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BOARD OF DIRECTORS MEETING HELD IN PUBLIC

Thursday 12 November 2026 at 09.00 to 13.00

NHS

Gloucestershire Hospitals
NHS Foundation Trust

GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST

Lecture Hall, Redwood Education Centre, Gloucester Royal Hospital

AGENDA
RE |ITEM PURPOSE | PAPER TIME
F
1. Chair’s welcome and introduction Information 09.00
2. Apologies for absence Information
3. Declarations of interest (pertaining to agenda) Approval
4. Minutes of previous meeting Approval 09.03
10 September 2026
5. Matters arising Assurance
6. Questions from the public Information 09.10
7 Patient Story — Maternity and Neonatal Voices Information 09.15
Partnership
8. Chair’s report Information Yes 09.35
Deborah Evans-Chair
9. Chief Executive’s Report Information Yes 09.45
Kevin McNamara, Chief Executive
MATERNITY
10. | Community Birth Team and Community Maternity Assurance No 09.50
Services: Implementation Update
Matt Holdaway, Chief Nurse & Director of Quality, Zita
Martinez, Director of Midwifery
11. | NHS Maternity Ten Point Plan: Progress Update and | Assurance Yes 10.00
Board Assurance
GOVERNANCE
12. | Audit & Assurance Committee Report Assurance Yes 10.15
Shawn Smith, Non-Executive Director
13. | Combined Risk Management Report Assurance Yes 10.25
e Corporate Risks
e Board Assurance Framework
Kerry Rogers, Director of Integrated Governance
FINANCE
14. | Finance and Resources Committee Report Assurance Yes 10.35
Jaki Meekings Davis, Non-Executive Director
15. | Finance H2 Forecast and Recovery Assurance Yes 10.45
Karen Johnson, Director of Finance
BREAK 11.10
QUALITY AND PERFORMANCE
16. | Quality and Performance Committee Report Assurance Yes 11.25
Sam Foster, Non-Executive Director
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to include: Thirlwall Report Response
Matt Holdaway, Chief Nurse

17.

Integrated Performance Report

Al Sheward-Chief Operating Officer, Karen Johnson-
Director of Finance, Matt Holdaway-Chief Nurse, Mark
Pietroni-Medical Director, Caroline Julien-Chief People
Officer

Assurance

Yes

11.35

18.

Learning from Deaths Report
Mark Pietroni, Medical Director

Assurance

Yes

12.05

19.

Winter Plan Update
Al Sheward, Chief Operating Officer

Yes

12.15

PEOPLE

20.

People, Place and Partnership Committee Report
Vareta Bryan, Non-Executive Director

Assurance

Yes

12.25

21.

Equality, Diversity and Inclusion Programme Update
Debbie Tunnell, Deputy Director for People

Assurance

Yes

12.35

22.

Any other business

Information

12.45

23.

Governor observations

Information

12.50

Date and time of next meeting:
Thursday 14 January 2027
09.00 Lecture Hall, Redwood Education Centre,
Gloucester Royal Hospital

Information
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Gloucestershire Hospitals
NHS Foundation Trust

GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST
Minutes of the Public Board of Directors’ Meeting
10 September 2026, 09:00 -12.30
Redwood Education Centre, Gloucester Royal Hospital

Present Deborah Evans Chair, Non-Executive Director
Vareta Bryan Non-Executive Director
Will Cleary-Gray Director of Improvement and Delivery
Sam Foster Non-Executive Director
Matt Holdaway Chief Nurse and Director of Quality
Karen Johnson Director of Finance
Caroline Julien Chief People Officer
Kevin McNamara Chief Executive Officer
Jaki Meekings-Davis | Non-Executive Director
John Noble Non-Executive Director
Lee Pester Chief Digital Information Officer
Mark Pietroni Medical Director and Director of Safety
Kerry Rogers Director of Integrated Governance
Shawn Smith Non-Executive Director
Al Sheward Chief Operating Officer
Kerry Rogers Director of Integrated Governance
Raj Kakar-Clayton Associate Non-Executive
Kaye Law Gloucestershire Managed Services Chair/Associate Non-
Executive
Attending | James Brown Director of Engagement, Involvement and Communications
Sarah Favell Trust Secretary
Zita Martinez Director of Midwifery
Colette Townsend Integrated Midwife
Ebashi Nobuichi, | Surgery and CSSD team
Emma Veitch, Sarah
Mather
Apologies | Marie-Annick Gournet | Non-Executive Director
Sally Moyle Non-Executive Director
Observers
Governors | Andrea Holder, Helen Bowen
Public Two
Ref | Item
1 Chair’s welcome and introduction

Deborah Evans, Chair, opened the meeting, welcoming all members of the public and
governors in attendance.
2 Apologies for absence

Apologies were noted as above.

3 Declarations of interest

There were no declarations of interest in respect of agenda items.
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4 Minutes of previous meeting : 16 July 2026

The Board reviewed the minutes of the previous meeting.

RESOLVED: The minutes of the meeting held on 16 July 2026 were APPROVED, as a true
and accurate record.
5 Matters arising

The Board noted the updates to the Matters Arising and APPROVED the closed items and the
removal of action/item 13/July.

6 Questions from the public

There were no questions from the public.

7 Staff Story

The Board heard from Ebashi Nobuichi and Emma Veitch about the challenges faced by both
theatre staff and colleagues within the Central Sterile Services Department (a department
managed by Gloucestershire Managed Services) over the last year as the teams faced issues
with equipment failures alongside the impact of external factors, including extreme weather
and national shortage of cement. The presenters spoke of the stress, fatigue and anxiety felt
by members of the department and the concerns of registered colleagues. Foremost in their
focus was the impact on patient care as a result through cancellations. They set out the work
that had been done on the improvement journey and the importance of frequent, open and
transparent communications between the respective teams in rebuilding confidence,
alongside both psychological and senior management support for both teams. They
acknowledged the improvements made with refreshed processes and escalation routes
largely embedded in everyday practice. They spoke of an improvement in morale and were
proud of their continued prioritisation of patient safety.

Sam Foster, Non-Executive Director, commended the teams on the work done and the
powerful presentation provided to the Board. Matt Holdaway, Chief Nurse, expressed his
thanks to the team for providing a presentation which made a complex matter easier to
understand but which highlighted the importance of relationships and the work underway to
ensure continued mindfulness of the respective demands on and priorities of the teams
involved. Deborah Evans, Chair, closed the session by expressing her thanks to both the
theatre team and colleagues within Gloucestershire Managed Services who had done a huge
amount of work to support colleagues.

8 Chair’s Report

Deborah Evans, Chair

Deborah Evans presented her report which provided information about her activities as Chair
of the Trust since the last Board meeting in July. The report was taken as read.

Following recent media commentary on the sad death of Professor Jason Arday, she invited
reflection on how the Trust supported leaders who experienced personal attack, including
where racism or misunderstanding of neurodivergence was a factor, and on the importance of
applying employee investigation processes fairly, compassionately and sensitively.
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The Board noted the programme of site visits, staff and volunteer engagement, meetings with
Members of Parliament and system partners, and the launch of the Gloucestershire Advanced
Research Innovation Hub.

The Chair outlined the ongoing work to consider future arrangements for patient and
community involvement in light of the provisions within the NHS Bill setting out the dissolution
of the Council of Governors in its statutory form. It was confirmed that the Trust wished to
retain the valued contribution of current governors whilst strengthening lived experience,
community insight and involvement in service development. This would be the focus of the
joint Non-Executive Director and Governor workshop scheduled for 15 October 2026.

RESOLVED: The Board NOTED the report.

9 Chief Executive’s Report

Kevin McNamara, Chief Executive

Kevin McNamara presented his report, which was taken as read. The Board welcomed the
Care Quality Commission recent inspection report findings, which recognised improvement in
leadership, culture and governance, with the Well-Led rating moving from Requires
Improvement to Good. Maternity at Gloucestershire Royal Hospital had improved from
Inadequate to Requires Improvement and Stroud Maternity Hospital from Requires
Improvement to Good. The Board recognised the validation of colleagues’ efforts but also
noted that several services remained rated ‘Requires Improvement’ and agreed that the focus
must remain on sustained improvement and patient experience rather than the ratings alone.

The Board considered the implications of the local government reorganisation (with
developments since the report was drafted which would have implications for the Trust), the
Adult Inpatient Survey and the possibility of consultant industrial action. Positive survey
findings on kindness, compassion, dignity, privacy and confidence in clinical staff were
welcomed, while discharge communication and involvement remained an area requiring
improvement.

Kevin McNamara highlighted the work on the new Department of Critical Care, commenting
on the impact of recent extreme weather on the aged Trust estate and the work being
undertaken to develop a permanent seasonal plan, addressing issues that will arise during
periods of hot weather, as well as the more traditional Winter plan.

He commented on the positive news that planning permission had now been granted for the
Cancer Centre, a project supported by the Big Cancer Appeal. This centre would offer modern
clinical and treatment spaces for the benefit of oncology patients. It was recognised that the
building work would impact other services, particularly ophthalmology, and work was ongoing
to find an alternative location for those services.

As a final point Kevin McNamara highlighted the ongoing remedial work on the Subject Access
Request process, recognising the challenges faced by the Trust as a result of the increased
volume and complexity of requests, often drafted with the use of Al technology. Oversight of
the improvement programme was both a focus for the digital senior leadership team and both
Audit Committee and Finance and Resource Committee. This work was relevant to the
Board’s focus on how responsive the Trust was, alongside the ongoing improvement in
complaints management. It was noted that there would be a future board discussion on what
does a responsive organisation look like.
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John Noble, Non-Executive Director, sought assurance as to the Trust’s resilience to future
extreme weather, noting the estates infrastructure challenges. Kevin McNamara confirmed
that this was an ongoing area of focus and was being worked through as part of the Estates
Strategy. Al Sheward, Chief Operating Officer, confirmed that Gloucestershire Managed
Services had commenced work, including key surveys, to understand the extent of the issues,
including backlog. Areas of focus included the air-handling units. External expertise had been
sought from the Department of Health and a complex programme of works was planned, which
would be overseen by the Trust’s Contract Management Group.

RESOLVED: The Board NOTED the report.
10 Maternity Services Regulatory Compliance Report (section 31 Notice)

Matt Holdaway, Chief Nurse and Director of Quality and Zita Martinez, Director of Midwifery

Matt Holdaway introduced the report, welcoming Zita Martinez, Director of Midwifery, to her
first public board meeting since joining the Trust. It was acknowledged that the report was a
standing item before the Board and a key element of the continued focus on maternity
services. It was confirmed that the report was also shared with the Care Quality Commission
on a monthly basis and was reviewed internally by both the Perinatal Delivery Group and
Quality and Performance Committee. The report provided an update on progress/compliance
against the s31 Enforcement Notice issued in May 2024.

It was confirmed that the Care Quality Commission’s inspection report published on 27 August
2026 rated maternity services as ‘Requires Improvement’ and provided external evidence of
progress. One separate regulatory breach relating to medicines management required an
action plan and was being managed through the agreed regulatory response.

The Report confirmed that the Trust continued to self-assess that all eight CQC Section 31
conditions had been met but noted that the conditions would remain in place until a re-
inspection by the Care Quality Commission and removal of the conditions was confirmed. The
Service confirmed its confidence to proceed with the process for seeking removal of the
conditions. It was anticipated that there would be a full inspection by the Care Quality
Commission before Christmas. It was confirmed that the Service, in particular the senior team,
were continuing to test that the improvements were truly embedded and confirmed that there
was confidence in the oversight provided. Shawn Smith, Non-Executive Director, welcomed
the positive developments and the planned re-inspection. He also noted the recent External
Audit Annual Report which had removed maternity services regulatory compliance as an
identified ‘significant weakness’.

RESOLVED:
The Board:

« NOTED the publication of the Care Quality Commission maternity inspection report (27
August 2026) which rated maternity services as ‘Requires Improvement’ (previously
inadequate). The Board noted the one regulatory breach within the report, relating to
medicines management and NOTED the submission of the required action plan.

« NOTED the Trust's self-assessment that all eight Section 31 conditions continued to be
met and that submission of the condition removal applications would proceed under the
Board's delegated authority.

« NOTED Care Quality Committee's intention to undertake a further inspection and the
preparatory review being led by the Director of Midwifery.
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11 Perinatal Quality Oversight Report (Quarter 1)

Matt Holdaway, Chief Nurse & Director of Quality and Zita Martinez, Director of Midwifery
The Board received the Quarter 1 Perinatal Quality Oversight Model report. The overall
position provided developing assurance. Positive controls included one-to-one care in labour,
high consultant attendance in eligible complex situations, established mortality review
arrangements, strengthened triangulation of incidents and family feedback, and no neonatal
unit or cot closures, workforce-related neonatal transfers, maternity safety alerts, coroners’
reports or Regulation 28 reports during the quarter.

Deborah Evans, Chair, welcomed the clarity provided on workforce risks. Zita Martinez,
Director of Midwifery, confirmed that overall, there was evidence of progress but there
remained areas of challenge, as identified within the report. Those areas included workforce
sustainability, training compliance, neonatal staffing, obstetric theatre and recovery capacity,
service-user voice, equitable communication and data quality. Midwifery fill rates reduced to
87% in June, and 45 staffing red flags were recorded in the quarter. Whilst it was noted that
the Service had recruited 14 midwives, current gaps were requiring agency cover with
consequent impact on the stability of the service. Obstetric roster gaps were largely covered,
but reliance on internal cover indicated limited resilience. Neonatal nursing fill rates remained
at 70%, Qualified in Specialty compliance was 57%, and neonatal medical night-cover gaps
continued. The Board noted assurance from the Director of Midwifery that whilst the Service
was safe, it was recognised that the mitigations in place did not resolve the underlying
workforce risk.

It was confirmed that training oversight had strengthened through frequent trajectory
monitoring and recovery planning through a multi-disciplinary approach, with good
engagement from the Obstetric lead as medical workforce training remained an area of
challenge.

Maternity and Neonatal Voices Partnership involvement with thematic reviews, including
health inequalities, and involvement with wards and staff was continuing to improve.

Deborah Evans, Chair, acknowledged the assurance provided within the report and by the
overview provided by the Director of Midwifery but asked that future reports provide the Board
with the strategic context for the granular workforce risks.

Mark Pietroni, Medical Director, acknowledged the fragility of the obstetric workforce, with the
numbers providing very little resilience. Whilst it was recognised that capacity and recruitment
was a national issue there was recognition that this needed to be a recruitment focus for the
Trust.

The Board also discussed some of the likely recommendations from the Thirlwall Inquiry, with
the report due to be issued shortly after the meeting. It was noted that there would be a
detailed report to the Board on the Trust’s planned response.

In the context of the workforce risks identified there was a discussion regarding the resourcing
of services to meet demand, to include both reallocation of existing resource and recruitment.
It was noted that there was an ongoing consultation exercise in respect of the provision of
community maternity services with updates to come to a future board meeting.
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RESOLVED:
The Board:

« NOTED the Quarter 1 perinatal quality oversight position and noted that assurance was
continuing to develop across the principal workforce, capacity and training risks.

« ENDORSED continued executive oversight of the identified recovery plans.

« REQUESTED a Quarter 2 update demonstrating sustained improvement, including
validated training compliance, workforce and capacity trajectories, improved data
quality and evidence that learning had been embedded.

« SUPPORTED further consideration of sustainable workforce, theatre capacity,
recovery capacity and digital reporting solutions

11A | Maternity and Neo-natal 10-Point Plan Assurance Process

The Board considered the national 10 Point Plan baseline assessment presented by Zita
Martinez Director of Midwifery (supported by Collette Townsend, Integrated Midwife Lead).
This was provided for Board scrutiny in advance of a fuller review by Quality and Performance
Committee in advance of formal submission (by 25 September). It was confirmed that this
process was a benchmarking exercise for an evolving piece of work.

In summarising the report it was confirmed that, of 26 deliverables, 12 were assessed
compliant and 14 partially compliant, with none assessed as non-compliant. The separate
maternity triage benchmark showed 58 of 77 applicable standards fully in place, 17 partially
in place and one not in place. It was noted that this was a useful tool in the Service’s
improvement journey, providing an accurate assessment of current status, identification of
priorities and ensuring effective oversight. Key areas of focus continue to be workforce plan
and maternity alongside the emerging area of health inequalities. With dedicated Health
Inequality resource becoming available the Service would be working to respond to both
national targets and local priorities. Deborah Evans, Chair, commented that she would
welcome a focus on alcohol alongside smoking indicators

Board members discussed the requirements for board oversight of the Maternity Incentive
Scheme Year 8 and assurance as to achieving compliance. It was confirmed that the Service
was reasonably confident as to the quality of the evidence collated and that it met the extensive
guidance provided. It was confirmed that a further report would be brought to both Quality
and Performance Committee and Board prior to submission. This would include an update on
workforce investment as this required board oversight.

RESOLVED:
The Board:

« NOTED the national requirements set out in the NHS England Maternity and Neonatal
10 Point Plan assurance process.

« APPROVED the Trust's baseline assurance assessment for submission to the NHS
England regional team by 25 September 2026.

o APPROVED the completed maternity triage benchmarking assessment and associated
12-month improvement plan.

« CONFIRMED the Chief Nurse and Medical Director's joint executive accountability for
maternity and neonatal safety, quality, experience and improvement, including shared
ownership of Board-level risk, delivery and escalation, and CONFIRMED executive
oversight of the 14 partially compliant deliverables.
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« NOTED that the 10 Point Plan assessment contained no non-compliant deliverables,
while the separate triage benchmark contained one standard rated not in place relating
to the dynamic staffing model.

« REQUIRED progress, residual risks and evidence of impact to be monitored through
the Quality and Performance Committee and reported to the Trust Board before the
December 2026 return.

« NOTED that the approved Board minute and evidence of successful regional
submission must be retained.

« AGREED that any material risks to delivery, regulatory compliance or patient safety
would be escalated through the Integrated Care Board and NHS England regional
routes as required.

12 Integrated Governance update including updates on legal, regulatory and policy

Kerry Rogers, Director of Integrated Governance

Kerry Rogers introduced the report as a horizon-scanning and learning paper rather than a
complete source of assurance. The Board considered the cumulative effect of regulatory and
policy change across maternity, workforce standards, leadership, neighbourhood health,
digital prescribing, patient voice, the NHS Bill and patient safety reform.

The discussion focused on the need to test whether strategic intent, formal assurance and
frontline reality were aligned. Members supported the “True for Us” approach as a means of
applying external learning without presuming that the same failures existed locally. Particular
themes included psychological safety, leadership visibility, organisational curiosity, the risk
that repeated findings became normalised, and the importance of completing actions arising
from audits, inspections and risk assessments.

The Board considered how future Provider Capability Assessment work and Committee work
programmes could provide evidence that the Trust recognised emerging concerns early,
triangulated intelligence and verified that completed actions had achieved their intended
outcome. The Committee Chairs’ meeting would consider how relevant themes should be
reflected in assurance activity.

RESOLVED:
The Board:

« NOTED and considered the content of the report and satisfied itself that appropriate
arrangements were in place to respond to emerging regulatory expectations.

« CONSIDERED the implications of the external learning and "True for Us" sections,
particularly regarding organisational culture, psychological safety and visibility of
frontline concerns.

« RECOGNISED that the Committee Chairs' meeting would reflect on relevant themes
within future work programmes and assurance activities where appropriate

13 Combined Risk Management Report
e Corporate Risks
e Board Assurance Framework
Kerry Rogers, Director of Integrated Governance
Kerry Rogers presented the integrated view of the Trust Risk Register and Board Assurance
Framework.
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The Trust had 552 active risks and overall exposure reduced slightly, but the profile remained
highly challenged. Extreme and high-rated risks related to Emergency Department
overcrowding and corridor care, fire safety and ageing infrastructure, critical workforce
shortages, maternity, cyber security and core IT resilience. The Board recognised the close
alignment between operational risks and the principal strategic risks.

The Board received reasonable assurance that risk identification, ownership, escalation and
committee oversight were established. However, assurance was weakened by overdue
reviews and actions. Twenty-five per cent of risks were overdue for review and 338 of 659
open actions were overdue. Members regarded the 51% overdue-action rate, including long-
outstanding safeguarding actions, as a material governance concern and supported continued
targeted executive escalation.

The Board noted that no material reduction had occurred in the strategic risk scores covered
by the report, despite improvements in financial reporting, workforce controls, quality
governance, cyber assurance, health and safety governance and estates planning. Members
recognised that stronger governance did not automatically reduce residual risk where
sustainable improvement depended on multi-year investment, workforce capacity and
organisational change.

The proposed Research, Innovation and Genomics strategic risk was considered. The risk
addressed failure to develop, integrate and scale research, innovation, digital transformation
and genomics safely and equitably. The Board considered the need for clearer divisional
accountability, innovation and artificial intelligence governance, workforce capability,
partnership development, equity data and evaluation methodology.

RESOLVED:
The Board:

« NOTED the integrated position of the Trust Risk Register and Board Assurance
Framework.

e TOOK REASONABLE ASSURANCE that strategic and operational risks continued to
be subject to defined executive ownership, active management and committee
oversight.

« NOTED that no material reduction in the strategic risk scores covered by the report had
been identified, notwithstanding evidence of strengthening controls and assurance in
several areas.

o« SUPPORTED continued executive focus on the management of extreme-rated risks,
the timely completion of overdue reviews and actions, and evidence that controls were
having the intended impact.

« APPROVED the proposed Research, Innovation and Genomics strategic risk and the
intention to consider its formal inclusion within the Board Assurance Framework.

14 Chief People Officer’s Insights Report

Caroline Julien, Chief People Officer

Caroline Julien, Chief People Officer, presented a summary of current national workforce
reform within the NHS and wider. This included developments in NHS Staff Standards,
Leadership and Management Framework, nursing job evaluation, workforce inclusion,
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Transforming People Services, NHS PeoplePortal and the Employment Rights Act 2025. It
was confirmed that the Trust had commenced a gap analysis including ensuring appropriate
governance arrangements and a delivery model.

The Board noted that these developments represented a shift towards nationally monitored
expectations, with stronger Board accountability for performance in this arena. Oversight
would continue through the People, Place and Partnership Committee but with renewed
emphasis that activity monitoring alone would not be sufficient and the Board would want to
be assured through clear delivery plans, measurable outcomes, milestones, risks,
mitigations and evidence of impact. Vareta Bryan, Non-Executive Director, welcomed the
shift of focus from activity to impact/outcomes for staff.

Karen Johnson, Director of Finance, commented on the ongoing transformation review of
corporate support services, particularly People services. It was acknowledged that the
outline business case would be brought to future meetings for Board oversight. It was
recognised that this programme of work could cause anxiety for impacted staff and the need
to support staff during this period would be a primary focus of any delivery plan. In response
to a question from Raj Kakar-Clayton, Associate Non-Executive, it was confirmed that the
communications team would be closely involved in supporting the programme led by the
People and Organisational Development team. It was acknowledged that these programmes
would place significant demand on capacity within the team.

The Board discussed elements of the report focused on culture; racism, discrimination,
sexual safety, speaking up and leadership capability as connected patient-safety and
workforce-sustainability issues. It also noted the required organisational response to the
Employment Rights Act, the ongoing Transforming People Services programme. Caroline
Julien observed that it would be important to evaluate the impact of various equality,
diversity and inclusion initiatives to ensure that the most impactful programmes were
supported.

RESOLVED:
The Board:
« NOTED the scale and significance of the national workforce reforms and their
implications for Board oversight, assurance and organisational readiness.
« SUPPORTED oversight of the individual programmes through the People, Place &
Partnership Committee, with regular reporting, targeted deep dives and escalation to
Board where required.
« ENDORSED alignment of these programmes with the Trust’s workforce, culture,
inclusion, digital, productivity and transformation priorities.
o NOTED that further updates would be brought to the Board as national requirements,
implementation plans and local risks become clearer.
15 Guardian of Safe Working Annual Report
Shyam Bhakthavalsala, Guardian of Safe Working
The Board received the annual report for 1 April 2025 to 31 March 2026. A total of 262
exception reports had been logged, with no fines levied. It was noted that in the decade since
the reporting had been introduced the Trust had seen a reduction in reporting as rosters
became compliant.
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The Board noted five reports identified as immediate safety concerns and discussed themes
relating to working hours, educational opportunity and service support. There was a discussion
as to the impact of the change in national rules from 4 February 2026. Whilst it was recognised
the changes, which included the removal of the educational supervisor role in the process,
had addressed doctors’ concerns regarding confidentiality of reporting, it had increased the
administrative burden on the Guardian and supporting team.

The report also highlighted substantial bank and agency expenditure and the difference
between funded vacancies and actual rota gaps arising from sickness or leave. The impact on
the accuracy of the reporting data caused by the transition of platforms was acknowledged
but it was anticipated that future monitoring would be more efficient and consistent.

RESOLVED:
The Board:
« NOTED and took positive assurance from the Annual Report of the Guardian of Safe
Working Hours for Doctors and Dentists in Training.

16 Quality and Performance Committee Report
Sam Foster, Non-Executive Director

¢ Infection Prevention and Control Annual Report

e Safeguarding Annual Report

Sam Foster presented the Committee’s report from 30 July 2026 confirming the Committee’s
focus remained on both maternity and those services under mandated support.

The Board noted improving maternity governance and continued self-assessed compliance
with the eight Section 31 conditions, but significant residual risk in Maternity Incentive Scheme
Year 8 compliance, workforce resilience, neonatal staffing, training and safeguarding
capacity. It was confirmed that the Maternal Deaths Review was closed following completion
of all relevant actions. It was anticipated that the Neo-natal review would close imminently.

Trauma and Orthopaedics and Cardiology remained under mandated support. The Committee
had received partial assurance on Trauma and Orthopaedics, with improvement activity in
place but continuing risk an number of areas. Cardiology remained subject to enhanced
oversight pending the formal Royal College report and evidence that the single improvement
plan was delivering sustained change.

The Board noted deteriorated June performance across urgent and emergency care, referral
to treatment, diagnostics and cancer, with system flow, limited discharge capacity, diagnostic
bottlenecks and heat-related estate disruption acting impacting performance. Positive
assurance was received from the Infection Prevention and Control and Safeguarding Annual
Reports, strengthened maternity leadership and closure of the maternal death action plan.

The Board discussed the increasing focus on health inequalities as a key strand in progressing
the Trust’s strategic objective in respect of the patient voice.

RESOLVED:

The Board NOTED the report and in particular the approval, under delegated authority of the
Infection Prevention and Control Annual Report 2025/26, which will now be published on the
Trust website.

17 Integrated Performance Report
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Al Sheward-Chief Operating Officer, Karen Johnson- Director of Finance, Matt Holdaway-
Chief Nurse, Mark Pietroni-Medical Director, Caroline Julien-Chief People Officer

The Board reviewed performance for July 2026. Urgent and emergency care had improved,
with Type 1 four-hour performance at 66.1%, 12-hour performance at 93.5%, paediatric
performance at 85.2% and average ambulance handover at 18 minutes which represented a
sustained improvement. Members welcomed the improvement but noted that performance
remained below the required standard and gains were vulnerable to deterioration in discharge,
staffing and capacity.

Flow and discharge remained the principal operational risk. Discharge-ready patients and
delays beyond 21 days had increased, and post-discharge-ready length of stay had
deteriorated. It was noted that this had continued during August. Of particular concern was
the average time for system partners to achieve Pathway 1 discharges, with an average 12
day delay in achieving discharge to community partners. This was having an impact on
patients with notable delay related harm including patients requiring conversion from pathway
1 to pathway 2 discharge. Kevin McNamara confirmed that this issue was the subject of
extensive discussions at CEO level across the system with a focus on the impact of the new
pathway measures being led by Gloucestershire Health & Care NHS Foundation Trust from 1
September. It was noted that initial indicators, as at the date of the meeting, were showing
early signs of an improving picture.

Referral to Treatment performance reduced to 71.7% following waiting-list validation. Long
waits increased, with risk concentrated in Orthopaedics, Spinal Surgery, Gynaecology and
gastrointestinal services. Diagnostic performance deteriorated, mainly because heat and
humidity disrupted MRI capacity and wider impact on the Estate. It was noted that the
Orthopaedics service remained in mandated support, but it was anticipated that the move to
focus on elective spinal at Cheltenham site and urgent surgery at the Gloucester site would
make a positive impact.

Cancer performance was noted to have stabilized but remained below standard: 62-day
performance was 70.4%, Faster Diagnosis performance was 74.7% and 188 patients waited
more than 62 days as at 2 August. Histopathology turnaround, outpatient capacity and
treatment capacity remained key constraints, but it was anticipated that the diagnostic position
would continue to improve as the heatwave impacts over the summer months receded. It was
confirmed that histopathology recovery would be a key focus during Quarter 4. John Noble,
Non-Executive Director, sought assurance on the recovery work priorities for cancer
performance. Al Sheward, Chief Operating Officer, provided details of the recovery
programme, with increased oversight, which had been in place since August and which would
remain a focus during Quarter 3.

