identified and learning undertaken from incidents and exercises

4.1.0p Yeovil -Northamptonshire flood

Op Yeovil -Northamptonshire flood - Sunday 22 Sept 2024 to Monday 07 October
2024 lessons identified

4.1.1. Aspects that went well:

EMAS Silver Cell proactively avoided improper hospital admission of patients on
26/09

4.1.2. Aspects for improvement:

Perceived requirement for increased stakeholder representation. This gave rise to
UHN having a reduced potential for situational awareness of the developing incident

4.1.3. Recommendations

Further work to be completed on sharing of key information post Tactical Co-
ordination Group calls with dissemination to relevant LRF/LHRP stakeholders

4.2.ED Patient Administration System Outage

4.2.1. Aspects that went well

The emergency department remained functional and had maintained patient and
staff safety while pressurised.

Digital downtime contingency boxes were readily available following the appropriate
agreed trigger to move to business continuity plans

Corporate memory of colleagues from previous downtimes supported the response
well

4.2.2. Aspects for improvement

Reduced operational situational awareness, i.e. tracking times of patient attendances
Internal communications to staff and stakeholders were not consistent in frequency

Parent company for software deemed to not be as responsive as expected

4.2.3. Recommendations

Highlighted area of site not owning their own BCP- for review and support to
complete
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Table-Top exercise — to have some focus on non-digital functioning

Robust and regular communications both internally and externally, with corporate
sign off.

4.3.Broken pipe in Rockingham Wing

4.3.1. What went well?

All relevant key internal and external stakeholders responded well. Agreement on
actions was regular and well structured. Fire and Rescue Service and EMAS
responded and supported well.

Good local site awareness

Communications across all responders was very good, with the internal teams
involved performing local debriefs.

Service users remained safe, and all cared for with minimal disruption.

4.3.2. What didn’t go so well?
Security team pressured in response

Communications for getting support could have improved, with clear understanding
of escalation and support routes. On-call colleagues at sister site not immediately
informed, and not “stood down” at end of incident

Local incident management policies and procedures misleading and require updating

Local BC plans require update to provide realistic options for where patients, staff,
and supporting facilities can be relocated to (mitigated by local site awareness at
time of incident)

An area in Rockingham was used which was deemed unsafe for use. Comms on
handovers, simulating scenarios around BC options.

4.3.3 Lessons identified

Local Security Management Specialists (KHG+NGH) and the UHN EPRR Team
working collaboratively to update Lockdown Plans into single UHN Lockdown Plan.
Part of this is reviewing staff compliments 24/7/265

Alert Cascade system contract extended for one year and to comprehensively cover
all UHN sites and specialties. Stand down messaging review and revamped as part of
Alert Cascade service contracting.
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Communication to relevant stakeholders including both Site Teams and on weekend
plans to pass on messages relating to incidents to ToC and/or SoC both for information
and action.

KGH Incident Response Plan (generic response to business continuity, major, and
critical incident response) + NGH Major Incident Plan are being amalgamated as part
of continued Group working. Stand by, BC, MI, and Critical Incidents declaration and
communication detailed.

4.4.Exercise Silver Siren 13/05/2025 — UHN and health sector Mass Casualty
Tabletop Exercise

Delay in major
incident
declaration

Switchboard and

Category What Went Well Wgﬁt Went Not So Actions Decided
Team Strong Some departments | Include
Engagement multidisciplinary felt rushed and departments
participation underprepared earlier in planning
Staff willing to learn Continue tabletop
and collaborate exercises
Communication | Good internal team Poor Clarify declaration
collaboration communication process
from EMAS

Improve liaison
with EMAS

Finalize telephone
cascade plans

had strong plans

specialist teams

Limited access to
ICC room

taff | Add risks to
stalt unciear on corporate risk
processes register
Training & ED teams showed Lack of major Mandate training
Awareness strong preparedness | incident training for | for senior leaders
executives Expand
General staff awareness and
unaware of training trust-wide
procedures
Facilities & Kettering’s portering | Difficulty Develop robust
Logistics and facilities teams contacting systems for

specialist team
contact
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Category What Went Well W:ﬁt Went Not So Actions Decided
Clarify ICC stand-
up location
Business Recognition of need Over-reliance on Update business
Continuity for continuity planning | digital systems continuity plans
Ensure paper
backups are
available
Phone calls People calling will | Follow up emails
use a different after information
terminology to passed
contact Tactical /
Strategic (Site
Manager etc.)
Discharge Cell | Very good concept
about support and
discharges
Welfare / Staff not taking Remind staff to
Wellbeing breaks or looking | consider welfare /
after welfare / wellbeing
wellbeing

5. 2025 Organisational assurance summary

NHS England requires providers of NHS funded care to offer assurance surrounding
their EPRR readiness through the annual National EPRR Core Standards process.

The annual assurance process for 2024 (August submission) was led by the ICB with
assessment by the systems EPRR function. To ensure regional and nationwide
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cohesion, transparency and consistency, assessment identical to ICB requirements
was completed by NHS England Midlands EPRR Team.

A deep dive was also undertaken in relation to current cyber security arrangements.
Specific results from this highlighted the need to broaden and include different cyber
security scenarios and enhance planning.

Both Trusts were deemed non-compliant to the EPRR Core Standards. In order to
achieve overall partial compliance 77% of standards need to be fully compliant,
substantial compliance is at 95%, and fully compliant 100%.

On a total of 62 standards applicable to each Trust, results are as follow:

KGH: 17 were assessed fully compliant (27%), 44 partially compliant (71%) and 1 non-
compliant (2%).

NGH: 19 were assessed fully compliant (31%), 42 partially compliant (67%) and 1 non-
compliant (2%).

The overall full compliance has decreased, partial compliance has increased,

Details of KGH submission:

Total

Core Standards standards

applicable
Governance 2 0
Duty to risk assess 2 2 0 0
Duty to maintain plans 11 2 9 0
Command and control 2 0 2 0
Training and exercising 4 0 3 1
Response 7 2 5 0
Warning and informing 4 0 4 0
Cooperation 4 4 0 0
Business Continuity 10 2 8 0
Hazmat/CBRN 12 1 11 0
Total 62 17 44 1

Details of NGH submission:

Total
Core Standards standards
applicable
Governance 6 4 2 0
Duty to risk assess 2 2 0 0
Duty to maintain plans 11 1 10 0
Command and control 2 0 2 0
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Training and exercising 4 0 3 1
Response 7 2 5 0
Warning and informing 4 0 4 0
Cooperation 4 4 0 0
Business Continuity 10 2 8 0
Hazmat/CBRN 12 2 10 0
Total 62 17 44 1

Organisation  2022/2023 2023/2024 2024/2025 Predicted Predicted

2025-2026 2026-2027

Kettering Non- Non- Non- Partial Substantive/
General Compliant Compliant Compliant compliance Full
Hospital as minimum  compliance
NHS expectation

Foundation

Trust

Northampton Non- Non- Non- Partial Substantive/
General Compliant Compliant Compliant compliance Full
Hospital NHS as minimum  compliance
Trust expectation

6. Current Compliance Levels and Future Steps

The table below outlines key compliance indicators, their status, and the planned
activities to address any gaps for the period 2025/26. The indicators include group
working as it is currently implemented across the two Trusts.

Planned activities to enhance compliance include implementing corrective actions for
non-compliance issues, addressing recommendations identified through the confirm
and challenge process, and launching a comprehensive training program to ensure
100% completion.

The one non-compliant standard is now fully compliant, with an EPRR session on the
“Welcome to the Group” induction days.

Indicator Current Status Planned
Strengthen the Group EPRR Manager Team accessibility
collaboration between and Head of Resilience across sites with at least

KGH and NGH to align and Business Continuity 4 out of 5 working days
the Emergency Planning working across both sites  with EPRR practitioner

Team objectives at least twice a week to cover on each site
enhance visibility

Shared policies and Significant inroads to Incident Response Plan,

plans to unify the overarching Group Plans Mass Casualty, Mass

response, although site  and Policies. Countermeasure, Incident

individualities are Command Centre,

15/17 151/256



NHS|
University Hospiisds
of Merthamptonshira

HHS Omuos

Jb Dedicated to
WS excedlence

recognised and best
practices embraced

Incident Response Plan,
Pandemic, Adverse
Weather, Critical Threat
Level Rise

Pandemic, HCID Plans all
at last stages of
development/
consultation

Management of the UHN
Emergency Planning
Committee

UHN Emergency
Planning Committee ToR
reviewed. Bi-monthly full
meeting with alternate
month smaller policy/plan
approval meeting

Further need to gain
appropriate
representation from key
stakeholders from UHN
teams

Duty to risk assess

Each risk reviewed bi-
monthly at Emergency
Planning Committee.

Potential merger onto
single risk register with
site specific risks as
necessary

Exercising Recognition of increased  Live exercises planned:
need for plan validation NGH for HazMat (March
through exercising, and 25)
compliance with KGH for HCID (May 25)
regulations Group Mass Casualty in
June 2026 as tabletop
Education HMIMMS courses In 2026 3 full HMIMMS

currently run at KGH only
(registered course centre)

courses will run from
NGH as well as 3 from
KGH to support the
training and education of
onsite and on-call
commanders. Further 1
day courses will run to
support NGH ED

Communication

The Group usage of
AlertCascade as its
means of emergency
informing of staff has
become challenging

Project being lead by
Head of Resilience and
Business Continuity to
manage system to make
fully operational

Business continuity

Business Continuity
workshops in place
monthly at each site to
support the development
of operational level
business continuity plans

Annual cycle of
attendance to BCP
workshops to validate
each BCP against
different exercise
scenarios within the
workshops

Electronic equipment
checklist put in place to
aid ED colleagues in
monthly checking.
Hazmat training days to

Hazmat training days to
include specific exercise
scenarios to validate the
operational learning and
plans.
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include specific exercise
scenarios to validate the
operational learning and
plans

Group Hazmat plan to be
developed with input from
ED Leads
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Executive Summary

This paper seeks to provide assurance to the Boards on the current position, risks, and
improvement actions relating to corridor care across University Hospitals of
Northamptonshire (KGH and NGH). Corridor care, which is defined as the temporary
placement of patients in non-designated spaces, continues to be used during periods of
significant Emergency Department (ED) pressure, including overcrowding, ambulance
handover delays, and prolonged waits following decision to admit.

Using performance data and quality intelligence from October—December 2025, the paper
benchmarks current practice against the Healthcare Safety Investigation Branch (January
2026) recommendations. While UHN compares positively overall, several gaps remain,
particularly in estate capacity, patient flow constraints, workforce availability, and
inconsistent audit and governance processes. These gaps continue to present risks to
patient experience, safety, and dignity.

A comprehensive improvement plan is in place, covering immediate actions such as audit
alignment and strengthened oversight, medium-term measures including digital tagging
and improved incident capture, and longer-term estate and workforce development to
reduce reliance on corridor care.

The Boards are asked to indicate assurance that controls are being strengthened, note
the key gaps and associated risks, and endorse the ongoing improvement actions and
long-term plans to reduce the need for non-designated care spaces.

Appendices

Risk and assurance

Relates to Emergency Department (ED) Key references: KGH

overcrowding and ambulance handover risks | CRR011/KCRR015; KGH ID5033; NGH
at both sites and associated patient 5699; NGH 5768; NGH 6159; NGH 5771.
safety/experience impacts. Actions strengthen controls via SOP,

audits and oversight.
UHN15: If there is insufficient capacity to meet
the demand on services patients will wait
longer for urgent and emergency care,
elective care and cancer care leading to
patient harm, compromised clinical outcomes
and experience.

Work to reduce corridor care may require temporary staffing uplift and investment in
pathway/estate solutions; funded status to be confirmed through divisional and corporate
processes. Every effort is made to utilise existing staff to care for this group of patients.

Legal implications/regulatory requirements

Corridor care expectations are aligned to national minimum care standards for safe and
dignified care; SOP and audit alignment strengthen compliance and assurance.
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Equality Impact Assessment

Corridor care can impact vulnerable groups, such as older adults or those with
impairments. Mitigations involve identifying appropriate patients, improving observation,
and prioritising de-escalation.

Paper

Situation

KGH and NGH are currently encountering substantial operational challenges in their
Emergency Departments (ED), which may require the provision of temporary care in areas
not designated for patient treatment, such as corridors. This document outlines existing
controls, highlights identified gaps, and details ongoing measures to enhance patient
safety and governance.

Background

Corridor care refers to the temporary placement of patients in non-designated spaces.
Across UHN this has been in place since 2022 and has previously been referred to as
rapid flow, boarding, temporary escalation space and release to respond. In accordance
with NHSE guidance (December 2025) across UHN we will update our policies to reflect
this recommendation and refer to these spaces as corridor care.
At UHN, corridor care is utilised during periods of ED congestion, ambulance offload
delays, overcrowding, and prolonged waits following decision to admit (DTA). Such
pressures are evident across both sites, and it is also experienced by other acute
roviders.
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Current Practice Review:

The current practice at UHN has been reviewed against the HSIB (January 2026)
standards for patient care in temporary care environments. This assessment draws on a
range of operational metrics, including patient attendances, ambulance handover
performance, time to initial assessment, and breaches in decision to admit (DTA).

In addition to operational data, the review considers key quality and safety indicators, such

as reported incidents, complaints, and patient experience feedback. The assessment also

evaluates the existing oversight and governance arrangements and highlights the ongoing

and planned work to strengthen and standardise practice across both sites.

Identified Gaps:

The evaluation identifies several established gaps that continue to affect the safe and
effective delivery of corridor care. These include estate constraints, linked to the age and
configuration of the estate, which limit available capacity; periodic workforce shortages,
which reduce the ability to provide consistent staffing cover; and ongoing patient flow
challenges, which contribute to the continued reliance on temporary care environments.

Further gaps relate to incomplete audit and assurance processes and variability in
governance structures and oversight across sites. Collectively, these issues impact the
consistency, reliability, and quality of care provided in corridor areas and highlight the
need for strengthened standardisation and oversight.

Benchmarking and Opportunities:

UHN benchmarks favourably against the HSIB (2026) recommendations, as outlined in
Appendix 1. Nevertheless, there remains a significant opportunity to strengthen the
organisation’s oversight and assurance of corridor care environments, ensuring more
consistent visibility, governance, and continuous improvement. Enhancing this oversight
will support further progress in the safety, reliability, and quality of patient care delivered
within these temporary care spaces.

Actions / Improvement Plan

Timeframe Action Site(s) Date

Immediate Align corridor care audits on | KGH & NGH 27 February 2026
(0—4 weeks) AMaT; increase audit
compliance so every corridor
care patient is audited,
including time spent in
corridor care.

Immediate Ensure site meetings include | KGH & NGH 27 February 2026
(0—4 weeks) who has been in corridor
care the longest and agree a
de-escalation plan.

Medium (1-3 | Scope digital tagging to KGH & NGH 30 April 2026
months) identify patients who have
received corridor care and
prevent repeated corridor

care stays.
Medium (1-3 | Strengthen incident capture: | KGH & NGH 30 April 2026
months) ensure DATIX captures falls
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and other corridor care-

related incidents consistently.

Long-term Deliver estate and pathway
(12+ months) | improvements (including
UEC build developments and
internal capacity work) to
reduce overcrowding and
reliance on corridor care.

KGH - planning
underway

NGH —build
commenced

Spring 2027

August 2026

3.
4.

Receive this report and indicate assurance.

completeness.

Support implementation of strengthened audit/oversight via AMaT.
Endorse the delivery of the improvement of actions and the longer-term estate and

workforce plans to reduce reliance on corridor care.

Recommendations

The Boards are asked to:
1.

2. Note the current gaps in workforce, estate capacity, patient flow, and audit

Delegate oversight of corridor care to the Quality and Safety Committee
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Gap analysis against HSIB (2026) Recommendation on Corridor Care,

Assurance What the Board Needs Assessment Key Risks Identified Current Controls / Mitigations  Actions Required
Domain to Know
Policy & A formal policy exists Compliant Non-adherence to the Temporary escalation space Policy currently Richard
Governance | governing the use of policy specifically patient | policy in at UHN which outlines | under review to Clarkson &
temporary care placed in locations that corridor care location with reflect NHSE Robin Binks
environments, including have not been approved | patient exclusion and inclusion | recommendations.
risk mitigation strategies criteria
Patient Patient severity, Compliant Inconsistency in the Assessment tool in place with New audit tool to | Richard
Safety & suitability and clinical risk assessment tool being an inclusion and exclusion be rolled out on Clarkson &
Acuity are explicitly considered used. criteria. the 2" February Robin Binks
before placement Safety Nurse and streaming to support data
models in place; frequent collection of all
safety huddles. New audit patients in
being rolled out from the 2nd corridor care.
2026 February which will Ensure the
capture all patients in corridor | assessment tool is
care. Data currently captured always used.
on 2 different digital platforms. | Production of a
Daily review of corridor care live dashboard so
locations by Ward Leaders and | we have increased
Matrons with prompt visibility of
escalation of any concerns. patients in
DATIX system includes the corridor care
patient in a corridor care space. | spaces.
As part of the harm review
process, areas where the
patient was treated are
considered.
Exclusion Clear criteria define Compliant | There is a risk that in There is a clear exclusion listin | Continuous review | Divisional
Criteria which patients must not extremis some patients the release to respond policy of incidents teams
who do not meet the for UHN. This is available to all
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be placed in temporary
care environments

criteria may have to be
moved into corridor care
to create capacity in the
ED to offload
ambulances

divisions, executive colleagues
and site teams to ensure we
are all making every effort to
ensure the safety of our
patients.

MDT Multidisciplinary input Compliant Sometimes the decisions | Medical and nursing Continuous Richard
Oversight supports decisions on are made later in the day | colleague work engagement with | Clarkson &
location and patient so there is a risk that not collaboratively to identify colleagues to Robin Binks
placement all patients will have patients for corridor care ensure the policy
oversight of who is being places. is current. Involve
moved into corridor corporate teams
care. MDT colleagues have been in the
involved in the development identification of
policy. Staffing cells/site corridor care
meetings and senior decision | spaces
maker presence support
oversight. Medical staff
completing board rounds
including corridor care
patients in the day to review
and deescalate as soon as
possible. All corridor care
locations have been
reviewed by the fire officer
and Infection prevention
control.
Staffing Staffing ratios are Compliant | Temporary workforce Staffing ratios agreed for Monitoring Governance
Capacity defined and safe for gap whilst additional each area across the incidents team

temporary care
environments

colleagues are being
identified to deliver
corridor care.

organisation. Staffing
numbers are reviewed twice
daily as part of the staffing
cell. If required, colleagues
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are redeployed to facilitate
corridor care.

Escalation to the Director of
Nursing if staffing levels are
unsafe and corridor care
cannot be facilitated. Staff
staffing incident formulate
part of the safer staffing
report that goes to NHAMP
committee.

Workforce
Capability

Skill mix, experience and
competencies are
appropriate to patient
need

Green

Registered nursing staff are
appropriately allocated via
the staffing cell and in the
local clinical area to ensure
the right staff with the right
skills are in place.

On going
monitoring

Workforce
lead
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Staffing (evidence-based tools and data,
outcomes and professional judgement).
There is evidence of good compliance with
the Developing Workforce Safeguards
(2018), which state that reviews should be
received by Boards.

Executive Summary

The purpose of the report is to present the results of the annual establishment reviews to
the Boards, which commenced for UHN Nursing and Midwifery in August 2025, to receive
assurances regarding compliance from the Medical Director and Chief Nurse, and to seek
approval of the recommended Nursing & Midwifery establishments.

Summary of key issues

1. 2026 establishment reviews should continue to focus on adequate registered skill
mix proportion

2. UHN spring biannual review will continue to monitor and review Enhanced
Therapeutic Observations & Care (ETOC) demand & capacity

3. 2026 annual establishment review should consider alignment of headroom % with
UHL

4. Further effort is required to ensure 2026-27 financial budgetary alignment with
approved Nursing establishments as discrepancies continued throughout the 2025
establishment reviews.

5. Further UHN alignment of establishment review processes will be completed in
readiness for the 2026 annual review

6. Further embedding of the red flag process via the SafeCare application is required
by the NGH divisional nursing teams. This will be supported by training and
education from the NGH Safe Staffing Matron.

7. The October/November 2025 Annual Establishment Review provides assurance all
wards and departments are safely staffed utilising the Principles of Safe Staffing
(evidence-based tools and data, outcomes and professional judgement). There is
evidence of good compliance with the Developing Workforce Safeguards (2018
link).

8. UHN total overall whole-time equivalent variance gives rise to a cost pressure of
£844,696 against current Nursing pay budget; however, 2026 recommended
establishments should be achieved within the current financial envelope as
included within current outturn.

Recommendations
The Boards are requested to:

1. Indicate assurance that the wards and departments are safely staffed utilising the
Principles of Safe Staffing (evidence-based tools and data, outcomes and
professional judgement);

2. Accept the recommendations from the UHN Chief Nurse and UHN Medical
Director that there is reasonable compliance with the Developing Workforce
Safeguards and that staffing is safe, effective and sustainable. Evidence for
compliance is provided in the report at appendix 1, and.

3. Support the proposal for proposed changes to nursing and midwifery
establishments, set out in the appendix.
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Appendix
Appendix 1: KGH and NGH annual establishment reviews 2025

Risk and assurance

UHN11 (safety culture), 13 (attract and This paper demonstrates recommendations
retain staff) and 19 (workforce controls) for investment to meet safe staffing
requirements as per SNCT
recommendations. Failure to meet these
recommendations poses risk for patient
harm levels, staff retention and correct skill

levels within the patient workforce.
Financial Impact

There is a recommended investment of £844,696 across the UHN group. However, 2026
recommended establishments should be achieved within the current financial envelope as
included within current outturn. Further work is required to ensure 2026-27 financial

budgetary alignment with approved nursing establishments as discrepancies continued
throughout the 2025 establishment reviews.

Legal implications/regulatory requirements
requirement as specified in ‘reason for consideration’ section above.

Equality Impact Assessment

Neutral: the report provides an analysis of staffing numbers, and does not refer to
individual posts or postholders.
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Purpose:

As per the National Quality Board (2016) pg. 15 ‘Expectation 1: Right Staff and NHS Improvement (2018) pg. 11 ‘The planning
cycle’;

Key issues
Summary:

» 2026 establishment reviews should continue to focus on adequate registered skill mix proportion
* UHN spring biannual review will continue to monitor & review ETOC demand & capacity
* 2026 annual establishment review should consider alignment of headroom % with UHL

» Further effort is required to ensure 2026-27 financial budgetary alignment with approved Nursing establishments as
discrepancies continued throughout the 2025 establishment reviews.

» Further UHN alignment of establishment review processes will be completed in readiness for the 2026 annual review

* Further embedding of the red flag process via the SafeCare application is required by the NGH divisional nursing teams. This
will be supported by training & education from the NGH Safe Staffing Matron.