The Board discussed in more detail the system-wide approach to address the delays in
achieving the discharge to community services of patients no longer requiring acute hospital
care, particularly discharge to Pathway 1 (discharge to home with support). This included the
need for system partners to consider the resourcing of this service, including transparency of
data sharing between providers to support system change and efficiency, with the Provider
Partnership undertaking an increased role in this context. It was confirmed that this remained
a primary focus for the Trust Executive team.

Matt Holdaway confirmed that quality metrics were broadly stable. Complaints timeliness
remained an area of focus with timeliness of responses still not at acceptable levels. It was
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confirmed that the improvement programme would be a focus for Quarter 3. Patient
experience scores had fallen, particularly for Gloucestershire Royal Hospital Emergency
Department and the postnatal ward. The latter was being addressed with a Perinatal
Improvement Plan being brought to the Perinatal Delivery Group. The plan was very positive
and had been designed with input from service users. Patient Advice and Liaison Service
(PALS) demand remained high, but it was acknowledged that staffing challenges had resolved
during August and improvements in turnaround were expected.

Mark Pietroni, Medical Director, commented on the Complaints improvement programme with
the team fully recruited. It was noted that there had been an increase in complaints relating
to Corporate Services, in particular timeliness of Subject Access Request responses with the
team implementing an improvement programme which was reported to both Finance and
Resource Committee and Audit Committee. It was noted that the Summary Hospital-level
Mortality Indicator continued to improve with the Trust being within the 10 top performing UK
trusts.

Sam Foster, Non-Executive Director, commented on the remedial work within the complaints
team and encouraged a move away from a focus on process towards a triangulation of data
to identify areas of specific risk. She also suggested liaising with the Parliamentary & Health
Service Ombudsman for advice on local early resolution approaches at ward level to ensure
patients felt heard at the time, not many months later. Mark Pietroni indicated that would be
a possible piece of work once the new complaints framework was embedded with Deborah
Evans, Chair, suggesting a pilot approach may be appropriate.

Workforce

Workforce performance remained pressured. Appraisal compliance had fallen to 79%,
sickness absence remained above expectation. Caroline Julien, Chief People Officer,
confirmed there was work to be done on ensuring accurate data as to the causes of absence.
It was recognised that there was a lack of descriptors available for mental health reasons for
absence compared to physical health. It was recognised this would impact on the Trust's
ability to identify the correct drivers for absence which in turn impacted support resource
provided to individuals.

Agency and bank spend exceeded the NHS England caps. Job-plan compliance was 74%.
The Board noted the need for stronger accountability, improved recording, e-rostering,
targeted sickness analysis, grip and control over temporary staffing and completion of job
plans.

Finance

Karen Johnson, Director of Finance, presented the Month 4 financial position, and confirmed
it was broadly in line with plan, but the position remained fragile with Month 5 showing signs
of stress. Financial Sustainability Programme delivery was slightly ahead year to date but
continued to depend on non-recurrent savings, with a £6.2m unidentified gap and risk that
recurrent delivery would not meet the full-year requirement. It was noted that capital
expenditure was £6.6m behind plan which was of concern at the half-year point. The capital
team had been asked to report to the senior executive team on the slippage against forecast
and planned corrective actions. This would be brought to a future board meeting for scrutiny.
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It was also noted that the reduction in temporary staffing costs was not reducing at a rate
which would achieve compliance with NHS England caps but it was acknowledged that there
had been significant improvements in agency spend.

It was confirmed that there would be a meeting with NHS England in October regarding the
6month/half-year position to consider the Trust’s recovery forecast. It was noted that the Trust
was ranked first in the region for productivity growth.

RESOLVED:
the board:

« NOTED the contents of the integrated performance report.

« NOTED the identified areas of improvement and deterioration and RECEIVED
ASSURANCE regarding the actions being taken in response to performance
changes.

18 Appraisal Revalidation Report

Mark Pietroni, Medical Director & Director of Safety

Mark Pietroni, Medical Director, presented the annual designated body report and statement
of compliance. The Board received assurance that medical appraisal and revalidation
arrangements were operating effectively, supported by trained deputy Responsible Officers,
appraisal quality assurance, appraiser support groups and regular Revalidation Oversight
Group meetings.

The Board noted continuing improvement needs. The updated Appraisal and Revalidation
Policy required final ratification and upload. It was confirmed that work to improve the
triangulation of complaints, clinical incident and claims information and evidence submitted at
appraisal continued. It was noted that this currently relied on individual disclosure within the
appraisal documentation, but work was being undertaken to look at digital information sources
alongside inclusion of ‘soft intelligence’ from Patient Advice and Liaison Service (PALS).
Further appraiser recruitment and training of two new deputy Responsible Officers were
planned.

The Board considered the metrics and the need to maintain fairness, consistency, inclusion
and appropriate oversight of conduct and performance concerns. It was satisfied that the
report supported the required annual submission, subject to completion of the formal sign-off.

RESOLVED:
The Board:

« APPROVED the submission to NHS England as set out in Annex A: lllustrative
Designated Body Annual Board Report and Statement of Compliance for
Gloucestershire Hospitals NHS Foundation Trust.

19 | Winter planning 2026/27 — Board Assurance Report

Al Sheward, Chief Operating Officer

Al Sheward, Chief Operating Officer, presented the Trust’'s Winter Plan for 2026/27,

supported by a draft Board Assurance Statement and Equality Quality Impact Assessment

for the Board to review. A power point presentation was provided.

He confirmed that last year’s response to Winter had provided the Trust with a better
understanding of the pressures and effective management measure. During preparations
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for Winter 2026/27 the divisional teams had continued to demonstrate areas of sustained
improvement, with a focus on clinical flow across the Trust throughout the year.

The Board were referred to the Winter Plan document and the accompanying Board
Assurance Statement and Impact Assessment. It was confirmed that the current self-
assessment, subject to the regional stress-testing exercise (16t September), was of full
assurance across all domains. It was acknowledged that resilience still depended heavily on
discharge, internal flow, workforce and completion of remaining assurance actions but there
was confidence as to the assessment and the key controls in place to monitor performance
against the required domains.

The Board confirmed its commitment there would be no return to corridor care for post-
admission patients. Work continued to eliminate the need for occasional corridor-care within
the Emergency Department. The Board also discussed staff issues including management
of annual leave during pressure periods, vaccination rates and mental health/welfare support
for the teams. In addition, the Board considered the impact of rates of RSV (Respiratory
Syncytial Virus) on the paediatric Emergency Department and wards, acknowledging that
there was evidence of correlation between infection rates and areas of deprivation. The
question was posed whether there was to be a targeted focus on this issue by community
health partners.

The Board were assured that there was a comprehensive and credible winter plan with clear
operational controls and effective governance arrangements but did query whether there
was value in considering further discussions with system partners regarding the impact of
delayed discharge, both potential harm to patients and overcrowding, with consequent
impact on performance. To facilitate this reflection and discussion with system colleagues it
was suggested that the Executive Team may want to consider further, before submission of
the Board Assurance Statement, whether assurance for the discharge domain was currently
partial, rather than full.

It was acknowledged that final assurance was still dependent on completion of the regional
winter exercise, local stress testing, vaccination recording arrangements, QEIA completion
and final sign-off before submission.

RESOLVED:
The Board:

e« Was ASSURED that the Winter Plan 2026/27 addressed the national Board
Assurance Statement requirements.

o ASSURED itself that all frontline vaccination activity will be recorded on the
appropriate systems.

o« NOTED the current self-assessment of Full Assurance across all applicable domains
but confirmed that this would be reviewed further by the Chief Executive Officer, Chair
and Chief Operating Officer, with delegated authority to sign-off the Assurance
Statement on behalf of the Board within the required time period.

20 Green Plan

Will Cleary-Gray, Director of Improvement and Delivery and Jen Cleary, Head of Sustainability
Will Cleary-Gray presented the Green Plan for Gloucestershire Hospitals NHS Foundation
Trust and Gloucestershire Managed Services. The plan set the route towards net zero for
directly controlled emissions by 2040 and indirect emissions by 2045, while embedding

Page 14 of 17
14/17 16/202



NHS

Gloucestershire Hospitals
NHS Foundation Trust

sustainability as a golden thread across clinical care, workforce, digital transformation,
estates, medicines, travel, procurement, food, adaptation and partnerships.

The Board welcomed the 23% reduction in direct carbon emissions over the previous plan
period and the 5.4% reduction in 2025/26. However, members noted that further actions and
funding were still required to reach the interim trajectory and long-term targets. The Board
discussed the need for measurable annual objectives, stronger integration with estate
resilience and clinical transformation, and explicit links to health inequalities and climate
adaptation.

The Board recognised that heatwaves, poor air quality and infrastructure fragility were
current patient-safety and operational risks rather than distant environmental issues.
Governance through the Climate Emergency Response Leadership Group, Finance and
Resources Committee, Gloucestershire Managed Services Board and annual reporting
would be required to demonstrate delivery and impact.

Non-Executive Directors commented positively on both the quality and accessibility of the
Report and encouraged the Service to consider how to ensure it was communicated to staff
but also to consider, for future reports, how to harness the interest of the local community in
issues impacting sustainability as our patients and local population had a role to play
alongside staff.

RESOLVED:
The Board:

« APPROVED the Green Plan 2026-2030, accepting the aims, targets and focus on

green sustainability over the next five years.

21 Finance and Resource Committee Report
Jaki Meekings-Davis, Non-Executive Director
Jaki Meekings Davis presented the Committee report from July 2026. The Board noted as
Alert items the continuing concern regarding the procurement element of the new finance and
procurement system, where implementation had slipped with associated governance and
potential fraud risk. The Committee also identified insufficient estate asset data, with only half
of assets recorded in enough detail to support future investment decisions and had approved
development of a business case for a comprehensive survey.

Other areas of focus highlighted to the Board were performance against both the Financial
Sustainability and estates capital spend targets.

RESOLVED: The Board NOTED the report for assurance.
22 Any other business
There was no further business for discussion.
23 Governor observations
Andrea Holder spoke on behalf of the governors, noting the Staff Story with a governor visit to
the Service planned for the new year. She also acknowledged the uncertainty caused by the
proposed removal of the statutory functions of the Council of Governors in the NHS Bill and
the proposed local government restructure.
Close: 13.00
Date and time of next meeting: Thursday 12" November, 09.00 to 12.30
Lecture Hall, Redwood Education Centre,
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Actions/Decisions
Item Action Lead / Due Date Update
20/July | Integrated Performance Report Deborah Tunnell/Caroline
Noting that job planning compliance | Julien November 2026
was improving and a new job planning
system was being developed. The
Chair asked that an update on job
planning be brought to the next
meeting.
26/May | Executives to consider bringing a | Medical Director / Chief
report equivalent to the Nursing Safer | Nurse / Chief People
Staffing Report for non-nursing staff | Officer November 2026
groups to People and Organisational
Development Committee (6 monthly)
and Board (annually). Initial focus to
be on medical workforce
13/Sept | Add the approved Research, Trust Secretary
Innovation and Genomics strategic November 2026
risk to the Board Assurance
Framework and establish the
associated assurance route.
18/Sept | Revalidation Report - Complete Medical Director/Trust | COMPLETE
formal sign-off and submission of the | Secretary
Designated Body Annual Board 30 September 2026
Report and Statement of
Compliance.

17/17
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Report to Board of Directors

NHS

Gloucestershire Hospitals
NHS Foundation Trust

Date of Meeting

12 November 2026

Report title

Chairs report to November’s Board of Directors’ meeting

Sponsoring Director/Author

Deborah Evans, Trust Chair

Purpose (confirm the appropriate box)

For approval

For discussion

For information

For Assurance

Executive Summary

| \

The purpose of this report is to provide information about my activities as Chair of this Trust
since our September 2026 Board.

Previously considered by | N/A

Recommendations:

The board are asked to NOTE the report.

Strategic Aims (tick as appropriate)

° Patient experience and voice 4
° People, culture and leadership 4
@ Quality, safety and delivery 4
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Digital first v

Main Report

1. Purpose

The purpose of this report is to provide information about my activities as Chair of this Trust since
our September 2026 Board meeting.

2. Non Executive Director changes

This Board meeting is the last for Marie Anick Gournet who finishes her second full term as
a non-executive director at the end of November 2026. | have previously thanked her for her
various roles which have included chairing People and Organisational Development
Committee, and previously the Charitable Funds Committee, being the NED link for
Freedom to Speak up and the BME network and playing a full role in Board meetings and
Board development sessions. It is also fitting that Marie Annick led a session for us in Black
History month on Reparative Justice which attracted colleagues locally and as far afield as
Sheffield. Thank you for all your contributions, Marie Annick.

At the time of writing, we are in the process of recruiting a replacement for Marie Annick.

Sam Foster has also announced that due to changing professional commitments she won’t
be able to stand for a second three year term as a Non-Executive Director when her first
term finishes in April 2027. We will be looking to replace her through an open, competitive
process.

3. Visits and ambassadorial activities.
| have been active in visits as ever. Some highlights are below:

e Our Chief Executive and | ran a session for new Chief Executives drawn from across the
country on the Chair / CEO relationship

« | shadowed a volunteer at Hatherley ward, our stroke rehabilitation unit. This person
started as a volunteer on Tivoli ward and subsequently secured a Healthcare Assistant
role there but still wanted to continue as a volunteer so is also working on Hatherley
ward.

e The Governor / Non Executive Director visits have included the liver unit at Cheltenham
General Hospital.

e Our most recent Quality and Performance Committee Deep Dive covered End of Life
Care and Oncology. The dedication of colleagues in these teams, the challenges caused
by the workforce shortage in Consultant Oncologists and the impact of poor estates were
the stand out images on this visit.

o Sam Foster and | visited the Trauma Assessment Unit and the Surgical Assessment Unit
at Gloucester Royal Hospital. The range of issues we discussed with colleagues
included availability and timeliness of scans, medical cover, waiting times and pain relief.

Highlight from ambassadorial activities and networking meetings include:
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e The Bristol, North Somerset and South Gloucestershire (BNSSG) chairs’ forum with Jeff
Farrar, BNSSG ICB Chair; the South West Chairs meeting with Dame Gill Morgan, South
West Regional Chair

e Health Overview and Scrutiny Committee — which included updates from the Trust on
Winter Planning and Maternity Services.

¢ A meeting with Kaye M Fox and Gloucestershire Managed Services (GMS) colleagues to
learn more about their outreach inclusion opportunities for young disabled people,
people who have recently arrived in the UK and apprenticeships. It illustrated that the
Trust and GMS have much to learn from each other.

e Our Postgraduate Medical Education Conference with keynote speaker Dame Jane
Dacre who spoke about the national Medical Education and Training review and its
implications for us. Raj Kakar Clayton who is our Associate NED with a lead on resident
doctors accompanied me and we enjoyed a presentation about the “Bone Phone”
initiative to provide an interactive and supportive induction for new orthopaedic resident
doctors in our Emergency Departments.

e The Quality Improvement (Ql) Academy graduation presentations, which included two
interesting QI projects in cardiology and an outstanding one about improving throughput
for nephrostomy patients by changing their pain relief regime.

4. Recommendation

The board is asked to note this report

Enclosures: None

FOI: Public
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Chief Executive Report to Board — Nov 2026

1 Patient Experience & Voice
1.1 Health Bill 2026

The Health Bill 2026 represents a significant change to the way the NHS in England is organised.
Key proposals include the abolition of NHS England, changes to integrated care boards and NHS
foundation trusts, new patient-safety arrangements and the creation of a Single Patient Record,
intended to make patient information available across healthcare settings and directly to patients.
The Bill completed its Commons stages on 8 September and received its Second Reading in the
House of Lords on 13 October 2026.

There has been a significant development in relation to Healthwatch. On 28 October, the
Government announced that it will no longer proceed with plans to abolish Healthwatch England
and local Healthwatch organisations. Instead, Healthwatch will be retained and strengthened, with
a greater role in identifying recurring concerns and ensuring patient and public experience informs
improvements in quality, safety and care. The change maintains an independent route for patient
and community voice as wider NHS structures are reformed.

The Bill also strengthens the focus on involving patients and the public when services are
developed or changed. Parliament is considering whether this should go further, with patients and
service users involved earlier in co-designing and shaping services, rather than only being
consulted once proposals have been developed.

For the Trust, the developing legislation reinforces the importance of early and meaningful
involvement of patients, communities and partners when services are being developed or changed.
At this stage, we have not identified a change in the Bill that establishes a new threshold for when
NHS providers must undertake formal public consultation on service change.

The legislation also has implications for Foundation Trust governance and Governors as wider
accountability arrangements change. We are reviewing our own local arrangements to ensure our
approach to public involvement is enhanced with updates to the Board in due course.

1.2 ICB merger and wider system changes

NHS England has confirmed that the majority of planned Integrated Care Board (ICB) mergers will
not proceed in April 2027 as previously anticipated, while the Government considers future
devolution, local government and strategic authority arrangements. The intention nationally is to
allow future ICB boundaries to align more closely with those wider public-sector arrangements. In
comparable areas, future ICB footprints are expected to be determined following further
consultation during 2027, with changes expected from April 2028.

Locally, this means that the planned formal merger of NHS Gloucestershire ICB and NHS Bristol,
North Somerset and South Gloucestershire ICB will not proceed in 2027. However, the two
organisations will continue the closer working already established through their cluster
arrangements.

1.3 Local government reorganisation and devolution

On 29 October, the Government set out the next steps for local government reorganisation in
Gloucestershire. Following a review, the Government has withdrawn the decisions announced in
July and is now expected to confirm a single unitary council for Gloucestershire. A final decision
will be announced before Christmas, following a further opportunity for local views to be
considered.
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If confirmed, elections to the new council would take place in May 2028, with the new authority
formally established in April 2029. Elections to Cotswold, Forest of Dean and Tewkesbury councils
will meanwhile go ahead on existing boundaries in May 2027.

There has been no further announcement on wider devolution for Gloucestershire, and the county
was not included in the Government's devolution announcements alongside the Budget on 28
October. Local council leaders have said they will continue to make the case for a devolution deal
for Gloucestershire.

1.4 Consultant Doctors Industrial Action

The British Medical Association (BMA) has announced two days of industrial action by consultant
doctors in England, beginning at 06:59 on 25 November 2026. During the action, consultants will
provide emergency care only, known as "Christmas Day cover", which is likely to cause disruption
to routine and planned services.

The action follows a national ballot in which 76% of participating BMA consultant members voted in
favour of industrial action, on a turnout of just over 51%. The dispute relates to pay and working
conditions, including proposals to reduce the standard working week from 40 to 35 hours,
increased recognition and payment for out-of-hours work, and changes to pension arrangements.

The Trust is activating its established industrial action planning arrangements, drawing on learning
from previous periods of industrial action. The priority will be to maintain patient safety and urgent
and emergency care while minimising disruption to planned services wherever possible.

The action nevertheless presents a significant operational risk. The move to emergency-only
consultant cover is likely to affect planned care and elective activity and could consequently impact
waiting-list recovery and wider productivity and improvement plans. The Trust will continue to
monitor national discussions between the Government and BMA alongside detailed local planning
ahead of the strike action.

1.5 Homes births and Cheltenham Birth Centre

The Trust has confirmed the next steps in restoring and strengthening community birth choices
across Gloucestershire, through the introduction of a new countywide Community Birth Team.

From 4 January 2027, home birth services will restart across Gloucestershire and the new
Community Birth Team will begin providing labour and birth care at Stroud Maternity. Women will
continue to be able to choose Stroud for their birth. Cheltenham Birth Centre will reopen from 1
February 2027, restoring another important choice for women and families.

The Community Birth Team will operate 24 hours a day, seven days a week, working flexibly to
support births at home, Stroud Maternity and Cheltenham Birth Centre. The new approach has
been designed to provide a safer, more reliable and sustainable service, supported by additional
recruitment, training and new staffing arrangements.

Implementation will be phased to support a safe transition to the new model. The Trust will closely

monitor staffing, safety, activity, outcomes and the experiences of women and families as the
service is introduced, so that any early issues can be identified and addressed.

2 People, Culture and Leadership
2.1  Protecting patient information and health records

There has been increased national and regional scrutiny of inappropriate access to patient records,
following a number of high-profile cases in which NHS staff have accessed confidential information
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without a legitimate work-related reason. Some cases have resulted in staff being dismissed and
have prompted wider concern from the Information Commissioner and National Data Guardian
about the protection of patient information.

NHS England has subsequently strengthened its guidance to NHS organisations, calling for a zero-
tolerance approach to unauthorised, inappropriate or unjustifiable access to patient information.
The national position is clear that accessing a patient's records without a legitimate work-related
reason is unlawful, can seriously undermine patient and public confidence and, in almost all
circumstances, should be considered gross misconduct. Consequences can include disciplinary
action or dismissal, referral to professional regulators and potentially criminal investigation.

In response, the Trust is running a staff awareness campaign to reinforce the national guidance
and colleagues' individual responsibilities when accessing patient records.

2.2  Staff car parking group

Car parking remains a significant practical challenge for many colleagues, particularly those
working shifts, out of hours or across different sites. Some of these car parking challenges have
been compounded by a range of essential estates work that has taken place over the summer
which has impacted the availability of spaces. Listening to concerns raised by staff, the Trust has
established a Staff Parking Task and Finish Group, bringing together colleagues from a cross-
section of services to share their experiences and identify practical improvements.

The group has highlighted issues including availability of spaces for later shifts and community
teams, personal safety, permits and penalty notices, the impact of building works on parking
capacity, and the cost and practicality of alternative travel arrangements. These have now been
brought together into a single improvement plan.

A number of practical actions are being progressed, including reviewing out-of-hours parking at
both Gloucestershire Royal and Cheltenham General Hospitals, identifying opportunities to return
spaces currently affected by building works, improving lighting, safety and accessibility, addressing
problems with permits and the parking app, and exploring better park-and-ride, public transport and
rail options.

Some changes are already being implemented. From 28 October, a car park next to Medical
Records at Gloucestershire Royal Hospital became a dedicated Shift Worker Permit holder car
park, following the loss of the previous shift-worker car park to enable development of the new
Department of Critical Care.

While the underlying shortage of parking, particularly at Cheltenham, cannot be resolved quickly,
the work is providing a more coordinated way of listening to colleagues, identifying achievable
improvements and acting quickly where changes can be made. The group will continue to oversee
delivery of the improvement plan and identify further opportunities to improve colleagues'
experience of travelling to and from work.

2.3 Inclusive recruitment

The Trust is strengthening its approach to fair and inclusive recruitment through the introduction of
trained Inclusion Advocates on interview panels.

Inclusion Advocates will be full members of recruitment panels, participating in candidate
assessment and decision-making alongside other panel members. Their role is to provide an
additional level of assurance that candidates are assessed fairly, consistently and against agreed
criteria, while helping panels recognise and challenge potential bias or inappropriate assumptions.

The approach is being introduced in phases, with Inclusion Advocates initially supporting
recruitment to Band 7 roles and above. Colleagues from all staff groups, professions and
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backgrounds can become advocates, subject to completing tailored training covering inclusive
recruitment, conscious and unconscious bias, constructive challenge and objective, evidence-
based decision-making.

The aim is intended to embed inclusion more consistently into recruitment practice and support the
Trust's wider commitment to creating a diverse and inclusive workforce. Recruitment decisions
remain the collective responsibility of the interview panel, with Inclusion Advocates providing
additional challenge and assurance rather than holding a separate decision-making role.

3 Quality, Performance and Safety

3.1 New national guidance on single-sex facilities and accommodation

On 15 October 2026, NHS England published revised national guidance on single-sex hospital
accommodation and staff facilities. The guidance follows the Equality and Human Rights
Commission's statutory Code of Practice and requires NHS organisations to review their local
policies, practices and facilities.

For patient accommodation, the guidance states that, to maintain accommodation as single sex
under the Equality Act 2010, trans people and others with the protected characteristic of gender
reassignment should be accommodated in line with their biological sex. It also makes clear that
clinical need must continue to be met and that privacy, dignity and safety must be maintained for
all patients.

The guidance also covers staff facilities, including toilets, changing, washing and showering
facilities, and recommends that organisations review current provision and consider arrangements
for lockable single-occupancy facilities. This may have practical and estates implications for NHS
organisations.

The Trust has established a task and finish group to coordinate its response. The group will assess
current arrangements across clinical services, workforce policies, estates and facilities,
governance, digital systems and communications. This will enable the Trust to understand the
practical implications of the guidance and identify any changes required.

Implementation is a complex and sensitive issue. The Trust's approach will be guided by the law
and national NHS guidance, while maintaining our commitment to safe, compassionate and
respectful care and workplaces for everyone. Appropriate support is available for colleagues who
may be affected by the changes.

4. Digital

4.1 Increasing cyber risks

The cyber-security threat facing the NHS continues to increase, with vulnerabilities being exploited
increasingly quickly. During the reporting period, the Trust responded to a critical vulnerability
affecting some of its technology, following evidence of attempted exploitation against NHS
organisations, including the Trust. Although no compromise was identified, attempts to exploit the
vulnerability began very shortly after it became known, demonstrating how quickly cyber threats
can move from identification to active attack and the limited time available to put protective
measures in place.

On 22 October 2026, the Trust responded to a global cyber-security incident affecting websites
and organisations internationally, including NHS organisations. The incident prompted an
immediate review of the Trust's digital systems, websites and third-party services.
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The Trust's main public website and staff intranet were assessed with our website supplier and
confirmed as very low risk, as they do not use the technology affected by the vulnerability. Both
continued to operate normally.

As a precaution, a small number of separately hosted websites, including the Careers and
Cotswold Neurology websites, were temporarily suspended while further checks were completed.
At the time of the update, no issues had been identified with these sites.

4.2 Nursing Documentation 2.0

Nursing Documentation 2.0 is a redesign of nursing documentation within the Trust's Electronic
Patient Record (EPR), including the introduction of Workflow Manager. This gives nurses a clearer
view of the assessments and documentation that need to be completed, while aiming to reduce
duplication and make documentation simpler and more consistent.

Early monitoring shows improved completion of important assessments when patients are
admitted, including falls, nutrition, pressure ulcer and infection prevention assessments.
Completing these more consistently helps clinical teams identify risks earlier and ensures
important information is available to those caring for patients.

Staff have adapted well to the new approach, with only a small number of minor issues identified
and resolved since it was introduced. Formal measures of the impact on staff workload and
experience will form part of the ongoing evaluation of benefits.

Dashboards are also being updated to provide real-time monitoring of key safety assessments.
This will help teams identify whether assessments are being completed when they should be and
whether improvements are being sustained.

This work forms part of the Trust's wider programme to improve and optimise the EPR.

Following approval of the EPR optimisation business case, further work will now be undertaken to
improve how the system supports clinical care, staff experience, patient safety and operational
efficiency. This will include detailed engagement with clinical teams and relevant suppliers.

Taken together, this work is intended to protect patient information, strengthen the resilience of
clinical services and make digital systems safer and easier for colleagues to use.

Page 5 of 5
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Executive Summary

This paper updates the Trust Board on implementation of the dedicated countywide Community
Birth Team, following formal staff consultation. The team will operate 24 hours a day, seven
days a week, supporting birth at home, at Stroud Maternity Hospital and, following reopening, at
Cheltenham Birth Centre. Staff will be deployed according to where community births are taking
place rather than permanently based at each location. Women will continue to be able to
choose Stroud for their birth, and community maternity services will continue to be provided
from Stroud.

Home birth services and the new Community Birth Team arrangements at Stroud are
scheduled to begin on 4 January 2027, followed by reopening of Cheltenham Birth Centre on 1
February 2027. The Trust is confident that the 4 January 2027 start date is achievable. The
revised timetable allows completion of recruitment, training, safe rotas, caseload transfer and
estates preparations. Each phase remains subject to confirmation of workforce, training, clinical
governance, estates and operational readiness. The Board is asked to note progress, the
phased implementation plan and arrangements for monitoring safety, reliability and experience,
and to agree ownership of the final go/no-go decision for each phase.

Recommendations:
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The Board is asked to:

NOTE
* progress in establishing the countywide Community Birth Team and the intended benefits for

safe, sustainable community birth choice;

* the scheduled restoration of home births and introduction of the new Stroud staffing
arrangements on 4 January 2027, followed by reopening of Cheltenham Birth Centre on 1
February 2027;

« that women will continue to be able to choose Stroud Maternity Hospital for birth and that
community maternity services will continue from Stroud;

« that implementation remains subject to confirmation of readiness for each phase and that
safety, activity and experience will be monitored through maternity governance.

AGREE that the Chief Nurse and Director of Quality will hold accountability for the final go/no-
go decision for each implementation phase, subject to confirmation of readiness.

Strategic Aims (tick as appropriate)

. . . X
° Patient experience and voice
. X
° People, culture and leadership
X

@ Quality, safety and delivery

Digital first

Impact on any Strategic Risks?

SR1 - Inability to deliver safe and effective services against regulatory and statutory
requirements

The Community Birth Team is intended to address workforce fragility and improve the safety,
sustainability and reliability of community birth services. Implementation depends on sufficient
staffing and skills mix, completed training, escalation arrangements and suitable facilities, with
readiness confirmed before each phase begins.

Implications on:

Equality, Diversity The model aims to restore community birth choice across

and Inclusion Gloucestershire and support personalised care reflecting women's
preferences and clinical needs. Feedback from women, families,
staff and stakeholders will inform implementation.
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Health Inequalities The countywide approach is intended to address inconsistency and
inequity in community maternity provision. Restoring home births
and reopening Cheltenham, while maintaining Stroud as a place of
birth, will broaden available choices. Any improvement in access or
experience will need to be demonstrated through monitoring rather
than assumed from implementation alone.

Finance and Resource | Delivery requires recruitment, training, safe staffing rotas, caseload
transfer and estates preparations at Cheltenham Birth Centre. The
model aims to make better use of the available workforce across
community birth settings. No additional funding is required or
requested through this paper.

Regulation/Legal Formal staff consultation has taken place. Implementation
prioritises safe, sustainable care, supported by clinical governance
and escalation arrangements, with readiness confirmed before each

phase.
CQC-Key line of The plan supports safe staffing, personalised care, service
enquiry responsiveness and listening to women, families and staff, relevant

to safe, effective, caring, responsive and well-led services.

Green Plan Implications of countywide staff deployment and use of community
facilities remain to be assessed.

Main Report

1. Purpose and background

This paper provides the Trust Board with a high-level update on the Community Birth Team
implementation plan and the phased restoration of community birth choices across
Gloucestershire.

The programme was established to address longstanding workforce fragility, inconsistency and
inequity in community maternity provision. Its aim is to provide safe, sustainable midwifery-led
care and choice of birth setting, restoring home birth services and reopening Cheltenham Birth
Centre while maintaining Stroud Maternity Hospital as a place of birth.

2. Case for change

Home birth services were suspended in October 2025 following staff concerns about the safety
and sustainability of the previous on-call arrangements. Before suspension, workforce pressures
and difficulty filling shifts caused frequent short-notice disruption. Concerns also included staff
fatigue and wellbeing, lone working and adequate rest periods. Reinstating the previous
arrangements was therefore not considered a sustainable or reliable solution.

Cheltenham Birth Centre has remained closed since 2022 because it could not be staffed reliably
and safely. Although maternity recruitment has improved, a separate permanently staffed service
was not considered sustainable. At Stroud, the review identified low labour and birth activity and
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opportunities to deploy the available workforce differently. Stroud nevertheless remains an
important part of the community maternity offer, and women will continue to be able to choose to
give birth there.

3. Community Birth Team model

Following formal staff consultation and consideration of feedback, the Trust has progressed a
dedicated countywide Community Birth Team operating 24 hours a day, seven days a week. The
team will support home births across Gloucestershire and births at Stroud Maternity Hospital and,
following reopening, at Cheltenham Birth Centre. Staff will be deployed according to where
community births are taking place rather than permanently based at each individual location.

Care will be planned with each woman, taking account of her preferences, clinical needs and the
support required for safe care. The team will work flexibly across community birth settings, with
clear escalation arrangements when demand exceeds available capacity or additional clinical
support is required. The intended benefits are greater resilience and reliability alongside
restoration of community birth choice; these benefits will need to be demonstrated as the service
becomes established.

At Stroud, labour and birth care will be provided by the new Community Birth Team from 4
January 2027, subject to readiness confirmation. Women will retain the choice to give birth at
Stroud and community maternity services will continue from the site. The model also provides
opportunities to develop more structured antenatal and diagnostic clinics and make better use of
Stroud for maternity care; these are opportunities rather than confirmed additional services in this
update.

3.1 Continuity of care

The Community Birth Team will work alongside existing community midwifery teams. Women
planning a community birth early in pregnancy will receive care through the dedicated team during
pregnancy and birth. Women choosing community birth later can transfer their care to the team or
remain with their existing community midwife, with the Community Birth Team supporting labour
and birth. This supports continuity through a dedicated team while preserving individual choice; it
does not guarantee care from the same midwife throughout. The wider maternity birth offer
remains available.

4. Implementation timetable and readiness

Home birth services across Gloucestershire and the new Community Birth Team staffing
arrangements at Stroud are scheduled to begin on 4 January 2027. The Trust is confident that this
start date is achievable. Cheltenham Birth Centre is scheduled to reopen on 1 February 2027.
Each phase remains subject to the Trust confirming that the necessary workforce, training, clinical
governance, estates and operational arrangements are in place to support safe and sustainable
delivery. Readiness approval will be required before each phase, supported by evidence of safe
rota cover, current clinical competence, emergency transfer and escalation arrangements,
equipment and facilities readiness, and mitigation of the risks that led to the original suspension. It
is proposed that ownership of the final go/no-go decision for each phase is agreed by the Board.
Any unresolved readiness concerns or material changes to the timetable will need to be escalated
through Trust governance before implementation proceeds.
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From 3@ November 2026, women will be able to discuss with their midwife plans for a home birth
on or after 4 January 2027, where appropriate. The phased approach will first restore home births
and introduce the new Stroud arrangements, before extending the model to Cheltenham.

Further new members of the team are expected to come into post during January. These
additional starters are not required for the launch of home birth services and the new Stroud
arrangements on 4 January 2027, but will strengthen the team ahead of Cheltenham Birth
Centre’s reopening on 1 February 2027. Staff must complete the required training and orientation
before undertaking that work. January will also allow the initial arrangements to become
established and the remaining estates preparations at Cheltenham Birth Centre to be completed.

The Trust recognises that women and families hoping to use Cheltenham may be disappointed by
the later reopening, particularly given the length of closure. The February timetable is intended to
allow the necessary staffing, training and facilities to be in place before births resume.

5. Revised timetable and implementation dependencies

Implementation was previously planned by the end of autumn 2026. The revised timetable allows
additional time for recruitment and onboarding, training, safe staffing rotas, caseload transfer and
estates preparations. The Trust recognises that women and families have waited longer than
anticipated; the priority remains a safe, reliable and sustainable service.

6. Safety, monitoring and engagement

Staffing, activity and outcomes will continue to be monitored through maternity governance as the
service becomes established. Staffing and skills mix must support personalised care, with
escalation arrangements when demand exceeds available capacity or further clinical support is
required. Monitoring will need to establish whether the model delivers the intended improvements
in reliability, sustainability and choice.

A coordinated communications and engagement plan supports phased implementation. Staff
communication about the change has taken place, including a verbal briefing with the Community
Matron and Director of Midwifery on 3 November 2026. Planned stakeholder briefings, accessible
public information and updates will explain the model, implementation dates and how women can
discuss community birth preferences. Communications will continue through the January
introduction and preparations for Cheltenham’s reopening on 1 February 2027. The Trust will
continue to listen to women and families, maternity staff and stakeholders, particularly in the early
months, so that questions and feedback inform communications and ongoing service
development.

7. Risks and Board assurance

The main implementation risks are delays in completing workforce, training, caseload transfer,
operational or estates preparations, and demand exceeding available capacity across community
settings. The phased timetable, readiness requirements and escalation arrangements are
intended to manage these risks.

Clear communication and continued engagement are important for women and families awaiting

the restoration of community birth choices. The Board is asked to note progress and the phased

plan, and to agree ownership of the final go/no-go decision for each implementation phase. Each
phase will proceed only once the Trust is assured that the required arrangements are in place.
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Monitoring will assess whether the model delivers the intended improvements in safety, reliability,
sustainability and experience.

Enclosures

None.

FOI: Public
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Executive Summary

Purpose of the report

The Board is asked to review and endorse the Submission B position at 31 October 2026, set
out in Appendix 1. This is the November progress position, not the final submission position:
further evidence and assurance will continue to be gathered and scrutinised before the NHS
England Maternity and Neonatal 10 Point Plan progress return is submitted by 31 December
2026. The appropriate governance route for final review and approval will be agreed with the
Chair and Trust Secretary.

ALERT
Full compliance is not yet evidenced. Of 26 deliverables, nine are Completed at baseline, two
are Complete/Green and 15 remain In progress/Amber.

Workforce sustainability is the principal delivery risk. Further investment is required across
midwifery, neonatal medical and neonatal nursing workforce to support sustainable staffing and
safe service delivery. Funding and implementation of the required workforce plans are not yet
evidenced as complete. Interim staffing arrangements, acuity monitoring and escalation
mitigate current pressures but do not replace sustainable funded capacity.

Health inequalities: Further evidence is required to demonstrate outcomes and experience
analysis by ethnicity and deprivation, data limitations, and the response and impact arising from
identified variation.
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Further evidence is required to demonstrate consistent PSIRF application across maternity and
neonatal services and how learning from complaints informs improvement, although PSIRF is
considered embedded. Complaints recovery and learning remain under established governance
oversight. Evidence must demonstrate the recovery trajectory, timely responses and early
resolution, supported by thematic learning through the Listening and Learning Group and the
12-month complaints deep dive in progress. It must also demonstrate named family contacts,
timely communication, compassionate debriefs and early senior-manager candour.

Post-death care assurance remains pending finalisation of the Annual Mortuary Report, this
report must evidence continuing oversight, retrospective incident-review findings and
outstanding work, national/audit action progress, risks, mitigations and accountable owners.

ADVISE

The enhanced Quarter 2 Perinatal Quality Oversight Report and Perinatal Workforce Report will
provide evidence of progress against the relevant 10 Point Plan requirements through
established Maternity Incentive Scheme reporting arrangements. They will be scrutinised
through the Perinatal Delivery Group and Quality and Performance Committee during
November, alongside mortuary assurance planned for committee consideration on 26
November. Evidence available through these processes before submission will inform the final
December position.

Continue to gather and validate outstanding evidence and ensure that it is subject to
appropriate governance scrutiny before submission. The Chief Nurse and Medical Director may
validate evidence and make non-material amendments. As there is no scheduled Board
meeting in December, the appropriate governance route for final review and approval of
Submission B will be agreed with the Chair and Trust Secretary and may include an
extraordinary Board meeting. Any material changes will require further Board approval before
submission. Final approval and submission records will be retained.

ASSURE

Joint Chief Nurse and Medical Director accountability is established. The September baseline
was submitted by 25 September and reviewed by NHS England South West, whose
assessment was communicated on 16 October: nine compliant, 17 partially compliant and none
non-compliant. This historical regional assessment remains distinct from current Trust delivery
ratings. Overall assurance remains Moderate: controls are generally sound, with exceptions
and incomplete compliance, evidence gaps and material workforce dependencies. Assurance is
available over accountability, reporting and specified completed requirements, but not full
implementation or sustained improvement across all requirements.

Validate supporting evidence and test whether controls are operating effectively through
executive and committee scrutiny. Evidence available ahead of the December submission will
bring together workforce, safety, outcomes, experience and inequalities to demonstrate what
has changed, the effectiveness of interim controls, remaining gaps and required corrective
actions.

APPLAUD

Additional September Board evidence supports the Trust's Complete/Green assessments for
requirements 9.1 and 9.2: triage audit/reporting and Board oversight. This strengthens evidence
of those requirements, rather than demonstrating newly delivered improvement since
September. It does not establish full triage compliance: the audit reported 75% compliance and
Amber service-delivery confidence.
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Sustain triage scrutiny and supporting records, continue staffing, timeliness, data and equity
improvements, and test their impact.

Board focus

Review and endorse the current progress position, confirm joint executive accountability and
require timely workforce investment decisions and action delivery. Ensure outstanding evidence
is appropriately scrutinised and that the final approval route is confirmed ahead of submission
by 31 December 2026. Maintain committee scrutiny and immediate escalation of significant
risks.

Previously considered by | Director of Midwifery

Recommendations:

The Board is asked to:

« NOTE the Moderate assurance position, incomplete compliance and regional feedback.

« ENDORSE the Submission B position as at 31 October 2026, recognising that further
evidence and assurance will be gathered and scrutinised ahead of final submission.

« CONFIRM joint executive accountability and accountable delivery of outstanding actions.

« REQUIRE timely decisions and implementation plans for the investment required across
midwifery, neonatal medical and neonatal nursing workforce.

« AGREE continued committee scrutiny and immediate escalation of significant risks.

« AGREE that the appropriate governance route for final review and approval before
submission will be confirmed with the Chair and Trust Secretary and may include an
extraordinary Board meeting.

« AUTHORISE the Chief Nurse and Medical Director to validate evidence and make non-
material amendments only. Material changes require further extraordinary Board
approval before submission.

Strategic Aims (tick as appropriate)

. . . X
° Patient experience and voice
. X
° People, culture and leadership
X

@ Quality, safety and delivery

Digital first
Impact on any Strategic Risks?
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requirements

of their effectiveness.

Equality, Diversity
and Inclusion

SR1 - Inability to deliver safe and effective services against regulatory and statutory

The report supports mitigation of SR1 through Board oversight of delivery, risk and

improvement. Assurance remains Moderate, with residual risks in workforce capacity and
funding, inequalities, family engagement, learning impact and post-death care. Sustainable risk
reduction depends on funded workforce plans, completion of outstanding actions and evidence

Implications on:

Assurance must demonstrate inclusive engagement and
accessible communication, particularly for communities
experiencing poorer outcomes or barriers to care.

Health Inequalities

Improvement must respond to variation in outcomes and
experience by ethnicity and deprivation, with clear actions and
evidence of impact.

Finance and Resource

No financial approval is sought in this paper. Sustainable delivery
requires appropriate investment across midwifery, neonatal
medical and neonatal nursing workforce, supported by clear
implementation plans, recruitment and skill-mix recovery.

Regulation/Legal

Board-approved Submission B is due by 31 December 2026.
Material changes require Board approval; approval and
submission records must be retained, with significant concerns
escalated through ICB and regional routes.

CQC-Key line of enquiry

Relevant to safe care, safeguarding, learning, governance,
sustainability, equitable access and involvement.

Green Plan

No direct impact identified.

Main Report

1. Background and national context

NHS England’s letter of 12 August 2026 established the Maternity and Neonatal 10 Point Plan
assurance process following the Amos and Ockenden reviews. Delivery of the urgent actions
remains the immediate national priority.

The process is intended to evidence progress through existing governance and assurance, using
Board and committee papers, minutes, dashboards and relevant Maternity Incentive Scheme Year
8 evidence, without creating additional reporting burdens.
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2. National requirements for Board assurance

The September baseline and December progress return are separate assessments requiring
Board approval. At the point of the November Board, work remains in progress and further
evidence will continue to be gathered ahead of the December submission.

Further evidence, including Q2 reporting and the biannual staffing paper, will be considered
through the Trust’s established governance processes, including scrutiny at Quality and
Performance Committee during November. The final review and approval route for Submission B
remains to be agreed with the Chair and Trust Secretary because there is no scheduled Board
meeting in December. This may include an extraordinary Board meeting to enable the updated
evidence and assurance arising from this scrutiny to be considered before submission.

The Chief Nurse and Medical Director may validate evidence and make non-material amendments
only. Any material changes to the position will require further Board approval before submission,
through the governance route agreed with the Chair and Trust Secretary. Non-material
amendments will be recorded in a change log.

The return and supporting evidence will be submitted to NHS England South West via Futures by
31 December 2026. Final checks will confirm rating consistency, accessible evidence, approved
decisions and the named executive signatory. January reports will remain recorded as planned,
not completed. Approval and submission records will be retained.

3. Key areas requiring local oversight

Board oversight should continue to focus on outcomes and experience, clinical audit, inequalities,
workforce sustainability and 24/7 service safety, and compassionate responses to incidents and
complaints, including evidence that learning is translated into improvement. This includes
continued scrutiny of triage quality and performance and delivery of the 12-month improvement
plan, alongside family communication and engagement, mortuary governance and implementation
of national post-death care recommendations.

4. Maternity triage benchmarking assurance

Appendix 1 assesses 9.1 and 9.2 as Complete/Green, supported by additional September Board
evidence demonstrating completion and regional reporting of the triage audit and Board oversight
of triage quality and performance. The Trust confirms that the triage materials formed part of the
submission made by 25 September 2026, with the regional email of 16 October confirming receipt
and review of the baseline and supporting evidence. The correspondence and Board scrutiny
records will be retained as evidence.

The Green assessment relates specifically to these requirements and does not indicate full
implementation of the national specification. The audit reported 75% overall compliance and
Amber service-delivery confidence. Ongoing assurance will therefore continue through
governance, including waiting, assessment and review times, redeployment, delays, outcomes
and inequalities, with outstanding metric and equity actions monitored to completion.
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5. Summary baseline position from reporting template

The tables distinguish September baseline compliance from Submission B delivery status.
Historical Trust and regional ratings remain unchanged; current completion does not constitute a
revised regional assessment.

Trust baseline self-assessment: September 2026

Compliant Partially compliant Non-compliant Total

12 14 0 26

Formal NHS England South-West regional review

Regional assessment communicated: 16 October 2026

Compliant Partially compliant Non-compliant Total
9 17 0 26
34.6% 65.4%

The regional review assessed 2.3, 8.1 and 8.2 as partially compliant. All three remain In
progress/Amber in Submission B, requiring stronger evidence of inequalities analysis and
response, consistent PSIRF implementation and family communication, and complaints learning
and impact. Relevant Q2 evidence available before submission will be considered through
established governance processes and inform the final December assessment.

Submission B delivery position at the stated 31 October 2026 evidence cut-off

Completed at baseline Complete / Green In progress / Amber Total

9 2 15 26

Overall assurance remains Moderate: controls are generally established, but 15 deliverables
remain Amber.

The current assessment reflects the position on 31 October 2026 and recognises that further work
and evidence remain outstanding ahead of the December submission. Further evidence will
continue to be gathered and considered through established governance processes during
November and December, including the Quarter 2 Perinatal Quality Oversight Report, Perinatal
Workforce Report and mortuary assurance. This will enable appropriate scrutiny and challenge
before the final position is determined.

As there is no scheduled Board meeting in December, the appropriate governance route for final
review and approval of Submission B will be agreed with the Chair and Trust Secretary. This may
include an extraordinary Board meeting to ensure that the updated evidence and assurance can
be considered, and the final position approved before submission to NHS England by 31
December 2026.
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6. Action-level assurance summary

The table summarises progress against each action, comparing the regional baseline assessment
with the current assurance position in Appendix 1. It highlights outstanding requirements and key
assurance dates to support Board scrutiny of delivery, risks and next steps.

January 2027 Board reports are planned assurance checkpoints, not completed December
actions. Interim controls and action delivery will continue; underlying completion dates must be
confirmed separately.

10 Point Plan Regional Summary assurance position
action baseline
position
1. Martha’s Rule  [Compliant Completed at baseline: rollout commenced across the

mother-and-baby pathway, supported by an operational
procedure, patient information and a single 24/7 rapid review

number.

2. Listening, Mixed: two 2.1 and 2.2 are Completed at baseline; 2.3 remains In

outcomes, compliant, one |progress/Amber. Complete outcomes and experience

experience and partially analysis by ethnicity and deprivation, including limitations,

: compliant response and impact, requires further evidence. Relevant Q2

audit i . . :
evidence available before the December submission will be
considered through the established governance process.

3. Dual Board-level [Mixed: one 3.1 is Completed at baseline; 3.2 remains In

accountability compliant, one [progress/Amber. September Director of Midwifery

partially attendance is confirmed, but relevant Clinical Directors did
not attend. Evidence November maternity/neonatal
participation and ongoing deputy arrangements through
Board minutes.

4. Amos into Action |Not stated in ~ |[Nationally led initiative. The Trust will support the national
this paper programme, engage with the staff listening exercise as
required, and review any resulting findings and
recommendations to identify relevant local actions and

compliant

learning.
5. Inequalities Partially All three requirements remain In progress/Amber. Verify
compliant programme-launch attendance and agree multidisciplinary

staff release. Full six-monthly inequalities review and the
Maternal Care Bundle plan remain in progress, with evidence
available before submission considered through the
established governance process. Bundle implementation
remains targeted for March 2027.

6. 24/7 safety and [Mixed: one 6.1 is Completed at baseline; 6.2—6.7 remain In
responsiveness compliant, six [progress/Amber. Outstanding evidence covers funding and
partially delivery decisions, QIS recovery, the live locum register,
trained anaesthetic-assistant availability and the full
deployment review. Midwifery funding commitment is
required by 23 December 2026. Neonatal funding and the
associated delivery timetable remain outstanding. Relevant
Q2 evidence available before submission will inform the final
assessment.

compliant
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10 Point Plan Regional Summary assurance position

action baseline
position
7. Homebirth Compliant Completed at baseline: Board scrutiny of the homebirth
services position is established. Continue oversight of risks,
mitigations and restoration planning with regional
engagement.
8. Incidents, Three partially [All three requirements remain In progress/Amber. Evidence
complaints and compliant consistent PSIRF implementation, neonatal coverage,
concerns following learning impact, named family contacts, completed

regional review |communications and compassionate debriefs, and early
senior-manager candour. Urgent complaints recovery
continues; learning must not await final response closure.
Relevant Q2 evidence available before submission will
inform the final assessment, with urgent complaints recovery
and learning continuing through established governance.

9. Maternity triage [Mixed: one The September Board pack supports 9.1 and 9.2 as
compliant, two [Complete/Green; 9.3 was completed at baseline. This
partially confirms audit/reporting and Board oversight, not full service
compliance. Staffing, timeliness, data and equity

compliant improvements remain under oversight.

10. Post-death care [Mixed: one 10.1 is Completed at baseline; 10.2 remains In
compliant, one [progress/Amber. The final Annual Mortuary Report is
partially scheduled for Q&P consideration on 26 November 2026.
compliant Evidence and scrutiny available before submission will

inform the final December assessment. Retrospective-review
completion and action closure require final evidence; draft
material will not be relied upon.

7. Trust response and governance route

The 15 Amber deliverables will be managed through a single action plan, with named executive
and operational leads, completion dates, evidence requirements and escalation thresholds. These
action-level details are not set out in this paper and remain subject to the confirmation described in
section 9. Significant concerns will be escalated to the Board, ICB and region. Complaints
recovery, workforce decisions and safety mitigations will continue within their required timescales.

The Trust will use its established Maternity Incentive Scheme reporting arrangements to evidence
progress against the 10 Point Plan. The Quarter 2 Perinatal Quality Oversight Report and
Perinatal Workforce Report are being enhanced to address the relevant requirements, supporting
the wider evidence log across all deliverables. Relevant evidence will undergo scrutiny through the
Perinatal Delivery Group and Quality and Performance Committee during November, with further
evidence considered through established governance arrangements ahead of the December
submission.

The enhanced reports will bring together workforce, safety, outcomes, experience and inequalities
evidence to demonstrate what has changed, whether interim controls are effective and where
delivery remains at risk. Committee scrutiny will identify unresolved concerns, corrective actions
and any decisions or escalation required.
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Evidence and scrutiny available before submission will inform the final December return, alongside
the regional feedback of 16 October. As there is no scheduled Board meeting in December, the
appropriate governance route for final review and approval will be agreed with the Chair and Trust
Secretary and may include an extraordinary Board meeting. This will ensure that any material
changes and the updated assurance position can be considered and approved before submission
by 31 December 2026. Subsequent Board reporting will provide ongoing oversight and will not
form part of the evidence supporting the December submission.

8. Risks, gaps and mitigations

Workforce sustainability remains the principal delivery risk. Further investment is required across
midwifery, neonatal medical and neonatal nursing workforce to support sustainable staffing and
delivery of safe services. Funding and implementation of the required workforce plans are not yet
evidenced as complete, with further decisions, implementation plans and timescales required.
Interim staffing arrangements, acuity monitoring and escalation mitigate current pressures but do
not replace sustainable funded capacity.

Other residual risks concern inequalities, triage, workforce controls, complaints, family
communication and post-death care. September reporting identified some experience
improvement-plan actions as Red pending refresh; these are distinct from the Submission B
delivery ratings and the current position requires confirmation. Named owners, completion dates
and evidence of impact are required, with interim monitoring and escalation continuing. Further
evidence and assurance available before the December submission will be considered through
established governance processes and reflected in the final Submission B position.

9. Next steps

Before and following the November Board: Confirm the evidence cut-off, named signatory,
action owners and completion dates. Validate Board attendance evidence, confirm consistency
with the regional feedback communicated on 16 October 2026, and exclude draft mortuary
material. Sustain triage reporting and monitor outstanding metric improvements through
established governance arrangements.

Ahead of submission: Continue to gather and scrutinise outstanding evidence through the
established governance process. Confirm the required investment and delivery plans across
midwifery, neonatal medical and neonatal nursing workforce, and add the final Mortuary Report
and associated scrutiny records following committee consideration, where available.

Final approval and submission: The appropriate governance route for final review and approval
will be agreed with the Chair and Trust Secretary and may include an extraordinary Board
meeting. Any material changes and the final assurance position will require appropriate approval
before the return is submitted via Futures by 31 December 2026. Approval and submission
records will be retained.

Subsequent oversight: The submitted position, outstanding actions, residual risks and evidence
of impact will continue to be monitored through established governance arrangements. Any
reporting after 31 December will provide ongoing assurance and will not form part of the evidence
supporting the December return.
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Enclosures

Enclosure 1: Appendix 1 GHT 10 Point Plan Benchmarking Tool with Region Comments.xIsx,
including historical Submission A, current Submission B and the supporting evidence log.

FOI: Public
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***CORPORATE - Recipients Have Full Control***

10-Point Plan for Maternity & Neonatal Services

How to Use This Template
Name of trust or organisation:
Report prepared by:

Report date:

Reporting period covered:

GHT

Nicola Moore
12-nov-26
Sept- Dec 2026

Baseline Assessment

Key Metrics

Summary by Action - Baseline

Action

Total

Not
applicable

Compliance

Non-
compliant

Partially
compliant

Compliant

Total deliverables 26 1. Listening to women and families by rolling out Martha's Rule 1 0 0 0 1
0. Not applicable 0 2. Listen to women and their families using real-time and transparently reported outcomes and experience and clinical audit that are acted upon at board level 3 0 0 0 3

Compliance 1. Non-compliant 0 3. Dual board-level accountability between medical directors and chief nursing officers for maternity and neonatal care 2 0 0 1 1
2. Partially compliant 14 5. Addressing inequalities in maternity and neonatal outcomes 3 0 0 3 0

3. Compliant 12 6. Ensuring 24/7 safety and responsiveness of services 7 0 0 6 il

Regional Match Regional match - Yes 23 7. Trust review of homebirth services 2 0 0 0 2
Regional match - No 3 8. Responding to incidents, complaints and concerns with humanity and candour 3 0 0 1 2

9. Deliver safe and effective triage in maternity services 3 0 0 2 1

10. Post death care 2 0 0 1 1
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**CORPORATE - Recipients Have Full Control***

Submission A: Baseline Assessment (Starting Position Against the 10-Point Plan)

This template should be completed once and submitted on the Friday 25th September 2026. It is intended to provide a baseline assessment of delivery against the 10-} s separate to the tab 2.
R-e";;z;ﬂnnglgned off by Trust Board (named Exec): Kevin McNamara

Board Meeting 10
Trust Board sign off date: September 2026 2026-09-03_13-59-17_FINAL-Boardbook_epmSvac.pdf

Baseline Evidence Gaps in Assurance
Baseline Compliance Reference Please provide detail of any gaps in assurance Improvement Actions (Including Temporary

" Please input reference Y
et number as listed in 3. i)

Evidence Log tab

Deliverable / Scoping Prompt Comments

Martha’s Rule maternity rollout commenced on 1 April 2025 and the service covers mothers and | Maintain document and version control so the SOP, Compliant: the evidence confirms that rollout has

1. Listening to women and families by rolling out Martha's Rule

babies. The maternity SOP defines the operational pathway for women, families and carers, webpage and all patient materials remain aligned. across the moth d-baby pathway,
Has the trust commenced rollout of Martha's Rule across maternity and neonatal i EV-02, EV-09, EV-10. including escalation by the Flow Midwife to obstetric or neonatal registrars/consultants and Confirm the SOP’s current review/approval status and with an operatlonal SOP, obstetric and neonatal
1.1 Compliant EV-15 ! " logging of calls and outcomes for audit. The revised maternity leaflet, poster and easy-read guide | retain call logs, response and outcome audits, staff patient i anda

services?
all consistently provide the same rapid-review number—0300 422 2222—and confirm the service ' communications and evidence that materials are single 24/7 contact number.

is available 24 hours a day, seven days a week. A public Trust webpage also supports patient and available throughout maternity and neonatal pathways.

familv access.