Recommendations

* The October/November 2025 Annual Establishment Review provides assurance all wards and departments are safely staffed
utilising the Principles of Safe Staffing (evidence-based tools and data, outcomes and professional judgement). Thereis
evidence of good compliance with the Developing Workforce Safeguards (2018).

* UHN total overall WTE variance 0.77 with cost pressure of £844,696 against current Nursing pay budget. However,2026
recommended establishments should be achieved within the current financial envelope as included within current outturn.

1/19
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1. Introduction University Hospitals
of Mortharmplonshie
1.1 This briefing provides the Board with an overview of the Annual Establishment Reviews which took place for Nursing & Midwifery in October angrea e
November 2025 utilising mean SNCT measured acuity & dependency and recommended staffing levels completed in October/ November 2024,
February 2025 and June 2025. Midwifery establishment reviews utilised the nationally recognised & validated tool Birthrate Plus. The following format
will be structured as per the ‘expectations’ set out by the National Quality Board’s (2016) ‘Safe sustainable and productive staffing’ guidance.
In addition, this report includes organisational level of assurance against the NHSI Developing Workforce Safeguards (https://www.england.nhs.uk/wp-
content/uploads/2021/04/Developing-workforce-safeguards.pdf 2018) (section 9) .

1.2 The reviews encompassed all inpatient areas, Emergency Department (ED) & Paediatric Emergency Department (PED); and Midwifery (aligned with
birth rate plus recommendations). For detailed area by area presentations of the Annual Establishment Reviews, please refer to Appendix 1.

2. Background

2.1 UHN
Formal annual establishment reviews for both hospitals were conducted in 2024 (Appendix 2) with input from the NHSE Deputy Director & Safer Staffing
Faculty CNO (see below for hospital summaries), providing assurance all wards and departments are safely staffed utilising the Principles of Safe Staffing
(evidence-based tools and data, outcomes and professional judgement). Both hospital reviews included organisational level of assurance against the NHSI
Developing Workforce Safeguards (https://www.england.nhs.uk/wp-content/uploads/2021/04/Developing-workforce-safeguards.pdf 2018).
2025 Spring biannual reviews (Appendix 3) were also conducted in both hospitals providing oversight, monitoring and improvement of safe staffing across
the Trust against 2025-26 establishments which were approved and adopted in the 2024 business planning cycle. This enabled operational management
adjustments in accordance with NQB (2016) expectations of ‘right staff’ in the ‘right place’, at the ‘right time’ with the ‘right skills’. The bullet points below
outline the recommendations from the 2024 annual review 7 the 2025 spring biannual reviews.
KGH

* Further effort is required to ensure 2025-26 financial alignment with approved rosters & establishment within the Medicine division. This includes the
removal of ETOC & skill mix adjustments within area budgets that are not aligned with the approved staffing plan.
* Further UHN alignment

* Further focus on the timely resolution of red flags via the SafeCare application is required by the divisional nursing teams. This will be supported by
training & education from the Safe Staffing Matron.

* The one area requiring a more in-depth review was the joint area of Lamport & Twywell wards; the Medicine division had considered splitting this area
into two individual wards for several years and establishment review identified a high harms profile. The review recommended that the split be
conducted in accordance with professional judgement by the end of November 2024.

* The recommendation from the Chief Nurse and Medical Director is there is reasonable compliance with the Developing Workforce Safeguards and that
staffing is safe, effective and sustainable (NHS Improvement, 2018).

NGH

* There continues to be various actions in ensuring financial planning is aligned across all applications, recruitment and retention, safe staffing metrics,
the Safer Nursing Care Tool (SNCT) and workforce transformation.

* The recommendation from the Chief Nurse and Medical Director is there is reasonable compliance with the Developing Workforce Safeguards and that
staffing is safe, effective and sustainable (NHS Improvement, 2018).

» Ensuring appropriateness of workforce planning, specifically noting enhanced therapeutic observation care of care (ETOC) and temporary staffing
usage

* Further UHN alignment
*  Continuing review of Registered % proportion for inpatient areas

* The monitoring of the alignment of financial ledger/ Allocate Optima (previously referred to as HealthRoster)) ESR (initial meeting setting
establishments 08/01/2025).

* Implementation and embedding of Red Flags; which coincides with the UHN Safe Staffing for Nursing and Midwifery Policy and Procedure -
Z\%rbg and Midwifery - Evidence-based workforce planning — Annual Establishment Reviews- October/November 2025 1 66/256
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3. 2025 UHN Annual Review Recommendations

3.1 Headroom Alignment
UHN Alignment of 25% headroom across clinical areas requiring specialist national training requirements in the following areas; NGH ED,
NGH Paediatric ED, NGH Paediatric inpatient wards, KGH ICU and UHN neonatal services

Skill-Mix Optimisation

Registered Workforce Optimisation

At KGH, opportunity for Registered optimisation has been identified in line with SNCT recommendations in the following areas: Barnwell B,
ICU Renal Service, Skylark and Fotheringhay.

Registered Workforce Enhancement

To further strengthen RN:HCA proportions, enhancement of the registered workforce is recommended in:

. NGH: Abington, Brampton, Cedar, Creaton, Holcot, Knightley, Victoria, Rowan, Dryden, Althorp, Spencer
. KGH: ED, Paediatric ED, Lamport, Twywell, Ashton, DDU, ICU, LNU, PAU

Unregistered Workforce Realignment

To strengthen RN:HCA skill-mix proportions, realignment of the unregistered workforce is recommended in:
. NGH: Abington, Brampton, Cedar, Creaton, Hawthorn, Holcot, Knightley, Victoria, Rowan

. KGH: Paediatric ED, Clifford, MAU

The above recommendations are supported by the 3 SNCT data collection periods throughout 2024- 2025 and are aligned to the
establishment recommendations with a RN benchmark of 65%.

Future Establishment Review Priorities

. Continue to focus on appropriate registered skill-mix, with an aspirational benchmark of 65% RN proportion.

. The UHN Spring 2026 biannual review will continue to monitor ETOC demand and capacity.

. The 2026 annual establishment review should consider alignment of headroom percentages with UHL.

. Additional work is required to ensure financial alignment for 2026-27, as discrepancies between establishments and budgets remained
evident in the 2025 review.

. Further UHN alignment of establishment review processes will be undertaken ahead of the 2026 annual review.

. Continued embedding of the red flag process via the SafeCare application is required within NGH divisional nursing teams. Training and
education will be supported by the NGH Safe Staffing Matron.

. Maternity establishment reviews have highlighted the need for further detailed service alignment, particularly within community pathways.

3.2 The recommendation from the Chief Nurse and Medical Director is there is good compliance with the Developing Workforce Safeguards and
that staffing is safe, effective and sustainable (NHS Improvement,2018). Evidence for compliance is provided in section nine of the report,
demonstrating the DWS compliance report which was submitted regionally. The Board is asked to receive this report and note the ongoing
plans to provide safe staffing levels within nursing, midwifery, and AHP disciplines across the Trust.
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4. Expectation 1: Right Staff u#‘ﬂimﬁﬂ';i’fﬁ?r'é
41 UHN Evidence-based workforce planning i sy

4.1.1 Evidence-based guidance

* UHN adheres to the recommendations set out in the “Safe staffing for nursing in adult inpatient wards in acute hospitals” guideline (National Institute for
Health and Care Excellence, 2014); for example, incorporating ward factors (such as ward layout and size) into the Annual Establishment Review.

* UHN acknowledges and incorporates specialty safe staffing recommendations within the Annual Establishment Reviews; for example, compliance with
the RCN & RCEM Nursing Workforce Standards for Type 1 Emergency Departments (Nursing-workforce-standards-for-Type-1-EDs-Oct-2020.pdf.

4.1.2 Workforce tool Safer Nursing Care Tool (the Shelford Group, 2023)

* The Nursing workforce tool utilised at UHN, is the Safer Nursing Care Tool (SNCT). In 2024-2025 performance of SNCT was completed utilising the
updated 2023 version of the tool . Application included: data collection in October/ November 2024, February 2025 and June 2025 in accordance with
the approved UHN SNCT cycle promoting internal validity of the audit results and ensuring capture of seasonal variability. These data sets resulted in
calculation of 2025 SNCT establishment recommendations based on mean acuity & dependency of the 3 data sets. The SNCT results are located within
the 2025 establishment review document (Appendix 1).

* UHN has valid licences to utilise the following SNCTs: Adult Inpatient Ward, Acute Assessment Unit, Children & Young People and the Emergency
Department tools. All inpatient areas within UHN are assigned the appropriately licensed SNCT; for example, Skylark & Disney Ward utilise the Children
& Young People SNCT, whilst wards such as Knightley and Lamport use AIPW.

* UHN SNCT acuity and dependency data collection training occurred in accordance with the Safe Staffing Faculty recommendations for assessment to
ensure rigour in the audit process and maintain reliability of the results. Further rigour was applied through a weekly senior nursing verification process.

» Stability & consistency of acuity & dependency data was referred to throughout establishment reviews and reduced variation was noted in the
application of the levels of care (level 1¢c & 1d) that were introduced in the 2023 revised tool. Increased audit frequency (3 times per year), training & the
verification process increase confidence levels in subsequent recommendations.

* Both hospitals have a budgeted Enhanced Therapeutic Observations & Care (ETOC) team who provide additional expert assistance with those patients
meeting the Level 1c & level 1d acuity & dependency definitions. SNCT 2025 WTE averages were provided both including & excluding ETOC to
identify areas where substantive ward establishments could reasonably absorb elements of ETOC demand. KGH will continue to implement its
previously agreed recommendations (discussed at bi-annual review). At NGH, HCA templates have been adjusted to support a higher registered nurse
proportion. As a result, some areas may have reduced capacity to deliver previously agreed ETOC recommendations within their existing establishment.
This impact was not explored in detail during the review and will require dynamic risk assessment to ensure safe and appropriate deployment. (Please
refer to section 6.3, slide 11).

Birthrate Plus®

* UHN Maternity establishment reviews were conducted utilising the Birthrate Plus® workforce tool

o The KGH 2024 Birthrate Plus® workforce assessment was received October 2024.The current Midwifery staffing levels align with the
recommendation of the report.

o NGH Birthrate Plus® report was received in October 2023 and is due for review in 2026, safer staffing workforce leads are in discussion to plan
this work. The current Midwifery staffing levels align with the recommendation of the report.

4
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4. Expectation 1: Right Staff

4.2

Chart 1: KGH current RN% vs post-review recommended RN%

Professional judgement

demonstrating current RN% vs post-review RN%
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RN proportion % is included within the Establishment Review document and was referenced throughout UHN Annual
Establishment Reviews. The RN % proportion was a particular focus throughout reviews in conjunction with patient & staff
outcome data to move towards a minimum 65% RN% as acuity indicates where appropriate. See Chart 1&2 below
The 2025 UHN establishment reviews incorporated the professional judgement framework (Savile et al 2023) advocated by
NHSE & RCN Workforce Standards (2025) in both hospitals. Subsequent professional judgement templates were completed
& submitted by Divisional Heads of Nursing and discussed at Annual Establishment Reviews; prompting discussions on
specialty of service, the environment, staff feedback and the impact of these factors on workforce within the services.
Chart 2: NGH current RN% vs post-review recommended RN%
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421 Red Flags in nursing
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* Red Flags are reported in accordance with the UHN Safe Staffing Policy & Standard Operating Procedure. NGH relaunched
the Red Flag system in 2025 and staff training is ongoing. Red Flags were included within the 2025 Annual Establishment
Reviews in addition to specified harms metrics for example falls, pressure ulcers & Nursing complaints.

* Maternity services utilise Red Flags via Birthrate Plus®

* Charts 3, 4 & 5 illustrate data relating to red flags raised via the SafeCare application & Datix incident reporting system

* Itis important to note that there is no key performance indicator (KPI) in relation to how many Red Flags are raised; Chart 2
demonstrates improvement required in responding to red flags ie the movement of open to a resolved / reviewed category

Chart 3: Monthly total Red Flags (Nursing, Sep-24 to Sep-25) Chart 4: Staffing related Datix (Nursing, Sep-24 to Sep-25)
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Chart 5: Total maternity Red Flags (Sep-24 to Sep-25)
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4. Expectation 1: Right Staff

4.3 Compare staffing with peers
* The monthly UHN Safe Staffing report for Nursing and Midwifery includes comparison nationally and with peers in relation to
Care Hours per Patient Day (CHPPD), as demonstrated below. KGH CHPPD indicated by the black bar (chart 10), NGH
CHPPD is represented in chart 11. Both hospitals are equivalent to the national median and in the first half of quartile 3 when
benchmarked against other national providers. This is an improved position for both hospitals in comparison with 2024 when

both hospitals sat within quartile 4 nationally.
* UHN safer staffing metrics demonstrate organisational fill rates >80% in both registered and unregistered staff groups.

Chart 8: Unregistered Fill Rate % Sep-24 to Sep-25

Chart 6: Inpatient Overall Fill Rate% Nursing and Midwifery Sep-24 to Sep 25 Chart 7: Registered Fill Rate % Sep-24 to Sep-25
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Chart 10: KGF. CHPPD via Model Health Application: Chart 11: NGH CHPPD via Model Health Application:
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5.1 Mandatory training, development and education

e Mandatory training and appraisal rates are reported by HR within the monthly performance dashboard and monitored via monthly divisional
Performance Review meetings. This data was incorporated into the 2025 UHN establishment reviews in alignment with UHL practice. KGH
also reported staff survey outcomes in relation to learning & development.

* Please also refer to the focus on registered: unregistered ratios in slide 5

5.2 Working as a multi-professional team

* The use of rostering to enable flexibility and productivity within one specialty was noted. This was particularly applicable to Maple and
Lilford wards, where staff work flexibly across inpatient, SDEC and day-case areas within the same specialty.

* NGH continues to recognise the value of the Nursing Associate (NA) role, particularly on Rowan ward. The role strengthens RN supply by
providing a structured development pathway, supports safe delegation, and contributes to a stable, skilled workforce. The intention is to
continue embedding this role within the establishment, with individuals progressing through to RN training as part of the longer-term
workforce plan.

5.3 Recruitment and Retention
* Budgeted establishment vs actual establishment and subsequent vacancies were included within the Annual Establishment Reviews.
* A successful recruitment centre in October 25 in relation to the ‘Graduate Guarantee’ positively impacted RN vacancy rates

* The Director of Nursing for Workforce and Education has recently reinforced the requirement for timely advertising of vacancies via TRAC,
with posts verified ahead of recruitment centres. A recruitment and verification calendar is being developed for 2026.

* UHN continues to support unregistered international employees to attain UK NMC registration via internal OSCE.

* UHN also supports the Nursing Associate Student programme: further work is required in 2026 to review the Trust appetite for the
programme and ensure aligned education & workforce planning. In addition, both hospitals support the Registered Nurse Degree
Apprenticeship.

*  Whilst UHN unregistered vacancy rates demonstrate a rising trend; the reviews’ focus on registered: unregistered staff ratios will reduce
2026 unregistered establishments and therefore vacancies.

Chart 12: UHN Registered Nursing Vacancy Rate (Oct 24 to Oct 25) Chart 13: UHN Unregistered Nursing Vacancy Rate (Oct 24 to Oct 25)
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5. Expectation 2: Right Skills

54 Recruitment and Retention (continued.)
* Both UHN hospitals hold the NHSE Preceptorship Quality Mark & will be working towards ensuring the same excellent practice for AHP
colleagues

* Both hospitals hold the NHSE Pastoral Care award

* UHN is progressing well to meet the nationally required PNA to nurse ratio (1:20). NGH are currently achieving this and are the highest
PNA to nurse ratio in the Midlands region and are 4" nationally. KGH currently are working at 1:31 ratio with further training places
allocated for January 2026 to support meeting requirement.

* NGH currently have 78 PNAs with KGH having 43, giving a combined total of 121.
* PNA activity including restorative clinical supervision sessions are illustrated in Charts 14 & 15.

» Several reward & recognition programmes are embedded across UHN for Nursing and Midwifery including; Daisy Award, Daisy Leadership
Award, Daisy ‘in training’ award, Rose award and Greatix.

*  25% headroom was included to facilitate specialist national training requirements & ensure UHN alignment in the following areas; NGH ED,
NGH Paediatric ED, NGH Paediatric inpatient wards, KGH ICU and UHN neonatal services.

Chart 14: KGH PNA Activity Oct 24 — Oct 25
Chart 15: KGH PNA Activity Oct 24 — Oct 25
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6.1 Productive working and eliminating waste

* The UHN Safe Staffing for Nursing and Midwifery Trust Policy (2025) sets out considerations when redeploying staff as well as
escalation guidance and scorecards when reviewing staffing.

* The UHN twice daily Staffing Cell monitors actual staffing against planned levels utilising live SafeCare data and local oversight
* The redeployment of staff is captured via Allocate Optima (previously HealthRoster)

» Divisional compassionate & effective rostering meetings monitor and act upon Roster metrics and are overseen by the Heads of
Nursing. Terms of Reference have been revised and distributed across UHN for uniformity and consistency in assurances.

* The UHN Safe staffing team circulates weekly Bank & Agency utilisation data (please refer to slide 12)

* A monthly UHN Performance & Productivity meeting considers temporary staffing utilisation at Group, hospital and divisional levels
with Heads of Nursing providing feedback with regards to rostering effectiveness.

6.2 Efficient deployment and flexibility

* The KGH final establishment review document (Appendix 1) includes detail of post-review agreed shift patterns; the approved review
is shared with the HR Rostering team who ensure implementation into the next roster due for release.

* NGH establishment review document (Appendix 1) includes professional judgement which demonstrates the post-review shift
patterns. Professional Judgement Templates were then shared with the finance business partners to establish the breakdown of
these for budget setting.

* Adhering to the NQB (2016) recommendations; daily, there are operationalcheck-ins for Senior Nursing Leaders to review staffing
capacity and capability during the Staffing Cell. The Cell offers review of live acuity via the SafeCare application against staff
availability with opportunity for internal mitigation for any shortfall.

10
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6. Expectation 3: Right Place and Time

6.3 Enhanced Care Team

* The Enhanced Therapeutic Observation and Care (ETOC) service operates across both UHN hospitals, providing enhanced
supervision by specially trained staff for patients with complex needs. The team delivers person-centred therapeutic support—
including distraction and de-escalation—to reduce the risk of harm to patients and others.

* UHN participated in an NHSE collaborative, concluding in January 2025, aimed at strengthening the appropriate use of the ETOC
service. Chart 16 and 17 demonstrate the positive impact on spend and additional shifts booked across the UHN group (outside of
the established ETOC service). At KGH the service is led by the Nursing & Quality Transformation Programme Lead, working jointly
with the Interim Lead Nurse for Workforce at NGH to ensure enhanced care risk assessments are applied consistently so that
patients receive the right support, in the right place, at the right time.

» Since the introduction of SNCT Levels 1c and 1d, both sites have focused on monitoring these patients and applying inclusion and
exclusion referral criteria to ensure support is delivered appropriately and in the least restrictive manner.

* As part of the 2025 Bi-Annual Establishment Review, KGH identified wards where planned staffing meets ETOC recommendations
and agreed a model to prioritise allocation of additional support to referred patients, where other wards were able to deliver agreed
ETOC within their existing template. NGH also operates a model in which some wards have ETOC built into their establishment.
Following the Annual Establishment Review, a number of wards adjusted HCA numbers to strengthen RN proportion. Ongoing
dynamic risk assessments and referral processes will continue to ensure safe support for patients with enhanced care needs.

* The 2026 Spring Biannual review will introduce an aligned UHN approach to ETOC provision & establishment review.

Chart 16: UHN ETOC Expenditure Run Rate (additional to substantive posts), Sept 24 — Sept 25 Chart 17: UHN ETOC Monthly Shifts Booked (Sept 24 to Sept 25)
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6. Expectation 3: Right Place and Time

6.4 Efficient employment and minimising agency

* UHN continues to focus on reducing reliance on agency, and temporary staffing utilisation. Nursing controls include assurance of
roster alignment with establishment review, Charts 18 — 20 below depict UHN temporary staffing use from March 2025 when weekly
monitoring was introduced.

» This weekly monitoring is shared with the executive team and the Performance & Productivity Committee
* UHN does not utilise agency for unregistered shifts

* UHN has ceased agency use on the base wards since April 2025, with exceptions continuing in ED and Theatres across the group
Chart 18: UHN Weekly Total Bank and Agency Hours 28 Feb 2025 — 04 Dec 2025 Chart 19: UHN Weekly Agency Usage hours 28 Feb 2025 — 04 Dec 2025
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Chart 20: UHN Weekly Bank Usage hours 28 Feb 25 — 04 Dec 25
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Chart 21: KGH Harms Metrics Sept 24- Sept 25
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71 Patient outcomes

» The triangulation of safe staffing metrics and patient harms within establishment review is an essential component in the evaluation
of safe staffing. UHN establishment reviews include both quantitative and qualitative harms data: inpatient falls, falls with harm,
infection prevention & control incidences, pressure ulcers, Nursing related patient complaints & Nursing red flags.

* KGH Total harms for each area ranged from 1-180 with a mean of 90.

* Each area’s harms profile was included within establishment review to support the evaluationof current staffing profile, professional
judgement and SNCT recommendations (see Chart 21)

7.2 Assessment and Accreditation Programme

* The UHN Assessment and Accreditation (A&A) programme has been in place for many years. Award status was incorporated into
the establishment reviews for the first time this year to enable consideration of the interface with safe staffing.

7.3 Staff Survey results

» KGH incorporated staff survey results in the 2025 Nursing Annual Establishment Review. This will be aligned in the 2026
UHN Annual Review.

Chart 22: NGH Harms Metrics Jul 24 - Jul 25
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8. Establishment / Financial Implications

8.1 The UHN recommended 2026 —27 establishments incorporate the following:

* UHN total overall WTE variance 0.77 with cost pressure of £844,696 against current Nursing pay budget

o KGH: an overall +4.57 WTE variance with £446,671 pressure against current Nursing budget (broken down by unit in chart 23)
o NGH: an overall -3.80 WTE variance with £398,025 pressure against current Nursing budget, (broken down by unit in chart 24)

* The above budgetary implications are funded within current financial outturn

Chart 23: KGH financial breakdown by unit
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Chart 24: NGH financial breakdown by unit
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8. Establishment / Financial Implications continued University Hospitals
of Martharmptonshive
8.1 Maternity establishment reviews have highlighted the need for further detailed service alignment, particularly within community PR

pathways. Realignment of current KGH budgets were recommended with an overall saving of £7,878 identified once this work is
completed (please see chart 25). NGH continue to review service optimisation within current establishment constraints.