2. Listen to women and their families using real-time and transparently reported outcomes and experience, and clinical audit that are acted upon at board level. _
The May and July Board packs demonstrate an established monthly cycle of maternity assurance | aintain the monthly data and govemance cycle; retain  Compliant: the May and July Board papers evidence

Has the trust established a monthly cycle of collecting and analysing the latest reporting and analysis. The papers bring together monthly regulatory dashboards and audits, source dashboards, audit reports, experience/FFT and  regular collection, analysis and governance of
available materity and neonatal dlinical audit and patient outcome & experience . EV-02, EV-05, EV-07,  Clinical outcomes and safety metrics, patient > and cor cac MNVP intelligence, meeting minutes and action trackers. = maternity and neonatal quality, outcome and
2,1 data representative of the local population, including but not limited to, FFT, CQC Compliant 3 3 findings, MNVP input, i and actions. Reports are
" ’ y N EV-12, EV-13 Implement the Perlna(al Lls(enlng and Learnlng Group as experience intelligence, including action tracking and
survey findings when available, local intelligence from MNVPs and targeted provided monthly to the CQC and Maternity Delivery Group, with assurance through Quality and and targeted | escalation. The planned Listening and Learning
outreach? Performance Committee and recurrlng Trust Board reporting. The action trackers are reviewed at outreach, rather (han as the start of the reporting cycle. Group will and
each meetina. with actions and

The May and July Board packs demonstrate routine recurring maternity reporting across
successive Board cycles. The underlying Section 31 and Perinatal Quality Oversight reporting

Does the trust board receive and publish a regular summary report that brings includes monthly reporls»lo the CQC E.md Maternity Dfelivery Group, assurance through Quality Continue the_establi_shed reporting cycle and retain Compliant: _(he published Board _packs and actio_n
these sources of intelligence together, and can it demonstrate the decisions, . EV-02, EV-05, Ev-07, |and Performance Committes, and action trackers reviewed at each meeting. The evidence Board/commitiee minutes and tracker extracts trackers evidence regular reporting, Board scrutiny,
B2 e o U o i) e 5 Sty NGBl 5 s Compliant EVA12. EVA13 records progress from six of eight Section 31 conditions assessed as met to all eight assessed as action closure, performance and | decisions and escalation, with progress and impact
impact are tracked? ' ! fully met and closure of agency-induction and MEWS audit workstreams;  impact. Escalate exceptions through POAM, Quality and | tracked through metrics, closed workstreams and
' tracked fetal-monitoring “fresh eyes” improvement after a 75% resuilt against an 85% target; and  Performance Committee and Trust Board. named follow-up actions.
ongoing actions for VTE, triage estates, newborn life pport recovery, and
PMRT backloas. ) . ; .
The May and July Board packs identify maternity and neonatal outcome and experience Continue routine dashboard and PQOM review; complete Compliant: the reports identify variation and data
T ) . by ethnicity and The July PQOM reports nequaliy signals across the Quality and Performance Committee briefing limitations, and the Board has demansirated
Does the report identify variation in outcomes and experience by ethnicity and EV-02, EV-05, EV-07 neonatal deaths, obstetric anal sphincter injury, and by the Board; maintain targeted actions response by scrutinising the OASI project's
2,3 deprivation, including any important gaps_or Iimita(io_ns inthe ava_ila_ble fjala._ and Compliant EV-1 1: EV—12: EV—13V initiation, and explicitly notes limitations from small numbers and the need for continued named owners and meésures for identified varia(ién; |mporlance for Black and _Mlnomy Ethnic
can the board demonstrate how the trust is responding to the variation identified? monitoring and multi-year analysis. The Q1 report adds language, interpreter-access and under- strengthen ethnicity, deprivation, language and i and a briefing on the March

2026 MBRRACE-UK benchmarking issue. Ongoing

represented-community data, while perinatal staff can review variation through the internal
monitoring and impact measurement should

: . data quality and report impact through Board assurance.
Perinatal Health Ineaualities Dashboard

3. Dual board-level accountability between medical directors and chief nursing officers for maternity and neonatal care _

The CQC Maternity Services Deep Dive presentation explicitly confirms joint executive Retain the CQC meeting record and final presentation Compliant: the presentation provides explicit,
Has the trust board established clear joint accountability for maternity and responsibility between the Chief Nurse and Medical Director for maternity safety, quality, with the supporting terms of ref evidence of shared Chief Nurse
3,1 neonatal services with Medical Directors and Chief Nurses holding a shared Compliant EV-02, EV-14 ! and i - It one aligned tive view across nursing, midwifery,  Continue to evidence joint Chief Nurse and Medical and Medical Director accountability, a single Board-
responsibility? medical, neonatal and ! with shared of Board-level risk, Director oversight through Board and committee reports,  level view of risk and a defined PDG-to-committee-to-
delivery pace, ion and . The CEO opened the CQC decisions and escalation. Board governance route.
meetina. and visibilitv.
Director of Midwifery had previ been I but there was a temporary Ensure the Director of Midwifery and relevant Partially iant: the ion was
Do Directors of Midwifery and Clinical Directors leading maternity and neonatal leadership gap at the May and July 2026 Board meetings because the post was vacant. Clinical/Specialty Directors attend the Board I and i is complete, but a
32 services attend boards and take part in discussions when maternity and neonatal Partially compliant EV-05, EV-12, EV-13,  Recruitment had been completed, but the new Director's start date was after the July meeting. for maternity and neonatal items; retain the agenda and  documented gap affected May and July Board
matters are on the agenda? EV-07 Director of Midwifery attendance is expected to resume at the September 2026 Board. approved minutes as evidence. Document required attendance. Reassess after evidence of restored
ialty/Clinical Director also requires i evidence when maternity and ion, deputies and { to at the Board. This needs to
neana(al matters are discussed. maintain continuitv durina future vacancies. include Neonates_Becca Swinaler.
5. Addressing inequal in maternity and neonatal outcomes
The national Perinatal Equity and Anti-| D,ggf,m,na"on Programme tralnlng offer has not yet Continue to release staff for Black Maternity Matters Partially compliant: the national programme is not yet
(S s e e e provlslon |s in place to allow staff to be released launched in the South West region, so ici and i ff- training. When the nati?r!a_l programme Iauncr‘es in the availabl_e_in tl_19 South West_, whigh currently_ prevents
51 for the Perinatal Equity and Anti-D with full particip Partially compliant | EV-02 cannot yet be implemented locally. In the interim, the Trust is supporting staff to attend Black South West, confirm eligibility and cohort requirements, full participation. The Trust is taking proportionate
across multidisciplinary teams? Maternity Matters training as a proactive step to equity and anti agree a y participation and f interim act|_0|_1 by sending staff to Black _Maternlty
capability. plan, and report progress through the appropriate Matters training; reassess once the national launch
governance route. timetable and cohort arrangements are confirmed.
The Perinatal Health Inequalities Dashboard is live and available to perinatal staff. The May and Formalise the six-monthly dashboard review cycle.
July Board packs contain i and Board scrutiny, including Produce a dated dashboard report covering key trends by Partially compliant and requires development:
Can the trust board demonstrate that the trust is regularly reviewing and acting on EV-02, EV-05, EV-07 discussion of the OASI improvement project for Black and Minority Ethnic communities and a ethnicity, depri\{ation and other relevant factors; take it dashbgard access and exar_nples of Boarc! scrutlny
5.2 onds identified by their inequalities data dashboards every 6 months? Partially compliant 2\ 43" £\ 42  gv.13’  request for a Quality and Performance Committee briefing on the March 2026 MBRRACE-UK through maternity governance and Board/QPC; are , but the full thy
' N benchmarking issue. However, the packs do not evidence a completed recurring six-monthly decisions, named owners, due dates and measures; and actlon—to-lrnpact cycle required by 5.2 is not yet
review of the full dashboard with documented trend analysis, agreed actions and subsequent report at the next six-month review whether actions demonstrated.
imoact assessment reduced the identified variation.
The Q1 PQOM scheduled for the 12 September 2026 Trust Board includes Maternal Care Bundle  Amend the September Board paper cover sheet and Partially compliant pending the September Board
‘ benchmarking, named elements and the trajectory for full implementation by March 2027. The | recommendations so the Board is explicitly asked to decision. If the cover sheet is amended and the
53 Hasthe trust board approved a plan to implement the Maternal Care Bundle by Partially compliant | EV-02, EV-07 current paper reports progress but does not explicitly ask the Board to approve or endorse the ~ approve or endorse the Maternal Care Bundle minutes record approval or endorsement, this
"~ March 20277 ! implementation plan. implementation plan, milestones, owners and March 2027  requirement can be reassessed as compliant.
completion trajectory. Retain the approved Board minutes
as evidence.
6. Ensuring 2417 safety and responsiveness of services | _ ___ ______ ________ __ __ ________ | | |
Is the trust complying with the RCOG “Roles and Responsibilities of the The six-monthly staffing report records 89.6% consultant presence in situations where attendance | oo ntinye quarterly consultant-presence audit, case Direct audit evidence confirms compliance with the
6,1 Consultant providing acute care” standard? In line with MIS Year 8, is there a Compliant EV-02, EV-08 was y and 100% ce in 'should attend"” situations for review and governance reporting; retain the underlying  required threshold and was reported through the July
minimum 280% consultant presence in defined acute care situations? October-December 2025, This exceds the 280% MIS siandard. Non-attondance cases were audit with the Board paper. Trust Board workforce assurance route.
reviewed and learnina shared throuah dent-doctor and forums.
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Is the trust ensuring locum i ion and maintaining a local (trust:
6,2 continuously updated database of all short-term locums (<2 weeks) worklng on Partially compliant
tier 2/3 obstetric rotas? (In line with MIS Year 8)

Does the trust have a clear plan for a fully funded neonatal nursing and medical
establishment that aligns with the relevant BAPM standards for their unit
designation and the neonatal nursing workforce calculator output (2020)? (In line
6,3 with MIS Year 8) Partially compliant

Does the trust have a fully funded midwifery establishment that aligns with a

Birthrate Plus (BR+) review completed within the last three years as a minimum

baseline, with further adj based on the p i j of the

Director and Head of Midwifery? (In line with MIS Year 8)

Do the trust's obstetric services have a duty anaesthetist available 24/7 in line

6,5 with ACSA standards 1.7.2.1 and a trained anaesthetic assistant available 24/7 in Partially compliant
line with ACSA standards 1.3.1.2? (In line with MIS Year 8)

64 Partially compliant

Does the trust board oversee workforce acuity, service pressures and escalation
activity across maternity and neonatal services, ensuring they can a) respond to
6.6 periods of increased demand, reduced workforce availability or changing clinical Partially compliant
risk; b) address local gaps and c) eliminate siloed working, so that services can
consistently and safely respond to the needs of women, babies and families?

Has the trust board undertaken a review of internal resource deployment,
including oonslderatlon of a) whether roles not dlrecﬂy supporting frontline
delivery can be to service ion; b) where specialist
6,7 posts exist (including in bereavement care and infant feeding), what education Partially compliant
and training is required to ensure other staff have the knowledge and skills to
ensure that care is not compromised when the specialist midwives are not
immediately available; c) the impact of redeployment across the service.

7. Trust review of homebirth services

Has the trust board received, scrutinised and actioned an urgent review of
7,1 homebirth services in line with the letter of the Chief Midwifery Officer and the Compliant
regional chief midwife of 26 November 20257

Where significant risks and mitigations have been identified, has an action plan
7,2 with agreed timescales to mitigate and remove the risks been agreed and shared Compliant
with the Regional NHSE team?

8. Responding to incidents, complaints and concerns with humanity and candour

Does the trust have the Patient Safety Incident Response Framework (PSIRF)
embedded within Maternity and Neonatal Services through clearly defined
8,1 governance processes? Is the learning, any actions and outcomes regularly Compliant
reviewed, shared with women and families, and routinely monitored at trust board
through board safety reporting?

Does the trust review ints and concerns i with learning actions
8,2 and improvement plans monitored for impact? Are the themes and learning Compliant
actions routinely reported to the trust board?

Does the Trust have embedded processes for open learning and compassionate

with staff to engage with women and families,
use feedback to inform practice, provide each family with a key contact, and
ensure early duty of candour by a senior manager?

8,3 Partially compliant

iver safe and effective triage in maternity services

Has the trust board completed and reported to NHSE regions an audit, including
9,1 dedicated staffing and cllnlcal capacity with a !ocus on ensurlng that malemlly Partially compliant
triage services are safe, and

Does the board have clear oversight of triage quality and performance, supported
9,2 by regular data on waiting times, assessment and review times, redeployment, Partially compliant
delays and with a focus on i
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EV-02, EV-08

EV-02, EV-07, EV-08

EV-02, EV-07, EV-08

EV-02, EV-08

EV-02, EV-05, EV-07,

EV-08, EV-12

EV-02, EV-08

EV-02, EV-05, EV-12

EV-02

EV-02, EV-07, EV-12,

EV-16

EV-02, EV-05, EV-07,

EV-12, EV-13

EV-02, EV-07, EV-16

EV-01, EV-02, EV-06

EV-02, EV-05, EV-06,

EV-12, EV-13

**CORPORATE - Recipients Have Full Control***

The Obstetrics and Gynaecology Staffing Policy is aligned to RCOG locum guidance. An audit of
tier 2/3 short-term locums for 1 January—31 March 2026 showed 100% compliance, following
introduction of a clear appointment process; the one long-term locum was also 100% compliant.
The report does not explicitly the i updated trust-specific database
required by MIS Year 8. This is the MIS Year 7 assurance position. The next six-monthly staffing
report, covering April-September 2026 and the updated Year 8 requirements, is due to the
November 2026 Trust Board.

Neonatal medical staffing met MIS Year 7 standards: seven consultants were in place, medical
posts were funded and no rota gaps were forecast. Nursing staffing was funded for ten neonatal
nurses and one nursery nurse per shift and reviewed daily using SafeCare, but QIS compliance
was 62.6% against the 70% BAPM recommendation and nurse-to-baby ratios were not
consistently achieved at periods of high acuity. The updated MIS Year 8 neonatal nursing and
medical establishment position will be included in the next six-monthly staffing report covering
April-September 2026, due to the November 2026 Trust Board.

The December 2025 Birthrate Plus review found a funded establishment of 281.05 WTE and a
2.69 WTE overall deficit using the 21% uplift. A 26% uplift may be required for training needs. The
ward establishment was not aligned to Birthrate Plus findings, and a workforce strategy and action
plan were in development.

The report confirms a duty anaesthetist was immediately available to the obstetric unit 24/7 with
100% compliance against ACSA 1.7.2.1 from October 2025 to March 2026. It does not provide
direct compliance evidence for a trained anaesthetic assistant available 24/7 under ACSA 1.3.1.2.
The six-monthly report gives integrated Board oversight of midwifery, obstetric, neonatal and
anaesthetic staffing, rota gaps fill rates, acuity, red flags and ion. Fill rates
were green, was 100%, and staffing mitigations were
defined. However, ward s'afflng met recorded acuity only 6%-30%, the midwifery shortfall was
10.43 WTE in March and workforce investment plans remained in development. The Board noted
the Integrated Care Board funding decision for safety-critical workforce posts, including four WTE
consultant obstetrician posts, and required continued Board oversight of the newborn life-support
recoverv plan. It also noted recruitment to kev maternitv leadershin roles.

The report active during staffing pressure: relocating staff,
clinical deployment of managers and specialist midwives, reviewing elective workload, using

Retain the locum audit and policy; evidence the Certification controls and audit compliance are
continuously updated local register, pre-engagement strong, but the specific live-database requirement is
eligibility checks, annual review, update frequency and not explicitly evidenced in this report. The rating
responsible owner. Ensure the November 2026 staffing should be reassessed when the January-September
report explicitly confirms the live Trust-specific locum 2026 report has been received by the November
database and Year 8 controls. Board.

Complete and fund the neonatal workforce plan against | Medical establishment is compliant, but nursing skill
BAPM standards and the 2020 workforce calculator; mix and consistent BAPM ratio compliance remain
deliver the QIS action plan with the South West Neonatal ' gaps. Reassess 6.3 after the November Board
Network and report progress to Board, LMNS and ODN.  receives the updated Year 8 staffing report and
Ensure the November report explicitly maps the funded  action plan.

neonatal establishment, vacancies, QIS recovery and
medical/nursing gaps to BAPM standards and the 2020
neonatal nursina workforce calculator

Complete and approve the funded workforce strategy

using Blrthrate Plus, the 26% training requirement and A current Birthrate Plus review exists, but the report

explicitly identifies an establishment deficit and an

align ward and unfinished funding/workforce response
report recommendations and affordability to Board. 9 P B
Retain the anaesthetic rota/audit and add evidence of Duty: i I is fully evi the
trained anaesthetic-assistant availability 24/7 against separate trained-assistant element remains
ACSA 1.3.1.2, including any gaps and actions. unconfirmed.

Complete and fund the workforce strategy; correct acuity-

tool use and align ward establishment to Birthrate Plus;  Board oversight and escalation are established, but
continue integrated six-monthly Board reporting and significant residual establishment, acuity and
escalation of persistent capacity risks. Track recruitment, = sustainability gaps remain. The minutes provide
competence recovery and workforce risks through the direct evidence of Board workforce scrutiny and
PQOM and exception-reporting routes, retaining evidence follow-up requirements.

of delivery and impact.

Complete and document the full internal resource- The report evidences operational redeployment

community on- caH mldwwes and reviewing birth-unit activity. It also records i and
seniol It does not of the broader review of non-
frontline roles, specialist-post resilience training and the full impact of

review, including frontline roles,

resnllence when specialist staff are unavailable, required controls, but not the complete strategic review

required by this deliverable.

The Ju\y Board paper confirms servlce i were actively risk- ged through

, with birth-setting capacity maintail for low-risk women and
outcomes and experience kept under review. The Board had significant existing oversight of the
county-wide homebirth suspension through direct Board reports and Quality and Performance
Committee assurance. It formally noted the extended suspension and requested ongoing
oversight of the restoration plan and effects on access, experience and outcomes

and ti are i and shared with the Regional NHS England team.

The Perinatal Clinical Governance Framework formally applies the Trust-wide Patient Safety

ing and the safety impact of redeployment.

Cont‘lnue risk-register oversight, consultation and Board-paper evidence that

of and i report the the completed homebirth review and ongoin
updated risk position and sustainable future model S P! N " going
" mitigations receive active governance oversight. The
through governance and to Board. Continue reporting the . i N N
minutes provide direct evidence that the Board
restoration plan, risk controls and effects on access,
. . received and scrutinised the homebirth position and

and until safe and . " h
. required continued oversight.
services are restored

Maintain the risk-register action plan, complete
consultation by August 2026, and confirm formal Rating based on the PDG paper.
sharing/escalation to the regional team.

Continue to operate the single Trust PSIRF policy, plan Compliant: a clearly defined Trust PSIRF system is

Incident Response Framework policy (BO758) Pallenl Safety Incident P Plan, Reporting ' and incident-reporting process through the perinatal embedded within the perinatal governance

and Learning from Incidents policy (B0393), It \g-resp process and duty-of-cand Complete and monitor framework and its operation is demonstrated in the

arrangemenls (o ma(ernl(y and neonatal services. It defines responsibilities for incident outstanding family communications, action closures, Datix Q1 report and Board assurance route. Outstanding
pl: and itoring, risk ion and learning from point of ' audit checks and external PMRT reviews, reporting case actions represent ongoing improvement and

care through the penna(al quadrumvirate, Executive Team and Trust Board. The Q1 PQOM exceptions and evidence of learning impact through exception management rather than absence of the

demonstrates these arrangements operating through triangulation of incidents, PMRT, MNSI, PQOM and Trust Board. required governance process.

PSIRF, complaints, claims and audits; parental-engagement tracking; action plans; governance
escalation and Roard renortina

The May and July Board packs demonstrate routine thematic review and reporting of maternity
complaints and concerns. The May PQOM confirms that complaints and PALS themes are
monitored through governance, managed through weekly case review and prioritisation of

Continue the thematic complaints and experience cycle, ~Compliant: complaints are reviewed thematically,
weekly case management and quarterly PQOM reporting. | learning and improvement actions are tracked
Deliver the backlog and timeliness recovery plan, monitor | through established governance, and themes,

overdue cases, with safety themes into patient-safet ; monthly action and visible service impact, performance and residual risks are routinely reported
data is lranslaled |n|0 |mpr0vement actions. The July PQOM includes a wmplalnts deep dive with exceptions escalated through Quality and through QPC to Board. Response timeliness remains
and of care as recurring themes, reports  Performance Committee and Trust Board. a material improvement risk but does not negate the

46 open complaints including 30 overdue with an average age of 114 days, and describes clearer
divisional ownership, senior oversight and linkage to patient safety and experience processes.
The Q1 renort adds SMART learnina actions. nade leads and dates

embedded review and reporting process.

The Perinatal Clinical systems for Make the family tact standard explicit in the Partially oompllant robust systems for open learning,
engagement and involvement of people affected by incidents, family notification and or supporting SOP: assign and a family support,

consent for MNSI referrals, open and early professional and statutory duty of candour, apology named key contact for every affected family, define advocacy candour and feedback-informed

and reasonable support, and referral support to the Maternity and Neonatal Senior ibility for early seni ger candour, and are Full i
Advocate. It requires feedback from women, families, MNVP/MNISA, complaints and incidents to  record offers and completion of compasslonate requlres explicit evidence that every family receives
be triangulated into a continuous learning-and-improvement cycle with actions and impact i Audit i and report and  anamed key contact and early duty of candour from
monitoring. The Q1 PQOM demonstrates parental-engagement tracking, family perspectives and | learning through PQOM. an appropriately senior manager.

nlanned consultant debriefs.

A Board-level baseline audit and gap analysis against the ten National Maternity Triage
Specification principles has been completed. Overall compliance is 75% (Amber); no immediate
unmanaged safety risks were identified, and triage remains on the Trust risk register at 16 with
The paper was i by PDG on 12 August 2026 and is on the agenda for the
12 September 2026 Trust Board. after which reaional reportina evidence is required.
The May and July Board packs demonstrate clear and recurring oversight of maternity triage. The
May PQOM reports performance against the 15-minute assessment standard using statistical
process control and notes that more than 80% of improvement actions were comple(e orin
progress, with performance stabilising. The July PQOM reports in initial

Secure Trust Board endorsement on 12 September 2026;

retain the Board minute; submit/share the audit and Provisional partial compliance: the audit is complete

implementation position with the regional NHS England and |pcludgs stafflng/gapaclty risks, but public Board
consideration and regional reporting have not yet
team. Complete staffing modelling, competency and

occurred.
redeployment assurance.
Complete the monthly triage soit i Partially iant: the Board packs demonstrate
reports assessment and review times, waiting times, established overslght regular tlmellness data and
delays, . Full requires a
and it stratlfed by ethnicity, complete, consistently reported dataset covering

and secondary assessment, reduced 24-hour re-attendance, shorter length of stay, fewer
midwifery staffing red flags and fewer moderate-or-above safety incidents. Board and Quality and
Performance Committee oversight of the estates, capacity and decant risks is documented.
Patient-experience work identified long waits, communication and environmental issues and led to
translated triage cards. clearer waitina-time information. a natient film and valunteer sunnort

deprivation, language and other relevant factors. Retain  redeployment, review times, delays and outcomes
Board/QPC review, decisions and evidence that actions  with mature inequality monitoring.
improve performance and equity.
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93

10. Post death care

10,1

10,2

Is the trust on track to implement improvements in line with national triage
guidance to ensure women have consistent access to high-quality, responsive
triage across the NHS within 12 months?

Has the trust board an and
July 20267

it by 31

Has the board assured itself that it is continuing regular overersight and
implementations of national actions and reccomendations around matters relating
to morturaries including review of incident records over the past 10 years?

Compliant

Compliant

Partially compliant

EV-02, EV-06

EV-03, EV-04

EV-03, EV-04, EV-17

**CORPORATE - Recipients Have Full Control***

The report states the Trust is well positioned to achieve full compliance within the required 12

Deliver the 12-month programme and evidence Compliant for being on track: delivery confidence is

months. A governed i is in place with tive leads,

quarterly reporting: Board approval by 2026; staffing,

estates reviews by December 2026; systematic service-user feedback by March 2027; and re-
audit/report to Board bv Julv 2027.

Board Assurance Statement signed by the Trust Chair on 29 July 2026 and submitted under the
Chief Executive's covering letter dated 31 July 2026, meeting the NHS England deadline.

Board oversight is evidenced through the HTA Governance Meeting, Audit and Assurance
Comnmittee, Quality Delivery Group and Quality and Performance Committee. A February 2026
Mortuary Controls internal audit gave Moderate assurance; accepted actions have named owners
and dates, with estates works due by 30 September 2026. The documents do not explicitly
confirm review of incident records covering the past 10 years. The incident review is in progress to
be submitted 18 Seotember 2026.

“ Provide quarterly Board updates and complete the July

not only action Amber and depends on sustained implementation,
i staffing, service-

user voice, equity and data quality.

2027 re-audit.

Retain submission/receipt evidence with the signed
assurance statement and CEO covering letter.

Formal response confirms Board consideration of
mortuary oversight, post-death care and Fuller
Inquiry actions.

Complete and evidence the 10-year incident-record
review; close and report the Mortuary Controls action plan
by 30 September 2026; complete the Perinatal Safety
Champions/MNVP pathway walk-through and escalate
any further actions.

Cautious provisional rating: strong evidence of

and active i but the
specific 10-year incident-record requirement is not
evidenced in these documents.
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Current Status

Completed at baseline

Completed at baseline

Completed at baseline

In progress

Completed at baseline

Amber

Evidence ID
Please input reference number
as listed in 3. Evidence Log tab

EV-19, EV-20

***CORPORATE - Recipients Have Full Control***

Key Gaps / Risks

Progress is demonstrated by the additional September Board evidence,

not assessed in Submission A (EV-19, pp.31-34; EV-20). It includes
targeted MNVP engagement with under-represented communities,
service-user experience themes and interpreter/accessibility findings
with planned improvement actions. This strengthens the assurance
available at baseline and provides further evidence relevant to the
region’s feedback. Regional review on 19 October assessed 2.3 as
partially compliant, stating that evidence of the inequalities response
could be strengthened and there was no reference to experience.
Further work is required to demonstrate a complete analysis of
outcomes and experience by ethnicity and deprivation, data limitations,
and the actions and impact arising from identified variation. The
planned Health Inequalities Dashboard and Q2 PQOM presentation to
Trust Board on 14 January 2027 is the next assurance checkpoint;
receipt and scrutiny remain pending. The displayed Compliant rating is
the original September Trust baseline, not a new current or regional

~omnlianca accacemant

Improvement action required

Address regional feedback through the planned dashboard and Q2 PQOM reporting:
include both outcomes and experience by ethnicity and deprivation, data limitations,
the response to identified variation, named action owners, dates and impact
measures. Retain Board/committee scrutiny, decisions and follow-through. Maintain
interim oversight; record January Board reporting as planned in the December return.

Due Date(s)

14 January 2027:

Health
Inequalities
Dashboard and
Q2 PQOM to
Trust Board;
confirm explicit
coverage of 2.3
feedback.
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The Director of Midwifery attended the September 2026 Trust Board;  Confirm the planned attendance of the Director of Midwifery and Clinical Director at 12 nov 2026
the relevant Clinical Directors did not attend. The Director of Midwifery ' the November Trust Board, ensuring appropriate maternity and neonatal clinical
and Clinical Director intend to attend the November Trust Board. Their | representation when perinatal matters are discussed. Retain minutes demonstrating

In progress Amber September 2026 Board minutes planned attendance and participation have not yet been evidenced by  attendance and participation. Confirm ongoing attendance and deputy arrangements
meeting minutes; maternity and neonatal clinical representation should ' for future relevant Board meetings. Add September and November minutes to the
be confirmed. September Board minutes will be provided; evidence Evidence Log when available.

reference pendina.

NHS England South West has confirmed that the Perinatal Equity and  November Board is asked to note the regional timetable and confirmed launch 3 Nov 2026:
Anti-Discrimination Programme is due to start at the beginning of representation; agree development of a multidisciplinary participation and protected  launch. 12 Nov
2027/28. Trust representation at the launch on 3 November 2026 at staff-release/backfill plan following the launch, for presentation to 14 January 2027 2026: proposed
10:00 is confirmed. At the November Board paper evidence cut-off, Trust Board; and agree an accountable lead and interim governance route to monitor |Board agreement.
launch attendance and the detailed multidisciplinary participation and  preparation and escalate risks. Retain launch attendance and learning, confirm 31 Dec 2026:
protected staff-release plan are not yet evidenced. November Board allocated places and programme start date, and develop named nominations, national progress
agreement is sought to develop the plan following the launch and resource requirements and milestones. November Board should also agree how submission. 14
In progress Amber EV-17, EV-18 present it to 14 January 2027 Trust Board. This is a proposed material updates will be reviewed and approved before the 31 December 2026 January 2027:
governance arrangement, not an approved or completed action. national submission, consistently with Trust governance and the requirement for proposed plan to
Board approval. Retain the Board decision and subsequent plan as evidence when Board.
available. Programme start:
beginning of
2027/28.
September Board papers assessed as additional evidence for Present the Health Inequalities Dashboard alongside the planned Q2 Perinatal Quality 14 January 2027:

Submission B (not assessed in Submission A). The Perinatal Health Oversight Report at 14 January 2027 Trust Board. Include dated trend analysis by dashboard and
Inequalities Dashboard is live (EV-11). Earlier Board records evidence  ethnicity and deprivation, data limitations and progress against previous actions. Seek planned Q2

inequalities scrutiny, including OASI improvement work and a Board scrutiny and agreement of actions with named owners, due dates and impact | PQOM to Trust
requested MBRRACE-UK briefing (EV-12, EV-13). September Board | measures; retain the report and minutes, and confirm the next six-monthly review Board. 31
received further equity intelligence in Q1 PQOM (EV-19, pp.31-34; EV- | date. Maintain interim governance oversight and escalate material inequalities risks. | December 2026:
20), including targeted MNVP outreach, interpreter-access and The 31 December 2026 progress return should report this as a planned January national return to
recording gaps, and planned Listening and Learning Group actions. action, not completed Board assurance. record the
Primary language was not recorded for 109 of 1,598 bookings. This outstanding

In progress AR 58/1 1, EV-12, EV-13, EV-19, EV- | counts as supporting evidence of Board equity reporting, but does not January action.

demonstrate a completed six-monthly review of the full inequalities
dashboard, trends by ethnicity and deprivation, agreed actions and
subsequent impact assessment. The Trust plans to present the Health
Inequalities Dashboard alongside the planned Q2 Perinatal Quality
Oversight Report at 14 January 2027 Trust Board. This replaces the
previously recorded November presentation target; presentation and
resulting Board decisions remain pending.
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September Board papers assessed as additional evidence for
Submission B (not assessed in Submission A). Trust Board received an target, to 14 January 2027 Trust Board alongside the next Q2 Perinatal Quality

element-level Maternal Care Bundle implementation update on 10
September 2026 (EV-19, pp.37-38; EV-20). VTE: referral self-
assessment and an initial LMWH audit in place; early-prescribing
pathways under ICB review. Pre-hospital/acute care: MEWS in
maternity and ED, ambulance pre-alert and referral action card in
place; Trust-wide rollout, guideline alignment, signage and referral
processes require further work. Epilepsy: initial benchmarking showed
49% compliance; MDT review planned. Mental health: benchmarking
completed but self-administered screening, standardised follow-up
assessment, additional appointment time and experience-feedback
arrangements remain incomplete. Haemorrhage: PPH/ROTEM
guidelines and weekly review of bleeds of 2 litres or more in place; 94%
reviewed within 28 days, with guideline additions and audits
outstanding. Overall benchmarking was described as underway,
expected by 1 September 2026; its completion is not confirmed by this
extract. Full implementation was reported on trajectory for March 2027.
The September reported position is additional evidence for this
Submission B assessment; subsequent action delivery and specific
Board decisions remain to be evidenced. The Trust Board is planned to
receive the implementation plan to complete the Maternal Care Bundle
by March 2027 alongside the next Q2 Perinatal Quality Oversight
Report, due to Board on 14 January 2027. Receipt, scrutiny and

In progress Amber EV-19, EV-20

Completed at baseline

September Board papers assessed as additional evidence for
Submission B (not assessed in Submission A). September Trust Board
received the Q1 PQOM locum audit (EV-19, pp.13—-14; EV-20, PDF
pp.143—144). All locum doctors reviewed met national and local
requirements for short-term obstetric and gynaecology locum working;
labour ward consultant cover was maintained at 100%, with most rota
gaps covered through internal or approved external locums. This
supports certification and locum governance, but does not explicitly
demonstrate the continuously updated Trust-specific database of all
short-term locums (<2 weeks) on tier 2/3 obstetric rotas. The updated
position is planned to come to 14 January 2027 Trust Board within the
Q2 Perinatal Quality Oversight Report; Board receipt and review
remain nendina

Progress since Submission A: September Board received neonatal
workforce reporting (EV-19, EV-20). Detailed neonatal and integrated
workforce plans were subsequently submitted to Q&P on 29 October
2026, with onward reporting planned through the Board 4A report
(Trust-confirmed; EV-22, EV-25). The plan is informed by BAPM
standards, the 2020 neonatal nursing workforce calculator and
professional judgement, and covers nursing, medical, advanced-
practice, outreach and multidisciplinary requirements. The neonatal
appendix reports 6.10 WTE consultants against a 7.00 WTE minimum,
with weekend-cover and other capacity gaps. This strengthens
planning assurance but does not demonstrate that the full
establishment requirement is met. Committee decisions, recruitment,
QIS recovery and delivery remain to be evidenced. The Q2 assurance
uindata ie nlanned far Rnard an 14 lanuary 2027

In progress Amber EV-19, EV-20

In progress Amber EV-19, EV-20, EV-22, EV-25

7/22

Oversight Report. Include completed benchmarking, element-level actions, named
owners, resource requirements, milestones and residual risks. Retain Board scrutiny,
decisions and subsequent action tracking; maintain interim oversight of delivery risks.
The 31 December 2026 national progress return should record the January plan
presentation as outstanding, not completed.

Include the updated locum assurance position in the Q2 Perinatal Quality Oversight
Report to 14 January 2027 Trust Board. Explicitly confirm the live Trust-specific
register covers all short-term tier 2/3 obstetric locums, its responsible owner and
updating arrangements, with evidence of certification and pre-engagement checks.
Retain the register/audit and Board scrutiny, decisions and follow-up. Maintain interim
oversight of locum controls; the 31 December 2026 return should describe the
January reporting action as outstanding, not completed assurance.

Include the updated neonatal nursing and medical workforce plan in the Q2 Perinatal
Quality Oversight Report to 14 January 2027 Trust Board. Demonstrate alignment
with BAPM standards for the unit designation and the 2020 neonatal nursing
workforce calculator, and explicitly assess whether the full 6.3 requirement is met. Set
out current vacancies, recruitment starts, rota cover, nurse-to-baby ratios and QIS
recovery, with accountable leads and dated milestones. Retain October Q&P
minutes/decisions and the Board 4A report; distinguish submission and safety/quality
endorsement from implementation. Maintain interim oversight and escalation of
workforce risks. The 31 December 2026 return should record January reporting as a
planned action, not completed assurance.

Present the Maternal Care Bundle implementation plan, with a March 2027 completion 14 January 2027:

implementation
plan and Q2
PQOM to Trust
Board. March
2027: full
implementation
target. 31
December 2026:
national progress
submission.

14 January 2027:
updated locum
assurance in Q2
PQOM to Trust
Board. 31
December 2026:
national progress
submission.

14 January 2027:
neonatal
workforce
assurance and
plan within Q2
PQOM to Trust
Board. 31
December 2026:
national progress
submission.
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Progress since Submission A: September Board received evidence of a| Confirm the outcome of Trust Leadership Team consideration and the midwifery 14 January 2027:
completed workforce review and workforce proposal (EV-19, EV-20). workforce plan. Demonstrate alignment of the clinical and specialist establishment and Board assurance
The detailed midwifery plan, December 2025 Birthrate Plus report and | ward deployment to the 2025 Birthrate Plus review, including documented update. Confirm
integrated workforce requirements were submitted to Q&P on 29 Director/Head of Midwifery professional judgement on adjustments and training uplift. | interim workforce-
October 2026, with onward Board 4A reporting planned (Trust- Explicitly assess whether the full 6.4 requirement is met. Record current establishment plan milestones,
confirmed; EV-22—-EV-24). The proposal applies a 26% uplift and gaps, accountable leads and delivery milestones. Monitor the Q2 Birthrate Plus underlying action
In progress Amber  EV-19, EV-20, EV-22, EV-23, EV- | hrofessional judgement to reflect local acuity, service needs and recording recovery and integrated workforce reporting actions, retaining govemnance | completion dates
24 training requirements. This demonstrates further plan development and  decisions and evidence of implementation. Present the required assurance paper and ' and accountable
formal governance progression, not achievement of the full supporting evidence to Trust Board on 14 January 2027. Confirm accountable leads leads.
establishment requirement. Q&P decisions, alignment of the and completion dates for underlying actions; the Board reporting date is not
establishment and implementation remain to be evidenced. confirmation that every action will be complete. Retain October Q&P

minutes/decisions and the Board 4A report; distinguish submission and safety/quality
endorsement from implementation. Maintain interim oversight and escalation of
warkfarea ricke

September Board papers assessed as additional evidence for Retain the existing duty-anaesthetist rota/audit evidence and obtain updated direct 14 January 2027:
Submission B (not assessed in Submission A). September Board Q1 assurance of 24/7 availability against ACSA 1.7.2.1. Obtain the trained anaesthetic-  required
PQOM reports that obstetric anaesthetic cover is consistently assistant rota, competency/training evidence and availability audit against ACSA assurance paper
maintained through prioritisation of the obstetric on-call rota, supporting ' 1.3.1.2, identifying gaps, mitigations, accountable leads and completion dates. to Trust Board.
emergency theatre access, planned Caesarean delivery and escalation  Consider out-of-hours capacity requirements through the wider workforce plan and Underlying action
(EV-19, p.15; EV-20, PDF p.145). It identifies the rota as a key report assurance and exceptions through governance. Present the required assurance completion dates
In progress Amber  EV-19, EV-20 dependency and recommends considering any additional out-of-hours | paper and supporting evidence to Trust Board on 14 January 2027. Confirm and accountable
anaesthetic tier within wider capacity and workforce planning. This accountable leads and completion dates for underlying actions; the Board reporting | leads to confirm.
supports anaesthetic workforce oversight but does not explicitly date is not confirmation that every action will be complete.

evidence 24/7 duty anaesthetist availability against ACSA 1.7.2.1 or
trained anaesthetic-assistant availability 24/7 against ACSA 1.3.1.2.

The outstanding assistant-cover assurance gap is not closed by this
rennrt

Progress since Submission A: September Board received integrated Present updated integrated workforce, acuity, service-pressure and escalation 14 January 2027:
reporting of workforce, acuity, capacity and escalation risks (EV-19, EV- assurance in the Q2 Perinatal Quality Oversight Report to Trust Board on 14 January | Q2 PQOM to
20). Detailed maternity and neonatal workforce plans were submitted to 2027. Include validated workforce/acuity trends, recruitment and capacity trajectories, 'Trust Board. 31

Q&P on 29 October 2026, with onward Board 4A reporting planned actions addressing local gaps and cross-service working, and evidence that December 2026:
(Trust-confirmed; EV-22, EV-23, EV-25). The paper sets out risks, mitigations are effective. Retain Board scrutiny, decisions, escalation and follow- national progress
. Amber | EV-19, EV-20, EV-22, EV-23, EV-  interim mitigations and monitoring of required, in-post and deployable | through. Maintain interim oversight and escalation of persistent capacity or safety submission.

workforce. This strengthens cross-service planning and oversight. It risks. The 31 December 2026 national return should record January reporting as an

does not establish implementation or effectiveness of every mitigation; ' outstanding planned action, not completed assurance. Retain October Q&P

the committee decision and Board 4A report remain to be evidenced.  minutes/decisions and the Board 4A report; distinguish submission and safety/quality

Q2 reporting to Board on 14 January 2027 will update delivery, endorsement from implementation.

pressures, escalation and impact, with interim governance oversight

continuina

Progress since Submission A: existing workforce reporting describes | Complete and present an internal resource-deployment review report to Trust Board | 14 January 2027:

operational deployment during staffing pressure (EV-08), and on 14 January 2027. Address whether non-frontline roles can be redirected to internal resource-
September Board received further workforce-planning evidence (EV-  strengthen service provision; education, training and cover arrangements when deployment
19, EV-20). October plans submitted to Q&P include specialist specialist bereavement and infant-feeding staff are unavailable; and the safety and review report to
capacity, skill mix, recruitment and neonatal redeployment options, with | service impact of redeployment across maternity and neonatal services. Include Trust Board. 31
In progress Amber EV-08, EV-19, EV-20, EV-22, EV-  planned onward Board 4A reporting (Trust-confirmed; EV-22, EV-23, findings, risks, mitigations, named owners, resource decisions and delivery dates. December 2026:
23, EV-25 EV-25). These strengthen resource-planning evidence but do not alone | Retain Board scrutiny, decisions and subsequent action tracking; maintain interim risk ' national progress
confirm completion of the full 6.7 review: redirection of non-frontline oversight. The 31 December 2026 return should record January reporting as a submission.

roles, training and resilience when specialist staff are unavailable, and | planned action, not a completed review. Retain October Q&P minutes/decisions and
assessment of redeployment impact. A resource-deployment review the Board 4A report; distinguish submission and safety/quality endorsement from
report remains planned for Board on 14 January 2027; completed implementation.

review findinas and decisions are nendina

Completed at baseline

Completed at baseline
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September Board papers assessed as additional evidence for Provide the response to regional feedback in the Q2 Perinatal Quality Oversight 14 January 2027:

Submission B (not assessed in Submission A). Regional position (19 | Report to Trust Board on 14 January 2027. Substantiate the Trust’s confirmed Q2 report with

October 2026): Partially compliant — further evidence requested that  maternity implementation with completed learning-response examples tracing family  further PSIRF

PSIRF is embedded. September Trust baseline: Compliant. Trust involvement, communication of findings, actions, changes in practice and impact implementation

progress and response: The Trust confirms that PSIRF is embedded in | evaluation. Explicitly evidence the neonatal position. Include updated action and and learning-

maternity services. The perinatal governance framework defines the family-engagement trackers, relevant approved documents, audit findings and follow- impact evidence

arrangements (EV-16), and the September Q1 PQOM demonstrates | through on Q1 outstanding actions. Retain Board scrutiny and decisions; maintain to Trust Board. 31

processes operating in practice (EV-19, pp.23-28; EV-20, PDF interim oversight and describe January reporting as planned in the 31 December 2026 December 2026:

pp.153-158): triangulation of review findings, learning shared through | return. national progress
In progress Amber  EV-19, EV-20, EV-16 the July Bereavement newsletter and fetal-monitoring training, action- submission.

review and quoracy arrangements, and parental-engagement tracking.

Regional review on 19 October assessed 8.1 as partially compliant and

requested evidence of embedded implementation. This is an evidence-

assurance difference, not confirmation that PSIRF is absent from

maternity. Further evidence of consistent implementation, completed

family communications and learning impact will be provided in the next

Q2 report. As 8.1 covers both maternity and neonatal services, the

neonatal implementation position should also be explicitly evidenced.

September Board papers assessed as additional evidence for Address complaint-response timeliness as an urgent priority and agree a recovery 14 January 2027:

Submission B (not assessed in Submission A). Regional position (19 plan with named owners, deadlines, backlog oversight and escalation. Ensure updated

October 2026): Partially compliant — complaint timeliness identified as |learning and safety actions do not await the final complaint response; trace examples |complaints and

an urgent priority, with concern about timely implementation of learning ' from complaint/theme identification through action, change in practice and impact learning

and demonstration of impact. September Trust baseline: Compliant. evaluation, including dates. Provide evidence of completed learning briefs, assurance,

Trust progress and response: Regional review on 19 October assessed communication audits and Listening and Learning Group activity, together with current  including

8.2 as partially compliant and identified complaint-response timeliness  response timeliness and service-user feedback. Present progress and response to response to

as an urgent priority, with concern about timely action on learning and | regional feedback within Q2 PQOM to Trust Board on 14 January 2027, retaining regional

demonstration of impact. September Board Q1 PQOM (EV-19, scrutiny, decisions and follow-through. January reporting is an assurance checkpoint, assessment,

pp.25-34; EV-20, PDF pp.155-164) provides evidence of thematic not the start of urgent action; maintain interim governance oversight. Record January within Q2 PQOM
In progress Amber EV-19, EV-20 review and planned complaint-related learning actions, including pain- | reporting as outstanding in the 31 December 2026 return. to Trust Board. 31

related learning briefs, communication audits and the proposed December 2026:

Listening and Learning Group. It does not confirm completion or national progress

measurable impact of these planned actions. The maternity experience submission.

improvement plan was Red-rated pending refresh. Delayed complaint

responses do not alone establish absence of learning; further evidence

is needed to show that learning and safety actions are identified and

implemented promptly, without waiting for final complaint closure. The

updated timeliness recovery and learning-impact position will be

included in Q2 PQOM to Trust Board on 14 January 2027.

September Board papers assessed as additional evidence for Retain the July Bereavement newsletter, training materials and 14 January 2027:

Submission B (not assessed in Submission A). September Board Q1 dissemination/attendance records as evidence of learning already shared. Obtain the required

PQOM provides examples of learning taking place (EV-19, pp.23-28; | completed Q1 duty-of-candour/debrief review and current parental engagement assurance paper

EV-20, PDF pp.153-158). Learning from a case where a partogram tracker showing offers, completed discussions, communication of findings and follow- | to Trust Board.

was not used was shared in the July 2026 Bereavement newsletter. A up, including exceptions. Make named-family-contact and early senior-manager Underlying action

case involving CTG interpretation and escalation led to a supportive  candour responsibilities explicit; evidence staff preparation for compassionate completion dates

conversation, individualised learning and inclusion in fetal-monitoring  debriefing. Confirm delivery of September-dated learning actions and evaluate and accountable

training. Review findings were triangulated with incidents, complaints, ' whether learning changed practice through follow-up audit and family feedback. leads to confirm.
In progress Amber  EV-19, EV-20 claims, audits and family feedback; a parental engagement tracker was ' Report outstanding actions and learning impact through perinatal governance and

in place to oversee contact, follow-up offers and sharing of outcomes.  Board assurance. Present the required assurance paper and supporting evidence to

These demonstrate learning activity and strengthened engagement Trust Board on 14 January 2027. Confirm accountable leads and completion dates for

processes, but do not establish that all affected families received underlying actions; the Board reporting date is not confirmation that every action will

completed compassionate debriefs, a named key contact or early be complete.

senior-manager candour. Communication of review outcomes and
action closure remained outstanding; a review of Q1 duty-of-
candour/debrief cases was due 30 September 2026. Subsequent

~omnlatinn and cuictainad laarnina imnact raciiira avidanco
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Submission B assessment: the triage audit-and-reporting requirement | Retain the regional submission/receipt record with the evidence pack and September | Audit received by
is assessed as met. The completed audit and benchmarking position,  Board minutes showing scrutiny and decisions. Continue delivery and monitoring of ~ Trust Board on 10
including staffing and clinical-capacity gaps and an improvement plan, | the audit improvement plan, including staffing, clinical capacity, timeliness and equity | September 2026

were received by September Trust Board. The Trust confirms that the  actions; escalate residual service risks through established governance. Keep and shared with
September Board pack containing the audit was included in the completion of the audit-and-reporting requirement distinct from the wider triage regional NHS
evidence pack sent to regional NHS England. September Board implementation programme. England (Trust-
Complete Green EV-01, EV-06, EV-20 evidence is assessed here as additional assurance not incorporated in confirmed;
Submission A. Green relates to completion and reporting of the audit, submission
not full implementation of all triage standards: the audit reported 75% date/reference to
overall compliance and Amber service-delivery confidence. Regional retain). Ongoing
submission is confirmed by the Trust; the transmission/receipt record improvement-plan
has not been supplied here. milestones
monitored through
Anvernance
Submission B assessment: the Board oversight and reporting Sustain monthly PQOM and quarterly triage reporting and retain Board scrutiny, Monthly PQOM
requirement in 9.2 is assessed as met using the additional September ' decisions and follow-through. Ensure reports explicitly cover all measures named in  and quarterly
Board evidence, not assessed in Submission A. September Board 9.2: waiting, assessment and review times, redeployment, delays, outcomes and triage reporting
received the triage assurance and benchmarking position (EV-20, PDF | inequalities. Track outstanding selected-metric, experience-of-delay and equity from September

pp.64-65,109,127-130; related audit EV-06). All Principle 10 data-and- actions with owners, dates and impact measures. Keep wider service-implementation | 2026; confirm due
measurement standards were reported as fully evidenced, including risks distinct from achievement of the Board oversight requirement, while escalating  dates for

Complete Green EV-06, EV-20 collection and review of triage metrics, demographic information and risks that could undermine sustained reporting. outstanding
governance arrangements; quarterly reports from September and metric, delay-
monthly PQOM reporting were documented. Green reflects experience and
achievement of this oversight requirement, not completion of every equity actions.

triage service improvement. Ongoing reporting will monitor outstanding

triage improvements and escalate risks. The September Partially
comnliant haseline is nresened

Completed at baseline

Completed at baseline

The Annual Mortuary Report is being prepared for Quality and Finalise the Annual Mortuary Report for Q&P on 26 November 2026 and onward 26 November

Performance Committee on 26 November 2026, with onward reporting | presentation to Trust Board on 14 January 2027. Following Q&P consideration, add  2026: planned

to Trust Board on 14 January 2027. This demonstrates progress in the final report and relevant minutes to the Evidence Log and reference them in Q&P receipt of

preparation and the planned governance route only. The draft is not Submission B. The final report should evidence continuing oversight, the retrospective final Annual

being submitted as supporting evidence and is not relied on here to incident-review position, national/audit action progress, current risks, mitigations and  Mortuary Report.
In progress Amber substantiate completion of the retrospective incident review or closure | accountable owners. Maintain interim oversight and escalation; ensure the December |14 January 2027:

of national/audit actions. The final report will be provided as evidence  return reflects evidence available and appropriately approved at submission, without  planned Trust

only after it has been received by Q&P. Committee and Board receipt, | presenting January Board reporting as completed. Board

scrutiny and decisions remain pending. presentation. 31

December 2026:

national progress
sithmission
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***CORPORATE - Recipients Have Full Control***

Evidence Log - Supporting Evidence Submission

The evidence log should be used to list and reference the evidence for each action. The location or link reference should clearly identify where the evidence can be found; assurance notes should explain what the evidence
demonstrates. The evidence quality field should indicate whether the evidence is strong, adequate, limited or not available. Evidence may support more than one deliverable where appropriate. Trusts are encouraged to use

existing evidence and established governance documentation wherever possible. Trusts should use the minimum evidence necessary to demonstrate assurance.

Log each piece of supporting evidence here. Reference the Evidence ID against the relevant row in the Baseline Assessment and Progress Report as needed. Please note the evidence submitted should be accessible externally

Evidence Quality

(to the trust).

Evuli;nce m Evidence Type Document / Meeting / Dataset mm Location / Link Reference

Maternity Triage: Board-Level Audit and

Assurance Report in

Response to the NHS England System
EV-01 9,1 benchmarking document | Letter prepared for executive review
EV-02 1, 2, 3, 5, 6, Committee assurance rep Initial assurance position and proposed re

Annex 3 - Board Assurance Statement
EV-03 10.1, 10.2 |Board assurance statemel for NHS Provider Trusts

CEO Covering Letter - Mortuary

Oversight 31 July 2026 and email receipt | 31T00:00:00.

EV-04 10.1, 10.2 | Chief Executive covering | of submission

July 2026 FINAL Boardbook — Perinatal
Quality Oversight Report Exceptions,
EV-05 2.1, 2.2, 2.3 Published Trust Board paj April 2026 Quarter 4

. |Evans, Trust

Collette Townsend

Matt Holdaway, Ch Attached file: Report_to_PDG 08.07.

Kevin McNamara,

Chief Executive /

Accountable

Officer; Deborah | Supplied attachment: Annex 3 -
Board Assurance Statement for
Chair NHS Provider Trusts.docx

Supplied attachment: CEO
Kevin McNamara, Covering Letter - Mortuary
Chief Executive Oversight 31 July 2026.docx

Matt Holdaway,
Chief Nurse and
Director of Quality
/ Board Perinatal
Safety Champion;
Sarah Ashwood,
Perinatal Quality
and Governance

Lead; Suzie Cro, | https://www.gloshospitals.nhs.uk/m
Director of Quality |edia/documents/July_2026_FINAL-

Governance Boardbook.pdf

Assurance Notes

Paper to the Executive Led

Perinatal Delivery Group which was

to accomapy the assessment to

Board. Adequate
PDG paper provides the Trust positic Adequate
Confirms clear cross-service

mortuary responsibilities, quarterly

HTA governance, review against

the 29 NHS-relevant Fuller Inquiry
recommendations, Moderate

internal-audit assurance, accepted
time-limited actions, Board

oversight and submission by 31

July 2026. Does not explicitly

evidence a review of incident

records over the past 10 years. Strong
Formal submission letter confirms

Board consideration of mortuary

oversight, post-death care and

Fuller Inquiry requirements;

ongoing executive and Board

oversight; time-limited improvement

plans; and escalation through

established risk and quality Strong
Presented to Irust Board for

oversight and discussion after
review through the Perinatal
Oversight and Assurance Meeting,
Perinatal Delivery Group and
Quality and Performance
Committee. Evidences perinatal
exceptions and improvement
activity, inequality signals by
ethnicity and deprivation, workforce-
acuity/red-flag oversight, and active
governance of service suspensions.
Published Board minutes should be
retained to evidence discussion and
decisions. Strong
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LUITIPIELIEU vasenne dudit daiiu yap
analysis against the ten national
triage principles. Reports 75%
overall compliance and Amber
delivery confidence; no immediate
unmanaged safety risks;
reasonable assurance from existing
leadership, governance and
improvement infrastructure. Highest
risks are staffing, 15-minute
assessment timeliness, service-
user voice, equity monitoring and

Matt Holdaway, data maturity. A 12-month
Chief Nurse and implementation plan and quarterly
Director of Quality reporting route are defined. Update
/ Board Safety for Submission B: Trust confirms
Champion; Zita September Board receipt and that
Martinez, Director ' Supplied attachment: 07. Triage the September Board pack
of Midwifery; Assurance Board paper for containing the completed audit was
Collette PDG.pdf; scheduled for Trust Board | shared in the regional evidence
Townsend, in Sept 2026 pack. Specific Board decisions and
Matron, Triage, https://www.gloshospitals.nhs.uk/m | the regional transmission/receipt
Maternity Triage: Board-Level Audit and ' 2026-08- Day Assessment | edia/documents/2026-09-03_13-59- record should be retained; these
Assurance Report in Response to the 12T00:00:00. and Antenatal 17_FINAL- records have not been supplied
EV-06 9.1, 9.2, 9.3 Board-level audit and asst NHS England System Letter 000Z Clinic Boardbook_epmSvac.pdf here. Strong

Discussed at PDG tor onward
assurance to Trust Board.
Consolidates workforce, training,

Matt Holdaway, neonatal staffing, incidents and
Chief Nurse and reviews, service-user voice, equity,
Director of care bundles, governance, culture
Quality; Sarah Supplied attachment: 08. Quarterly |and leadership. Provides detailed
Ashwood, PQOM - Q1 2026 Final for Q1 metrics, residual risks, controls

Perinatal Quality PDG.pdf; scheduled for Trust Board and dated actions. Assurance
and Governance | agenda on 12 September 2026 Link remains developing in several
Lead; Suzie Cro, | https://www.gloshospitals.nhs.uk/m | areas; Trust Board consideration on

Perinatal Quality Oversight Model 2026-08- Director of Quality |edia/documents/2026-09-03_13-59- | 12 September 2026 and the
Report — Quarter 1 (April-June 2026 12T00:00:00. Governance; 17_FINAL- resulting minutes/actions are still
EV-07 2.1, 2.2, 2.3 Quarterly perinatal quality data) 000Z Perinatal Team Boardbook_epmSvac.pdf required. Strong

Provides integrated Board
assurance on midwifery, obstetric,
neonatal and anaesthetic staffing.