Chart 25: KGH Maternity financial breakdown by unit
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Ezpectation 1- Right staff 1.3 Compare staff with peers

Ezpectation 3- Right place and tim= 3.2 Efficient deplayment and flezibility UHR Safe staifing repont- March- May 2028 within 2ip Fles UIHN safe staffing

. . . o arch- April- May 2025
Monthly actual vs planned staffing levels | <3 submits ward levsl data of planned and sctuslstaffing luels registerad and unregistered] with a breskdown of CHPPD per ward a5 wel as ste levsl This is reparted manthiy 12 N2 [MHSE). 3z per safe staffing guidanes, and Continue with surrent practioes
Y Pi: e published on the public website as per requirement [see attached NStf manthly submission of this data fram Jan- Feb 202> blus tabs below]. KIS submissions> blus tabs below Januaryto May 2025 Eamiien ared deliver assurancs of

are available for review KGH completes  twice daily staffing cell to review currentt live staffing. This also reflected in the safecare platform which recards 3 periods per 24 hours, across allinpatient areas of dependaney and acuity needs, along with staff allocation, meeting the required

inclusive of skills [example of the staffing cell from June > post am and pre pm 19.0.25 is in the 2ip file]. expectations

£ 5af2 stalfing repart is submitted manthly to the bosrd prowiding ousrsight of menthly staffing status, inclusive of canesms, actions snd improvements snd risngulsted sginast quaity dashbosrd dats. IHN staffing, workforce and safecare | syaffing cell example zip ile > Past am pre pm 19.05.25
data for both KGGH and NGH is reparted manthly through ta IPF, formiley IGF, (see zip file for IHR safe staffing reports March- May 2025)

ht staff-1.1 Evidence based workforce planning

ght skills 2.3 Recruitment and retention
Ezpectation 3-Right place and time 3.1 productive working and elimiting waste 3.2 Efficient deployment and Flesi

Ezpecation 1-

Director of Nursing & Medical Director
must confirm safe staffing review in an

. 3.3 Efficient emplogment and minimising agenc
" plos 9 ageney Continue with current practices

annual governance statement to the The stalfing establishment annaul reportst reviews are spproved by CHO [see attached establsihment reviews 2024 and 2025). Thisis highlightsd in the Annual quality report [report within zip fle and link in evidence for sxternal public Compliant :‘:@‘::"g”;:::‘:]""’:g? of
Public Board accessibility repart] and Annualreport and accounts (repart within zip file and link in evidence for external public accesibility report) s
| Annual Beport, Guality Aceount and Statement of Aceounts | Kettering.
General Hospiral LHE
ht staff-11 Evidence based workforce planning
A workforce plan must be in place and pectal -Right skills 2.3 Recruitment and retention
agreed / signed off annually by CEO & E:peela(lon 3-Right place and time 3.1 productive working and elimiting waste 3.2 Eificient deplogment and Flezibility. 3.3 Efficient employment and sing agency \erkforce plan 2025-26 i zip le > Workfores OP plans 2025.28 > Worklorce R grﬁi“é‘:l‘w’:e:’:;:;!iglepg?cuces

i " i submission narrative
executive leaders and discussed at PUblic |40,y 010 plan n sip file 2025 » workfores Op plans 2025-26 sxeel, with supparting nan ative » workforce submission narrative approved by CNO, CEQ and exscutive board 2025 meeting the required
Board meeting enpectations

Ezpectation 1-Right staff 1.1 Evidence based workforce planning 1.2 Professional judgment and 1.3 Compare with peers

Nursing and midwifery staffing

! ot Staffing establishment reviews are eompleted biannually with % sudis arried ot ower 12 menths, which s abows the rewommended RIGE: guidenace of bisnnual reviews. These audics are aligned aercss UIHN and work stmulcancusly with
establishments for all clinical areas must | This approach allows for iner-relabiity actoss ites ta further suppart abjsetivity and rigour thrcushaut the audit periods. Establishment revisws provide sontett on methology, use and applcation of suidenced basedtools sndthe | <ot <2 20isment eulsw 2024 3nd 2025 naip e » :if:fg‘;‘“[i'm‘ sheet R Cantiue it curent practices
be reviewed twice a 'year and reported to | application professional judgment, and a triangulated approach 2s required in the NOE gquidance. These reviews provide SNCT recommendations, breakdown of ward level staffing and costing, indic ating service changer need since st ) P

d not establishment review- audit ol > KGH Safe staffing review 2023124 meeting the required
the Public Board review [approx 2 monthz), incluzive of any QIA s needed to reflect changes. (QIA from April 2025 establizhment review is within zip file> new template QIA wSPI0) expectations

Establishment reviews 2024 and 2025 within zip file > KGH biannual establishment review 2025 and 2024 > KGH Kursing safe staff review June 2024
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9. DWS Recommendation Compliance (KGH, pg2)
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Expeotation | Fight staff 13 Compare with peers
Expectation 2 Right =1 q. and
UM Safe staffi 1. March- May 2025 vithin zip file> UHR safe staff
1.3 Compare staffing with peers: Mational and regional benchmarking (use of model health] is sarrisd out manthly and dosumented in the safe Stating report (see attached reports in ap e 5 LI Safe stating report March- May March_":pf”f’,\,"';z gy e Mg SEE witin 2p ey TR af stating Performance review mestings
Agreed local quality dashboards on 2025, Benchmarking scress UHN and UHL our peer prouiders is slso completed 1o sccess and sid SNCT reviews, desp dives, ward moves, hansfers and comparative anaylsis, This comparative dat is slso obtained and supparts the with NI hase bean set Up to
staffing & skill mix that is cross checked | 202 troush NS monthy submissions NS SCOC eporting for plarned and sctusl stafing TUS#t submissions> blus tabs below Janusry to May 2025 further suppart divisions with
: . Compliant aligned dzshboard metrics
with comparative data each month and Training needs 2025 zip file > ThIA main and PED 2025 scr0ss all rostering KPI's at
reported to the board. 1 training, and UM i supported by weekly Guality reviews from the harm free care keam [Fortnightly site specific KGH) which provide dashboard data across all quality indicators stward! site NIGH and KEGH. This s statting
lewel, using compar ative bench marking, laeally, and nationaly, and sugparts snd eniss s mpeve e cpparhries vis gsp anslsi ekl harm free care qualiy review 7ip Fle > UHK HFE weekly update Sth 30th June 2025
UM THiA- taining needs analysis withizip file » TLA main and FED 2025 a Py > UHH HFG weekly update 23rd May
This iz furthar 2uppaited by dnazional sarnpas£ionata rastarng rewews, shared by diisianal heads of rursing, addreszing rastering prfarmance and KV management asrass diisions at ward level, szample of tis nzipfle » UHN HEC
weekly update Sth May >, IHN HFC weskly update 23rd May
Expecation 1-Right staff-1.1 Evidence based workforce planning
Quality Impact Assessment (QIA) review |Ezpectation 2-Right skills 2.3 Recruitment and retention
" " . . . - _ Continue with current practices
for service changes including skill mix | Expectation 3-Right place and time 3.1 productive working and elimiting waste 3.2 Efficient deplogment and fl y. 3.3 Efficient emplogment and minimising agency s
A - Q18 2025 within 7 file > new template LA wSPID Compliant ; :
changes, redesign or introduction of new . . " " " y " . . meeting the required
A5 part of planned changes ta ward estblishments and ward moves a5 well asthe elosesure of an offsite bedded Facily, Spinneylields, which was uiisated to suppont addiianal capacity over winter 2024. A 0IA was submitted whihe reflests epeotations
roles etsblaishment needs applicable 1o these areas. These reviews have been included in the estalishment setting for 2025 and appraved by GG, UHR GH and board at KGH. 1A is within 2ip file  new template GIA vFID
Expectation | Right staif 1.2 Professional judgment Fafer stalfing policy SSF 1 within 2ip ile > Safs Stafing policyfinal aug 2023
) _ |Expectation 3 Right place and time 3.1 productive working and eliminating waste 3.2 efficient deplogment and flexibility
Formal risk management and escalation Staffing cell SOF 2026 for UHM within zip file > UHMN safe staffing cell standard
processes in place for all staff groups KIGH reviews staffing actoss all divisions twice daiy, These meetings are documented in staffing cel spread sheet [se example in 2p fil > Post am pre pm 12.5.25) with live changes being inputted s needed, The supparting SOP- see zip file | FP41ating procedure Continus with current practices
; i : o ity |? UM Sate staifing cell SOF provides guidance on RAG rating and management of workforoe esealations through an adapted evidence based workforoe scaring system [outined in SOF], escalation roures to esealations and management -
outlined within a safe staffing policy with |- = abites of staff in haurs and out o hours, Thers is a daily repart send to all Matrons sovering staffing, autining red flags and prafessianal judgements esealated i real ime and and Upta post 7 days of incident being | Sta#fng escalation pracess and guidance within s Hle > safe staffng Eepllarnt fﬁ:;if‘""j::f“‘:if:d“ of
appropriate staffing escalation process | jaised. This is further supported by an annual review of safecare compliance and escalations- red flags and professianal judgments across al divisions, see zip file > safecare annual review 2025 escalation cards Expm;ions d
identifi Allred flag and ted datix data is included in the monthiy sfe staffi v
clearly identified recflag and sssociated catis data s incluced inthe monthly safe statfing repor Red flag and safe sare review 202412025 within 2ip file > 53fecare review 2024-
2025
TaFer stalfing policy SSFT wilhin 2ip fls > Safe Staifing palicy Ainal fug. 2023
Expectation 1 Right staff ) A )
Ezpectation 3 Right place and time, 3.1 productive working and eliminating waste, 3.2 efficient deplogment and flexibility 3:,1','!!?";?‘,3&3.,2,225 for UHR vithin zip file > UIHN sfe staffing cell standard
Boards to be made aware of continuing or || e cat ddepend 4 iswed tuics dailyi ite UMK statfing cell, chaired by divisional heads of nursing, ub ituf bed ice dail board evscuti Compliant oo assmame e
. N . 2y o day staffing, safety, acuity and dependency needs are reviewed twice daily in a cross site statfing cell, chaired by divisional heads of nursing, whe report into capacityl bed meetings twice daily ko ensure boardf executive teams are omplisnt and deliver assurance of
increasing staffing risks aware of escalationd concerms impacting patient care and staffing, Dut of hours this is managed through th on call escalation management team and onsite capacity matrons. f;:’;:g::ii'f;‘;‘“ process and guidance within 2ip file » £3fe staffing meeting the required
The trust board recsivs the manthly staffingreparts and biannual establishment reviews For approual and querall cuersight expectations
Ped flag and safe care review 202412025 within sip il > ssfe care review 2024
025
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‘ Dedicated to
cN excellence

NHS|

University Hospitals
of Northamptonshire
NHS Group

Meeting

Boards of Directors of KGH and NGH Meeting together in public as
the University Hospitals of Northamptonshire NHS Group

Date

6 February 2026

Agenda item KK

Title

UHN Inclusion Activities April — December 2025

Presenter

Paula Kirkpatrick, Chief People Officer

Authors

Farhana Ahmedabadi-Patel, Head of OD & Inclusion
Jane Sanjeevi, Senior Diversity and Inclusion Specialist

Link to Group Priorities:

Transform Patient Care

Strengthen our Culture

Deliver our financial
plan

Strong organisational culture is crucial
improving access and experience for
our patients through a competent and
empowered workforce that is able to
meet the diverse needs of our
community and deliver safe, effective
patient care.

If we fail to put in place sufficient
support for colleagues and/or
processes that fail to create a safe
working environment where people feel
valued, included and supported, then
this will lead to increased absence,
poor engagement, attrition, potential
impact on patient care.

Culture & Inclusion are pivotal to attain
financial sustainability through
workforce efficiency and improved
patient care.

This paper is for

1 Discussion

(1 Approval

] Note

Assurance

To formally receive and
discuss a report and
approve its
recommendations OR a
particular course of action

To discuss, in depth, a
report noting its implications
for the Board or Trust
without formally approving it

For the intelligence of the
Board without the in-depth
discussion as above

To reassure the Board that
controls and assurances are
in place

Reason for consideration

This report updates the Boards on inclusion
activity in 2025 and in particular the response
following Board engagement with the DAWN
and REACH networks.

Neuroinclusion

DAWN: Disability, Accessibility, Wellbeing and

REACH: Race, Ethnicity and Cultural Heritage

Previous consideration

o People Committee:
o 27 February 2025
o 31 July 2025
o 24 October 2025
» Boards 03 October 2025
» Integrated Leadership Team 20
October 2025
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Executive Summary

This paper provides an update on UHN'’s alignment with NHSE Equality, Diversity and
Inclusion (EDI) Improvement Plan (June 2023), our compliance with the Public Sector
Equality Duty (PSED), and the next steps required to deliver the national assurance
programme for ‘Well Led’ CQC standards. It reflects progress made between April and
December 2025 in strengthening organisational culture, advancing equity, and embedding
inclusive leadership across UHN, with specific actions taken following Board stories as
detailed in Appendix 1.

Recommendations
The Boards are asked to:

1. Note the progress made in delivering the EDI agenda and specific actions that
followed staff network engagement with the Board.
2. Endorse the proposed collaborative, multidisciplinary approach to sustaining
cultural improvement.
3. Reiterate support for transformational leadership behaviours, including:
a. Coaching and consultative leadership styles
b. Effective use of statutory and mandatory training
c. Meaningful appraisal and development conversations
d. Visible allyship through engagement with staff networks

Appendices

Appendix 1 — Actions taken Staff Network Stories shared at Board Meetings in 2025

Appendix 2 — Celebrating Inclusion at UHN in 2025

e BAF UHN18 o Oversight of delivery of our Belonging
¢ Organisational Objective ‘Strengthen Our Strategy year 1 actions through
Culture’ reporting to Culture Assurance Group
e Mandated in the NHS contract and and upwards to People Committee.
considered by the CQC Well Led e Funding challenges expected in
2026-27 may restrict or end external

support.
Financial Impact

Discrimination has adverse effect on the health and wellbeing of our colleagues (including
long-term sickness) and financial implications for recruitment, retention costs and
everyday operational demands on our organisation. Recommendations in this paper offer
sustainable, solutions that improve the experience of our workforce and our patient
community, within our existing budgets.

There may be a financial impact if external resource is required in the delivery of any
skills-based training as part of this programme. The current implementation plan
maximises internal resource as well as existing arrangements through partners such as
NHS Elect.
In compliance with

e Equality Act 2010 and 2017 Regulations
Workforce Race Equality Standard (WRES)
Workforce Disability Equality Standard (WDES)
Gender Pay Gap (GPG) Report
Equality Delivery System (EDS)
NHS 6 High Impact Actions
Care Quality Commission (CQC) Well Led
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e NHS People Plan

e Messenger Review
This work focusses on the general duties under the Equality Act 2010, with an aim to
highlight inequalities, opportunities to gather soft intelligence and develop actions in
response to reduce the disparity. The process established within UHN involves colleagues

and stakeholders in the discussion, strategy development and on-going assurance.
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Paper

Inclusion is a strategic priority for UHN, directly linked to all three of our organisational
objectives. The annual National Staff Survey (NSS), WRES, WDES, and Pay Gap reports
consistently highlight disparities in experience, representation, and outcomes for
colleagues from protected groups. These disparities present both a reputational and
operational risk, impacting staff morale, retention, and ultimately patient care.

Background

Inclusion is fundamental to creating a culture where every colleague feels safe, respected,
and empowered to thrive. Our strategic approach is delivered through the We Belong
Strategy, supported by our Rethinking Racism and Civility programmes, alongside
focused work on sexual safety and neuro-inclusion, each forming part of a deliberate and
intentional set of actions to strengthen our culture at UHN. This integrated approach
enhances leadership accountability, improves the consistency of colleague experience,
and ensures we reflect the diversity of our communities. In doing so, we fulfil our statutory
duties, strengthen engagement and wellbeing, and support the conditions for high-quality
patient care and strong organisational performance.

Assessment

Embedding inclusion as the “golden thread” in all that we do

Over the past year, we have initiated a shift in our approach to inclusion at UHN. Although
this work is at an early stage, we are moving from a traditional EDI model toward a more
intentional, culture-focused approach aligned to our ambition to strengthen our culture.
The emerging model will place inclusion at the centre of our leadership expectations and
connect it more directly with OD and Health & Wellbeing priorities. This early work is
establishing the foundations for inclusion to become a core organisational responsibility
that underpins psychological safety, team effectiveness, and colleague and patient
experience, rather than operating as a standalone specialist function.

Our staff networks have become central, strategic partners in driving cultural improvement
at UHN. Over the past year, they have acted as critical friends, providing lived-experience
insight, challenging constructively, and shaping more inclusive practices across the
organisation. Their contributions include co-designing policy improvements, co-hosting
listening events that surface workforce issues such as racism, disability barriers and
menopause experiences, informing leadership development through case studies and
behavioural insight, and leading education campaigns during Pride, Black History Month
and Disability History Month. They have also advised on patient-facing improvements,
such as culturally sensitive care and accessible communication, and supported our Civility
and Respect work by sharing real examples that strengthen training and interventions.
Through this activity, networks have helped us design more responsive, equitable and
culturally sensitive approaches to improving colleague and patient experience.

A transformational alliance between staff networks and their executive sponsors
One of the most transformative developments has been the collaboration between staff
networks and the Board, which has reshaped how lived experience informs organisational

decisions.

Through innovative storytelling, themed presentations and lived experience insights,
networks have brought powerful narratives directly to senior leaders, enabling a deeper
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organisational understanding of inclusion challenges and opportunities. This has catalysed
visible executive allyship, with Board members championing issues, removing barriers,
and supporting programmes that previously struggled to gain traction. This partnership
has been both enabling and transformational in embedding inclusion as a priority. The
DAWN network (April 2025) and REACH network (October 2025) were the initial staff
networks that brought their unique insights to the Board in 2025. Appendix 1 details the
progress made, and Appendix 2 showcases a creative and influential culture improvement
partnership.

Sharing lived-experience stories with the Board has created emotional connection and
urgency, shifting conversations from abstract assurance to the real human impact of our
decisions. This has deepened Board insight into the barriers faced by under-represented
groups, strengthened leadership accountability, and supported more informed and
compassionate decision-making. It has also helped colleagues understand the complex
challenges the Board faces, particularly the need to make sustainable choices during
difficult economic and budgetary conditions; thus reinforcing transparency and trust. As
colleagues see the Board genuinely cares and listens, they feel more confident to speak
up, enhancing psychological safety and reinforcing inclusion as a shared organisational
responsibility. This reciprocal trust has encouraged networks and teams to share
messages more widely across the organisation, ensuring that decisions and cultural
expectations are understood and supported throughout UHN.

At UHN, we are committed to advancing a strategic and culturally informed approach in
which staff networks and executive partners collaboratively influence inclusive decision-
making, foster trust, and integrate inclusion as a collective responsibility throughout the

The Boards are asked to:

1. Note the progress made in delivering the EDI agenda and specific actions that followed
staff network engagement with the Board.

2. Endorse the proposed collaborative, multidisciplinary approach to sustaining cultural
improvement.

3. Reiterate support for transformational leadership behaviours, including:

e. Coaching and consultative leadership styles

f. Effective use of statutory and mandatory training

g. Meaningful appraisal and development conversations
h. Visible allyship through engagement with staff networks

organisation.
Recommendations
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Appendix 1 — Actions taken Staff Network Stories shared at Board Meetings in 2025

Staff Network
Request

Actions Taken

RAG
August
2025

RAG
Jan
2026

We need better

Defined clear standards for reasonable
adjustments during interviews in new UHN
Recruitment & Retention Policy

Launched Neuro-inclusion Toolkit

methods (other
than interview) for
additional support

?nl:ZE\;)i:vzzr Introduced centralised process for funded support
of reasonable adjustments for neuroinclusion.
Drafted Inclusive Recruitment Toolkit, awaiting
sign-off
. Trust continues to support the various alternate
Alternative

pathways into careers such as Volunteer to Career
and work experience. Funding secured for entry
level apprenticeships under the Get Britain Working
Programme.

Establish a
Shadow Board to
reflect diversity of
UHN

To determine structure and representation following
completion of Reciprocal Mentoring Programme
(September 2026) as an Action Learning
Opportunity

providing pastoral
care support for
IENMs

Create We support HCSW into clinical apprenticeships;
opportunities for | however, the national position regarding

IEHCSWs apprenticeships and visa requirements is specific to
through individual circumstances.

apprenticeships

Continue Pastoral support role has been extended until

March 2026 at NGH. A UHN role is included within
the new UHN corporate nursing structure.

Encourage
managers to
show open and
active support
when patients are
abusive.

Rethinking Racism Education Programme
continues to deliver targeted support for managers.
To date, 37% of Band 8A—9 managers have
attended sessions. Reports on attendance are
provided to the Integrated Leadership Team. VARG
Meetings are seeking assurance from each
Division on allyship and colleague support following
patient abuse.

Create a
roadmap and set
targets at
intervals of 12-18
months, 18-36
months, and 36

months to 5 years

The established leaders programme (Band 8b and
above) has been launched, alongside a reciprocal
mentoring programme aimed at diversifying
leadership pathways up to Board level. This is
promoted along with the LEO programme and
Developing Diverse Senior Leaders (in partnership
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for Senior BAME
Leadership
Development

with LLR) programme to increase diversity of
clinical leadership

Recognise
religious diversity
by decorating
main areas for
celebrations such
as Diwali,
Hanukkah,
Onam, etc.

Chaplaincy Team has committed to supporting
upcoming events. They have planned events for
Ramadan, Easter and Passover (February & April
2026)

Ramadan & Passover Guidance have been
launched to support colleagues and managers

Address the lack
of appreciation
and recognition
for some staff
groups

UHN continues to recognise colleagues through:
o Greatix

Daisy and Rose Awards

e UHN Annual Awards

SDMC awards

New bimonthly awards planned for all colleagues.

Organise social
events for greater
connection and
reduce social

Launching both We Belong & Health and Wellbeing
strategies in November was based on a market
place format bringing together a wide range of
stakeholders from the community of
Northamptonshire to provide colleagues with
multiple streams of support and social connections

isolation linked to their physical and mental wellbeing
An EDI Summit is planned for 21st April 2026
Addressing Supported through Domain 2 - Equality Delivery

workforce health
inequities, stigma
around mental
health & financial
difficulties

System (EDS) which is peer evaluated and
reported annually

Health & Wellbeing Strategy with focus on
alignment of our offer, support for psychological
wellbeing, improving access to services.