Rachael Glasson, Confirms 89.6% mandatory
Deputy Regional consultant presence, 100% locum-
Chief Midwife, audit compliance, 100% 24/7 duty-
NHS England anaesthetist compliance and
South West, on compliant neonatal medical staffing.
behalf of Identifies a 2.69 WTE Birthrate Plus
GHNHSFT; deficit, potential 26% training uplift,
presented by Matt ' Supplied attachment: 08. Six neonatal QIS at 62.6% versus 70%
Six Monthly Midwifery, Maternity and Holdaway, Monthly Perinatal Staffing Report  |BAPM, variable acuity compliance
Neonatal Staffing Report — October 2025 Director of Quality 117 04 14 v1.0 (1).pdf; received by  and workforce plans still in
EV-08 6.1, 6.2, 6.3 Six-monthly integrated wo| to March 2026 July 2026 and Chief Nurse | July 2026 Trust Board development. Strong
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Publicly accessible Trust webpage
supporting evidence that Martha’s
Rule has commenced and that
information is available to patients,
families and carers. It strengthens
communications assurance but
does not by itself confirm complete
Gloucestershire https://www.gloshospitals.nhs.uk/yo ' coverage across every maternity

Martha’s Rule — Gloucestershire Accessed 14 Hospitals NHS ur-visit/staying-us/during-your- setting, neonatal implementation,
EV-09 1,1 Public patient information Hospitals NHS Foundation Trust Aug 2026 Foundation Trust | stay/marthas-rule/ staff training or operational testing. ' Adequate
The revised maternity
Link to website communication pack consistently
https://www.gloshospitals.nhs.uk/yo |lists 0300 422 2222 for rapid review
ur-visit/staying-us/during-your- and confirms 24/7 availability. The
stay/marthas-rule/ - Supplied materials support mothers, babies,
attachments families and carers by explaining
Marthas_Rule_ADULT_easy_read_ deterioration, escalation to the care
A4-compressed-maternity.docx; team and the right to request a
Marthas_Rule_ADULT_leaflet_ A4_ further rapid review. Used with the
Martha’s Rule maternity easy-read Gloucestershire Editable-maternity.pdf; maternity SOP, the pack supports
guide, maternity leaflet and maternity Reviewed 14 | Hospitals NHS Marthas_Rule_ADULT_Poster_A4_ | evidence of implementation across
EV-10 1,1 Patient communication pa poster Aug 2026 Foundation Trust | Editable-maternity (1).pdf the mother-and-baby pathway. Strong

Perinatal staff have access to the
internal dashboard to review
perinatal health-inequality data and
identify variation. Supporting
governance reports, minutes and
Gloucestershire  https://ghtreporting.glos.nhs.uk/das |action tracking are required
Confirmed 14 Hospitals NHS hboard/perinatal-health-inequalities- | separately to evidence six-monthly

EV-11 23,52 Internal data dashboard | Perinatal Health Inequalities Dashboard | Aug 2026 Foundation Trust dashboard Board review and resulting action. | Adequate
I'he July Board pack contains the

approved May Board minutes and
subsequent maternity assurance. It
records all eight Section 31
conditions assessed as fully met
and sustainably embedded, routine
monitoring of a “fresh eyes”
variance at 75% against an 85%
target with tracked corrective
actions and escalation thresholds,
and Board follow-up on triage
estates, newborn life-support

Matt Holdaway, recovery, homebirth restoration,
May 2026 Trust Board minutes Chief Nurse and inequalities and PMRT backlogs.
published in the July 2026 Boardbook — Director of https://www.gloshospitals.nhs.uk/m | Together with EV-13, it
Maternity Regulatory Compliance and Quality; Trust edia/documents/July_2026_FINAL- |demonstrates recurring reporting
EV-12 2.2, 2.3, 6.6 Published Trust Board mir Perinatal Quality Oversight May 2026 Board Boardbook.pdf and tracked follow-through. Strong
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EV-13

EV-14

EV-15

***CORPORATE - Recipients Have Full Control***

May 2026 FINAL Boardbook — maternity

2,2 Published Trust Board pac reports and March 2026 Board minutes

GHNHSFT Maternity Services Deep

3,1 CQC engagement presen’ Dive — CQC Engagement Meeting

Maternity Call for Concern —

1,1 Standard operating procec¢ implementing Martha’s Rule

May 2026

27.07.2026

Issued 01
Apr 2025

Matt Holdaway,
Chief Nurse and
Director of
Quality; Trust
Board

Kevin McNamara,
Chief Executive;
Chief Nurse and
Medical Director;
maternity
leadership team

Zoe Robinson;
Maternity
Department;
approved by
Clinical
Effectiveness
Assurance Group

https://www.gloshospitals.nhs.uk/m
edia/documents/2026-05-07_10-21-
36_FINAL-Boardbook.pdf

Supplied attachment:
GHNHSFT_Maternity Services
CQC Enagagement Meeting.pptx

Supplied attachment:
SOP_Worries_and_Concerns_Mate
rnity_-_Final.doc

I'he May Board pack contains the
Perinatal Oversight and Section 31
maternity reports plus March Board
minutes. It evidences monthly
reporting to the CQC and Maternity
Delivery Group, assurance through
Quality and Performance
Committee, action trackers
reviewed at each meeting, progress
against the eight conditions, and
closure of specific workstreams
including agency-staff induction and
MEWS audit compliance. The
subsequent July pack demonstrates
continuation of this reporting and

action cycle. Strong
Slide 3 explicitly states joint

executive responsibility and shared
accountability between the Chief
Nurse and Medical Director for
maternity safety, quality, experience
and improvement. It describes one
executive view across midwifery,
medical, neonatal and operational
leadership; one Board-level view of
risk; and escalation from PDG
through committees to Board. The
CEO provided the welcome and
introductions for the CQC

engagement meeting. Strong
DeTines the maternity Cail tor

Concern pathway for women,
families and carers. Switchboard
routes calls to the Flow Midwife,
with fallback escalation after two
unanswered attempts to the CDS
Midwife in Charge. The Flow
Midwife triages concerns and may
escalate to obstetric or neonatal
registrars/consultants. Calls and
outcomes are logged for audit
monitoring, and medical, midwifery,
nursing and Switchboard
responsibilities are defined. Version
1.0 shows a review date of 08 May
2025, so current review and
approval status should be
confirmed. Adequate
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EV-16

EV-17

EV-18

***CORPORATE - Recipients Have Full Control***

Perinatal Services Governance and
Accountability Framework — Perinatal
8.1,8.3 Perinatal clinical governar Clinical Governance Framework

NHSE regional Information slides for
5,1 programme information | Participants_v2.pptx

Regional clarification: Perinatal Equity
and Anti-Discrimination Programme
5,1 NHSE regional email timetable and launch event

Version 1;
date not
stated in
supplied
copy

Date not
stated;
receipt date
to confirm

Email date
not supplied

Perinatal
Services,
Gloucestershire
Hospitals NHS
Foundation Trust

NHS England
regional team

Supplied attachment:
PERINATAL_SERVICES_Governa
nce_and_Accountability_framework
_Final_version_v2_1.docx

(sender confirmed Supplied attachment: Information

by Trust)

Rachael Glasson,
Deputy Regional
Chief Midwife &
Improvement
Lead, NHS
England — South
West

slides for Participants_v2.pptx

Email text supplied by Trust; retain
original regional email in externally
accessible evidence repository

LINKS perinatal services to the 1rust
PSIRF, incident-reporting, learning-
response and duty-of-candour
systems. It requires compassionate
engagement, structured family
notification and consent, apology
and reasonable support, MNISA
information/referral support, and
use of patient/family feedback in
continuous learning and
improvement. It does not explicitly
state that every affected family
must receive a named key contact
or that early candour must be led by
a senior manager; these controls
require clarification or separate

evidence.
Sliaes b—7 describe programme

delivery, participant groups and
indicative intake timeframes. Senior
leaders: up to 7 per site, with up to
2 additional implementation leads;
guideline/governance leads: 2 per
site covering maternity and
neonatal; clinical leaders: 8—14
places according to Trust birth
numbers. Training includes 2 in-
person days for each group and
action learning sets. Supports
participation and staff-release
planning, but does not establish this
Trust's intake date, nominations,
approved release/backfill,
attendance or completion. Retain in
an externally accessible evidence

location.
Following regional review of the 10

Point Plan submissions, the sender
confirms the programme is due to
start at the beginning of 2027/28
and refers to slide 6 for expected
participants. Launch event: 3
November at 10:00; year
interpreted as 2026 from the
November 2026 reporting context.
Invitation sent to Directors/Heads of
Midwifery; contact the regional
generic inbox if missing. Supports
regional timing and preparation
requirements, not Trust
nominations, staff-release approval,
attendance or completion.

Strong

Limited

Adequate
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EV-19

21,22,
23,53,
6.3, 6.6,
8.1,8.2,
8.3,5.2,
6.2,6.4,
6.5,6.7

September Trust Board
PQOM report

***CORPORATE - Recipients Have Full Control***

Perinatal Quality Oversight Model
Report — Quarter 1 (April-June 2026
data); September Board version

Matt Holdaway,
Chief Nurse and
Director of
Quality; Sarah
Ashwood; Zita
Martinez; Suzie
Cro; Perinatal
10 sep 2026  Team

Supplied attachment:
11.00_Quarterly PQOM - Q1 2026
2.pdf; retain Board copy in
externally accessible evidence
repository

Submission B of the Q1 PQOM
received by September Trust
Board, as confirmed by the Trust
and corroborated by EV-20 (agenda
item 11; PQOM from PDF page
131). Cover specifies 10 September
2026; Trust confirms Board receipt.
Related to EV-07, but this supplied
Board version must not be counted
as independent corroboration or
new post-baseline activity. Pages
1-3: developing assurance and Q2
evidence required. Pages 15-16:
neonatal rota gaps, nursing fill 70%,
QIS 57%, vacancies 13.73 WTE.
Pages 23-28: review/learning,
parental engagement tracker,
outstanding communication and
action closure; learning actions due
30 September. Pages 29-34:
experience plan risks, planned
Listening and Learning Group,
MNVP outreach and interpreter
data limitations; not a complete
ethnicity/deprivation outcomes
analysis. Pages 37-38: incomplete
Maternal Care Bundle
benchmarking, epilepsy 49%,
mental-health gaps, March 2027
trajectory. Does not establish Board
decisions, attendance, post-
September completion or response | Strong
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EV-20

EV-21

EV-22

21,22,
23,53,
6.3, 6.6,
8.1,8.2,
8.3,5.2,
6.2,6.4,
6.5,6.7,
9.2,9.1

6.3,6.4,
6.6,6.7

September public Trust
Board pack

Working draft — not

submission evidence

October Q&P workforce
evidence

***CORPORATE - Recipients Have Full Control***

FINAL Boardbook — 10 September 2026

Mortuary and Care After Death Annual
Assurance Report 2025/26 — draft

17.00_Perinatal Workfroce Plan- QPC
October 2026 V3.pdf

10 sep 2026

Draft; not yet
received by
Q&P

Submitted to
Q&P 29
October
2026 (Trust-
confirmed)

Gloucestershire Supplied attachment: 2026-09-
Hospitals NHS 03_13-59-17_FINAL-
Foundation Trust; Boardbook_epmSvac Sept
Trust Board 2026.pdf

Professor Mark Working attachment only — do not
Pietroni (sponsor); include in regional evidence

report authors submission

Chief Nurse;

Medical Director;

Director of

Midwifery / Supplied attachment:

perinatal 17.00_Perinatal Workfroce Plan-

workforce leads QPC October 2026 V3.pdf

LUUTILS @S Suppuitlly Sviushive vl
Submission B of September Board
reporting and oversight. Trust
confirms the report was seen by
Board. PDF page 1: agenda item
11 lists PQOM and the 10-point
plan (11a). PDF page 61: 10 Point
Plan Board Assurance Update.
PDF page 131 onwards: Q1 PQOM
covering April-June 2026. Read
with EV-19 for detailed assurance,
gaps and actions. The pack
corroborates inclusion in the Board
reporting route; the same PQOM
should not be counted as a
separate independent clinical
dataset. September meeting
minutes remain the source for
specific decisions and attendance.
Updated evidence is needed only to
substantiate subsequent action
delivery/current position. For 9.1,
the Trust confirms this Board pack,
including the completed triage
audit/benchmarking, formed part of
the evidence pack sent to regional
NHS England. Submission date and
transmission/receipt reference have
not been supplied here.

Reviewed solely to establish that
report preparation is underway. Not
cited as supporting evidence for
Submission B. Replace with the
final report and governance receipt
details only after Q&P
consideration, as instructed by the

Trust.
October Q&P workforce

requirements paper: safety/quality
approval sought. Describes
maternity and neonatal workforce
requirements, risks, interim
mitigations and proposed delivery
arrangements. Trust confirms
submission to October Q&P and
planned onward 4A reporting to
Board. Committee
decisions/minutes and final Board
4A report not supplied; submission
is not assumed approval or
implementation.

Strong

Limited

Adequate
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EV-24

EV-25
EV-26
EV-27
EV-28
EV-29
EV-30

18/22

6.3, 6.4, October Q&P workforce
6.6, 6.7 evidence
October Q&P workforce

6,4 evidence

6.3, 6.6, October Q&P workforce
6.7 evidence

***CORPORATE - Recipients Have Full Control***

17.01_Appendix 1 - Glos Midwifery
Workforce Plan QPC October 2026
(1).pdf

17.02_Appendix 2 - Glos Midwifery BR
plus report December 2025.pdf

17.03_Appendix 3 - Neonatal workforce
paper August 2026.pdf

Submitted to
Q&P 29
October
2026 (Trust-
confirmed)

01.12.2025

Submitted to
Q&P 29
October
2026 (Trust-
confirmed)

Chief Nurse;
Medical Director;
Director of
Midwifery /
perinatal
workforce leads

Chief Nurse;
Medical Director;
Director of
Midwifery /
perinatal
workforce leads

Chief Nurse;
Medical Director;
Director of
Midwifery /
perinatal
workforce leads

Supplied attachment:
17.01_Appendix 1 - Glos Midwifery
Workforce Plan QPC October 2026
(1).pdf

Supplied attachment:
17.02_Appendix 2 - Glos Midwifery
BR plus report December 2025.pdf

Supplied attachment:
17.03_Appendix 3 - Neonatal
workforce paper August 2026.pdf

Detailed midwifery workforce plan,
applying December 2025 Birthrate
Plus and professional judgement,
including 26% uplift, service/skill-
mix and specialist capacity
proposals. This supports planning,
not achievement of the full
establishment requirement. Trust
confirms submission to October
Q&P and planned onward 4A
reporting to Board. Committee
decisions/minutes and final Board
4A report not supplied; submission
is not assumed approval or

implementation.
December 2025 Birthrate Plus

baseline: required 283.74 WTE
versus an existing establishment of
281.05 WTE at 21% uplift, deficit
2.69 WTE. This baseline
comparison does not represent the
full later locally adjusted workforce
requirement. Trust confirms
submission to October Q&P and
planned onward 4A reporting to
Board. Committee
decisions/minutes and final Board
4A report not supplied; submission
is not assumed approval or

implementation.
Neonatal nursing, medical,

advanced-practice, outreach, AHP
and infant-feeding plan. Reports
consultant establishment 6.10 WTE
versus 7.00 minimum and weekend-
cover gaps. Proposals are not
completed recruitment or
achievement of the full
establishment requirement. Trust
confirms submission to October
Q&P and planned onward 4A
reporting to Board. Committee
decisions/minutes and final Board
4A report not supplied; submission
is not assumed approval or
implementation.

Adequate

Adequate

Adequate
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Action

***CORPORATE - Recipients Have Full Control***

Deliverable

The trust continued to operate a monthly cycle of collecting and analysing the latest available maternity and

= Trusts are not asked to submit any evidence for this action as data will be collected via the national Martha's rule
programme team. It is however expected that providers attend the launch webinar to undertstand process and next
steps and continue work with the Martha's rule team to commence roll out.

Suggested evidence

Action 2

21 neonatal clinical audit, patient outcome and experience data, including but not limited to, FFT, CQC survey |- Analytical reports
findings when available, local intelligence from MNVPs and targeted outreach?
The trust board continuing to receive and publish a regular report that brings these sources of intelligence

2,2 together, and can it demonstrate the decisions, actions or escalation resulting from its scrutiny, including how | = Board report and minutes
progress and impact are tracked?

23 [The insight and audit data by ethnicity and deprivation and does the board scrutinise variation? |- Soard repert and minutes

51

Have staff been released to complete the Perinatal Equity and Anti-Discrimination Programme with full

across idli inary teams?

* Quarterly MIS thematic report

* Board ToR
= Job plans

= Job plans

= Minutes of Executive board meetings

= Board report and minutes

Action 5

52

The trust board regularly reviewing and acting on trends identified by their inequalities data dashboards every
6 months?

= Board report

= Quarterly MIS thematic report

= Equity dashboard reports
= Core20PLUSS5 reporting

» Maternity equity action plans

53

Is the trust board receiving reviewing and acting on (at the relevant delegated committee) quarterly reports.
on implementation of the Maternal Care Bundle?

Is the board assured that any actions identified through the urgent review of homebirth services have been
completed and services are safe and of high quality?

* Maternal Care Bundle implementation plans.

= Board Report
= MIS return

= Workforce plan

= Biannual workforce papers

» Staff experience survey

= Cappuccini-style assurance exercise

+ Database

= Workforce plan

» Staff experience survey

= Biannual workforce papers
* BAPM workforce standards compliance

= BR+ review and workforce plan
= Biannual workforce papers

» Staff experience survey

= Workforce plan

* Biannual workforce papers
= Cappuccini-style assurance exercise

= Board report and minutes

= Biannual workforce papers
« Cappuccini-style assurance exercise

= Board report and minutes

= Biannual workforce papers
= Cappuccini-style assurance exercise

= Board report and minutes

Action 7

Where significant risks have been identified, have they been communicated with the Regional NHSE team?

Has the trust board completed and reported to NHSE regions an au cluding dedicated staffing and

= Correspondence

= Board report and minutes

= A Trust-wide SOP for PSIRF is implemented across Maternity and Neonatal Services

= PSIRF implementation within Maternity and Neonatal Services, governance and review processes.
= Process for sharing outcomes and learning from PSIRF reviews with women and families.

= Mechanisms to identify, monitor and learn from positive practice and areas of improvement.

= Board report and minutes

= Thematic reviews of complaints and concerns using a learning-focused and inquisitive approach.
* Recommendations arising from thematic reviews are monitored, reviewed and acted upon.

= Board report and minutes
= Debrief guidance

= Education and Training for Staff involved in debriefing women and families

Action 9

9,1 clinical capacity with a focus on ensuring that matemnity triage services are i safe, and |- Triage ing tool template
appropriately resourced?
9.2 Does the trust board have clear oversight of triage quality and performance, supported by regular data on - Board paper
" waiting times, assessment and review times, redeployment, delays and outcomes? pap!
93 Is the trust on track to implement improvements in line with national triage guidance to ensure women have | Plan and progress reports

consistent access to high-quality, responsive triage across the NHS within 12 months?

= Assurance statement

=Board Report

*Review report
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BOARD DRAFT ¢ ALIGNMENT REVIEW

Compared with DRAFT Board 10 point plan Nov 2026.docx  Review 3 November 2026  Source assessments preserved

Conclusion: numerical alignment confirmed; resolve date, timetable, funding-deadiine and evidence/approval traceability before finalisation.

Measure Workbook Draft

Deliverables 26 26

Completed at baseline 9 9

Complete / Green 2 2

In progress / Amber 15 15

Trust baseline compliant 12 12

Regional baseline compliant 9 9

RECONCILIATION & APPROVAL CHECKLIST » t

D Priority Draft / workbook reference

ROL Resolve before approval  Draft executive summary; §§5,7,9 / 8 rows
13,33,34; EV-19

RO2 Resolve before approval  Draft executive summary; §62,5-7 / B rows
13,19-28,33-35

R03 Resolve before approval  Draft §6 action 6 / B row 25; EV-22-EV-24

RO4 Resolve before approval  Draft §4 / B row 37; EV-06, EV-20

ROS Resolve before approval  Draft purpose; recommendations; §9 / B
D3:D4; Summary C38:C39

RO6 Clarify drafting Draft §2 compared with executive summary
and §7

RO7 Strengthen Board decision  Draft recommendations and §6 action 5 / B
row 18

RO8 Strengthen action control  Draft §7 / all 15 Amber rows

R09 Evidence housekeeping Draft §2 final checks / Evidence log EV-01, EV-
07, EV-11, EV-21

R10 Preserve assurance Draft §§4,5,8 / B rows 34,37-38

distinction

Scope: document-to-workbook consistency re

Check

Matches
Matches
Matches
Matches
Matches
Matches

Finding

Draft says regional feedback communicated 16 October; workbook
repeatedly describes regional review on 19 October. Ratings agree,
dates do not

Draft anticipates enhanced Q2/workforce scrutiny in November before
submission. Workbook specifies 14 January 2027 Board checkpoints.
These can coexist, but pre-submission papers, dates and outputs are
not vet traceable

Draft specifies midwifery funding commitment by 23 December 2026.
This deadline is not recorded in the workbook action or evidence-log
notes: neonatal fundine dates remain outstandine.

Draft states triage materials were submitted by 25 September and that
the 16 October email confirms receipt/review. Workbook records Trust
confirmed submission but says transmission/receipt reference was not
suoolied.

Draft endorses a 31 October snapshot, but workbook header gives a
proposed November sign-off and broad Sept-Dec period. Named-
executive field currently says Trust CEO rather than a named signatory.

Section 2 names Quality and Safety Committee; other sections and
workbook use Quality and Performance Committee (Q&P).

Workbook asks November Board to agree PEADP multidisciplinary
participation, protected release/backfill planning, 2 lead and interim
governance, with plan to January Board. Main draft recommendations
onlv eive broad accountability wordine.

Draft proposes a single action plan with named executive/operational
leads, completion dates and escalation thresholds. Workbook
narratives identify required actions but do not consistently supply
these fields; January reporting dates are not completion dates.

Evidence log still has accessibility/receipt details to resolve: EV-01
location blank, internal EV-11 needs an externally accessible extract,
EV-07 notes Board 12 September versus EV-19/20 10 September. EV-
21 is exolicitly draft-only.

Recommended resolution

Use the source correspondence to distinguish assessment date from
communication date. Reconcile narrative and evidence-log wording;
do not overwrite historical ratines.

State the November/December committee timetable separately from
the 14 January Board timetable. Only received, scrutinised and
appropriately approved evidence can support the December
assessment.

Confirm authority and source for 23 December. If retained, add the
funding-decision milestone and accountable lead to 6.4; keep it
distinct from recruitment. imolementation and Januarv assurance.
Retain the correspondence and submission manifest showing triage

clusion, then update evidence references. Until retained, label the
specific submission timing and coverage as Trust-confirmed, not
indeoendentlv verified.

Record assessment cut-off 31 October, proposed Board consideration
12 November and final approval/submission as distinct stages.
Populate actual named executive and approval date only when
confirmed

Confirm the correct committee title and use it consistently, or
explicitly explain separate committee roles.

Add an explicit decision on PEADP preparation and staff-release

Evidence / confirmation required

Dated regional correspondence; record both dates if valid.

Committee agenda, final paper versions, receipt dates, minutes and
final approval route.

Underlying workforce decision/request and dated funding milestone;
neonatal decision timetable.
Regional email, transmission record and evidence-pack contents;

September minutes.

Confirmed executive signatory, Board decision and final
approval/submission record.

Trust governance route / relevant committee agendas.

Launch attendance record after 3 November; agreed lead,

planning, or clearly cross-refer to the d ht in Appendix 1.
Do not imply attendance or release is already achieved.

Implement a controlled action tracker covering all 15 Amber
deliverables, with leads, underlying milestones, interim controls,
evidence, impact measures and escalation thresholds.

Verify source dates and locations; clarify EV-07 relationship to EV-19
rather than count it as independent corroboration. Keep draft EV-21
excluded until replaced by the final report after Q&P.

raft correctly separates two Green triage from 75%
triage implementation and Amber delivery confidence, and
distinguishes historical experience-plan Red actions from current
Submission B Amber ratings.

w only. Referenced emails, minutes and underlying attachments were not supplied for independent re-validation.

Retain th Confirm current action risks and
interim controls; do not infer that absence of Red deliverables means

absence of service risk.

plan and Board decision.

Approved populated tracker and governance review records; do not
substitute a generic January deadline.

Externally accessible controlled evidence pack; final mortuary report
and 26 November scrutiny when available.

Current experience tracker, triage improvement tracker and
risk/escalation records.
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DELIVERABLE CHECK  ALL 26 REQUIREMEN

Historical baseline and current delivery status are distinct « all nine action groups covered » detail keyed to Board Draft Review checklist

Deliverable

2,1

2,2
23

s
w

61
6,2

o
w

o
)y

o
w

o
>

Trust baseline
Compliant
Compliant

Compliant
Compliant

Compliant

Partially compliant
Partially compliant
Partially compliant
Partially compliant

Compliant
Partially compliant

Partially compliant
Partially compliant
Partially compliant
Partially compliant
Partially compliant
Compliant
Compliant
Compliant
Compliant
Partially compliant
Partially compliant
Partially compliant
Compliant
Compliant

Partially compliant

Completed at baseline
Completed at baseline

Completed at baseline
In progress / Amber

Completed at baseline
In progress / Amber
In progress / Amber
In progress / Amber
In progress / Amber

Completed at baseline
In progress / Amber

In progress / Amber

In progress / Amber

In progress / Amber

In progress / Amber

In progress / Amber
Completed at baseline
Completed at baseline
In progress / Amber

In progress / Amber

In progress / Amber
Complete / Green
Complete / Green
Completed at baseline
Completed at baseline

In progress / Amber

Review outcome
Aligned
Aligned

Aligned
Clarify timing/date

Aligned

Aligned; evidence pending
Strengthen decision
Clarify timing

Aligned; clarify timing

Aligned
Aligned; evidence pending

Aligned; funding pending
Confirm added deadline
Aligned; evidence pending
Aligned; impact pending
Aligned; review pending
Aligned

Aligned

Aligned; date/evidence pending
Aligned; urgent action

Aligned; evidence pending
Rating aligned; receipt pending
Aligned; sustain oversight
Aligned

Aligned

Aligned; final evidence pending

Draft reference
Draft §6 action 1
Draft §6 action 2

Draft §6 action 2
Draft §§5-6; RO1-R02

Draft sponsors; §6 action 3

Draft §6 action 3

Draft §6 action 5; R07

Draft §6 action 5; R02

Draft §6 action 5; R02

Draft §6 action 6
Draft §6 action 6

Draft §§6,8; R02-R03

Draft §6 action 6; RO3

Draft §6 action 6

Draft §§6-8

Draft §6 action 6

Draft §6 action 7

Draft §6 action 7

Draft §§5-6; RO1

Draft §§5-8; RO1,R10

Draft §6 action 8

Draft §§4,6; R04

Draft §§4,6

Draft §6 action 9

Draft §6 action 10

Draft §§6,9; R09

Requirement-specific review
Rollout commenced, not universal completion. Maintain current SOP, communications and monitoring.
Monthly collection/analysis remains completed at baseline; sustain source intelligence and governance cycle.

Baseline reporting remains complete; retain published reports, scrutiny, decisions and impact tracking.
Regional partial compliance and Amber agree. Explicit outcomes AND experience by ethnicity/deprivation, data
limitations, response and impact remain required:; January Board is planned.

Shared Chief Nurse/Medical Director accountability agrees with baseline; confirmation is not new establishment.

September DoM attendance confirmed, Clinical Directors absent; November maternity/neonatal attendance and

participation need minutes and deputy arrangements.

Programme start 2027/28; launch representation is not completed participation. Agree lead, multidisciplinary
and protected ill: January plan remains proposed.

Live dashboard and September equity intelligence do not alone evidence full six-monthly trend review, decisions

and impact. Separate pre-submission scrutiny from January Board.

March 2027 target agrees; ing and el level actions remain incomplete. January

plan presentation is not implementation.

Acute-care consultant-presence requirement remains completed at baseline; sustain monitoring.

Locum audit compliance does not establish a continuously updated Trust-specific tier 2/3 short-term locum

register; owner and update controls required.

Neonatal plan submitted to October Q&P is not funded implementation. EV-25 reports 6.10 WTE consultants

versus 7.00 minimum; retain decisions, nursing/QS trajectory and milestones.

Midwifery funding and implementation gap agrees. Verify 23 December funding deadline; BR+ baseline deficit is

not the full later 26%-uplift requirement.

Explicit 24/7 duty AND trained

with gaps and mitigations.

Integrated workforce, acuity and escalation reporting supports planning; Q&P submission alone does not

establish mitigation effectiveness or elimination of siloed working.

Full review must address non-frontline redirection, specialist absence training/cover and redeployment impact.

Planned January review is not a completed December action.

Keep baseline ; continue oversight and

future change is complete.

Baseline regional sharing remains achieved; maintain current risk, mitigation and agreed-timescale oversight.

assurance still needed,

planning rather than imply every

Trust-confirmed maternity PSIRF embedding is distinct from regional evidence gap. Explicit neonatal
implementation, family communication and learning impact still required.

Complaints timeliness recovery is urgent; learning must not await closure. Retain dated learning-to-impact
examples and confirm current experience-plan Red action position.

Learning examples/engagement tracker do not prove every family has key contact, completed debrief and early
senior-manager candour. Obtain completed case review and follow-through.

Compl is scoped to porting, not full triage Retain regional ptand
Board scrutiny records for stronger draft wording.

Complete/Green oversight agrees. Sustain all named time, redeployment, delay, outcome and inequality
measures; keep wider triage improvement risks visible.

On-track improvement requirement remains completed at baseline; maintain 12-month plan monitoring without
claiming full service implementation.

July assurance-statement requirement remains completed at baseline, separate from continuing oversight
requirement.

Final mortuary report planned for Q&P 26 November, Board 14 January. Draft excluded; retrospective incident
review and action closure remain unsubstantiated until final evidence/scrutiny.
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BOARD PAPER ¢ ALIGNMENT WORDING

Paste-ready amendments to DRAFT Board 10 point plan Nov 2026.docx ¢ attached Word source unchanged ¢ 14 January-linked deliverables covered

Draft location
Executive summary — ADVISE

Recommendations

Section 2 — national requirements

Section 5 — regional response

paragraph

Section 5 — overall assurance

Section 6 — introductory January
sentence

Section 6 — action 2

Section 6 — action 5

Section 6 — action 6

Section 6 — action 8

Section 6 — action 10

Section 7 — reporting and

governance

Section 9 — subsequent oversight

Across draft — other dates and
evidence claims

Amendment
Replace paragraph

Add recommendation

Replace paragraph beginning
Further evidence

Replace paragraph after
regional ratings

Replace paragraph beginning
The current assessment

Replace sentence

Replace assurance cell

Replace assurance cell

Replace assurance cell

Replace assurance cell

Replace assurance cell

Replace paragraphs beginning
The Trust will use and The
enhanced reports

Replace final paragraph

Resolve rather than silently
change

Paste-ready wording

Workbook basis / qualification.

The enhanced Quarter 2 Perinatal Quality Oversight Report and associated workforce assurance are planned for Trust Board Submission B rows 13, 19-28, 33-35, 42. Do not imply confirmed
on 14 January 2027. Interim evidence will continue to be gathered and scrutinised through established perinatal and Quality

and Performance Committee governance before the 31 December 2026 submission. The final Annual Mortuary Report is
planned for Quality and Performance Committee on 26 November 2026, with onward presentation to Trust Board on 14

January 2027. Only evidence available, scrutinised and appropriately approved before submission will support the December

assessment: lanuarv Board receint and decisions remain outstanding.

NOTE the planned Trust Board assurance checkpoint on 14 January 2027 and REQUIRE continued interim oversight, named

accountable leads and separate completion dates for underlying actions. AGREE development of the multidisciplinary
Perinatal Equity and Anti-Discrimination Programme participation and protected staff-release/backfill plan following the
launch, for presentation to that Board, with an accountable lead and interim governance route. Confirm how material
undates will be reviewed and abproved before the national submission on 31 December 2026.

Further evidence will be considered through ished perinatal g
ahead of the December submission. The enhanced Q2 Perinatal Quality Oversight Report and associated workforce

rnance and the Quality and Performance Committee

assurance are planned for Trust Board on 14 January 2027; this is distinct from pre-submission evidence scrutiny. As there is

no scheduled Board meeting in December, the final review and approval route for Submission B will be agreed with the Chair

and Trust Secretary and may include an extraordinary Board meeting. Any material changes require further Board approval

hefore submission

November Q2 scrutiny without agendas and final papers.

Submission B row 18 and January action rows. Proposed
decisions, not approvals already obtained.

Use Quality and Performance Committee consistently. Retain
section 2 on terial ibili
and submission.

The regional review assessed 2.3, 8.1 and 8.2 as partially compliant. All three remain In prog in Submission B.
and family icati
impact evidence are planned within Q2 reporting to Trust Board on 14 January 2027. Validated evidence available and

Further inequalities analysis and response, PSIRF i and

learning and

appropriately approved before submission may inform the December assessment; January receipt and scrutiny will remain

recorded as outstanding.
The current assessment reflects the position at 31 October 2026. Evidence gathering, action delivery and interim scrutiny
will continue during November and December. The final Annual Mortuary Report is planned for Quality and Performance

Committee on 26 November 2026. Q2 perinatal reporting, associated workforce assurance and onward mortuary reporting

are planned for Trust Board on 14 January 2027. The December return will reflect evidence available and appropriately
aooroved at and will identifv Januarv renorting separatelv.

Trust Board reporting on 14 January 2027 is a planned assurance checkpoint, not evidence of completed December actions

or confirmation that every underlying action will be complete. Named accountable leads, interim controls and action-specific

completion dates must be confirmed separatelv.
2.1and 2.2 are Completed at baseline; 2.3 remains In progress/Amber. Further analysis of outcomes and experience by

ethnicity and deprivation, data limitations, the response and impact is required. The Health Inequalities Dashboard and Q2
Perinatal Quality Oversight Report are planned for Trust Board on 14 January 2027. Maintain interim oversight and describe

Januarv Board reporting as outstanding in the December return.
All three requi remain In prog ber. Confirm launch attendance and develop the multidisciplinary
participation and protected staff-release/backill plan for proposed presentation to Trust Board on 14 January 2027;
programme commencement is expected at the beginning of 2027/28. The full six-monthly Health Inequalities Dashboard
review and Maternal Care Bundle implementation plan are also planned for that Board alongside Q2 reporting. Bundle

implementation remains targeted for March 2027. January presentations and decisions remain outstanding at the December

submission

6.1 s Completed at baseline; 6.2-6.7 remain In progress/Amber. Q2 locum-register, neonatal workforce and integrated
workforce/acuity assurance, midwifery establishment assurance, direct 24/7 anaesthetic and trained-assistant assurance,
and the full internal resource-deployment review are planned for Trust Board on 14 January 2027. Funding decisions,
implementation, accountable leads and underlying completion dates remain to be evidenced or confirmed separately.
Continue interim risk oversight; January Board reporting is not completed December assurance.

Al three r remain In prog . Further evidence of maternity and neonatal PSIRF implementation,
learning impact, named family contacts, ications and i

candour is required. Q2 PSIRF and complaints assurance, and the required supporting family-communication/debrief
assurance, are planned for Trust Board on 14 January 2027. Urgent complaints recovery and safety learning continue now

and must not await January reporting or final complaint closure. Record January reporting as outstanding in the December

return

debriefs, and early senior-manager

10.1 is Completed at baseline; 10.2 remains In progress/Amber. The final Annual Mortuary Report is planned for Quality and

Performance Committee on 26 November 2026, with onward Trust Board presentation on 14 January 2027. Add the final
report and committee scrutiny records to the Evidence Log after committee receipt. Retrospective incident-review

completion and national/audit action closure require final evidence; draft material and planned January Board scrutiny must

not be relied unon as comnleted December assurance.
The Trust will use established Maternity Incentive Scheme reporting and perinatal governance arrangements to evidence

progress. Interim evidence and risks will be scrutinised through the Perinatal Delivery Group and Quality and Performance

Committee ahead of submission. Enhanced Q2 perinatal reporting and associated workforce assurance are planned for Trust

Board on 14 January 2027, bringing together workforce, safety, outcomes, experience and inequalities, effectiveness of

interim controls and residual delivery risks. The final Annual Mortuary Report is planned for committee consideration on 26

November 2026 and onward Board presentation on 14 January 2027. Only evidence available and appropriately approved
hefare 21 Necemher mav siinnart the Necembher retirn

On 14 January 2027, Trust Board is planned to receive Q2 perinatal assurance, the Health Inequalities Dashboard, Maternal

Care Bundle i plan, and re assurance, further incident/complaints/family-
communication evidence and the Annual Mortuary Report. The PEADP participation and protected staff-release plan is
proposed for presentation at the same meeting. Board scrutiny will review the submitted position, outstanding actions,
residual risks and evidence of impact. This reporting is ongoing assurance and cannot retrospectively substantiate the
Decemher suhmission

Keep the 31 October 2026 assessment cut-off, proposed 12 and final approval
separate stages. Confirm the regional source correspondence: the draft uses 16 October communication, while the

Board c

workbook records 19 October review; retain both only if their distinct meanings are substantiated. Retain the triage
submission/receipt record and evidence-pack contents before presenting specific dates and coverage as independently
evidenced. Confirm the source and authority for any 23 December midwifery funding decision milestone.

o

B rows 13, 33, 34. Preserve historical ratings.

Do not present January Board assurance as achieved before 31
December.

All 14 January-linked deliverables.

Submission B row 13.

Submission B rows 18-20. Launch representation is not
completed participation.

Submission B rows 23-28. The draft’s 23 December midwifery
funding deadline is not substantiated in the workbook; confirm
its source before reinstating as a separate milestone.

Submission B rows 33-35.

Submission B row 42.

Retain final approval arrangements in section 7. Committee
agendas and papers must substantiate any more specific pre-
submission timetable.

14 deliverables: 2.3, 5.1-5.3, 6.2-6.7, 8.1-8.3, 10.2.

Board Draft Review RO1, R03-R05. No source correspondence or
funding authority supplied with this draft.
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Alert, Advise and Assure Report to the Board of
Directors Meeting held on 12 November 2026

ADVISE, ALERT and ASSURE Report of the meeting of the

Audit and Assurance Committee held on 8 September 2026

Board member lead(s) Shawn Smith, Non-Executive Director (Chair)
Written by Committee Chair and Trust Secretary
Confidentiality None

Requires Approval

Tick as

appropriate Assurance X

Discussion X

Note

Purpose of report

To present an update to the Board of Directors from the quorate Audit and Assurance
Committee meeting held on 8 September 2026.

The Committee reviewed internal and external audit, counter-fraud, risk management, the
Board Assurance Framework, information governance, policies and key financial
governance matters, providing assurance on the adequacy and effectiveness of
governance, risk management, internal control and financial reporting arrangements

Key points

ALERT: matters that require the boards attention or action, e.g. non-compliance, safety

concern or a threat to the Trust’s strategy.

Internal Audit Report -Recruitment controls received limited assurance for operational
effectiveness. Significant weaknesses were identified in pre-engagement checks and
accountability for off-payroll workers, the completeness of the off-payroll register, agency
identity checks and recruitment records. An urgent risk assessment and multi-stakeholder
action plan were required, with progress, to return to Committee in November. Chief
People Officer aware.

Internal Audit Report - Gloucestershire Managed Services materials management
received limited assurance for both control design and operational effectiveness, with
three high-priority and one medium-priority finding. The service lacked effective
governance, effective inventory controls and an inventory management system, and relied
heavily on manual processes and one key individual. Action plan to be monitored by Audit
Committee but consider alternative sources of oversight.
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o Risk action delivery - remained subject to limited assurance, with more than half of
actions overdue. Policy governance also remained at limited assurance, with just under
30% of policies overdue. The Committee required clearer reporting on the oldest or
highest-priority overdue risks and on risks whose ratings had increased.

o« Subject Access Request - performance remained below organisational standards,
creating continuing regulatory, reputational and patient experience risk. Although recovery
had begun to reduce the backlog and oldest cases, assurance remained moderate
pending sustained compliance. Separate reports to Board and to Finance and Resource
Committee have provided assurance as to action plan.

« Sixteen single tender waivers - with a reported value of £1.52 million, had been approved
between June and August 2026. The Committee considered the volume high and required
stronger forward planning, particularly for repeated echocardiography arrangements.

ADVISE: Advise of areas of ongoing monitoring or development or where there is
negative assurance.

o Internal Audit Report - Referral to treatment data quality provided moderate assurance
over design and operational effectiveness. One high and one medium-priority finding was
identified. This was the result of various factors; including a reduction in audits due to a
decrease of approximately 40% in the pathway access team from the previous
establishment without a reduction in workload. Members welcomed the potential offered
by the use of Al. Audit to be referred to Quality and Performance Committee for ongoing
monitoring of actions.

e Four internal audit actions from 2025/26 remained overdue, relating to PSIRF, conflicts
of interest and two mortuary controls. Physical works for the mortuary controls had been
commissioned, while the conflicts action was addressed through approval of the refreshed
policy (September meeting).

« The Board Assurance Framework continued to provide reasonable assurance, but
strategic risk scores had not materially reduced. The Committee requested continuing
evidence that controls produce measurable and sustainable risk reduction.

o The Secondary Employment Policy remained subject to completion of consultation and
approval. The Committee asked that the route be accelerated, and that intellectual
property provisions be checked against the research and innovation policy.

o The revised capital approval arrangements were supported to assist in reducing the
approval timeline to assist efficient capital delivery.

ASSURE: inform the board where positive assurance has been received

o External audit confirmed that the Trust and group audit cycle had concluded, and the
accounts had been laid before Parliament. The Gloucestershire Managed Services and
Charity audits remained in progress, with completion planned by the end of September
2026.

o Internal audit plan delivery was progressing well. The Committee approved two risk-
based amendments: replacing business continuity planning with private practice
cardiology and refocusing infection prevention and control work on surgical site infection.

o Counter Fraud Functional Standard Return achieved a green rating. Collaborative fraud
intelligence arrangements with Gloucestershire Constabulary were developing with
information governance involvement.

o The refreshed Managing Conflicts of Interest Policy strengthened annual declarations,
nil returns, manager accountability, mitigation and breach escalation. Completion of the
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annual declaration process had materially improved, with no substantive employees failing
to complete an annual declaration. It was recognised that a qualitative audit was needed
as to the substance of the declarations — a process which will include line management
review.

The Committee considered that the Board Assurance Framework appropriately captured
the Trust’s principal strategic risks and approved the new strategic risk relating to research,
innovation and genomics.

APPROVALS: decisions made by the Committee

Approved two amendments to the 2026/27 internal audit plan.

Approved Strategic Risk 11 relating to research, innovation and genomics, recognising
that the risk remained developing and required further consideration of clinical integration,
artificial intelligence, and consistent adoption and evaluation.

Approved in principle the refreshed Managing Conflicts of Interest Policy, subject to
replacing ‘want to’ with ‘need to’ in the relevant declaration wording and completion of the
Corporate Board approval route.

Supported and recommended to the Board amendments to charitable funds delegations
within the Standing Financial Instructions and Scheme of Delegation, including a £10,000
charitable award approval threshold.

Approved revised financial approval thresholds for capital projects and supported their
incorporation into the Standing Financial Instructions and Scheme of Delegation, with
continuing Finance and Resources Committee and Board oversight and review of
effectiveness.

Approved the write-off of 141 invoices with a total of £19,692.75 and noted three ex gratia
payments totalling £2,080.

Implications

Strategic Aims to which the paper relates (tick as appropriate)

° Patient experience and voice X
° People, culture and leadership X
@ Quality, safety and delivery X
Digital first X

Board assurance framework

BAF reference

The Committee considered the full Board Assurance Framework
and approved Strategic Risk 11
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Risks discussed

Principle risks:

Off-payroll, agency and recruitment control weaknesses, including potential patient safety,
safeguarding, digital access and fraud risks; referral to treatment data quality and reduced
validation capacity; overdue risk actions, overdue reviews and policy compliance; subject access
request statutory compliance and operating model; materials management and inventory
controls; repeated single tender waivers; strategic risk reduction; secondary employment
controls; and charitable funds and capital delegation arrangements

Recommendations

o TAKE ASSURANCE from the Committee’s work and conclusions.
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Report to Board of Directors

Date of Meeting 12 November 2026

Report title Strategic and Operational Risk Management Report

Sponsoring Kerry Rogers, Director of Integrated Governance

Director/Author Sarah Favell, Trust Secretary and Lee Troake, Head of Corporate
Risk, Health and Safety

Purpose (confirm the appropriate box)

For approval For discussion For information For assurance

Executive Summary

This report brings together the Board Assurance Framework (BAF), the Trust Risk Register
(TRR) and assurance on the effectiveness of the wider risk management system. Its purpose is
to give the Board a single view of the Trust risk profile, test whether exposure remains
consistent with risk appetite and tolerance, and demonstrate how risks are scrutinised through
the governance architecture.

Overall assurance is REASONABLE. Strategic risks are identified, owned and routed through
designated Board Committees, with the Audit and Assurance Committee overseeing the
effectiveness of the framework as a whole. However, assurance is constrained by persistent
high exposure, overdue actions, reliance on capital and recurrent financial improvement, and
inconsistent evidence that controls are producing sustained risk reduction.

The report deliberately excludes routine operational detail. Appendix 1 is limited to TRR risks
currently rated 16 or above. The full TRR remains available through management and
committee routes.

Reporting cycle: Three times each year

Previously considered by

Recommendations:
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o SUPPORT the relevance of the universal strategic and operational risk profile, including the
concentration of TRR risks rated 16 or above taking reasonable assurance that principal
risks are scrutinised through the governance architecture.

¢ NOTE the Audit and Assurance Committee’s oversight of system effectiveness.

e SUPPORT continuation of thematic deep dives through the Risk Management Group, with
material learning routed to Executive and Board Committees and reflected in the BAF,
investment priorities and business cycles.

Strategic Aims (tick as appropriate)

° Patient experience and voice X
° People, culture and leadership X
X

@ Quality, safety and delivery

Digital first X

Impact on any Strategic Risks?

This report relates directly to all strategic risks within the Board Assurance Framework. The
report supports Board oversight of whether risks remain within appetite and tolerance, whether
controls and management actions are effective, and whether further intervention or escalation is
required.

Implications on:

Equality, Diversity No direct adverse impact has been identified. Effective risk management
and Inclusion should support equitable access, experience and outcomes. Risk owners
are expected to consider equality impacts when developing controls,
actions and service responses.

Health Inequalities Several strategic and operational risks, including those relating to access,
capacity, workforce, digital provision and patient engagement, may
disproportionately affect people experiencing health inequalities. Relevant
mitigating actions should therefore be informed by population health and
inequalities evidence.

Finance and Resource Financial sustainability remains the highest-rated strategic risk, while
delivery of risk-reduction plans is dependent on recurrent financial
improvement, capital investment, workforce capacity and effective
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prioritisation of resources. Where exposure cannot be reduced within
existing resources or delegated authority, escalation will be required.

Regulation/Legal Effective risk management is integral to the Board’s responsibilities for
internal control, statutory compliance and organisational assurance. The
report identifies continuing exposure relating to quality and safety, health
and safety, estates, fire safety, cyber security and other regulatory
requirements.

CQC-Key line of The report is principally relevant to the Well-led key question, particularly
enquiry governance, risk management and assurance. It also supports assurance
under Safe, Effective and Responsive where strategic and operational
risks may affect patient safety, quality, access and service delivery.

Green Plan No specific direct impact has been identified.

Main Report

1. Purpose and Board-level scope

The Board receives this integrated report three times each year to maintain a universal view of
risk across strategy and operations. It is not intended to replicate the detailed scrutiny
undertaken by management forums or Board Committees. It brings forward the matters needed
by the Board to discharge its responsibilities for risk appetite, strategic resilience, internal
control and organisational assurance.

2. Governance architecture and lines of assurance

How assurance reaches the Board

Management ownership. Operational and divisional teams own, control, review and escalate
risks and are accountable for delivering mitigating actions. Executive routes should ensure that
material exceptions, dependencies and delays are visible and acted upon.

Risk Management Group. The Group challenges the quality and coherence of operational risk
information, identifies cumulative and cross-cutting themes, commissions deep dives and tests
whether risk intelligence is shaping priorities and decisions.

Lead Board Committees. Committees scrutinise the strategic risks within their remit, challenge
trajectory, controls and assurance gaps, and provide explicit assurance or escalation to the
Board. They do not replace management accountability.

Audit and Assurance Committee. The Committee oversees the design and effectiveness of
the BAF and the risk management system as a whole, including whether critical controls are
being tested rather than merely recorded.

Board of Directors. The Board sets risk appetite, considers aggregate exposure and
interdependencies, and determines whether the Trust is operating within its strategic risk profile
or whether further intervention is required.
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3. Overall assurance judgement

REASONABLE ASSURANCE

The Trust has an established and functioning risk management system. Principal strategic and
operational risks are identified, owned and subject to defined management and Committee
oversight. Management responses are in place for the highest-rated risks, although delivery is
not uniformly on track and sustained reduction remains dependent on capital, workforce
capacity, recurrent financial improvement and completion of longstanding actions.

Assurance is reasonable rather than substantial. The principal limitations are the continued
level of high and extreme risk exposure, overdue risk and incident actions, and inconsistent
evidence that critical controls are operating effectively and producing sustained improvement.
These limitations are being addressed through prioritised management action, strengthened
exception reporting, thematic deep dives and developing control-effectiveness testing, with
oversight through the Risk Management Group, lead Board Committees and the Audit and
Assurance Committee.

What supports the judgement

¢ Risk visibility and ownership are established. Strategic and operational risks have
named owners, controls and actions, although the aggregate profile can still obscure
cumulative or systemic exposure.

¢ Governance routes are defined. Strategic risks are allocated to lead Committees and
the BAF is a standing item for the Audit and Assurance Committee.

¢ Review discipline is improving. Overdue risk reviews had reduced to 82 by October
2026, but timeliness remains variable and some high-rated risks require more current
review.

e Action delivery remains the clearest weakness. Overdue risk actions reduced to 28%,
but 46% of incident actions remained overdue. Management recovery is therefore
focused on the oldest and highest-impact actions, with exceptions monitored through the
relevant quality, Executive and risk governance routes.

¢ Risk movement is mixed. More risk ratings reduced than increased during the period,
but increases in infrastructure, service capacity and funding dependency demonstrate
continuing material exposure.

e Control assurance needs to mature. The next stage is to test whether critical controls
are appropriately designed, operating consistently and changing outcomes, rather than
relying on the existence of controls and actions as evidence of effectiveness.

4. Strategic risk profile

The Board Assurance Framework (BAF) is more coherent and actively scrutinised, but stronger
governance has not yet consistently translated into sustainable reductions in strategic
exposure. Several risks remain above target and outside the Trust’s preferred level of
exposure.

¢ Financial sustainability, SR4: 25 against a long-term target of 5. This remains the
highest strategic exposure. The risk is stable at an unacceptable level and sustained
reduction depends on delivery of recurrent recovery and improved financial control.
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¢ Digital infrastructure and cyber, SR6: 20 against 12. Exposure remains high.
Unsupported systems, resilience, supplier assurance and recovery testing remain
material gaps, with oversight through the relevant Executive and Committee routes.

¢ Digital transformation and culture, SR7: 20 against 10. Strategy and leadership have
strengthened, but the operating model, workforce, funding and benefits realisation
remain incomplete.

¢ Performance and delivery, SR5: 16 against 9. The reduction from 25 is positive, but
the risk remains above target and dependent on sustained improvement in demand,
capacity, flow and delivery.

o Estates, SR8, and health and safety, SR9: both 16. Governance routes and visibility
have improved. Backlog, asset information, fire, ventilation, asbestos compliance and
capital dependency continue to limit assurance.

e Workforce sustainability, culture and retention, SR2 and SR3: 15 and 16. The risks
are being consolidated to improve coherence. This is a redesign of the risk architecture
and must not be interpreted as reduced exposure.

o Safe and effective services, SR1: 12 against 6. External assurance has improved, but
open requirements, overdue actions and complaints performance constrain assurance.

o Patient and stakeholder engagement, SR10: 4 against 3, and research, innovation
and genomics, SR11: 9 against 6. These risks are lower rated, but their scope and
interfaces with patient voice, inequalities, digital and artificial intelligence continue to be
refined.

Management plans are in place for each strategic risk and are overseen through the designated
lead Committee. Delivery is not uniformly on track. The principal constraints to further reduction
are recurrent financial recovery, capital availability, specialist workforce capacity, digital
resilience and completion of longstanding actions. Where delivery materially deviates from plan,
the relevant Committee is expected to challenge the recovery response and escalate any
matter requiring Board intervention.

Board interpretation

¢ Financial sustainability and both digital risks remain the most significant Board
exposures.

e The improvement in estates and performance risks is positive but remains dependent on
sustained delivery.

e Workforce risk consolidation is a redesign of the risk architecture.

e Cross-cutting dependencies include capital, recurrent savings, specialist workforce
capacity, transformation delivery and timely completion of mitigating actions.

5. Operational risk profile and material exceptions

Across all registers there are 536 active risks. The TRR contains 35 risks, of which 25 are
currently rated 16 or above and are included in Appendix 1. The concentration of highest-rated
risks is in quality and operational delivery, estates and infrastructure, digital and cyber
resilience, and specialist workforce capacity.

¢ Urgent and emergency care and flow. Overcrowding, corridor care and delayed

assessment remain rated up to 20. Assurance depends on triangulation with patient
harm, flow, workforce and operational recovery evidence.

o Estates and infrastructure. Tower Block, soil stack, fire safety, air handling units, MRI
and critical IT environments remain rated 16 to 20. Long-term capital dependency and
reliance on temporary controls constrain assurance.
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¢ Digital and cyber. Cyber vulnerabilities and the resilience of critical infrastructure
remain rated 20. Board assurance should continue to include recovery testing,
unsupported systems and supplier dependencies.

¢ Workforce and service fragility. Critical Care, anesthetics, oncology, maternity and
other specialist services remain highly exposed. Workforce plans must be demonstrably
connected to service sustainability and quality outcomes.

¢ Maternity and women'’s services. Several risks remain rated 16, including triage,
obstetric workforce and ultrasound capacity. Committee assurance should remain linked
to quality, workforce and improvement evidence.

Risk appetite and tolerance. Several strategic and operational risks remain above target and
are likely to be outside the Board’s preferred tolerance. Continued exposure is being managed
through defined controls and recovery actions, but sustained reduction remains dependent on
capital investment, workforce capacity, recurrent financial improvement and delivery of
transformation plans. Where exposure cannot be reduced within existing resources or
delegated authority, the matter will be escalated through the relevant Committee for Board
consideration.

Movement and action delivery

During September and October, 18 risk ratings reduced and 8 increased. Positive movement
included the Diabetic Eye Screening workforce risk reducing from 20 to 6. Material increases
included the GRH Tower Block estate risk and specialist weight-management capacity, both
increasing to 20, and capital availability and pathology programme funding increasing to 15.
These movements reinforce that aggregate risk volume alone is not a sufficient measure of
organisational exposure.

There are 271 overdue actions from 959 open risk actions (28%), improved from 51%
previously. However, 156 of 340 incident actions are overdue (46%). This remains a material
limitation because delayed actions weaken confidence that lessons and agreed mitigations are
being implemented at the required pace. Management attention is being prioritised towards the
oldest and highest-impact actions, with exceptions followed through the Risk Management
Group and relevant quality and Executive governance routes. The next report will provide the
continuing trajectory and identify any areas where recovery is not progressing sufficiently or
requires escalation.

6. Deep dives: testing risk against organisational reality

The Chair of the Risk Management Group commissioned a programme of thematic risk deep
dives as a new development in the Group’s approach to organisational risk oversight. The
programme commenced with a deep dive into Estates risk, selected because of the scale, age
and interdependency of the risks concerned, their reliance on capital and other resources, and
the potential disconnect between identified risk, timely decision-making and the allocation of
resources.

The introduction of deep dives is intended to move the Risk Management Group beyond
reviewing the quality and currency of individual risk records. Their purpose is to test whether the
collective risk profile reflects organisational reality; whether risks that share common causes or
dependencies are being considered together; whether controls address the underlying causes
of exposure; and whether risk intelligence is sufficiently influencing operational decisions,
investment choices and organisational priorities.

This is particularly important where risks have been known for a prolonged period, remain
dependent on interim controls or cannot be reduced without decisions on capital, workforce or
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other resources. In these circumstances, the existence of a risk on a register does not, in itself,
provide assurance that the exposure is being managed effectively.

The Estates deep dive provided the first practical test of this approach. It considered whether
the individual risks recorded across the organisation, when viewed collectively and alongside
wider evidence, presented a complete and coherent picture of the Trust’s infrastructure
exposure. It also examined whether the significance and cumulative effect of those risks had
been reflected sufficiently in the timing of decisions, investment priorities and resource
allocation.

The programme will continue through the Risk Management Group, using proportionate
thematic reviews to identify systemic issues, test the effectiveness of controls and determine
whether management responses are capable of reducing exposure. Material findings will be
routed through the relevant Executive and Board Committee arrangements and, where
appropriate, reflected in the Board Assurance Framework, Trust Risk Register, investment
priorities and organisational business cycle.

Estates deep dive:

The Estates deep dive identified 73 active estates and facilities risks, with five then escalated to
the TRR. It found good visibility of individual failures and statutory concerns, but limited
assurance that the collective profile fully represented ageing infrastructure, backlog
maintenance, cumulative exposure and capital dependency. Some risks had remained open for
more than ten years and relied on interim controls. The important learning is that risk
identification alone is not enough: the system must connect risk intelligence to timely decisions,
investment choices and demonstrable reduction in exposure.

7. Audit and Assurance Committee oversight of system effectiveness

The Audit and Assurance Committee receives the Board Assurance Framework as a standing
item and provides oversight of the effectiveness of the risk management framework as a whole.
This complements, rather than duplicates, the detailed scrutiny of individual strategic risks by
designated Committees.

e BAF design and completeness: reasonable assurance. Challenge will continue on
strategic coverage, interdependencies and changes to the risk architecture.