190/256



- NHS

Dedicated to ; : F
Y- ‘ excedlence University Hospitals
= of Northamptonshire
Appendix 2 — Celebrating Inclusion at UHN in 2025 NHS Group

Gender Equality
Network —
showcasing their
focus on Men’s

DAWN Network
supporting Gender
Equality Network &

Health at Health & Wellbeing
International Team at the launch of
Men'’s Day the Menopause Policy

Clinical 7 Non-

Clinical Teams The Pride Network

taking part in attending Northampton
‘Wear Your Pride to show support
Pride’ as part of for our local community
Pride Month

2025 ensuring

patient safety

within IPC

guidelines

REACH

Network

celebrating ISDMC & REACH
diverse health & Network

Wellbeing Celebrating Cultural

initiatives via a Awareness Day
session during
Black History
Month

Armed Forces
Network at the :
Gold Recognition |

Award Night |
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Meeting Boards of Directors of KGH and NGH Meeting together in public as
the University Hospitals of Northamptonshire NHS Group
Date 6 February 2026

Agenda item KB

Title Pay Gap Reports 2024-2025

Presenter Paula Kirkpatrick, Chief People Officer

Authors Farhana Ahmedabadi-Patel, Head of OD & Inclusion
Jane Sanjeevi, Senior Diversity & Inclusion Specialist

Link to Group Priorities (select all that apply):

[ Transform Patient Care Strengthen our Culture | [ Deliver our financial
plan

This report strengthens our culture through insight into inequities that undermine staff
experience and organisational cohesion. It enables targeted, accountable action to
reinforce fairness, trust, and an inclusive culture across UHN.

[ Decision [ Discussion Note L] Assurance

To formally receive and To discuss, in depth, a For the intelligence of the To reassure the Board that
discuss a report and report noting its implications | Board without the in-depth controls and assurances are
determine its for the Board or Trust discussion as above in place

recommendations OR a without formally approving it

particular course of action

Previous consideration
People Committee, 29 January
2026

Reason for consideration
The purpose of the paper is to provide a detailed
analysis of the Trusts’ pay gaps by protected equality
characteristic, ensure compliance with national
diversity and inclusion mandates, and outline
next steps for addressing any pay disparities.
Executive Summary
This report provides a comprehensive analysis of the Trusts’ pay gaps, fulfilling

the legal requirement to publish annual pay gap data. It aligns with NHS England’s
Equality, Diversity, and Inclusion (EDI) Improvement Plan, which mandates the analysis of
pay disparities by gender, race and disability.

Recommendations

The Board of Directors are asked to:
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1. Receive and note the Pay Gap reports as evidence of compliance with the Equality
Act Regulations 2017 and NHS England EDI Improvement Plan, for onward
publication of full reports on the Trusts’ websites by 31 March 2026 in compliance
with statutory guidance, and

2. That the data will be uploaded to the government Gender Pay Gap website for
benchmarking with other organisations and businesses across England.

Appendix
None: the pay gap report is available in the ‘documents’ section of the Board portal and
will be published separately on the Trusts’ public websites following approval.

Risk and assurance

The following compliance and regulatory implications | The report is part of the Trust’s
have been identified as a result of the work outlined in | legal requirement to publish
this report: gender pay gap data annual and
e Equality Act Regulations 2017 additionally an effort to comply
e NHS England EDI Improvement Plan 2023. with NHS England's Equality,
Diversity, and Inclusion (EDI)
Risk UHN18 refers: Failure to address poor Improvement Plan, which
behaviours in the workplace or to provide key mandates the analysis of pay
components of a safe workplace culture will lead to a | gap data by protected
culture in which colleagues feel unsafe and under- characteristics starting with sex
valued, unsupported or excluded, resulting in poor (gender), then race by 2024, and
staff engagement, retention and morale, elevated disability by 2025).
sickness absence and will ultimately impact patient
care.

Financial Impact

This report fulfils our statutory reporting duties and provides critical insight into structural
pay disparities across UHN. While the report itself has no direct financial impact,
addressing identified gaps will require strategic workforce investment planning to
strengthen equity, retention, and organisational performance.

Legal implications/regulatory requirements

Gender pay gap reporting is a legal requirement for large employers (250+ staff) under the
Equality Act 2010 (Gender Pay Gap Information) Regulations 2017, which mandate
annual publication of pay gap data, enforced by the Equality and Human Rights
Commission (EHRC) and potentially leading to fines for non-compliance.

NHS EDI Improvement Plan (2023) requires NHS organisations to report pay gaps
affecting Ethnic Minority & Disabled colleagues

Equality Impact Assessment

The actions proposed are expected to positively advance equality of opportunity by
addressing identified pay disparities, with no adverse impacts on protected groups. The
Equality Impact Assessment, supported by the executive summary and full report,
confirms measures that shall strengthen fairness and equitable outcomes across UHN.
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Situation

The Equality Act 2017 Regulations require organisations with more than 250 staff to
publish their gender pay gap (GPG) and bonus gender pay gap (BGPG) data on the
Governments reporting website by 31st March annually. For our reporting purposes,
Clinical Excellence Awards (CEA) under Medical & Dental Terms & Conditions are
considered as Bonus

The pay gap calculations have been carried out in line with national guidance, available at:
e Closing your gender pay gap - GOV.UK
o NHS England » NHS equality, diversity and inclusion (EDI) improvement plan
Background
The data is a snapshot of the workforce on 31st March from the previous year meaning

the data presented in this report is from 31st March 2025. The report in the appendix
shows the trends over the past 5 years at UHN.

Additionally data outlined within this report builds a bigger picture of the Trust’s
performance with pay gaps affecting ethnically diverse and disabled colleagues in line with

the requirements of NHS Eniland EDI Improvement Plan in 2023.

The 2024-25 Pay Gap report comprising the Gender, Ethnicity and Disability Pay Gap
Reports provides an important diagnostic lens into the workforce structures grouping
based on gender across the UHN. Collectively, the reports highlight clear areas of
progress, but also possible structural challenges that continue to impede equality of
opportunity for many of our colleagues. These insights sit alongside and reinforce the
national priorities set out in the NHS England EDI Improvement Plan, particularly the
requirement for measurable improvements in leadership behaviours, workforce
experience and fair outcomes.

Highlights of the Pay Gap Analysis across Kettering General Hospital (KGH) and
Northampton General Hospital (NGH) for 2024-2025 are as below:

Gender Pay Gap:
KGH 5 Year 2020-2025 MNGH 5 Year 2020-2025
Woaomen Earn for Every £1 Men Earn Women Earn for Every £1 Men Earn
£ 100
i o £0.95 £0.85

FOLGR . PR FOER Pt .
00 o il —_— fhan o CoEE  Lusd £0.5
podh  —ppas R FULER ;
LBl FO.ED
L0415 FOTN 1
LE.my £

N A Pl el ania 2% R 024 a0 202 2024 P

Across the last five years, both hospitals have demonstrated a consistent downward trend
in their Gender Pay Gaps, reflecting a maturing approach to inclusion, equitable
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recruitment practices, and improved workforce representation. This sustained
improvement indicates that our organisational actions particularly around flexible working,
inclusive recruitment, and strengthening staff networks have had a positive impact.

In the most recent reporting period, however, both hospitals experienced a slight
deterioration in the Gender Pay Gap. This shift is not indicative of widening inequality in
pay for equal work; instead, it is directly attributable to changes in the distribution of men
and women across pay quartiles depicting a pattern of growth in male representation at
both the highest and lowest ends of the pay structure.

Understanding the Impact on the Pay Gap
1. Increase in men in the upper quartile raises the male average (mean) hourly rate.
2. Increase in men in the lowest-paid quartile can depress the male median, creating
a widening effect when combined with growth in the upper quartile.
3. Women remain disproportionately clustered in the middle quartiles, continuing a
longstanding structural pattern across clinical and administrative roles.

Collectively, these movements create a bimodal representation shift, which affects pay
gap calculations despite ongoing progress in gender-inclusive practice.

KGH NGH

Median Hourly Pay

Women earn 87p for
every £1 earned by
men

Women earn 89p for
every £1 earned by
men

29% difference

Median Bonus (CEA) Pay | 54.6% difference

It must be noted that this year’s slight worsening of the pay gap is representation driven,
not inequity driven. The data indicates:

e Our overall workforce remains predominantly female, particularly in lower and
middle pay bands.

e There has been an increase in male recruitment and progression at both ends of
the pay spectrum during 2024.

e The observed change reflects structural workforce movement rather than any
change in pay policy, pay progression rules, or local practice.

e Long-term improvements remain intact; this year’s shift should be interpreted as a
transitional fluctuation linked to changing workforce demographics.

e No new CEAs will be issued under the 2024 Consultant pay deal, but existing
awards remain until award holders remain in employment.

Ethnicity Pay Gap:

KGH NGH

Median Hourly Pay White colleagues earn | White colleagues earn
78p for every £1 85p for every £1
earned by BME earned by BME
colleagues colleagues

Median Bonus (CEA) Pay | 33% difference 59% difference

Ethnicity patterns vary across occupational groups, with differing representation at higher
pay bands.

Disability Pay Gap:
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Median Hourly Pay

KGH

NGH

Median Hourly Pay

Disabled colleagues
earn 91p for every £1

Disabled colleagues
earn 92p for every £1

earned by earned by
non-disabled non-disabled
colleagues colleagues

Median Bonus (CEA) Pay | 29% difference 50% difference
There is lower representation of disabled colleagues in higher-band roles.

Across the three pay gaps, a consistent narrative emerges: pay gaps are not simply a
reflection of isolated pay decisions, but symptomatic of underlying workforce patterns
reflective of:

e occupational role segregation

e representation at senior levels

¢ historic inequities to progression

o (differing CEA (bonuses) processes

At UHN, our female workforce are employed predominantly amongst lower and middle
bandings within Agenda for Change (AfC), continue to shape gendered income
differentials. Similarly, the distribution of ethnic minority and disabled colleagues across
roles, departments and pay scales impact both mean and median outcomes, revealing
important insights into representation, progression and cultural experience.

From a Gender Pay Gap perspective, the 2025 snapshot shows that women at UHN earn
19.9% less (mean) and 11.4% less (median) than men, with the gap widening slightly from
last year. Although bonus gaps have narrowed, a gendered structural pattern remains in
both Trusts, noticeable particularly within medical staffing, where seniority and historical
CEA bonus pay structures create disproportionality.

In contrast, our first Ethnicity Pay Gap report displays a more complex picture: the mean
data indicates that some ethnic minority staff outperform white colleagues, yet median
data highlights deeper inequality when the workforce is viewed through granular ethnic
categories. Notably, Black colleagues experience the lowest mean hourly rates, while
“White Other” groups show the lowest median rates, signalling both workplace clustering
and differing access to higher paid positions. Specifically we are seeing progression
amongst Asian colleagues (both men and women) across all pay bands and roles but
inequities persist amongst colleagues from Black ethnic backgrounds.

The first Disability Pay Gap report establishes a baseline for this protected characteristic;
with disabled colleagues comprising around 6% of the workforce, the data confirms
meaningful gaps in pay and representation, alongside significantly lower progression into
higher band roles.

The findings highlight the need for a coordinated, improvement approach under our We
Belong strategy, reviewing pay structures, in the wider cultural context that shape
colleague experience. The cross-cutting themes from this year’s pay gap reports are
echoed in our National Staff Survey results, WRES and WDES data as inequities persist
in areas such as board representation, psychological safety, access to flexible working,
disciplinary outcomes and bias in career opportunities.

Between 2022 and 2025, UHN piloted the Levelling Up programme aimed at empowering
internationally educated nursing, midwifery and allied health professionals (AfC Bands 5-
7) towards career progression. Evaluation of attendance based on ethnicity at this
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programme has been reflective of the progress noted in the ethnicity pay gap report in
Appendix1, pages 29 & 46 for KGH & NGH respectively.

This detailed view of ethnicity breakdown has provided us with an initial lens to
understand barriers and disparity of progression amongst ethnic groups uneven
representation amongst colleagues from Black and Other White European colleagues. We
need to shift our view from generic to targeted interventions to support colleagues from
Black communities to reach their potential and develop a collective support offer.

Our We Belong strategy recommends the following support offer to deliver targeted
interventions and need the organisation’s collective support to achieve our planned goals
to reduce pay disparities including (but not exhaustive):

e career coaching workshops

¢ role-modelling/mentoring by senior black leaders and managers

e interview preparation workshops

e constructive feedback channels from managers, including interview feedback

Ongoing progress in implementing the actions are reported to the Culture Assurance
Group Committee as part of the Trusts’ We Belong Action Plan updates. The information
will also be shared with the Trusts Staff Side Partnership and staff networks to ensure a

The Board of Directors are asked to:

1. Receive and note the Pay Gap reports as evidence of compliance with the Equality
Act Regulations 2017 and NHS England EDI Improvement Plan, for onward
publication of full reports on the Trusts’ websites by 31 March 2026 in compliance
with statutory guidance, and

2. That the data will be uploaded to the government Gender Pay Gap website for
benchmarking with other organisations and businesses across England.

collaborative and supported approach.
Recommendations
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Date 6 February 2026

Agenda item number 15

Title Freedom To Speak Up (FTSU) Q3 Report

Presenters Becky Taylor, Director of Continuous Improvement and
FTSU Executive Lead
Luke Sullivan, FTSU Guardian

Authors Becky Taylor, Director of Continuous Improvement and
FTSU Executive Lead
Luke Sullivan, FTSU Guardian

Link to Group Priorities (select all that apply):
(1 Transform Patient Care Strengthen our Culture | [ Deliver our financial
plan

Promoting a culture of safety through speaking up

This paper is for

(1 Decision (1 Discussion X Note X Assurance

To formally receive and To discuss, in depth, a For the intelligence of the To reassure the recipients
discuss a report and make a | report noting its implications | recipients without the in- that controls and
decision/decisions based on | for the Board or Trust depth discussion as above assurances are in place
the option/options without formally approving it

recommended

Previous consideration
People Committee, 29 January 2026

Reason for consideration
The report provides assurance that processes
are in place to support staff to raise concerns

which are pertinent to patient and staff safety.

Executive Summary
The report provides assurance that the Freedom to Speak Up (FTSU) service is
operating effectively across University Hospitals of Northamptonshire (UHN),
encompassing Northampton General Hospital (NGH) and Kettering General Hospital
(KGH).

During the reporting period, 64 concerns were raised across UHN — 45 at NGH and 19 at
KGH, with none being UHN Group specific, with 37.5% raised anonymously, a decrease
from the previous quarter. This is lower in both Trusts than in Q2, concerns in KGH
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remain comparatively low, in line with the rest of the year. The national proportion of
concerns raised as anonymous is 12%, with both Trusts remaining comparatively high.

The Family Health division, with the focus of concerns in NGH being paediatrics and in
KGH being Maternity, and the Specialist and Place-Based Medicine (Northampton)
division were the divisions with the highest number of concerns.

Concerns categorised as corporate issues are largely centre on estates issues and people
matters relating to the approach to consultations and bank processes within nursing.

The majority of concerns raised confidentially or openly were from admin and clerical and
nursing staff groups across both hospitals. Limited engagement was noted from Allied
Health Professionals, and Estates and Ancillary Staff.

Across UHN, the most frequently reported theme continues to be worker safety /
wellbeing, followed by systems policies and processes and behaviours.

There were 2 cases of detriment reported in Q3 in NGH, and a concern raised about the
process taken by a manager following a concern being followed up with them in KGH,
although this has not been raised as a case of detriment.

Recommendation

The Boards are asked to note and comment on the content of the FTSU Q3 report and

indicate assurance in respect of the latest position.

Appendices

Risk and assurance

UHN18 — An effective FTSU service is a key element in improving the culture for our
colleagues. Lack of confidence in FTSU is identified as a gap in control or assurance.
This report provides assurance to the Boards on the FTSU service.

Financial Impact

No direct implications relating to this report and recommendations.

Legal implications/regulatory requirements
report to the National Guardian’s Office quarterly.
Equality Impact Assessment

The report touches on matters of discrimination as raised to the Guardians in the due
process of undertaking the role.
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24/25 Q1 24/25 Q2 24/25 Q3 24/25 Q4 25/26 Q1 25/26 Q2
e NGH (minus UHN Concerns) e KGH (minus UHN Concerns) e JHN/Group Concerns

Total of 64 concerns raised at UHN for quarter 2 of 2025/2026. 45 of these were raised at NGH and 19 at KGH.

There were no Concerns were raised about UHN as a group.

57
6
/\0

45

19

25/26 Q3

Of these 64 concerns, 39 (37.5%) were anonymously reported — 14 (31.1%) at NGH, 10 (52.6%) at KGH.

Anonymous concerns at NGH come primarily via the Microsoft Form and pertain to nursing/ward concerns.

Anonymous concerns at KGH are predominantly reported via the KGH Datix web form.

The number of concerns heard at NGH remains consistent with a increase noted in quarter 2. Concerns heard at

Kettering remain comparatively low though consistent with the past year.

Concerns were heard consistently across Quarter 3 (October, November, December). Concerns have all been

heard from separate individuals rather than multiple individuals bringing the same concern.

NHS

University Hospitals
of Northamptonshire
NHS Group
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Concerns Heard by Division Breakdown of Corporate Areas
Unknown _ Communications -
Corporate - |
surgery |
Clinical Support Services, Cancer and Diagnostics _
Medical Staffing -
Cardiorespiratory & Place-based Medicine (KGH) || |GGG
Specialist Medicine & Place Based Medicine (NGH) | N peopte Divison || S
0 2 4 6 8 10 12 14 16 18 20 0 1 2 3 4 5 6 7 8
ENGHQ3 mKGHQ3 ENGH Q3 mKGHQ3

- Second to Corporate and Trustwide concerns, Family Health continue to make up the largest combined concerns for UHN and for KGH. At NGH,
more concerns are reported in the Medicine division as compared to others.

- Family Health concerns at NGH have related primarily to paediatrics whereas at KGH they have been about maternity/neonatal care.

- Alargest proportion of concerns were brought about corporate areas/teams (19 across UHN) in keeping with previous quarters; 7 related to
environmental/estate issues and were referred to appropriate leads within estates to handle; 6 related to corporate and Trustwide nursing issues
including anonymous concerns asking for a compassionate approach to consultations and concerns about the bank process in nursing.

- Concerns continue to be raised about the length of time grievances and formal processes take to resolve.

- The communications concern related to an issue in weekly comms that the individual has taken up openly with the Group CEO.

- Estates concerns have seen an increase from previous quarters and all relate to issues that could be reported via the estates helpdesk. There may
be scope for renewed communications on how staff can report estates issues.

- Medical staffing concerns at NGH have related to financial queries and has been taken up openly with the CEO.

4
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37.5% of concerns were raised anonymously, a small reduction from 43.3% in Q2. This continues to present a challenge in identifying which staff groups are speaking
up and feeding back to colleagues who raise concern. The national average for 2024/25 was at 11.6%. Whilst some trusts do not have anonymous routes, this cannot
account for the significantly higher rate.

For 2024/2025 nationally, 28.3% of concerns were raised by Nurses and Midwives with UHN a similar rate at 28.1%. For UHN this is mostly made up by nurses (21.9%)
with midwives only accounting for 6.3%.

A larger proportion of midwives speak up at KGH across the past 3 quarters compared to NGH in the Family Health Division. More concerns are raised by Nurses in
this Division (primarily around paediatrics) in NGH.

The proportion of admin/clerical staff to concerns raised remains consistent across NGH and KGH.

Continued engagement is required with pharmacists, AHPs, students and Medical/Dental colleagues (including any staff on rotation/FTC/any other short term work
arrangements).

Whilst the numbers continue to differ slightly between KGH/NGH, the proportion of staff groups speaking up continues to remain consistent across the group.
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Concerns heard nationally for 2024/2025 have increased for worker safety/wellbeing and behaviours, but are still heard across UHN at slightly higher rates. These two

themes have previously been heard at a similar rate but for Quarter 3, more frequently at NGH.

For quarter 3 there were no concerns relating to information governance, fraud, or sexual safety. Concerns heard by colleagues experiencing bullying and harassment sit

lower for both trusts and are comparatively lower than national figures.

Systems Processes and Policies was a key theme for NGH earlier this year and for Quarter 3 is prominent for both trusts. Process concerns have related to bank shifts,

formal processes and recruitment processes.

Inappropriate Behaviours/Attitudes has been a prominent theme in KGH compared to previous quarters. Whilst higher at NGH in numbers as a proportion of total concerns

raised, behaviours was lower than usual.

Of patient safety concerns raised, there were no instances of actual patient harm reported or discovered from investigation into patient safety concerns for quarter 3.
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- Concerns relating to behaviours are heard consistently across each division in Q3.

- Patient safety concerns were raised in small numbers but consistently across each division, with the exception of CSS/CD where concerns were raised primarily about staff

wellbeing and behaviours.

- With the aforementioned exceptions themes across divisions remained consistent.

- For corporate concerns there was a larger proportion of worker safety/wellbeing concerns, which correlates to concerns raised in this quarter about the length of formal

processes and concerns about the impact of consultations on staff wellbeing.

- One concernthemed as discrimination related to where a colleague felt that differing treatment of them could be explained by their ethnicity.

- One concern was raised relating to collaboration across the trusts, and referred to their poor experience of moving from one organisation to another including delays in

payment.
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Recruitment Processes: Separate concerns have been raised across both trusts about recruitment processes for both medical and nursing roles. These have been raised via
the MD/Chief Nurse and in one instance the individual has come forward openly with their concerns. All have been investigated with no indication of inappropriate processes
taking place at this time.

Behaviours/Attitudes: Individuals continue to come forward with concerns about specific colleague’s behaviours. Where appropriate and consented this is escalated to the
appropriate manager for review and in cases where the individual is happy to pursue are signposted to the resolution policy.

Historic Behaviours: Separate concerns were raised for three separate teams across UHN, relating to historic behaviours of individuals and the impact this has on the
individual speaking up. In one case this has been escalated to the service manager, another the individual has left and raised their concern openly with the divisional director,
and the other is seeking a resolution via the resolution/grievance policy.

KGH Specific Themes and Concerns

Pharmacy/New Starters: Anonymous individual felt as a new member of the trust they were unable to contribute to meetings and their views were not welcomed. Escalated
to Chief Pharmacist for sharing.

FTSU and Mediation: Concern raised about the process followed by a manager once the concern was followed. Individual felt that other colleagues were unnecessarily linked
in to conversations and that the process was a blame focus rather than remedial.

BSOTS Triage Concerns: Issues flagged with the BSOTS triage in maternity; staff feel there are not enough doctors to run it fully, and unnecessary admissions due to the fact
the grading system does not allow for clinical decisions and judgement. This has reportedly led to delays in managing the delivery suite. Escalated to Head of Midwifery for
oversight.

Blood taking in Maternity: Concern that anaesthetists when assisting with blood taking have requested midwives record their names inappropriately on bloods. Escalated via
lead anaesthetist who has communicated expectations, reported improvement from individual speaking up.

Environmental/Estates Concerns: A number of environmental concerns were raised and escalated for appropriate action by estates, including a lack of heating on specific
days and ongoing concerns about rats on the premises.
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NGH Specific Themes and Concerns

Sickness Recording: Individual raised concerns about a colleague’s sickness patterns and their suspicions this has not been recorded appropriately. Raised with the relevant
manager who has confirmed proper process has been followed as part of a colleague’s return to work.

Communication from Senior Managers: One individual brought ongoing concerns about poor communication from senior managers and a lack of response to emails. They
have been signposted and opted to raise their concern openly with the CEO going forward.

Prolonged Patient Stay: A colleague brought a patient safety concern that a patient has been in care for a prolonged period of time and does not feel their bed space is
appropriate. Escalated with the matron who has confirmed this is a complex case discussed regularly at MDT and with communication to NOK, and current arrangements are
most appropriate for current circumstances.

Accidents at Work: A colleague reported an accident at work, upon returning from leave they felt little action had been taken. They have been appropriately signposted to and
raised this openly with H&S for learning going forward to ensure this does not happen for other colleagues.

Work Conduct: Concerns raised about separate individual’s conduct across NGH including coming to work late, leaving early, not completing jobs and failing to document
work. These instances have been escalated with relevant heads of service for oversight.

Length of Processes: Colleagues continue to report formal processes taking a long time to complete. One individual has closed their grievance after no resolution for 2 years;
whilst they feel their situation has improved they do not feel this is as a result of any action taken.

Environmental/Estates Concerns: Some estates issues have been raised via FTSU and raised with Head of Estates. Colleagues have been signposted to estates helpdesk
where appropriate. A process is also under development to improve communications and reporting between volunteers and estates. Throughout Q2/3 a number of concerns
were raised about cigarette smoking and waste outside of ED which has seen more waste bins and receptacles put in place to help remedy.

Detriment: 2 cases of detriment were reported for NGH. One anonymous report themed as detriment about an unknown area included reports that when raising concerns
locally, managers ‘tell them off’ in front of colleagues and discourage it. In the other case, an individual had raised concerns confidentially via senior leadership but felt once
some fact finding took place that their identity became apparent and that they have experienced different treatment at work as a result.

NHS Group
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Highlights from NGO report 2024/2025 on national data compared to UHN Q3 2025-2026

One in every three cases raised (38.9%) involved an element of worker safety or wellbeing.
KGH: 40.9% NGH: 53.4% /Q

Two in every five cases (39.7%) involved an element of innapropriate behaviours and attitudes.
KGH: 54.5% NGH: 40.4%

( $5

—

18.4% of cases reported included an element of bullying or harassment. L | &2
KGH:10.6% NGH: 8.2% | [

el

) 17.8% of cases raised included an element of patient safety/quality

e X
N2 KGH: 19.7% NGH: 20.5%
Detriment for speaking up was indicated in 2.9% of cases ]\é— &
KGH:0% | NGH: 1.4%y \ 2y

Note: Following advice from the National
Guardian’s Office, those concerns raised and 2025/2026
reported internally as UHN/Group-specific must
be reported for both NGH and KGH in our national
submissions.

Inappropriate Behaviours and Attitudes

Bullying or Harassment

There were no group specific concerns submitted Patient Safety/Quahty
for Quarter 3. Worker Safety or Wellbeing

Detriment

10
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Comparing the concerns raised and propostion raised anonymously - Q1 & Q2 data
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KGH is in the lower quartile for concerns raised, whilst NGH is in the upper quartile.

NHS

University Hospitals
of Northamptonshire
NHS Group

Both Trusts are outliers for the proportion of concerns raised anonymously, significantly above the average national rate of 12% at 51% (KGH) and 40% (NGH). Based on
discussions in the Guardian networks, we are making it easier to report anonymously than most Trusts, but this does not fully explain the high proportion of anonymous

responses.
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Meeting Boards of Directors of KGH and NGH Meeting together in public as
the University Hospitals of Northamptonshire NHS Group

Date 6 February 2026

Agenda item I8

Title Implementation of NHS England’s 10 Point Plan to Improve
Resident Doctors’ Working Lives

Presenter Hemant Nemade, Medical Director

Author John Evans, Deputy Medical Director

O Transform Patient Care | X Strengthen our Culture | ODeliver our financial
plan

Engaged colleagues Engaged colleagues Engaged colleagues will

deliver excellent patient deliver excellent patient support the delivery of
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Reason for consideration Previous consideration

NHS England issued a 10 Point Plan for Boards of Directors, October 2025
improving the working lives of resident
doctors (2025). This paper is to assure the
boards that all necessary actions have been
undertaken.

People Committee, January 2026

Executive Summary

A steering group was established to respond to the national request for action and met
every two weeks to ensure progress. The initial survey was completed in September with a
follow up survey at the start of December. Much of the initial work had been done in a
previous work programme entitled “Enhancing Doctors’ Experience” and this enabled us to
provide a very positive response in September. During the steering group meetings, it
became clear that there was still work to be done and the follow up survey suggested a
step backwards. Now that the ‘unknowns’ have been established, all necessary initial work
has been completed.

Appendices

None

Risk and assurance

A new Board Assurance Framework entry has been mandated by NHSE to track delivery,
with oversight through the People Committee and escalation to the Boards as required.

Financial Impact

Quote for work to improve access to lockers for all resident doctors approved at £9,249.60
+ VAT. Audits and reporting will require resource from People Services and Medical
Education. Improved retention and reduced payroll errors are expected to generate longer-
term savings.

Exception reporting reforms may increase requests for payment from LEDs for working
extended hours. Exception reporting fines will be redistributed internally and so should
have no net effect.

Legal implications/regulatory requirements

The 10 Point Plan is a national mandate from NHS England. Compliance will be
considered part of organisational assurance.

Equality Impact Assessment

Several elements of the plan directly address inequality, including tackling payroll errors,
and ensuring fairness in training and rota processes. Implementing the plan will therefore
have a positive impact on equality of opportunity and workforce inclusion.
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Paper

Situation

The NHS England 10 Point Plan is designed to improve the day-to-day experience of
resident doctors. It builds directly on the Improving the Working Lives of Doctors letter
issued in 2024, which led UHN to establish the Enhancing Doctors’ Experience (EDE)
Group.

The EDE Group brought together multiple workstreams, but in practice much of the work
progressed within existing teams, and the group did not operate as an enduring forum. The
10 Point Plan introduces mandatory requirements and clearer accountability, meaning
UHN must now ensure that progress is consistently captured, monitored, and reported at
Board level.

Delivery requires a coordinated organisational response across both NGH and KGH.
Integrated Leadership Team (ILT) has endorsed this direction and recommended the
establishment of a group to oversee implementation and progress. The group will operate
initially in line with the national timeline and is expected to continue thereafter, providing a
mechanism for sustained oversight, assurance and alignment across both sites.

Background

The Enhancing Doctors’ Experience (EDE) Programme provided a platform for
improvement across payroll, rota management, wellbeing, engagement, IMG support, and
facilities, with several workstreams already aligned to NHS England’s high-impact actions.
This programme gave us a strong platform for improvement, with several workstreams
already aligned to NHS England’s earlier high-impact actions.

The publication of the 10 Point Plan in 2025 changed the landscape by making a number
of requirements mandatory and by introducing additional expectations. These include:

e Appointing a Board-level lead and peer representative for resident doctors.

e Auditing and reporting payroll errors specifically linked to rotational changeovers.
e Ensuring study leave expenses are reimbursed within 4—6 weeks.

e Implementing the new national framework for exception reporting once published.

e Preparing for the introduction of a Lead Employer model.

Assessment
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Workplace wellbeing: Audit of access to rest areas/hot food etc has been
completed by the Chief Registrar and Estates team. Deficiencies in locker provision
are being addressed by remedial work with budget approved.

Work schedules and rotas: UHN is broadly compliant with the 8-week/6-week
notice standard, though this is occasionally affected by late deanery information or
departmental submissions. Incidences of late notice are being monitored by People
Services, and performance will be submitted to the People Committee.

Annual leave equity: Good annual leave practice is covered in Resident Doctor
Inductions. Leave policy includes references to Resident Doctors, and Residents
are able to carry over leave between rotational placements at NGH or KGH if
necessary (although not to a different Trust).

Board-level accountability: Hemant Nemade (Medical Director) and Bashar
Adeen (Chief Registrar) have been identified as Board Lead and peer
representative respectively. The Chief Registrar role now needs to be formally
recognised in governance documents and Board reporting cycles.

Payroll errors: Mechanism to monitor payroll errors is now in place with monthly
reporting now submitted to NHSE. This will be reported to the Board via the People
Committee.

Training portability: UHN is compliant, with CSTF alignment and portability
arrangements in place following the national StatMand programme.

Exception reporting: A Task & Finish Group has been established locally, led by
the new Guardians of Safe Working in order to implement the Exception Reporting
Reforms. Mechanisms for levying and distributing fines have been put in place.
LEDs are already able to submit Exception Reports at KGH and will be able to do
so at NGH prior to the deadline of February 4t 2026.

Expenses: Successful implementation of processes to approve expense
reimbursement as soon as the course is paid for (rather than awaiting evidence of
attendance) has now been achieved at both NGH and KGH.

Rotation impact: This is being led nationally, but UHN should begin to consider
local risks and implications.

Lead Employer model: This is being led nationally, but UHN should begin to
consider local risks and implications.

Recommendations

The Boards of Directors are asked to:
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1. Note, and indicate assurance in respect of, the work that has been done so far in

response to the 10-point plan, and
2. Endorse ongoing monitoring of compliance via the People Committee.
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Meeting Boards of Directors of KGH and NGH Meeting together in public as the

University Hospitals of Northamptonshire NHS Group
Date 6 February 2026
Agenda item 17
number
Title Quarter 3 25/26 Board Assurance Framework (BAF) Report
Presenter Susan Clennett, UHN Deputy Director of Risk and Legal Services

Author Susan Clennett, UHN Deputy Director of Risk and Legal Services
Group Periorities

Transform Patient Care

Strengthen our Culture Deliver our financial plan

Identification of strategic risks and management of those risks.

This paper is for

[J Decision Discussion 0 Note Assurance
To formally receive and To discuss, in depth, a For the intelligence of the To reassure the recipients
discuss a report and make a | report noting its implications | recipients without the in- that controls and
decision/decisions based on | for the Board or Trust depth discussion as above assurances are in place
the option/options without formally approving it
recommended
Reason for consideration Previous
consideration
To receive and be assured: Qtr 2 25/26 BAF
1. That the identification and management of strategic risks on 5" December
within the BAF is robust. 2025.
2. That Executive Directors and Committees of the UHN Boards
of Directors ensure that strategic risks are dynamically Committees of the
managed and integral to delivery of UHN’s objectives. Boards, January
2026

The quarter 3 25/26 updated BAF has been reviewed in January 2026 by those executive
directors responsible for strategic risks, as indicated in the attached report.

Additionally during January 2026, all committees of the UHN Boards of Directors have
received and discussed the updated strategic risks. Committees’ consideration of the BAF
has also included:

o Agreement that the current assessed level of risk scoring is appropriate (there has
been no change in risk scoring during quarter 3);

e Ensuring that report cover sheets detail associated strategic risks and that risk
descriptions in each are clear;

e Provision on agendas to allow for both consideration of the BAF and reassessment
of meeting content that may inform future updates;

e A view that the revised format of the BAF is now a more interactive document,
assisting the various committees’ understanding of risks, controls, assurances and
planned actions.

The December 2025 Boards requested assurance that each BAF risk is informed by risks
within the Corporate Risk Register (CRR).

An initial review of the 52 risks within the CRR evidenced that there are significant
operational risks (scoring 15 and above) informing all strategic risks within the BAF. This
work is ongoing in terms of validating links with the BAF and where those operational risks
may inform multiple BAF risks. For example, BAF risks on collaborative working across
UHN, infrastructure, activity and culture are linked to similar BAF risks but also inform

Executive Summary
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other risks such as patient safety and experience. CRR links with the BAF are shown on
the “Summary of BAF Risks” section of the attached report.

The 2025 internal audit of the BAF reported Reasonable Assurance with
recommendations all now completed:
e Controls and assurances clarified on a number of risks and committee
responsibility for assurance on this confirmed;
e All planned actions have due dates
e Confirmation that all strategic risks are allocated to a responsible committee.

As part of the process of gaining further assurance over the BAF, and therefore the
management of the strategic risks of UHN, the Audit Committees are requesting Executive
Directors to attend on a rotational basis and provide assurances.

Following consideration of the risks, any updates agreed at this committee will be
actioned, in order to evidence a culture of dynamic risk management and to inform onward
reporting of the BAF to the Boards.

Appendices

BAF Report

Appendix 1: UHN Risk Appetite for 2025/26

The Risk Management systems and processes up to and including the BAF support a
well-led organisation and evidence ownership and continual assessment of and assurance
on the management of risks. Risks are assessed quarterly (or more frequently as
required) and quarterly assurance updates are provided against each BAF risk.

Reports into the UHN Boards Committees now include reference to relevant BAF risks.
Financial Impact

None

Legal implications/regulatory requirements
Equality Impact Assessment
Neutral
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Summary of BAF Risks

Board Assurance Framework: Quarter 3 25/26 Update January 2026

Risk ID Linked Corporate Strategic Priority / Risk Description Lead and Current Current Domain Risk
Risks Deliverable Committee Score Tolerance Appetite
Validation
Pending
UHN10 KCRR4604 Transform Patient If UHN does not progress with continuous improvement plans, we will not have Director of 8 4 Quality /
KCRR5001 Care the capability and capacity to deliver the level of patient care that we wish to Continuous Patient Exp
Learning achieve, resulting in impact on the quality of care, efficiencies and staff morale Improvement C4xL2 C2xL2
Culture/Continuous | impacted by potential restrictions on working in an autonomous organisation,
Improvement supporting individuals to thrive. Quality and
Safety
UHN11 KCRR5140 Transform Patient If we do not have a positive safety culture consistently embedded across our Chief Nurse / 12 Patient Safety
KCRR4388 Care services there is a risk that we will fail to continuously learn and improve and Medical Minimal
KCRR4748 Improved clinical that: Healthcare acquired infections and harm do not reduce as planned; families | Director C3xL4
(Noting most outcomes, and carers will not be fully engaged in service development; care for all patients
corporate risks experience and and especially those with mental health needs, learning disabilities, autism, Quality and
may impact effectiveness dementia, or at end of life will remain inconsistent; patients from underserved Safety
patient safety) groups continue to experience poorer access, communication, and outcomes
UHN12 Linked to Transform Patient If we do not consistently embed a culture of compassionate, responsive, and Chief Nurse / 12 Quality /
corporate risks Care inclusive care across all services, there is a risk that we will fail to deliver a Medical Patient Exp.
asin UHN11 Patient voice positive and equitable patient experience. This may result in: Patients and Director C3xL4
and noting most | strengthened and families feeling disengaged or unheard, leading to reduced trust and satisfaction;
corporate risks improved patient Continued variability in the quality of fundamental care, especially for patients
may impact and carer exp. with complex needs or communication barriers; Poor compliance with accessible | Quality and
patient information standards, limiting patients’ ability to understand and participate in Safety
experiences their care; Delays or inconsistencies in responding to complaints and feedback,
missing opportunities for service improvement; Patients from underserved
groups continuing to experience inequitable access, communication, and
outcomes; Reduced ability to meet national and regulatory expectations for
patient involvement and experience
UHN13 NCRR5607 Transform Patient If UHN is unable to attract and retain high calibre staff then this may result in Medical 12 4 Innovation
NCRR5659 Care / Strengthen UHN being unable to deliver on our research and Development ambitions, Director
NCRR5488 Culture resulting in UHN being unable to increase our research and clinical trial activities C4xL3 C4xL1
10% Increase by 10% and where support to take an innovative role in healthcare research will Quality and
Research not achieve the best possible outcomes for our patients. Safety
Activities/Trials
UHN14 KCRR2096, Strengthen Culture If estate buildings and infrastructure continue to deteriorate and/or fail, then Director of 10 Infrastructure
2199, 2527, / Transform Patient | delivery of services may be impacted resulting in delayed or sub-optimal patient Strategy
3206, 3574, Care / Finance care, safety of all persons and an inability to deliver key UHN strategies. Strategic, C5xL2 Minimal
3833, Deliver our quality Transformation
4391, 3999, priorities and Digital
3575, 4764,
5305
NCRR 5500,
5499
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UHN15 KCRR5033, Transform Patient If there is insufficient capacity to meet the demand on services patients will wait Chief 12 Activity
NCRR5699, Care longer for urgent and emergency care, elective care and cancer care leading to Operating
5705 Deliver national patient harm, compromised clinical outcomes and experience. Officer CaxL3
access targets Finance,
Investment
and
Performance
UHN16 NCRR5544 Deliver Financial The risk of impacts on patients and services of increased regulatory intervention Chief Finance 10 Finance
Plan (NHSE) and medium-term financial penalties (revenue and capital) arising from Officer
Development of a failure to deliver improvement in the underlying revenue position and delivery of C5xL2 Minimal
medium term a break-even financial position over the medium term Finance,
robust financial plan Investment
and
Performance
UHN17 KCRR4181, Deliver Financial The risk of impacts on patients and services because of increased regulatory Chief Finance 10 Finance
NCRR5542 Plan intervention (NHSE) and loss of deficit support funding resulting from non- Officer
Delivery of 25/26 delivery of the 2025/26 financial plan. Finance, C5xL2 Minimal
financial/workforce Investment
plan and
Performance
UHN18 NCRR5607, Strengthen Culture Failure to address poor behaviours in the workplace or to provide key Chief People 9 Culture
5608, Take action on 2024 | components of a safe workplace culture will lead to a culture in which colleagues | Officer
staff survey / feel unsafe and under-valued, unsupported or excluded, resulting in poor staff C3xL3 Minimal
deliver people plan engagement, retention and morale, elevated sickness absence and will ultimately | People
actions for 2025 impact patient care. Committee
UHN19 KCRR2556, Deliver Financial A robust resourcing and workforce controls strategy in support of our workforce Chief People 9 Workforce
NCRR5488, Plan plan is required to ensure the provision of safe patient care whilst managing Officer
5606, 5659 Workforce plan as workforce numbers and costs. Failure to deliver the workforce plan will lead to C3xL3
component of inefficient use of resources (skill gaps in areas covered by bank or agency or over- | People
financial plan establishment use driving inefficiency) creating financial pressures and Committee
delivery constraints and having a negative impact on the quality of patient care.
UHN20 KCRR3659, Transform Patient If there are delays in the delivery of the collaborative working model with UHL Medical 8 Patient Safety
3754, 5135, Care this will impact on improving productivity and creating joint plans which will Director
2517, 4830, Go further in impact on the trust being able to deliver seamless pathways and improve patient C4xL3 C4xL2 Minimal
NCRR5651, integrating clinical safety and outcomes for our patients. Quality and
5707, 5762, and corporate Safety
services across
UHN, delivering
seamless pathways
and improving
safety and
outcomes for our
patients.
UHN21 KCRR1582, Transform Patient Failure to maintain robust cyber security and information systems infrastructure Group Chief 12 8 Information
3558, Care may result in service disruption, data breaches, or compromise of patient safety Digital
NCRR5652, Cyber security and organisational operations. This includes risks from cyber-attacks, network C4xL3 C4xL2 Minimal

Board Assurance Framework: Quarter 3 25/26 Update January 2026
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5655, 5654, instability, inadequate data protection measures, and failure to meet national Information
5704 security standards and impact on patients. Officer
Strategic,
Transformation
and Digital
UHN22 5615 Deliver Financial If we do not eliminate our greenhouse gas emissions, limit our impact on the Director of 9 Net Zero
Plan environment and take action to achieve our net zero targets then we will fail to Strategy
Deliver our quality be compliant with UK legislation, NHS targets, and our own publicly declared Strategic, C3xL3
priorities ambitions leading to potential patient harm to patients and staff through Transformation
pollution and service outages, an increase in waste, inefficiency and spend and and Digital
potential regulatory action from failing to meet Trust, NHS and legislative targets.
UHN23 KCRR1972 Transform Patient If integrated working with wider partners in our county or region is not Director of Pt Experience/
Care sufficiently mature, our ability to deliver key elements of the NHSE 10 yr plan, Strategy 9 Quality
Accelerate work to realise our Anchor Institution ambitions or address demand from population C3xL3
integrate patient health longer term, becomes compromised, impacting on high quality patient Strategic,
care, removing care and experience. Transformation
barriers between and Digital
secondary,
community and
primary care
services
UHN24 NCRR5658, Transform Patient Failure to deliver the Group's digital transformation agenda may result in Group Chief 8 Information
5653, 5657, Care continued operational inefficiencies, inability to standardise care delivery across Digital
KCRR5045, 2135 | Deliver major digital | sites, and failure to realise productivity benefits. This specifically includes risks to | Information CaxL2 Minimal
change EPR implementation, automation programmes, and the broader digital strategy Officer
delivery impacting our ability to transform services and achieve digital maturity. Strategic,
Transformation
and Digital

__l 1-3 Loner risk
4-G | Modsrate risk
&-12 High rigk
15-20 | Significant rizk
25 | Extrame risk
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Board Assurance Framework Heatmap

Catastrophic (5)

Research
C4xL3
Improvement
. \
Major (4) CaxL2 Collaboration Cyber
CaxL3 Security
C4xL3
Moderate (3)
Minor (2)
Negligible (1)

Very Unlikely (1)

Unlikely (2)

Possible (3)

Likely (4)

Almost certain (5)
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Risk ID: UHN10
Strategic Priority: Transform Patient Care

If UHN does not progress with continuous improvement plans, we will not have the capability and
Risk Description: capacity to deliver the level of patient care that we wish to achieve, resulting in impact on the quality of
care, efficiencies and staff morale impacted by potential restrictions on working in an autonomous

Key Deliverable: Foster a learning culture, rolling out our “Improving Together” continuous improvement methodology

Executive Lead: Becky Taylor, Director of Continuous Improvement

Assurance Committee: Quality and Safety Committee

Key Controls Key Assurance

Improving together five year strategy Monthly assurance reporting via Improving Together Steering Group

Annual workplan aligned to strategy Corporate accountability metrics/reporting - commencing

Metrics for delivery Self assessment (NHSE Impact Framework)

Annual schedule of quarterly events (building staff

FERY

Ql Training Programmes

Corporate Accountability Meetings

Gaps in control or assurance

Schedule of annual self assessments (NHSE Impact Framework) — agreed delay due to organisational restructure, now planned for Q1
26/27
Embedding the corporate accountability metrics/reporting

Risk Scores

Risk Domain and
Qtr2 25/26 Qtr3 25/26 Target Score Risk Appetite
Consequence 4 4 2
——— Innovation
Likelihood 2 2 2
Open
Risk Scores 8 8 4
UHN10
25
20
Q125/26 Q2 25/26 Q3 25/26
15 8 8 8
10
5 O- -O- O Target
4
0

Planned Actions (by due date)

Metrics agreed for corporate accountability with corporate execs — due Jan 2026

Ql development within the N-LEAF ward accreditation framework — to be launched Feb 26

Improvement week for NGH and KGH wards — Dec 25 & Jan 26, respectively

Second annual Ql awards to be held — Apr 26

Ql training to be embedded in Emerging and Established Leadership Programmes and training capacity to be doubled — Apr 26

Q3 25/26 executive commentary

Key successes in Q3 25/26 of the Improving Together strategy:
. Increase in the number of QI projects from 80 to 140 from December 2024 to December 2025
. First UHN Rapid ‘Improving Together’ Week held to support improved working on the wards in Northampton
. Secured funding for, and collaborative design of QI and metric approach with the corporate nursing team to support the
new ward accreditation framework, to be built on the Federated Data Platform

Key challenges and risks in Q2 25/26:
. Capacity for clinical and operational colleagues to engage in continuous improvement

. Communications capacity to be able to support organisation-wide communications around improvement
. Availability of data and metrics to support data driven improvement

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID:

UHN11

Strategic Priority:

Transform patient care

Risk Description:

If we do not have a positive safety culture consistently embedded across our services there is a risk
that we will fail to continuously learn and improve and that:
- Healthcare acquired infections and harm do not reduce as planned
- Families and carers will not be fully engaged in service development
- Care for all patients especially those with mental health needs, learning disabilities, autism,
dementia, or at end of life will remain inconsistent
- patients from underserved groups continue to experience poorer access, communication,
and outcomes

Key Deliverable:

Improved clinical outcomes, patient experience and clinical effectiveness

Executive Lead:

Chief Nurse & Medical Director

Assurance Committee:

Quality Committee

Key Controls

Key Assurance

Implementation of the patient safety incident Regular updates on incident trends, divisional risks, and improvement

response framework

Quality and Safety Committee oversight

actions are reviewed, with triangulation of claims, inquests, and audit
data.

Clinical policies and guidelines

Policies and guidelines are in date and compliance with monitoring
reporting through PSC
Compliance with Statutory and mandatory training programme

Regular audits and thematic reviews (e.g., VTE, sepsis, antimicrobial
stewardship) drive targeted improvements and accountability across

Clinical audit and improvement programme divisions.
Nursing metrics and medicines management reports to NMAHP
committee

NLEAF assessment and accreditation programme Ward to board oversight of key metrics and accreditation ratings

Freedom to speak up strategy

Quarterly thematic updates on freedom to speak up service including fear
of detriment monitoring

Targeted improvement plans for key domains of the

quality strategy

Quarterly update on implementation of the quality strategy

Duty of Candour and Family Engagement friends and family test

Thematic reviews of concerns, complaints, national surveys and the

Compliance with duty of candour

Subject matter experts and specialist teams Annual reports from relevant teams such as Infection prevention,
employed across the organisation

safeguarding, patient safety and patient experience

CQC improvement programmes

Organisational and service level CQC ratings /external validation
Peer review outcomes

Quality assurance visit outcomes

Compliance with Maternity Incentive Scheme

Gaps in control or assurance

e Concerns about effective learning from incidents and adoption of PSIRF across the group

e Compliance with sepsis six care bundle across both sites and mortality alert for NGH

e Neither maternity service has full compliance with the Maternity Incentive Scheme

e Regulatory breaches identified by the CQC across UEC and medicine (NGH) and maternity (KGH) resulting in enforcement

notice

e We did not meet all nationally set trajectories for healthcare acquired infection in 2024/25

e Increasing ambulance handover delays; Crowding within the ED and normalisation of boarding; Delayed supported
discharges; Delays to planned care. NGH in tier 1 for the provision of UEC

e Kettering General Hospital remains on the maternity safety support programme due to safety and cultural concerns

e  Concern about teamworking and uncivil behaviours impacting on the safety culture

e CYPurgent and emergency care remain under regional oversight due to safety concerns

e The financial position at UHN is significantly challenged - leading to a £80million CIP programme with proposed headcount
reductions. Pressure to deliver savings rapidly could result in rushed implementation of CIPs without robust clinical
engagement or risk mitigation, heightening risk of harm

e Deterioration in Staff Wellbeing and Psychological Safety: Ongoing uncertainty about job security and workload increases
may lead to presenteeism, rising sickness, and reluctance to speak up - masking early signs of harm or dysfunction.

e ICS Financial Pressures Impacting Shared Services: Financial recovery plans across the ICS could reduce support services
(e.g. community capacity, mental health input, diagnostics), intensifying acute pressures at UHN

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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e The estate is aged and doesn't meet modern standards for healthcare including ventilation, water and lifts

e  Fundamental care compliance not consistently embedded

e Timely response to complaints and engagement with patients, families and carers and variability in engagement and
accessibility

e Compliance with accessible information standards

e Implementation of the risk management policy across the group

e Medicine safety management and optimisation compliance is not consistently embedded

e Increasing concern from the regional team about our organisation

e Deterioration in culture metrics following staff survey

Risk Scores
Risk Domain and
Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Appetite
Consequence 4 4 3 Patient Saf
onsf atient Safet
Likelihood 5 5 4 . ¥
- Minimal
Risk Scores 2 | 2 12
UHN11
Q2 25/26 Q3 25/26
25 T 424/25 Q125/26 20 20
20 16 16 g )
5 @l
_____________ Target
10 12

5

0

Proposed Actions (by due date)

Roll out of PSIRF with internal audit assessment planned for end of year 2 — April 2026

Sepsis working party in place chaired by Deputy Medical director — April 2026

Perinatal safety programme in development to support delivery of MSSP exit criteria and CQC enforcement

actions — April 2027

4. CAQC rapid improvement programme in place for UEC and medicine — Rapid programme now complete.
Sustainability in progress

5. Infection prevention and control work plan in place — April 2026

6. UEC improvement programme in place to improve flow in, through and out of the organisation April 2026

7. Robust QIA process in place to ensure safe delivery of CIP Programme. Clinical representation in place on all
groups — Ongoing

8. Launch of civility saves lives programme — Initiated

9. Development of the NLEAF assessment and accreditation programme with fundamentals of care — April 2026

10. Corporate nursing restructure to support consistent delivery of care across UHN — February 2026

11. Accessible information standards working group developing a road map to compliance — March 2026

12. Review of the corporate risk registers across UHN — Initiated

13. Medicine management improvement programme — March 2026

14. Strengthening of freedom to speak up guardian services —Plan approved by ILT, implementation in progress.

15. Implementation of the recommendations from the “what good looks like” review for quality governance — April

2026

W=

Q3 25/26 executive commentary

We continue to face significant challenges across safety, access, workforce, and financial domains, which are collectively impacting
our ability to deliver consistently high-quality care. These pressures are heightened by sustained operational and internal system
strain, inconsistent adoption of core care processes, and ongoing issues with data reliability, all of which limit our ability to drive
improvement at pace and with confidence.

Concerns remain about the effective embedding of learning from incidents and the full adoption of the Patient Safety Incident
Response Framework (PSIRF) across the group. While training and support are underway, uptake remains inconsistent,
undermining the development of a mature safety culture and reducing our ability to use harm reviews to drive meaningful and
sustained learning.

Clinical compliance remains variable in key risk areas. Delivery of the Sepsis Six care bundle is inconsistent, although recent weeks
show early signs of improvement. This underscores the need for strengthened clinical oversight, reliable data capture, and
targeted improvement interventions. In maternity services, neither site has achieved full compliance with the Maternity Incentive
Scheme (MIS), and Kettering General Hospital continues on the Maternity Safety Support Programme due to ongoing concerns

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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around safety, culture, and leadership behaviours. These issues sit alongside regulatory breaches identified by the CQC across
urgent and emergency care (UEC), medicine, and maternity services (KGH), reinforcing the scale and persistence of the challenge.

We did not meet all nationally set trajectories for healthcare-acquired infections (HCAIs) in 2024/25 despite focused effort;
however, early evidence from the current improvement plan is encouraging and suggests emerging progress.

Operational pressure remains significant. Ambulance handover delays are increasing, and crowding within the emergency
department has become normalised, with corridor care now routine. Delayed supported discharges and extended waits for
planned care continue to constrain patient flow and adversely affect experience. The winter plan for 2025/26 has had wide
engagement and aims to deliver a much smaller bed deficit than last year, but the system remains fragile.

Fundamental care compliance is not consistently embedded, and there remains variability in the timeliness and quality of
complaint responses and engagement with patients, families, and carers. Compliance with accessible information standards also
remains inconsistent. Implementation of the risk management policy is progressing but not yet fully embedded across services.
Medicines safety improvement work is underway, though further assurance is required regarding optimisation and safe practice.

Despite these significant and wide-ranging risks, core quality outcomes remain strong when viewed through the Integrated
Performance Report (IPR). However, the breadth and depth of challenges require sustained executive focus, strengthened clinical
leadership, reliable data, and robust mitigation planning to ensure the delivery of safe, effective, and equitable care across the
group.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN12

Strategic Priority: Transform patient care

Risk Description: -

If we do not consistently embed a culture of compassionate, responsive, and
inclusive care across all services, there is a risk that we will fail to deliver a positive
and equitable patient experience. This may result in:

Patients and families feeling disengaged or unheard, leading to reduced
trust and satisfaction

Continued variability in the quality of fundamental care, especially for
patients with complex needs or communication barriers

Poor compliance with accessible information standards, limiting patients’
ability to understand and participate in their care

Delays or inconsistencies in responding to complaints and feedback,
missing opportunities for service improvement

Patients from underserved groups continuing to experience inequitable
access, communication, and outcomes

Reduced ability to meet national and regulatory expectations for patient
involvement and experience

Key Deliverable: Patient voice is strengthened and improved patient and carer experience
Executive Lead: Chief Nurse & Medical Director
Assurance Committee: Quality and Safety Committee

Key Controls

Key Assurance

Patient experience strategy

Quality and Safety Committee oversight

Regular reporting on patient experience metrics, complaints, and
engagement activities, with triangulation against safety and workforce
data.

Accessible information standards compliance

Policies, training and technology in place to ensure patients receive
information in formats that meet their communication needs, including
easy-read, large print, and translation services.

Fundamental Care Audits supporting NLEAF
assessment and accreditation programme

Routine audits of nutrition, hydration, hygiene, and dignity standards to
ensure consistent delivery of fundamental care across all wards and
departments.

Ward to board oversight of key metrics and accreditation ratings

Complaint and feedback handling

Quality and Safety Committee oversight

Regular reporting on patient experience metrics, complaints, and
engagement activities, with triangulation against safety and workforce
data.

Freedom to speak up strategy

Quarterly thematic updates on freedom to speak up service including fear
of detriment monitoring

Family and carer engagement

Patient stories, co-design workshops, and involvement in service reviews
to ensure families and carers are active partners in care improvement.

Equity and inclusion framework

Targeted actions to reduce disparities in access and outcomes for patients
from underserved communities, supported by data monitoring and staff
training.

Mandatory training on communication, equality, and person-centred care
embedded into induction and ongoing development programmes.

Patient experience surveys

Monthly reporting of patient experience indicators, including FFT scores,
complaint response times, and accessibility compliance.
Benchmarking of national surveys with appropriate action plans

CQC Improvement Programmes

Organisational and service level CQC ratings/validation
Peer review outcomes
Quality assurance visit outcomes

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Gaps in control or assurance

e Concerns about effective learning from complaints and patient experience surveys

e Regulatory breaches identified by the CQC across UEC and medicine (NGH) and maternity (KGH) in relation to the safe and
caring domains.

e Increasing ambulance handover delays; Crowding within the ED and normalisation of boarding; Delayed supported
discharges; Delays to planned care. NGH in tier 1 for the provision of UEC

e Kettering General Hospital remains on the maternity safety support programme due to safety and cultural concerns

e  CYP urgent and emergency care remain under regional oversight due to safety concerns

e The financial position at UHN is significantly challenged - leading to a £80million CIP programme with proposed headcount
reductions. Pressure to deliver savings rapidly could result in rushed implementation of CIPs without robust clinical
engagement or risk mitigation, heightening risk of harm

e Deterioration in Staff Wellbeing and Psychological Safety: Ongoing uncertainty about job security and workload increases
may lead to presenteeism, rising sickness, and reluctance to speak up - masking early signs of harm or dysfunction.

e  Fundamental care compliance not consistently embedded

e Timely response to complaints and engagement with patients, families and carers and variability in engagement and
accessibility

e Compliance with accessible information standards

e Implementation of the risk management policy across the group

Risk Scores
Risk Domain and
Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Appetite
Consequence 4 4 3 Quality/Patient
Likelihood 4 4 4 Experience
UHN12
Q125/26 Q2 25/26 Q3 25/26
16 16 16
20
@ -0 0.
10 12

Proposed Actions (by due date)

e  Perinatal safety programme in development to support delivery of MSSP exit criteria and expected enforcement notice
from the CQC- April 2027

e CQC rapid improvement programme in place for UEC and medicine — Complete and sustainability programme in progress.

e UECimprovement programme in place to improve flow in, through and out of the organisation - April 2026

e Robust QIA process in place to ensure safe delivery of CIP Programme. Clinical representation in place on all groups —
Ongoing

e Launch of civility saves lives programme and ongoing roll out — April 2026

e Development of the NLEAF assessment and accreditation programme with fundamentals of care — April 2026

e Corporate nursing restructure to support consistent delivery of care across UHN — February 2026

e Accessible information standards working group developing a road map to compliance — March 2026

e Review of the corporate risk registers across UHN — Initiated

e Development of targeted actions to reduce disparities — Delayed April 2026

e Development of a patient experience strategy — Delayed April 2026

e Strengthened freedom to speak up programme — ILT have agreed the new model. Implementation by April 2026

e Refresh of consent training for KGH maternity colleagues following CQC — Ongoing

Q3 25/26 executive commentary

The Trust continues to face significant and multifaceted challenges that impact the delivery of a consistently positive patient
experience. While there is evidence of improvement in some areas, the overall picture remains one of variation and vulnerability.

Internal audit findings provide reasonable assurance that complaints are being managed in line with policy, with improvements in
timeliness and responsiveness noted in several divisions. However, concerns persist regarding the depth and consistency of
learning derived from complaints and patient experience feedback.

Performance in the Friends and Family Test (FFT) and national patient surveys remains variable across divisions and care settings.
While some specialties report high satisfaction scores, others—particularly urgent and emergency care—show fluctuating trends.
These pressures are being intensified by significant winter pressures across the organisation, including ambulance handover

13/39
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delays, ED crowding, normalisation of corridor care, and increased clinical acuity, all of which directly affect patient experience and
dignity. NGH remains in Tier 1 for urgent care provision, and regulatory breaches identified by the CQC relating to privacy and
dignity further underscore the need for urgent cultural, behavioural, and environmental improvements.

Kettering General Hospital continues to receive support through the Maternity Safety Support Programme, with recent reviews
highlighting cultural concerns and inconsistent care delivery. Similarly, Children and Young People’s (CYP) urgent care services
remain under regional oversight following a coroner’s verdict and a comprehensive cultural review that identified systemic issues
in leadership, psychological safety, and team collaboration.

Despite these substantial pressures, there are positive developments. The Trust has now completed the corporate nursing
consultation, which will establish a single, unified Patient Experience Team across UHN. This new structure is designed to
strengthen governance, enhance consistency, and drive improvement more effectively across complaints, PALS, bereavement,
patient information standards, and wider experience functions. This consolidated approach is well-placed to support divisions
during periods of heightened winter pressure, ensuring that learning, improvement, and responsiveness remain visible and
coordinated.

While pockets of good practice and innovation continue to emerge, sustained leadership focus, investment, and cultural alignment
are required to embed these improvements and ensure that patient experience is not compromised by ongoing operational,
seasonal, workforce, and financial pressures.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN13
Strategic Priority: Strengthen our Culture/Transform Patient Care

Risk Description:

If UHN is unable to attract and retain high calibre staff then this may result in UHN being unable to
deliver on our research and Development ambitions, resulting in UHN being unable to increase our
research and clinical trial activities by 10% and where support to take an innovative role in healthcare
research will not achieve the best possible outcomes for our patients.

Key Deliverable:

Increase our research and trial activities by 10%

Executive Lead:

Medical Director

Assurance Committee:

Quality & Safety Committee

Key Controls

Key Assurance

Agreed UHN UHL workstream on growing and developing

Academic research strategy oversight through UHN ILT

Research and trials portfolio.

board

Oversight through Quality and safety committee and UHN/UHL partnership

Agreement of 11 workstreams

Gaps in control or assurance

Academic strategy has expired and requires review

Financial deficits
Impact of industrial actions

Risk Scores
SO Qtr325/26 Target Score e
Consequence 4 4 4
Likelihood 3 3 1 Innovation
Open
Risk Scores 12 12 4
UHN13
25
20 Q125/25 Q225/26 Q325/26
12 12 12
. @ @-----0®
10
5 Target

4

Proposed Actions (by due date)

Progress standardisation of academic and research governance, operational structures, recruitment key joint posts and expansion

of opportunities for cross organisational trials — Planned completion Q4 25/26
Review of enabling clinical capacity to affect change. Planned completion Q2 26/27

Q3 25/26 executive commentary

e Joint Research strategy in progress .

e Director of research and innovation has been appointed to and in post.

e Director of research appointed at UHL working with UHN director to progress the Joint research strategy.
e Job plans are being aligned to allow protected time to be allocated to research activity.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN14
Strategic Priority: Improving Culture, Transforming Patient Care and Deliver our Financial Plan

If estate buildings and infrastructure continue to deteriorate and/or fail, then delivery of
Risk Description: services may be impacted resulting in delayed or sub-optimal patient care, safety of all
persons and an inability to deliver key UHN strategies.

Deliver our quality priorities (Safe and efficient physical infrastructure within which our

Key Deliverable:
Y staff can effectively treat patients).

Executive Lead: Director of Strategy
Assurance Committee: Strategic, Transformation and Digital Committee
Key Controls Key Assurance

Kettering Hospital have a full Development Control Plan for the site | Kettering are part of the New Hospital Programme

and Northampton Hospital has a site masterplan. which will replace 70% of the Trust estate and 100% of
A Local Development Order has been signed with Kettering Planning | the estate over 25 years old that is used for patients or
Authority to cover all developments staff.

KGH continues to engage with national and regional
NHP meetings to regularly confirm its place and
priority on the NHP programme.

NGH energy systems and aged steam infrastructure, Approval of KGH
Energy Centre plans Both these schemes reduce the hospitals
reliance on fossil fuels.

Funding received for failsafe propping

SFBC submitted and approved in for the decant
extension subject to Target Cost confirmation.
Funding received for Option Appraisal for RAAC
removal.

Rockingham Wing at KGH have had funding to failsafe prop all RAAC
concrete panels and have plans approved to build a decant
extension.

Monthly estates assurance report for each hospital is
presented at Health and Safety Committee

Technical meetings in place to review progress against
audit plans (internal)

All key estates infrastructure elements have independent AE
(authorising engineers) appointed, annual audits and action plans in
place; technical and trust meetings in place.

Business continuity plans and infrastructure resilience/backup Estates infrastructure is regularly tested (internal)
systems are in place Risk rated capital backlog plans in place (internal)
UHN estates backlog capital programme in place with applications UHN capital committee (internal) oversees progress
for national funds to address critical safety issues made annually. with agreed capital schemes.

Group Clinical Strategy approved which forms the basis of
understanding what a UHN estates strategy needs to look like

Gaps in control or assurance

e NGH need to develop a full Development Control Plan to include how a sequence of developments over a time
period will address the highest priority areas for our clinical services.

Risk Scores
Qtr 2 25/26 Qtr 3 25/26 Target Score

Risk Domain and
Risk Appetite

Consequence 5 5 5
Likelihood 3 3 2

UHN14

Infrastructure
Minimal

Q125/26 Q225/26 Q325/26
20 15 15 15
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Planned Actions (by due date)

Funding secured relating to RAAC at KGH for the extension, and support given for an OBC for its entire removal.
NGH are almost complete in replacing their energy systems and aged steam infrastructure, KGH have had their Energy Centre
plans approved and have begun to replace their energy infrastructure. Due to complete September 2027.

Q3 25/26 executive commentary

Full Risk register overhaul at KGH and NGH complete, so a full and thorough understanding of the risk on both sites as relates
to our estate is now known and documented.

NGH UTC scheme has national approval and planning permission, which release the pressure in the current ED and start to
allow for refurbishment in 2026.

KGH energy centre has completed one of its high risk phases of undertaking the works under the railway bridge.

NHSE national and regional meeting regarding the KGH site masterplan in order to further their support for continued work
on Rockingham Wing, of which we are entering RIBA 4.

Critical Infrastructure works and all BAU capital estates schemes are on track for delivery.

NGH energy centre de-steamed and now providing site with low temperature hot water (LTHW). 2no boilers being installed
Q4 25/26 through NHSE CRIS funding. Capex £1.9m. replacing 52-year-old boilers and offering £20k p.a. efficiency savings.
NGH Area K & Billing house awarded NHS CRIS funding for new thermal generation plant. Capex £700k. Delivery Q4 25/26
NGH Energy centre awarded NHS CRIS funding for CHP waste LTHW heat plate exchanger. Capex £860k Delivery Q4 25/26- Q1
26/27. This scheme will offer efficiency savings circa £7-900k p.a.

Trust AE appointed in Q3 25/26 for KGH & NGH. Common AE for both sites to allow UHN joint appointment and better aligned
Estates strategies based on common engineering methodologies. Q4 25/26 will deliver action plans for Estates disciplines to
enable gap analysis of service function/compliance.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN15

Strategic Priority: Transform Patient Care

Risk Description:
clinical outcomes and experience.

If there is insufficient capacity to meet the demand on services patients will wait longer for
urgent and emergency care, elective care and cancer care leading to patient harm, compromised

Key Deliverable:

Aim to deliver national access targets in planned care and transform pathways with system
partners to safely reduce the number of people accessing UEC in our hospitals

Executive Lead: Chief Operating Officer (COO)

Assurance Committee:

Finance, Investment & Performance Committee

Key Controls

Key Assurance

Clinical prioritisation of patients and increased focus on specialties with
high volumes of 52-week waiters and where forecast to be high waiting
list growth.

Clinical prioritisation of cancer patients, regular pathway tracking of
cancer patients and dissemination of reports

Demand and capacity modelling to generate forecasts in performance
and waiting list size to agree nature and level of intervention needed.

Continued delivery and increase of virtual and face to face appointments,
patient-initiated follow-ups and advice and guidance to release capacity
and help reduce waiting times.

Delivering the GIRFT recommendations including adoption of
standardised clinical templates.

Continued focus on theatre utilisation and cases per list to maximise use
of available capacity.

All patients who are not treated with their clinically timed pathway have
a thematic review of their pathway and long waiters have a harm review
through MDT

Weekly tracking of clearance of long
waiting patients in relation to national
standards

Monthly monitoring of performance
against waiting time standards and other
access metrics

Clinical harm and root cause analysis
reviews for patients who have waited too
long on cancer or RTT patients

External review of management of waiting
lists conducted by the Elective Intensive
Support Team; good assurance relating to
longer waiting patients.

Harm reporting through patient safety
committee

Delivering the GIRFT recommendations including the implementation of
the clinical operational standards.

Continued improvement in length of stay across non-elective inpatient
wards.

Rapid Assessment Unit - new ambulance handover unit at NGH.

Continued work to maximise admission avoidance opportunities such as
SDEC

Embedding the adherence to Internal Professional Standards

Establishment of UHN red lines and maintain a zero tolerance to these

Daily, weekly, monthly tracking of
ambulance handover and time in
department metrics

Clinical harms and root cause analysis
reviews for patients who have waiting too
long on an ambulance or in the department
Adherence to the UHN red lines

Proactively engage in System transformation work to make
improvements to patient pathways and demand management

Gaps in control or assurance

Elective block contract means that we where we have a demand and capacity mismatch we currently to not have the income to

mitigate the gap.

Financial challenge means that we cannot use premium capacity to mitigate the gap.

No opportunity to expand G&A bed capacity in support of UEC pathway.

No additional capacity available across DTA pathways resulting in delays to discharge.

Increase seen in emergency department attendances including conveyances against plan.

A significant number of initiatives in support of winter are for Partners to enact.

Risk Scores

Qtr2 25/26 Qtr 3 25/26 Target Score Risk ::dma'"
Consequence 4 4 4
Likelihood 5 5 3 Activity
Open
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Proposed Actions (by due date)

» WL policy in place for WLIs if there is a risk to cancer or long waits performance. This will be reviewed for the next
financial year. NHSE have made some funding available in Q4 for additional outpatient first appointments which may
provide an opportunity for additionality. — decision required from ILT on 19 January

>  Weekly cancer performance meetings to be established from w/c 12 January 2026 to increase the level of assurance
around cancer delivery.

»  UEC Steering Group and place based UEC Board relaunched from January 2026 following Q4 Winter Task and Finish
Group

Q3 25/26 executive commentary

» Strengthened data oversight in Divisional Accountability meetings for the key performance metrics, this is now in place

»  Cancer performance is challenged currently, with significantly higher waiting lists and reduced performance. Recovery
plans are in place for key tumour sites (Skin, Breast, Head and Neck) and we are engaging in MDT streamlining
programmes.

»  We delivered zero 65 week waits in November and December, but the forward position looks challenged due to mutual
aid required for Spinal patients and cancellations due to winter pressures

»  Planned care performance remains challenged and we continue to be significantly behind plan for RTT performance at
both Trusts. KGH has seen an improvement in performance across November/December and we will look to maintain
this in Q4.

» NGH ED attendances are adverse to plan by 6% YTD, KGH ED are adverse to plan YTD by 1%, mainly driven by a 4%
increase during December.

»  Ambulance handovers have continued to improve during the year with max of <45mins delivered in December 83% NGH
and average handover time of 32mins, and 90% KGH with average handover time of 30mins. In comparison to Dec-24
average handover times at NGH 89mins and KGH 83mins.

»  NGH 4hr performance remains adverse to plan at 66% in December against plan of 76%. KGH 4hr performance delivery
in December 80% against plan of 78%.

»  Bed occupancy remains high. Adult G&A bed occupancy by Christmas at 92% NGH (5% lower than last winter), and 85%
KGH (10% lower than last winter). Delivery of supported discharges remain adverse to plan impacting admitted flow
from ED.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN16
Strategic Priority: Deliver our Financial Plan

The risk of impacts on patients and services of increased regulatory intervention (NHSE) and
medium-term financial penalties (revenue and capital) arising from failure to deliver
improvement in the underlying revenue position and delivery of a break-even financial
position over the medium term

Risk Description:

Under strategic priority to deliver financial plan - Development of a medium term robust

Key Deli ble: . ; : i
ey Dellverable financial plan (MTFP) with a focus on recurrent improvement

Executive Lead: Chief Finance Officer
Assurance Committee: Finance, Investment and Performance Committee
Key Controls Key Assurance

BUSi Plannine f Kt t budget setting, e NHS England revised planning guidance
Susiness Fianning framework to support budget setting and timetable — NHSE will review and
investment decisions and understanding of cost pressures over . L . . .

. sign off plans in line with their national
time .

timetable

Assumptions on inflation and efficiency requirements to inform

the MTFP time horizon

Weekly Financial Recovery Group (chaired by the CFO)
with all clinical and corporate divisions in attendance

NHS England Financial Improvement (FIP) Team deployed o Weekly assurance meeting with NHS
across UHN to support development of plans for future England and CFO to monitor and
years manage the FIP team

Business Partnering resource in place to support

Directorates with financial management.

External reporting to NHSE and Northamptonshire e Annual External Audit Value for Money
Integrated Care Board / System report

Gaps in control or assurance

e Adetailed 5-year plan which triangulates finance, activity and workforce based on the current underlying financial
position

e Pipeline efficiency plans for future years

e Capacity of Divisional Teams to focus on the recovery agenda when faced with competing priorities

e Finance and Procurement teams currently have capacity gaps within the function due to sickness and recruitment /

retention
Risk Scores
Risk Domain and
Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Appetite
Consequence 5 5 5 Fi
Likelihood 4 4 2 mance
2 Minimal
Risk Scores /' 2o | 20 10
UHN16
Ql25/26 Q2 25/26 Q3 25/26
25 20 20 20
0 @----- @ ----- @
15
__________ Target
10 10
5
0
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Action updates (by due date)

1. Full assessment of underlying financial position in line with a set of assumptions agreed by System CFOs — Underlying
assumptions have been shared, System CFOs to agree during Q4 2025/26

2. Development of a 3-year planning model which triangulates finance, activity and workforce — Q4 2025/26

Engagement with the national NHSE workstreams on medium term planning - ongoing

4. Development of pipeline reporting for 2026/27 efficiency programme — Q3 2025/26 The pipeline is developing but
not yet at target, action to continue across Q4 2025/26

w

Q3 25/26 executive commentary

NHS England wrote to Chief Executives and Chairs on 13t August 2025 to outline a new approach to medium term planning.
This letter outlined the need for all organisations to prepare robust five-year plans. Plans will need to address the delivery of
core quality and performance standards including financial sustainability alongside the actions to drive the reforms set out in
the 10 Year Health Plan that will support this.

Phase one ran until the end of September and has defined multi — year priorities.

The current 3 year planning exercise is due for submission on the 12t February. The position that NHS England have
requested for UHN is challenging and will require a savings target well in excess of that within the published guidance in order
to deliver.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN17

Strategic Priority: | Deliver our Financial Plan

Risk Description:

The risk of impacts on patients and services because of increased regulatory intervention (NHSE) and loss
of deficit support funding resulting from non-delivery of the 2025/26 financial plan.

Key Deliverable: ) . .
v as a key component of financial plan delivery

Strategic Priority: Deliver our Financial Plan - Delivery of our 25/26 financial plan and our workforce plan

Executive Lead: Chief Finance Officer

Assurance

X Finance, Investment and Performance Committee
Committee:

Key Controls

Key Assurance

Monthly finance report to ILT, Finance, Investment and Performance Committee
and as part of the IPR, to Board

2025/26 Financial Plan approved
by UHN Board

Submission of financial plan to
ICB and NHSE

Annual External Audit of
Accounts and Value for
Money report.

Monthly efficiency reporting to ILT, Finance, Investment and Performance
Committee and as part of the IPR, to Board

Monitoring delivery of
efficiency plans by Finance
Team

Weekly Financial Recovery Group (chaired by the CFO) with all clinical and
corporate divisions in attendance

Weekly tracking of the gap in
efficiency programme

NHS England Financial Improvement (FIP) Team deployed across UHN to de-risk
the in-year CIP programme

Weekly assurance meeting
with NHS England and CFO to
monitor and manage the FIP
team

SFls, SO’s and Scheme of Delegation, supported by detailed budgets

Audit Committee reporting and
review of all exceptions
(waivers, mavericks etc.)

Revised Budget Holder Training implemented across UHN

Use of the Budget Holder
Power Bl dashboard

Business Partnering resource in place to support Directorates with
financial management.

Monthly Divisional Accountability Meetings

Reported regularly to
Integrated Leadership Team

Programme of internal audit review of financial management
arrangements

Head of Internal Audit Opinion

External reporting to NHSE and Northamptonshire Integrated Care Board
/ System

Annual External Audit of
Accounts and Value for
Money report

Gaps in control or assurance

e  Efficiency programme not fully identified for the 2025/26 financial year

e Triangulation of finance budgets with workforce establishment and activity
e Budget signatures have not been gained for all cost centres

e  Budget setting processes remain inconsistent across KGH and NGH teams

e  Capacity of Divisional Teams to focus on the recovery agenda when faced with competing priorities
e  Finance and Procurement teams currently have capacity gaps within the function due to sickness and recruitment /

retention
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Risk Scores
Risk Domain and
Qtr2 25/26 Qtr 3 25/26 Target Score Risk Appetite
Consequence 5 5 5 i
Likelihood 5 5 2 Nll?r:r;:;
Risk Scores s s 10

UHN17 Q225/26 Q3 25/26

30 25 25
Q424/25  Q125/26

20 20 . ®----©

-

10 @ m————————— = Target

Action updates (by due date)

1. Ensure capacity issues addressed as part of team structure review — Key Senior Team positions are now filled and
broader team restructuring is likely to take place across Q4 and Q1 of next financial year.

2. Use of the One NHS Finance development tools to support professional development and talent management across
finance — Ongoing

3. Ensure best practice and consistency is adopted across both teams and all budgets are issued and signed for the
26/27 year — Q4 2025/26

4. Reduce use of exceptions in relation to procurement, locally described as maverick and waivers, only use direct
awards where appropriate and drive value through documented outcome-based specifications — ongoing

5. Ongoing engagement with and use of the FIP team to bridge the gaps in the efficiency programme — Q2-Q4 2025/26

Q3 25/26 executive commentary

The financial position of UHN at Month 9 reports a deficit of £39.1m (£15.6m KGH, £23.5m NGH) which was an
adverse position against plan of £21.2m (£8.2m KGH, £12.9m NGH) at this point in the year. This has increased
from a break-even position against plan at Month 6 of the financial year. Deficit funding for Q4 as been confirmed
as withheld and this will have significant impact on both cash positions. Efficiency delivery to Month 9 was £45.7m
across UHN which was £6.6 adverse to the planned position. The impact of the under-delivery of the efficiency
programme, combined with a number of operational pressures and other costs mean that the forecast outturn now
assumes that the financial plan will be missed for 2025/26. We are liaising with NHS England to execute the
appropriate governance in this respect.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN18
Strategic Strengthen our culture
Failure to address poor behaviours in the workplace or to provide key components of a safe workplace
Risk culture will lead to a culture in which colleagues feel unsafe and under-valued, unsupported or excluded,
Description: resulting in poor staff engagement, retention and morale, elevated sickness absence and will ultimately
impact patient care.
Key Take action on 2025 staff survey feedback and deliver our People Plan prioritised actions for 2026 which
Deliverable: includes action to tackle bullying, discrimination and harassment.
Executive . .
Chief People Officer
Lead:
Assurance .
. People Committee
Committee:

Key Controls

Key Assurance

UHN induction programme (UHN Welcome day)

Numbers attending, qualitative feedback

Learning and development programmes for all professional groups
incl. mandatory training and leadership development

Mandatory training rates, NETS survey, course
uptake rates, qualitative feedback

UHN values-based appraisal

Appraisal completion rates, qualitative feedback

Belonging strategy and associated plans

WRES and WDES and gender/race pay gap

Health and wellbeing strategy

Absence rates (IPR)

People Promise culture programme including Civility, Flex @ UHN and
sexual safety

Turnover rates (IPR), Report and Support
concerns raised

Safe staffing processes, use of acuity tools, and prioritised workforce
deployment. QIA process

Safe staffing report to Board

Exit interview and local intelligence

Exit interview analysis

Freedom to speak up service

FTSU quarterly and annual reports to People
Committee

Violence and aggression reduction group

Reports of violence and aggression to
colleagues

Staff engagement and Reward and Recognition strategies

Staff engagement score reported to People
Committee. Culture Assurance Group oversight
to People Committee

Resident Doctor Ten-Point Plan actions

Ten-point plan assurance report to People
Committee.

Gaps in control or assurance

Staff engagement score in both Trusts reduced in 2024.

Although some improvement has been seen in equality data, levels of discrimination remain too high.
Exit interview completion rates are low and the data is not used to inform improvements.

Appraisal rates below target in some areas, particularly in NGH

Freedom to Speak up service requires strengthening with < 50% of colleagues with confidence in FTSU

Risk Scores

Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Domain and Risk Appetite
Consequence 3
Likelihood 4 4 3 Culture
minimal
Riskscores |GG :
UHN18
25 Q125/26 Q2 25/26 Q325/26
20 16 16 16
15 . ------ .' ----- .
10— —— Target
9
5
0
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Planned Actions (by due date)

e We Belong: Enhance NSS aligned reporting with divisional insights by 31 March 2026. We Belong delivery plan
monitored at Culture Assurance Group.

e  Staff survey response/Culture Improvement Plan: Launch refreshed, data-driven plan to create a safe, respectful, and
inclusive workplace in line with staff survey action planning by 31 March 2026.

e Leadership Development: Develop Leadership Strategy by 31 March 2026. Leading the Way programme continues.

e Health & Wellbeing: Continue phased implementation of HWB Strategy with focus on integrated wellbeing calendar and
development of automation; monitor engagement and impact. Specific focus on developing menopause support and
healthy eating on straightened finances by 31 March 2026.

e Appraisal — focus on aligned reporting, automation, training and embedding within wider leadership development
strategy by 30 September 2026.

e Speaking up — review provision and implement improvement strategy by 1 April 2026.

e  Metrics- development of the Culture Dashboard to Bellwether metrics 6 Feb 26

Qtr 3 25/26 Executive Commentary

e  Civility Launch: Civility at UHN programme introduced at September Leadership Forum with Chris Turner.
e We Belong & Health & Wellbeing Strategies: Both strategies finalised and launched as scheduled in Q3
e Maternity Support: Targeted interventions supporting maternity teams at both NGH & KGH. This includes leadership
development, ‘Stay & Thrive’ retention programme away days and cultural support.
e Sexual Safety Audit: Completed against national framework to strengthen safeguarding and reporting.
e Reasonable Adjustments: SOP co-designed with DAWN network ahead of launch in December 2025.
e Neuro-inclusion toolkit: launched in December 2025, during Disability History Month.
e NSS Engagement: Above average participation achieved; initial data collated for analysis.
e Management of Change (MoC) Support: Support to teams undergoing MoC programmes and service redesign.
e  Cultural Assurance Group (CAG):
o Fully embedded as an assurance forum, meeting monthly with the aim to Strengthen Our Culture
o  Culture Dashboard: created as a key metric set for assurance, aligned to People Plan, H&WB, 6HIAs and
Inclusion reporting.
e HWB Automation: Automation Anywhere project initiated to streamline wellbeing processes.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID:

UHN19

Strategic Priority:

Deliver the workforce plan in support of our financial plan

Risk Description:

A robust resourcing and workforce controls strategy in support of our workforce plan is required to
ensure the provision of safe patient care whilst managing workforce numbers and costs. Failure to
deliver the workforce plan will lead to inefficient use of resources (skill gaps in areas covered by bank
or agency or over-establishment use driving inefficiency) creating financial pressures and constraints
and having a negative impact on the quality of patient care.

Key Deliverable:

We will deliver our workforce plan as a key component of financial plan delivery
Deliver our workforce plan as a key component of financial plan delivery

Executive Lead: Chief People Officer

Assurance

. People Committee
Committee: P

Key Controls

Key Assurance

Attraction strategy with targeted campaigns

Vacancy rates, bank and agency use reported/monitored to
Finance and Investment and People Committee

Organisational change support to deliver integration and
organisational redesign

Vacancy and turnover rates reported to People Committee

Programmes of work to improve retention

Turnover rates, vacancy rates reported to People Comm

Apprenticeships for new starters and as development
pathways

Apprentice numbers, levy use

Robust suite of workforce controls including temp staffing,
additional hours and recruitment

Vacancy rate, bank and agency WTE/spend and overtime
spend — reported as above

SNCT and establishment/roster reconciliation supported by
daily staffing huddles to mitigate gaps

Safer Staffing report to Board

Regular monitoring of safe staffing including fill rates with
oversight at monthly NMWAHP Board

Minutes of NMWAHP Performance and Productivity Board

Nursing workforce plan

Vacancy rates, NQN, TNA, NA, return to practice and other
routes to entry reported to People Committee

Gaps in control or assurance

There is a significant gap in our workforce plan to deliver the required reduction in WTE in 2025/26

Workforce analytics and forecasting tools need strengthening to inform decision-making

Workforce planning is a “once a year” process (IBP) which misses the opportunity to create multi-year workforce plans
Transformation plans are required to deliver the magnitude of improvement required

Risk Scores
Risk Domain and
Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Appetite
Consequence 4 4 3 Work
Likelihood 4 4 3 ‘gpe‘:]“e
UHN19
Ql25/26 Q2 25/26 Q3 25/26
20 16 16 16
0 Target
9
0
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Planned Actions (by due date)

e Continue to follow and refine, measure and report recruitment and temporary staffing controls. On-going

e  Continue to enhance Locum Nest Implementation at KGH by Q4 25/26

e Initiate collaborative Medical Bank with UHL by Q4 25/26

e Enhance Divisional VCP data for consideration at Group VCP by Q4 25/26

e Complete annual business planning and develop protocol for ongoing workforce plan development overseen by
Workforce Programme Board by end Q2 26/27

Qtr. 3 25/26 executive commentary

e Development of full workforce metrics data pack and instigation of Workforce Programme Board reporting to Finance
Recovery Group to provide data to support evidence based decisions and formal governance and oversight

e  Focus on strengthening and reinforcing workforce controls, ensuring we manage turnover by controlling the numbers of
new starters (prioritisation to those that replace bank/agency).

e Launched Locum Nest at KGH. Refinements to the system are ongoing to optimise approval controls.

e Commenced centralisation of annual leave within rostering team to strengthen control and availability at NGH.

e Amended the NGH consultant annual leave year to start date to maximise consultant availability and reduce bank and
agency usage. KGH to follow.

e Notable change in the labour market with success in recruiting to specialities that have previously proved challenging e.g.
Oncology

e Significant change programme in both corporate teams and divisional teams delivering both integration and CIP benefit.
Additional resource approved to support People Services facilitation of change processes.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN20
Strategic Priority: Transform patient care

Risk Description:

If there are delays in the delivery of the collaborative working model with UHL this will
impact on improving productivity and creating joint plans which will impact on the
trust being able to deliver seamless pathways and improve patient safety and
outcomes for our patients.

Key Deliverable:

1. Go further in integrating clinical and corporate services across UHN,
delivering seamless pathways and improving safety and outcomes for our
patients.

2. Further develop our collaborative model with UHL, improving productivity and
creating joint plans for clinical and corporate services where appropriate.

3. Accelerate work to integrate patient care, removing barriers between
secondary, community and primary care services

Executive Lead:

Medical Director, Hemant Nemade

Assurance Committee:

Quality and Safety Committee

Key Controls Key Assurance
Clinical strategy group initiated across UHN / UHL UHN Board
Oversight through UHN Integrated Leadership Team (ILT) ILT updates
Clinical strategy via UHN/ UHL Partnership board
Phased work that focuses on integration of specific services. Extgrnal

Gaps in control or assurance

Ability to influence systemwide patient pathway changes

Resource constraints — clinical and project resource (Industrial action, financial deficit.

Risk Scores
Qtr 2 25/26 Qtr 3 25/26 Tsi’g’f; Risk Domain and Risk Appetite
Consequence 4 4 4
. Patient Safety
Likelihood 3 3 2 Minimal
Risk Scores 12 12 8
UHN20
20 Q1 25/26 Q2 25/26 Q3 25/26
12 12 12
10 . ----- -. ----- -. Target

8

Planned Actions (by due date)

Establish clinical senate — due date Q3 — complete

Involve wider leadership teams and conduct leadership events and communications to improve
understanding of the strategy and their role within this. Due date — Q4 Complete

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Q3 25/26 executive commentary

UHN Clinical senate has been established in October 2025

Project leads have been identified across all 6 domains

The group is reviewing whether there are any opportunities for other services to contribute and improve the
sustainability of the 6 domain services

UHL/UHN Group Clinical Strategy governance established with an Executive steering group and six
workstreams with involvement from UHN clinicians:

Safe and Sustainable Services focus on plastics, oncology, nuclear medicine, spinal. Groups are
established and action plans agreed. Plastics designing joint governance and clinical leadership,
while plastics and spinal are both considering joint appointments in February, Nuclear Medicine
considering single team options in January, with proposed operating model by April.

Frailty. Established a working group across UHL and UHN with agreed action plan. Next steps are
to make a stock take of current best practice across Northants and Leicester and use population
health data to identify intervention across Leicester and Northants that could support people most at
risk of acute admission.

Community/neighbourhood care group established, and plan developed with next steps to use
population health data to map the priority high demand areas and engage the relevant clinicians
and public health. a workshop will be held in January

Maternity CYP has established a working group and supporting plan. Next steps are to establish a
review framework and patient engagement framework and areas for initial focus e.g. neonatal
Strengthen cancer services, group has been established and plan agreed. Sharing Somerset to
track patients across Northants and Leicester e.g. when patients require tertiary care. Oncologists
have met across Leicester and Northants to agree process to make their service sustainable. Next
steps include identifying variance in pathways and agree how to adopt best practice, gather
performance data to identify variance in performance, waiting times, patient satisfaction, survival
rates, finance etc. This will be presented to all tumour site leads at a conference in April

- Improving access. Group meeting and plan agreed. Next steps are to share best practice on waiting
well by February and identify specialties for development of shared waiting lists

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN21

Strategic Priority: Transform Patient Care

Failure to maintain robust cyber
Risk Description:

protection measures, and failure

service disruption, data breaches, or compromise of patient safety and organisational
operations. This includes risks from cyber-attacks, network instability, inadequate data

security and information systems infrastructure may result in

to meet national security standards and impact on patients.

Achieve and maintain robust cyb

LIRS across UHL and UHN.

er security posture and reliable information infrastructure

Executive Lead:

Group Chief Digital Information Officer

Assurance Committee:

Operational Performance Committee (to transfer to new committee)

Key Controls

Key Assurance

DSPT compliance frameworks in place

DSPT annual submission and compliance (External)

Cyber security assessment and penetration testing programme

Cyber security assessments and penetration testing reports

Network infrastructure monitoring and incident response
protocols

Network uptime and performance metrics (Internal)

Information Governance framework and policies

Information governance incident reporting (Internal)

Monthly infrastructure performance reporting to Digital Hospitals
Board (Internal)

Internal audit reviews of information security controls
(Internal)

Data Protection Impact Assessments (DPIAs) for new systems

24/7 Security Operations Centre monitoring

Business continuity and disaster recovery plans

Gaps in control or

assurance

Gaps in Controls or assurance:

1) Cyber security maturity assessment indicates areas requiring strengthening (as presented to private board)
2) Legacy infrastructure impacting resilience
3) Incomplete data quality dashboard for clinical safety oversight
4) Resource constraints in security team affecting proactive threat monitoring
5) Some legacy systems not meeting current security standards
Risk Scores
Risk Domain and
Q2 25/25 Qtr 3 25/26 Target Score Risk Appetite
Consequence Inf )
o . nformation
Likelihood 3 3 2 .
: Minimal
Risk Scores 12 12 8
UHN21
Q4
25 2425 —ar oV a3
20 16 25/26  25/26  25/26
. 12 12 12
R o T o = O M
- —-—0o--07"
5
0

Planned Actions (by due date)

systems to Version -1 by March 2026 SRO Will Monaghan

Monaghan
Implement enhanced Security Information and Event Manageme
Establish 24/7 cyber security operations capability by April 2026.

Ensure patching and updates are delivered within 6 weeks of release (unless technical reason to deprecate). Majority of

Complete cyber security improvement programme to meet NHS Cyber Security Framework standards by June 2026. SRO Will

nt (SIEM) solution by June 2026. SRO Will Monaghan
SRO Will Monaghan
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Q3 25/26 executive commentary

Executive update (Q3 25/26) — UHN

Assurance position. DSPT remains on track. CAF-aligned audit actions from earlier in the year continued at pace across
NGH and KGH, with evidence collation and owner tracking tightened during the quarter to support the year-end
assurance narrative.

Incident learning embedded. No UHN patient-impacting cyber incidents in Q3. Actions from the July policy-library
incident review have been translated into updated notification and escalation steps and are being built into UHN
playbooks and briefings.

Threat monitoring & patching:

Multiple national HSAs were triaged within target windows and remediated or risk-accepted as appropriate:

— Citrix NetScaler (CC-4695) remains closed across KGH and NGH.

— Cisco switching alert (CC-4702) reviewed; no material UHN exposure identified.

— ED 25-03 (Cisco) assessed as supplier-side risk; ongoing vendor assurance maintained.

We also reinforced social-engineering controls in light of December’s uptick in impersonation attacks (verification
before payment/bank-detail changes).

External partnerships and dependencies:

NetApp architecture/strategy conversations continued, with follow-ups scheduled to unblock dependencies and keep
the security-tooling roadmap aligned to plan.

Governance:

BAF entries prepared for Q3 submission with a clearer separation between the cyber risk and the information-systems
quality/standards risk. Mapping of digital and data risks to the appropriate governance forums progressed. Regionally,
we picked up ICS cyber actions (e.g., Bitsight Cloud Sync review; Resilience Direct registration) to strengthen collective
resilience.

Focus for Q4:

¢ Close out remaining TIAA/DSPT actions and complete evidence packs ahead of year-end.

¢ Decide on Bitsight Cloud Sync following the Q3 review; implement or document the rationale for non-adoption.

e Integrate NHSE/NCSC incident ‘grab-bag’ materials into UHN BC/EPRR plans and test via a tabletop exercise.

¢ Maintain rapid HSA triage (including Cisco watch items) and keep NHSE portal updates within SLA.

¢ Land the NetApp architecture decision and any linked security-tooling steps (backup immutability, monitoring
integrations, access hardening).

¢ Continue anti-impersonation measures with finance and procurement: reinforce call-back verification and track
exceptions.

¢ Finalise updated cyber playbooks (notification/escalation) and baseline response metrics (e.g., mean-time-to-notify,
patching lead times) for ongoing reporting.

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Risk ID: UHN22

Strategic Priority:

Deliver our Financial Plan

Risk Description:

If we do not eliminate our greenhouse gas emissions, limit our impact on the environment
and take action to achieve our net zero targets then we will fail to be compliant with UK
legislation, NHS targets, and our own publicly declared ambitions leading to potential
patient harm to patients and staff through pollution and service outages, an increase in
waste, inefficiency and spend and potential regulatory action from failing to meet Trust,
NHS and legislative targets.

Key Deliverable:

Deliver our quality priorities (Reduction in wasted resources and carbon emissions)

Executive Lead:

Director of Strategy

Assurance Committee:

Strategic Transformation and Digital Committee

Key Controls

Key Assurance

Carbon footprint reported annually through Annual
Report and ERIC data

NGH - third party verification of data through Investors in the

Environment

Board approved sustainability plans; submitted to
Greener NHS

NGH — monitored via SD Committee

Carbon management plans commissioned from
external consultant for NGH and KGH

Task force for climate related financial disclosure in
annual report

Energy scheme at NGH

Carbon emissions monitored through Carbon Energy Fund — relates to
items under the two energy schemes only

New Energy Centre at KGH planned for
commissioning in 2027

Programme of environmental projects

NGH - Monitored through the SD Committee, Sustainable Surgery and

Greener Nursing and AHP group.

Renewable energy projects

NGH — metering and annual reporting (iiE and UHN Board), also
monitored through the CEF contract

Gaps in control or assurance

e There is no data for the carbon footprint plus available other than the 2019/20 data supplied by Greener NHS which is
believed to be incorrect. Updated data not expected until at least the end of the financial year. PO raised for NGH for
baseline data to be calculated in April 2024, but unable to obtain appropriate reports from Finance Department. No

baseline data is available for KGH.

e There has been no sustainability resource utilised at KGH and there are gaps in the data for the carbon footprint

information for travel, f-gas, and inhalers.

e KGH carbon management plans revolved around the New Hospital Programme; if this is not forthcoming then targets are
likely to be missed as much of the reduction projected relates to demolition and replacement of buildings.

e  UHN still uses gas boilers for heating and hot water. Carbon emission reductions are at risk from the additional
installation of further fossil fuel boilers using the Critical Infrastructure funding, albeit, these will be more efficient and
therefore reduce carbon emissions. The nature of the two estates means that there is limited room for onsite renewable
production and will be reliant on further grid decarbonisation. In the case of NGH, most buildings are poorly insulated; to

remedy this will cost several million pounds. Funding constraints make this difficult to remedy.
e Changes to carbon emissions from business mileage have not been tackled,

e The majority of work to reach net zero will require changes in the way that care is delivered. This requires more
education and engagement — currently there is no mandated sustainability training and it has not been included in any Ql

training, although initial engagement with the new lead has occurred.

reduces the direct influence.

Limited resource within the Sustainability team

e There is some difficulty finding a champion for the removal of Nitrous Oxide in theatres in Kettering, but initial contact has
been made within Pharmacy- this is also the subject of discussion with Greener NHS

Risk Scores
Risk Domain and
Qtr225/26 Qtr 325/26 VR Risk Appetite
Consequence 4 4 3 Net Z
et Zero
Likelihood 4 4 3
! Open
Risk Scores 1. [ 1. 9
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Proposed Actions (by due date)

1. Create streamlined reporting system for UHN and determine reporting and governance frameworks (Dec 2025)

2. Create and install UHN metering strategy (2027)

3. Feasibility study for UHN relating to renewables and battery storage with Greater South East Energy Hub (appointed by
DESNZ to review public sector requirements for renewables) (2026)

4. Update Carbon Management plans for UHN to include proposed infrastructure changes (2026)

5. Remove KGH nitrous oxide manifolds (2025)

6. Remove UHN maternity manifolds and move to bottled nitrous (2026)

7. Include Sustainability impact assessment in all business plans and capital plans (2026)

8. Get accurate baseline of scope 3 emissions and set reduction targets for different procurement categories (2026)

9. Make reuse first choice for all procurements (2030)

10. Review business mileage and fleet and create a plan to reduce all transport related emissions (2027)

11. Increase staff training and introduce requirement for sustainability into all senior management objectives and
recruitments (2027)

12. Reduce carbon emissions from medicines through reduction of wastage and use of lower carbon alternatives e.g. DPIs to
MDls, IV to oral switches (2030)

13. Remove fossil fuel boilers from the UHN estate (2038)

14. Establish joint sustainability committee and write longer term Sustainability Strategy for UHN linking with Estates and
Clinical Strategies (2028)

Q3 25/26 executive commentary

Some good progress has been made in Q3:
e  UHN leading on the sustainability stream for the Northamptonshire Anchor Institution network, and hosted an initial
meeting with relevant stakeholders in September.
e The Green Team competition has been launched and an additional team accommodated from KGH — projects from ITU
(NGH), Anaesthetics (NGH), Radiology (KGH), ENT (KGH), Urology/Procurement (UHN), Continence Care (NGH), IPC (NGH).
e  Critical Infrastructure funding for newer gas boilers at NGH is being used this financial year which will reduce carbon
emissions.

There remain some challenges:
o No further progress has been made yet in removing nitrous oxide from KGH which had a 2025 date in our Green Plan.
o Delays to the E&F seniors restructure and leadership bandwidth has slowed expected progress on new UHN governance
overseeing delivery of the Green plan.
e There remains no overall costed or funded plan for reducing NGH reliance on fossil fuels. KGH Energy Centre will address
this issue on that site, and progress on this build remains on track.

Plans for Q4:
e  Begin new governance model and complete E&F seniors restructure to release more capacity into this agenda.
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Risk ID: UHN23
Strategic Priority: Transform patient care

If integrated working with wider partners in our county or region is not sufficiently mature, our
ability to deliver key elements of the NHSE 10 yr plan, realise our Anchor Institution ambitions or
Risk Description: address demand from population health longer term, becomes compromised, impacting on high
quality patient care and experience.

Key Deliverable: . .
primary care services

Accelerate work to integrate patient care, removing barriers between secondary, community and

Executive Lead: Director of Strategy

Assurance Committee: Finance Committee (moving to new Transformation/Future Hospital Committee)

Key Controls

Key Assurance

Effective working across the ICS and the wider partners
including the Northamptonshire Integrated Care Board and
the Northamptonshire Integrated Care Partnership

» New Board committee to have dedicated time to track
progress and assess risks against delivery.

Implementation of the ICS operating model to deliver good
quality care, financial balance and improved outcomes.

» ICS governance architecture tracks progress of the
outcomes of integrated working.
» Establishment of Place Delivery Boards, Local Area

UHN leaders (Executives, non-executives and senior
divisional clinical leaders) as members throughout the ICS
governance system to ensure strong development and
delivery against plans.

Partnerships to deliver improved outcomes in

population health and healthcare (Internal / External)
» Population Health Board in place that produces single

sets of integrated data and information on health

Proactively engage in System transformation work to make
improvements to patient pathways and demand

inequalities.
» Delivering the GIRFT recommended pathways are end
to end and include system partners.

UHN Anchor Institution Strategy to clearly set out our
ambitions and actions to deliver them, including to address
health inequalities.

» Primary care to attend UHN Clinical Senate.

Gaps in control or assurance

Limited assurance on delivery of effective and transparent place and neighbourhood working — still in development.
Unknown impact of Cluster arrangements and reduced headcount across the system to work on these programmes
Consistent and contemporaneous board understanding of ICS operating model at UHN

Robust SMART delivery plan in agreement with all partners

Qtr2 25/26 Qtr 3 25/26 Target Score Risk Domain /Risk Appetite
Likelihood 3
Consequence 4 4 3 Pt Exp/Quality

Open
T T 9

UHN23
25 Ql25/26 Q2 25/26 Q3 25/26
20 16 16 16
5 @ @ @
10 T —— Target
9
5
0
Actions (by due date)

Drive the establishment of the Northants system architecture for Neighbourhoods end Q1 26/27.
Ensure UHN Senior team have a consistent understanding of roles and responsibilities to drive delivery of actions end Q1

26/27.

Agree UHN priorities for tackling health inequalities April 26.
Hold first UHN Board committee with dedicated discussion time on this topic - complete

34/39
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Qtr 3 25/26 executive commentary

Anchor Institution and Health Inequalities approach approved at ILT and Board and a working group of willing participants are
driving this work forward.

First Social Value meeting held across the system with TOR approved. UHN to be a regular member of the group.

System Neighbourhood development session held which was widely attended by all system partners, and debated priority
themes for our neighbourhoods and how these can be supported by system partners. Draft Neighbourhood strategy has been
written and is with stakeholders for comment. This sets out a much clearer framework for what we want to achieve in this
space and will assist UHN in considering its approach in how we can ensure benefits to demand and patient outcomes are
maximised.

26/27 planning round has capital funding set aside for out of hospital UEC schemes to assist in demand mitigations.

Local Authority are keen to work with UHN and UHL on population health mapping and linking work in the JSNA to those of the
acute’s.
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Risk ID: UHNO024

Strategic Priority: Transform Patient Care

Risk Description:

Failure to deliver the Group's digital transformation agenda may result in continued operational inefficiencies,
inability to standardise care delivery across sites, and failure to realise productivity benefits. This specifically
includes risks to EPR implementation, automation programmes, and the broader digital strategy delivery
impacting our ability to transform services and achieve digital maturity.

Key Deliverable:

Implementation of One Digital Strategy - unified digital transformation across UHL and UHN including EPR,
automation, and system rationalisation

Executive Lead: Will Monaghan, CDIO

Assurance Committee:

Strategic Transformation and Digital Committee

Key Controls

Key Assurance

One Digital Strategy approved by Board

Monthly Digital Hospitals Board oversight reports (Internal)

Dedicated EPR programme teams with defined budgets and
milestones (Internal)

Digital Maturity Assessment annual review (External)

Programme Management Office providing oversight and
benefits tracking (Internal)

NHSE EPR Gateway reviews (External)

Clinical and Operational Design Authority (CODA)

Programme delivery dashboards and KPI monitoring (Internal)

Technical Design Authority (TDA) established

Benefits realisation reports - Wave 1 automation delivered £480K Q1

Digital transformation governance structure including

ICS Digital Board alignment and reporting (External)

programme boards

Regular reporting to ILT and Board committees

Benefits realisation tracking for automation programmes
(Internal)

Gaps in control or assurance

Gaps in Controls or assurance:

1) UHN/UHL governance process not fully embedded - collaborative working arrangements still maturing

2) Digital Maturity Index - both organisations in bottom 20% nationally (23/24 assessment)

3) System fragmentation - ambition to reduce number of systems by 50% by April 2027

4) EPR not implemented at KGH - business case in development for post-merger alignment

5) Resource constraints in digital teams affecting delivery capacity

6) Clinical and operational pressures impacting staff availability for digital transformation

7) Dependency on capital funding reliability for future phases
8) Cultural change management programme needs strengthening

Risk Scores

Qtr 2 25/26 Qtr 3 25/26 Target Score Risk Domain and Risk Appetite
Consequence 4 4 4
. Information
Likelihood 4 4 2 .
Minimal
UHN24
Q125/26 Q2 25/26 Q3 25/26
16 16 16
e o-----0
10 L e e e e oo Target
8
0

Action updates (by due date)

1) Implement NGH EPR Tranche 2 (PAS, Outpatients, Care Plans, Investigations) by April 2026. SRO Andy Carruthers
2) Implement NGH EPR Tranche 3 (Theatres, Critical Care, Patient Centre app) by July 2026. SRO Andy Carruthers
3) Complete KGH EPR strategy and alignment plan for UHN by March 2026. SRO Andy Carruthers

4) Deliver Wave 2 automation benefits across UHL/UHN by March 2026. SRO Will Monaghan

5) Achieve 25% reduction in number of systems by April 2026 (50% by April 2027). SRO Will Monaghan

6) Establish Al Academy and governance framework by October 2025. SRO Will Monaghan
7) Complete unified data platform implementation (FDP) by March 2026. SRO Will Monaghan

8) Secure capital forecast for future EPR and automation phases by March 2026. SRO Will Monaghan

UHN Board Assurance Framework: Qtr 3 25/26 Update January 2026
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Qtr 3 25/26 executive commentary

Executive update (Q3 25/26):

EPR delivery — governance and stability. The programme board met through quarter 3 and looked at replanning PAS
implementation on the back of lessons learnt from UHL and from Tranche-1. RCAs were received and used to inform resilience
actions going into Tranche-2 planning.

Cross-system interoperability (NCR). The ICB escalated delays to the Nervecentre single sign-on to Northamptonshire Care Record
and flagged MFA introduction for web users in September; actions were placed on the Group to re-engage and resolve This has
made good progress with improved access for data to the care record.

KGH maternity digitisation. KGH went live successfully with BadgerNet. Badgernet continues to bed in with teams and risks in
maternity are reducing directly linked to the successful implementation.

Ambient Al / AVT procurement. The ITT pack was prepared and issued with IG schedules reviewed; procurement artefacts were
shared with partner trusts for market engagement, and additional ICB assurance requirements for Al scribes were noted.
Automation (Wave 2) Group contract was signed mid-August; UHN contributions covered via a UHL&>UHN MOU process. UHN
focus is on occupational health work.

Data platform (FDP) — scope and governance. The joint UHL/UHN proposal to migrate data warehousing into FDP (with HDS) was
tabled in late July; the HDS DPA annex and DPIA drafting progressed during Q2. Delivery remains on track

Focus for Q4: lock Tranche-2 EPR dependencies (interfaces/SSO), keep AVT procurement to plan through evaluation and assurance,
drive Wave-2 automation recoveries, and progress FDP migration.
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The Board recogmisas that LUHMN's long term sustainahility depends
upon the delivery of its strategic objectives and its relationships

with its patients, the public and strategic partners, including our
staff, wherever possible.

The risk appetite statement has individual statements acrosz 11
key risk argas [domains). The statements and the supporting
definitinns seek to establish our capacity for taking and absorhing
risk and will act as guiding principles for the management of risk
across LIHM,

Our image of risk appetite set against domains denotes the level of
risk appetite within the maximum range,

In azzessing risks, there will be recognition of levels of tolerance
that may sit outside of the overarching risk appetita.
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Meeting Boards of Directors of Northampton General Hospital NHS Trust
(NGH) and Kettering General Hospital NHS Foundation Trust
(KGH) (Part I) Meeting together in Public

Date 6 February 2026

Agenda item k]

Title Use of the NGH Trust Seal
Presenter Richard May, Company Secretary
Author Richard May, Company Secreta

This paper is for

0 Approval [1Discussion v Note CJAssurance

To formally receive and To discuss, in depth, a For the intelligence of the To reassure the Board that
discuss a report and report noting its implications | Board without the in-depth controls and assurances are
approve its for the Board or Trust discussion as above in place

recommendations OR a without formally approving it

particular course of action

Previous consideration
None

Reason for consideration
The Trusts’ procedures require uses of
the Seals to be reported to the Boards
of Directors.
Executive Summary
The NGH Board of Directors is requested to note the use of the Trust Seal in respect of:

(1) The Design and Build Contract for the Urgent Treatment Centre on 24 December
2025, affixed by the Chief Finance Officer and signed by the Chief Finance Officer
and Medical Director

(2) Lease of Maggie’s Cancer Centre at NN1 5BD on 19 January 2026, affixed by the
Company Secretary and signed by the Director of Strategy and Director of
Continuous Improvement.

Appendices

None

Risk and assurance

None

Financial Impact

None

Legal implications/regulatory requirements

As specified in ‘reason for consideration’ section above.

Equality Impact Assessment
Neutral

255/256



2/2 256/256



	 1. Welcome, apologies and declarations of interest
	 1. UHN Public Boards Agenda 060226.pdf

	 2. Patient/Staff Story - Armed Forces Network
	 3. Minutes of the previous meeting held on 5 December 2025 and Action Log
	 3.1 051225 Draft Minutes UHN Public Board of Directors meeting.pdf
	 3.2 Board Action Log Updated 051225 Public Boards.pdf

	 4. Chair's report （verbal）
	 5. UHN Chief Executive's Report
	 5. CEO Public Board Report.Jan.2026.V1.pdf

	 6. Integrated Performance Report （IPR） and Board Committee Chairs' reports
	 6. Integrated Performance Report Cover Sheet Board.pdf
	 6. Dec 2025 Integrated Performance Report Board.pdf
	 6. Group Upward Reporting to UHN 060226 Boards （2）.pdf

	 7. National Oversight Framework segmentation （25-26 Q2） （not received）
	 8. UHN Perinatal Assurance
	 8.1. Perinatal Scorecard （December 2025）
	 8.1 UHN Perinatal Scorecard January 2026 [Dec 2025 Data].pdf
	 8.1 Appendix 1 - UHN Perinatal Scorecard January 2026 [Dec Data] FINAL.pdf

	 8.2. Maternity Incentive Scheme Annual Submissions （Perinatal Assurance Committee）
	 8.2 MIS UHN PAC Chairs Highlight Report [January 2026] final for Boards.pdf


	 9. KGH Maternity Safety Support Programme （MSSP） and CQC Report
	 9. KGH MSSP_CQC Update February 2026.pdf

	 10. Emergency Preparedness, Response and Resilience （EPRR） Annual Report
	 10. EPRR Annual Report and CS Report 2025 v1.1.pdf

	 11. Corridor Care
	 11. Corridor Care paper for board final draft.pdf

	 12. Annual Establishment Reviews: Safe Staffing
	 12. NMAER '25 Cover Sheet - Trust Board.pdf
	 12. Appx 1   UHN Nursing and Midwifery Annual Board Paper 2025 FINAL JH approved.pdf

	 13. Progress on actions in response to October 2025 Board stories
	 13. FINAL revised UHN Inclusion Activities April - December 2025 FA-P29Jan2026v2.pdf

	 14. Pay Gap reports
	 14. Board Pay Gap Reports Feb 2026 Final.pdf

	 15. Freedom to Speak Up （FTSU） 2025-26 Quarter 3 report
	 15. FTSU Q3 report cover.pdf
	 15. FTSU 2025-26 Q3 Board report.pdf

	 16. Implementation of NHS England’s 10 Point Plan to Improve Resident Doctors’ Working Lives
	 16. Boards 10 PP  2026.pdf

	 17. Board Assurance Framework
	 17. UHN BAF Qtr 3 25-26 Board February 2026.pdf

	 18. Use of the NGH Trust Seal
	 19. Questions from the public
	 18. UHN Cover Sheet NGH Trust Seal 060226.pdf

	 20. Any other business and close