¢ Risk management process: reasonable assurance. The immediate focus is continued
reduction in overdue reviews and stronger exception reporting.

e Action delivery and learning: limited assurance. The oldest and highest-impact
actions require prioritised recovery and evidence that implementation has changed
practice or reduced risk.

o Control effectiveness: developing assurance. Testing will increasingly examine
design, consistent operation and impact of critical controls for the highest-rated risks.

o Deep dives and thematic assurance: developing. Triangulation will be used to test
whether registers reflect organisational reality and whether material findings influence
management action and investment decisions.

The Risk Management Group’s key message to the Board is that the framework is maturing,
but improved reporting, completed activity or lower scores should not be treated as proof of
reduced risk without supporting evidence of effective controls, improved outcomes and
sustained reduction in exposure. This is endorsed by the Audit and Assurance Committee’s
conclusions, as reflected in meeting minutes
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Management response and escalation. For each material assurance gap, the responsible
Executive and risk owner are expected to maintain a recovery response, delivery milestones
and evidence of impact. Progress and exceptions are monitored through the Risk Management
Group and relevant Executive and Board Committee routes. Matters will be escalated where
actions are materially off track, critical controls cannot be evidenced as effective, or exposure
remains outside tolerance and cannot be reduced within existing authority or resources.

8. Trust Leadership Team focus

o Risk appetite: whether financial, digital, estates, workforce and operational exposure
remains within the Board’s stated tolerance, and what explicit action is required where it
does not.

e Control effectiveness: whether the highest risks have reliable evidence that critical
controls are operating, including recovery testing and independent assurance where
appropriate.

o Action delivery: whether longstanding and high-priority actions are being completed at
pace, particularly incident actions.

¢ Investment and prioritisation: whether capital, workforce and transformation choices are
demonstrably aligned to relative risk exposure.

e Governance impact: whether information reaching Board and Committees reflects the
actual strategic and operational risk profile, including cumulative and cross-cutting risks.

9. Conclusion

The integrated view provides reasonable assurance that the Trust has an established and
functioning risk management system. Principal strategic and operational risks are visible,
owned and subject to defined management, Executive and Committee oversight. The
governance architecture provides appropriate routes for detailed scrutiny, system-level
assurance through the Audit and Assurance Committee, and escalation to the Board where
exposure, delivery or control effectiveness requires its attention.

The system continues to mature. The next stage is to strengthen the connection between risk
identification, timely decision-making and the allocation of resources; improve the consistency
with which the effectiveness of critical controls is evidenced; and ensure that longstanding or
cross-cutting risks receive sufficient organisational focus. The programme of thematic deep
dives commissioned through the Risk Management Group is an important part of that
development.

The continued presence of high and extreme risks should not, in itself, be interpreted as
evidence that the risk management system is ineffective. Several of the Trust’'s most significant
risks arise from longstanding infrastructure, workforce, financial and capacity pressures that
cannot be resolved immediately or through risk-management processes alone. The relevant
assurance question is whether those risks are understood, actively managed, supported by
credible plans and controls, and escalated where exposure cannot be reduced within existing
resources or delegated authority.

There remain areas requiring further improvement, particularly the completion of overdue
actions and the consistent testing of control effectiveness. These are recognised limitations
within a maturing system and are being addressed through strengthened exception reporting,
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management follow-up, thematic deep dives and oversight through the relevant governance
routes.

The Board can therefore take reasonable assurance that the Trust’s principal risks are being
managed through an established governance framework, while noting that further work is

are delivering the intended impact.

required to demonstrate sustained reductions in exposure and whether management responses

Enclosures

FOI: Public

Appendix 1: Trust Risk Register risks rated 16 or above

This appendix is intentionally limited to the highest-rated current TRR risks. The full register

remains available through the established management and Committee assurance routes. Scores

reflect the source report position for November 2026.

ID Risk summary Division Risk type Current Target

Delayed
assessment and
treatment arising Medical nglity, Safety &
from poor Delivery
Emergency
Department flow

266 16 6

Inability to provide
the Pharmacy

293 Manufacturing
Service because of
department closure

Diagnostics and Quality, Safety & 16 3
Specialties Delivery

Delayed glaucoma
follow-up because
of insufficient
workforce

People, Culture and

333 Leadership

Surgical 16 6

Financial and
operational impact

425 of ageing and Corporate Eztc?ﬁ:: :”d 16 5
ineffective theatre

AHUs

Inadequate Critical
Care bed base, . Estates and

o Surgical 16 1
estate and facilities

458 Facilities
at GRH

Harm to pregnant
women and babies
490 due to delayed
triage review and
treatment

Women’s and Quality, Safety &

Children’s Delivery 16 6

Unsafe or lower-
quality maternity
service due to Women’s and Quality, Safety & 16
insufficient Children’s Delivery
Consultant

Obstetricians

746

9/11
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751

Risk summary

Failure to provide a
safe, high-quality
maternity ultrasound
service

Division

Women’s and
Children’s

Risk type

Quality, Safety &
Delivery

Current

16

Target

764

Reduced quality
and poorer
outcomes in the
fractured neck of
femur pathway

Surgical

Quality, Safety &
Delivery

16

850

Oncology workplace
stress due to
consultant
workforce and
workload imbalance

Diagnostics and
Specialties

People, Culture and
Leadership

16

911

Reduced quality of
care due to
insufficient
anaesthetic
workforce

Surgical

Quality, Safety &
Delivery

16

1016

Reduced service
quality due to
insufficient Critical
Care consultant
workforce

Surgical

Quality, Safety &
Delivery

16

1060

Poor outcomes in
pregnancy due to
diabetes
management and
guidance

Women’s and
Children’s

Quality, Safety &
Delivery

16

1143

Inability to provide
home birth safely
across
Gloucestershire

Women’s and
Children’s

Quality, Safety &
Delivery

16

347

Closure of GRH
Tower wards
following
catastrophic soil
stack failure

Corporate

Quality, Safety &
Delivery

20

363

Statutory
intervention arising
from non-compliant
fire safety
infrastructure

Corporate

Brilliant Basics

20

401

Failure of core IT
infrastructure
caused by
environmental
hazards

Corporate

Digital First

20

426

Patient harm in the
Emergency
Department Minors
area due to
overcrowding and
staffing

Medical

Quality, Safety &
Delivery

20

600

Patient harm and
disruption from
recurrent failures in
SSD and theatres

Surgical

Quality, Safety &
Delivery

20

10/11
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ID Risk summary Division Risk type Current Target
Compromise of the
digital environment - .

1096 through cyber Corporate Digital First 20 6
vulnerabilities
MRI scanner

1112 breakdown due to Diagnostics and Estates and 20 4
insufficient AHU Specialties Facilities
capacity at CGH
Failure of the GRH Estates and

1142 Tower Block estate Corporate Facilities 20 8
Critical staffing
shortages in Critical

1185 Care non-consultant | Surgical Esgg(l;,sﬁulture and 20 8
medical and ACCP P
workforce
Patient harm from
corridor care in the . Quality, Safety &

1202 GRH Emergency Medical Delivery 20 4
Department
Delays to specialist

1243 weight-management | Diagnostics and Quality, Safety & 20 9

assessment and
treatment

Specialties

Delivery

11/11
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Alert, Advise and Assure Report to the Board of
Directors Meeting held on 12 November 2026

ADVISE, ALERT and ASSURE Report of the meeting of the

Finance and Resources Committee held on 22"¢ September
2026

Board member lead(s) Committee Chair: Jaki Meekings Davis

Executive Directors:

Karen Johnson, Director of Finance

Al Sheward, Chief Operating Officer

Kerry Rogers, Director of Integrated Governance
Will Cleary Gray, Director of Improvement Delivery
Lee Pester, Chief Digital and Information Officer
Deborah Evans, Trust Chair (part)

John Noble, Non Executive Director

Shawn Smith, Non Executive Director

Written by Committee Chair
Confidentiality None
Requires Approval
Tick as
appropriate Assurance V4
Discussion v
Note

Purpose of report

To present an update to the Board of Directors from the meeting of the Finance and Resources
Committee held on 22" September 2026. The meeting was quorate.

This committee meets monthly and is attended by members of the Board and senior managers.

Key points

ALERT: matters that require the boards attention or action, e.g. non-compliance, safety

concern, or a threat to the Trust’s strategy.

o Delivery Capacity across a number of corporate disciplines - The nature of service
provision is changing; the outsourced data centre, new MES contracts such as Pathology,
moves towards a new EPR, future financing of digital investments. Collectively, these
represent a challenge to the manner in which corporate services, in particular Procurement
and Contract Management, are delivered, The Committee has requested a prospective
view of future requirements to reflect these pressing changes/new ways of working.
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Financial Position including in year delivery of Financial Sustainability
Programme/Financial Recovery — The Committee noted that the Month 5 revenue
position was on track and the Financial Sustainability Programme was slightly ahead of
plan. Following adoption of a Recovery Plan, a break even position is forecast for the year.
However, there remained an unidentified gap of £14m in red/unidentified schemes in the
Sustainability plan which needs to be recovered in the remaining six months and will
require prompt decisions re the Workforce programme in order to access the system cost
of change funding. This will require Board level input.

Assurance levels around the delivery of the Capital Programme and Department of
Critical Care - following a review, the Committee was advised that there was insufficient
assurance around delivery of the Capital programme — confidence levels were low around
progress and financial implications and the risk level was assessed as medium to high.
Any unspent capital monies are lost at the year end. A number of significant problems
affecting delivery of the new Department of Critical Care (DCC) were explored in a
separate meeting with Board members and an update will be made at the meeting.

Five Year Capital Programme Plan - a draft programme had been prepared in order to
assess the size and nature of challenges ahead. National funding/CDEL allocations will
not be sufficient to meet the “Must Do” schemes and no provision had been possible for
schemes supporting moves out of secondary care. Additional changes to leasing rather
than purchasing assets — through Managed Equipment Services (MES) or Digital
developments — add a further uncertainty to both capital and revenue planning. To be
reviewed as plans progress but initial indications are for an extremely tight planning round.

ADVISE: Advise of areas of ongoing monitoring or development or where there is
negative assurance.

Cyber security — The risk rating for cyber remains at 20 in order to reflect the
heightened national cyber threat and continuing infrastructure risks rather than any
deterioration in the Trust’'s core controls. There has been a sustained and measurable
improvement in the Trust’s cyber security position.

Digital Programme — The planned implementation of the Data Centre relocation
scheme is high risk due to problems encountered with BT/Open Reach. This is a national
issue. Agreed that the matter be escalated as a priority with the risks to NHS cyber
security articulated.

New Finance System — The target implementation has been agreed as April 2027. This
is a high risk programme — the Committee sought assurance that adequate resources
are available to oversee implementation and go/no go criteria and gateways are in place
with Digital input.

Pathology MES Outline Business Case — the draft Business Case was presented to
the Committee. This is a large (approximately £150m) and complex case with
implementation not due until 2031. The final decision will be a matter for the full Board
and a briefing session for the Board is to be arranged prior to decision making.

ASSURE: inform the board where positive assurance has been received

2/3

Subject Access Requests — This was a follow up report following a deterioration in SAR
performance. It detailed actions taken to date, recent improvements in completion rates
and additional staff appointed to cope with what has been a significant increase in number
and complexity of enquiries. The Committee acknowledged the improvements, increased
digitisation of the service and levels of assurance. Further work re the long term prospects
and resources required for this and similar services to be undertaken.
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e Annual Debt Report — The level of debt outstanding has reduced by £9m and the
corresponding bad debt provision by £3.5m as a consequence of settling a small number
of long standing issues.

APPLAUD

e Cyber Security — The Trust ranks 127/467 in national rankings of overall cyber security
which offers assurance.

e Delivery of Digital Systems — Ten “go lives” have been delivered to date in 26/27 with a
further 6 planned before the year end — a significant programme of transformation.

APPROVALS: decisions made by the Committee

e Please insert

Implications

Strategic Aims to which the paper relates (tick as appropriate)

° Patient experience and voice v
° People, culture, and leadership v
v

@ Quality, safety, and delivery
Digital first v

Board assurance framework

BAF reference SR04, SR06, SR07, SR08

Risks discussed

The Committee discussed the following risks: in year and longer term financial sustainability,
assurance around capital programme delivery, continued cyber threats and digital infrastructure
risks, uncertainty around future funding routes for digital investments, procurement and
transformation capability and capacity, adequacy of national capital and CDEL allocations in
future years and delivery of the Department of Critical Care.

Recommendations

The Board of Directors is asked to take assurance from the report, note the matters escalated
for attention, and note the approvals made by the Committee.
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Report to Trust Board

Date of Meeting 12 November 2026

Report title Trust Forecast and Recovery Plan
Sponsoring Karen Johnson, Director of Finance
Director/Author

Purpose (confirm the appropriate box)

For approval For discussion For assurance

Executive Summary

This report outlines the 2026/27 financial forecast and recovery plan, its dependencies and
emerging risks.

The unmitigated forecast position is £14.3m deficit. This is based on our actual spend
adjusted by any one off changes that have happened or that are intended to happen during
the financial year. This position has operational ownership sign off and has been scrutinised
and challenged.

A financial recovery plan has been developed to mitigate the £14.3m forecast deficit. A
combination of divisional actions and financial reviews has led to the production of a mitigated
forecast that contains some high risk assumptions. The high risk mitigated forecast is
£5.576m deficit.

Further mitigations have been identified by the executive team to improve the forecast to a
breakeven position. These include a review of spend committed against central reserves and
additional income from GICB related to RTT delivery. These mitigations carry a level of risk
that will be managed on a monthly basis by the executive team.

| |

Previously considered by | Finance & Resources Committee on 27/10/26

Recommendations:

The Board is asked to:
¢ note that the Trust is facing an unmitigated forecast deficit of £14m in 26/27 if no
recovery action is taken.
e note the recovery actions that are being put in place to forecast a breakeven position.
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Strategic Aims (tick as appropriate)

‘ Patient experience and voice

° People, culture and leadership

@ Quality, safety and delivery

Digital first

Impact on any Strategic Risks?

This report outlines that we are forecasting to deliver the Control Total. (risk 1053).

Implications on:

Equality, Diversity Not assessed
and Inclusion
Health Inequalities Not assessed

Finance and Resource

This report provides an update on the forecast and recovery plan
for 2026/27.

Regulation/Legal

This reports provides an update that the Trust is forecasting to
deliver the NHSE requirement to breakeven.

CQC-Key line of

The report aligns to multiple CQC key lines of enquiry by

enquiry demonstrating that the Trust is forecasting to deliver against
planned targets and is managing the associated risk and
mitigations.

Green Plan Not assessed

Main Report

The forecast and recovery report is provided in a separate slide pack.

Enclosures: Slide pack

None

FOI: Partly Confidential

86/202



SSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSS

Trust Forecast and Recovery Plan

Trust Board



Background to the 26/27 position

For 2026/27 the NHSE guidance outlined the requirement for each NHS Trust and ICB to deliver an agreed breakeven financial
position.
- There was also a requirement that organisations move towards underlying financial balance over the planning period

In order to deliver this the Trust planned to deliver c£52m of financial sustainability schemes covering:
- Cost pressure mitigation

- Business as usual savings activities

- Transformational savings

During the first part of the year we have been reporting the financial position in line with its phased deficit plan.

This has been clearly articulated that this position is predicated on the use of non-recurrent benefits and the early advancement of
financial sustainability schemes.
- This early advancement means that year to date undelivered has been temporarily covered but must be recovered later in the year.

- Through reporting it has been highlighted that there is a material risk to delivering the financial position primarily due to:
- gaps in identifying sustainability schemes,
- Non delivery from high risks schemes
- Non containment of cost pressures identified at the planning stage
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Forecast Position — high level

ﬁhe unmitigated forecast positim
is £14.3m deficit. This is based on

our actual spend adjusted by any one
off changes that have happened or
that are intended to happen during
the financial year. This position has
operational ownership sign off and
has been scrutinised and challenged.

The forecast position includes non
recurrent benefits of £5.7m. Without
these benefits, the forecast would
be £20m deficit.

The 2026/27 position includes
c.£10m underperformance on activity
which is being supported non
recurrently by the GICB block

Forecast Driver £000

FSP Gap 5,973
FSP Red 6,161
Industrial Action 715
Divisional cost pressures 4,032
Tariff drugs 1,172
Variable activity underperformance (OOA/spec comm) 2,097
Reserves & balance sheet review - 1,857
Capital charges benefit - 4,000
Total 14,293
Non Recurrent Benefits in Forecast £000

Provision release - 4,000
Accruals review - 1,696
Total Non Recurrent benefits - 5,696
Position excluding non recurrent benefits 19,989

adjustment. Without this, the deficit
would be ¢.£30m deficit.
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Recovery plan to achieve breakeven

A financial recovery plan has been developed to mitigate the
£14.3m forecast deficit.

A combination of divisional actions and financial reviews has
led to the production of a mitigated forecast that contains
some high risk assumptions.

The high risk mitigated forecast is £5.576m deficit.

Further mitigations have been identified by the executive
team to improve the forecast to a breakeven position.

These include a review of spend committed against central
reserves and additional income from GICB related to RTT
delivery. These mitigations carry a level of risk that will be
managed on a monthly basis by the executive team.

£000
GHFT Forecast Variance to Plan 26/27 Fore_ca_nst
Deficit

Month 5 forecast (do nothing) 14,293
Medium risk mitigations
Nursing Review and vacancy controls -282
Rebates and reclaims -208
Review of balance sheet -1,710
Review of reserves and other measures -1,540
Medium risk mitigations -3,740
High risk mitigations
Divisional reviews -947
Divisions aiming to breakeven -1,060
Recovery of income underperformance -2,422
Other -548
High risk mitigations -4,977
Total mitigations -8,717
Mitigated forecast variance (high risk) 5,576
Further mitigations
Review of reserves -1,200
Benefit from NHSE 25/26 carry forward -145
Corporate spend reductions -531
Review of overheads -667
Funding linked to RTT delivery -1,600
Other recovery options -1,433

-5,576

Updated high risk forecast if all mitigations materialise
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What needs to be true in order to achieve breakeven

melivery of the recovery plan, updated monthly and reported to the Executive team and Finance ah
Resources Committee to ensure progress against the plan and where further risks materialise, they

are known and acted upon at pace

» Delivery of the operational plans - monthly reporting to ensure RTT is delivered

» Continue to hold divisions and corporate teams to account on their year end position through the
accountability framework

» Continue to push the transformation projects to ensure delivery happens next year if not earlier

» Continue to focus on financial sustainability schemes that can be moved at pace and brought into this
financial year

@educe discharge ready dates to keep flow and where possible close capacity /
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Risks to the plan

Gability to reduce discharge ready dates which will have an impact on flow and capacity \

» Delivery of financial sustainability plans that are rated as medium risk (c.£3.4m)

» Delivery of RTT which will mean inability to access additional funding (£1.6m)
» Recovery of APl income underperformance with out of area commissioners (c.£2.4m)

» Supplier penalties associated with the Critical Care (DCC) project (c.£400k.)

N _/
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Updated forecast run rate (cumulative variance)

If no action is taken, the Group will begin to deviate from plan in M7. If mitigating actions materialise, this will enable the position to be
managed until M9 when the Group will deviate from plan by c£1.5m, increasing each month until the end of the financial year.

2026/27 forecast variance to plan (cumulative)

16,000
14,000
12,000
o 0,000
(%] £
z
-
® 8,000
o - !
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=
“oe 6,000
o
-
= 4,000
2,000
(2,000
M& YTD Var ance M7 M8 Mg M10 M1l M1z
s Orecast (do nothing) (102) 357 3,658 6,146 8,580 11,572 14,283
— High Risk Forecast (cumulative variance) (favourable) fadverse (102) (332) (354) 1,554 2,612 4,326 5,576
e B udg et (Cumulative) £,414 5,239 4,079 3,048 2,020 1,010 (0
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Alert, Advise and Assure Report to the Board of Directors
Meeting held on 12 November 2026

Board member lead(s) Sam Foster, Non-Executive Director (Chair); Vareta Bryan, Non-
Executive Director (Acting Chair for October)

Written by Committee Chair and Trust Secretary
Confidentiality None

Requires Approval

Tick as

appropriate | Assurance X

Discussion X

Note

Purpose of report

To present an update to the Board of Directors from the quorate Quality and Performance
Committee meetings held on 24 September and 29 October 2026.

The Committee reviewed quality, safety and operational performance, including urgent and
emergency care, winter preparedness, elective, diagnostic and cancer recovery, patient safety,
complaints, regulatory compliance, maternity and neonatal services, patient experience,
infection prevention and control, mortality and the Board Assurance Framework.

Key points

ALERT: matters that require the boards attention or action, e.g. non-compliance, safety

concern or a threat to the Trust’s strategy.

Urgent and Emergency Care, Flow and Corridor Care - Four-hour performance deteriorated,
with whole-hospital flow and delayed discharge remaining the principal constraints.
Approximately 130 patients were awaiting Pathway 1 discharge in October, with waits of 10 to
11 days against the national expectation of 24 to 48 hours. Corridor care remained persistent
within the Emergency Department, with approximately 21 patients each day spending more
than 45 minutes in a corridor or other inappropriate area. Older and frail patients were
disproportionately affected. Monthly written assurance reporting will continue throughout winter.

Complaints Capacity and Timeliness - Complaint demand increased by 23% year on year to
1,323. Timeliness remained at 38% against the 95% target, with insufficient central capacity
and a significant backlog, including complaints linked to coronial inquests. A demand and
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capacity review is due by 30 November and a resourced recovery trajectory by 31 December
2026.

Patient Safety and Clinical Pathways - A third ophthalmology never event within 12 months
was reported. Although no harm was identified, the Committee requires evidence that
immediate and wider improvement actions are embedded and effective. Delayed glaucoma
follow-up presents a risk of sight loss. Patient Safety Incident Response Framework timeliness
and Duty of Candour compliance remained below the required level.

Maternity and Regulatory Risk - Maternity scanning capacity remains fragile and requires a
sustainable, funded solution, a firm delivery date and effective interim controls. CQC regulatory
breaches and Section 31 maternity conditions remain under active oversight.

HM Coroner: A Prevention of Future Deaths response is due by 25 November and will be
brought to November Committee meeting.

ADVISE: Advise of areas of ongoing monitoring or development or where there is
negative assurance.

Thirlwall Inquiry Response - The Committee noted the significant Trust-wide implications of
the Inquiry’s recommendations, including requirements for strengthened safeguarding, Board-
level monitoring of deaths of children and babies, escalation of concerning trends and tighter
controls within neonatal services. A single Trust-wide gap analysis and action plan is being
developed, with QPC providing ongoing scrutiny of implementation and assurance on impact

Elective, Cancer and Diagnostic Recovery - RTT performance stabilised and the Trust
retained an ambition to achieve 75% by December, but over-52-week waits increased and
recovery assurance for trauma and orthopaedics and spinal services remained limited. Cancer
62-day performance improved but remained below standard. Diagnostic performance improved
across 10 of 14 modalities. Echocardiography waiting lists reduced substantially, but a validated
and costed recovery plan is required to demonstrate sustainability.

Improvement Impact and Sustainability - The Committee repeatedly requested that reports
distinguish activity from impact, provide numbers alongside percentages, identify named
owners and milestones, and demonstrate whether controls are effective and sustained. Benefits
from Clinical Vision of Flow improvement work have not yet been consistently sustained.

Assurance Framework and Risk - Strategic Risks 1 and 5 were reviewed and approved for
inclusion in the Board Assurance Framework. Strategic Risk 5 will be reconsidered in
November in light of cancer performance. Work is under way to standardise assurance
terminology and strengthen strategic, exception-based reporting.

Patient Experience and Health Inequalities - Patient feedback was predominantly positive,
but communication, waiting, access, discharge and complaints responsiveness require
improvement. People with disabilities and long-term conditions reported poorer experience, and
deprived communities were underrepresented in routine feedback.

ASSURE: inform the board where positive assurance has been received

Mortality and Learning from Deaths - Overall mortality remained within the expected range
and actual deaths continued to fall. No material concerns had been identified from current
statistical alerts and bereaved-family experience had recovered.

Infection Prevention, Falls and Pressure Ulcers - Healthcare-associated infection
improvement trajectories for C. difficile, E. coli and Klebsiella were exceeded, with strong
regional benchmarking. Falls and pressure-ulcer performance improved. Sterile-services
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performance improved, with no cancellations attributable to sterile services in September and
100% wet-set performance.

Maternity and Neonatal Services - Neonatal training compliance recovered to above 90%
across all staff groups. Recruitment secured additional Band 5 and experienced midwifery
capacity, maternity safety indicators remained positive, and the maternity complaints backlog
reduced substantially.

Patient Experience and Pathway Innovation - Nearly 130,000 patient ratings were received,
with care widely described as kind, compassionate and professional. Changes to the paediatric
MRI pathway, including use of a simulator, reduced the need for sedation and general
anaesthesia.

Diagnostics and Cardiology Improvement - The echocardiography waiting list reduced from
more than 3,000 to approximately 1,500, with a material reduction in forecast breaches.
Progress was also reported against the Cardiology improvement programme, subject to
continued oversight.

APPROVALS: decisions made by the Committee

ENDORSED the Winter Plan 2026/27 and associated Board Assurance Statement.

APPROVED Strategic Risks 1 and 5 for inclusion in the Board Assurance Framework, with a
further review of Strategic Risk 5 in November.

ENDORSED the maternity and neonatal workforce plans on safety and quality grounds and
their progression through the formal business-case and financial-governance process.
SUPPORTED publication of the Patient Experience Annual Report, subject to verification of
factual updates.

AGREED monthly written assurance reporting on corridor care and flow throughout winter.
APPLAUDED recovery of neonatal training compliance; reductions in falls, pressure ulcers and
maternity complaints; strong infection prevention benchmarking; improved sterile-services
performance; paediatric MRI pathway innovation; and the emphasis on kind, compassionate
and professional care reflected in patient feedback.

Implications

Strategic Aims to which the paper relates (tick as appropriate)

. . . X
° Patient experience and voice

° People, culture and leadership

@ Quality, safety and delivery

Digital first X
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Board assurance framework

BAF reference Strategic Risk 1 - Quality; Strategic Risk 5 - Delivery. Mixed / limited
assurance overall, with positive assurance in the areas identified
above and continued oversight of material risks and recovery
trajectories.

Risks discussed

Principal risks: urgent and emergency care and corridor care; delayed discharge and system
flow; elective, diagnostic and cancer recovery; complaints capacity and timeliness; patient-
safety learning and Duty of Candour; ophthalmology never events and glaucoma follow-up;
deteriorating patients and sepsis; maternity and neonatal workforce and scanning capacity;
infection prevention, water safety and estate constraints; regulatory compliance; Cardiology
improvement; medicines management; patient experience and health inequalities.

Recommendations

TAKE ASSURANCE from the Committee’s work and conclusions; NOTE the material alerts and
areas of limited assurance requiring sustained Executive and Board oversight; and NOTE the
positive assurance and achievements highlighted in the report.
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***CORPORATE - Recipients Have Full Control***

Thirlwall Inquiry

Board development session

October 2026
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***CORPORATE - Recipients Have Full Control***

What the Inquiry examined

Events at the Countess of Chester Hospital between 2015 and 2018

The experiences of families

The actions of clinicians, managers, executives and the Board

How concerns were raised, understood and acted upon

Whether governance, scrutiny and regulation protected babies

The Inquiry did not reconsider the criminal convictions or court evidence.

Gloucestershire Hospitals NHS Foundation Trust
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***CORPORATE - Recipients Have Full Control***

The central lessons

The neonatal unit is the case study. The failures were organisational.

Weak signals were not joined

Deaths, collapses, clinical concerns and other information were
considered separately.

Governance did not protect

Committees, reviews and external scrutiny did not produce timely action.

Families were not kept informed

Parents were not told promptly about concerns and reviews.

Gloucestershire Hospitals NHS Foundation Trust

Safeguarding was misunderstood

Suspicion of deliberate harm should have triggered protective action.

Speaking up met resistance

Clinical concerns became entangled with relationships and grievance
processes.

Patient safety must come before certainty,
reputation or organisational comfort.
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***CORPORATE - Recipients Have Full Control***

The 17 recommendations

Grouped into five practical areas. The following slides set out all recommendations.

Protect and respond

Detect patterns earlier

Secure care environments

Strengthen accountability

Make learning stick

Gloucestershire Hospitals NHS Foundation Trust

4/16

Recommendations 4, 8, 9 and 10

Recommendations 6, 7, 11 and 12

Recommendations 1 and 2

Recommendations 13, 14 and 15

Recommendations 3, 5, 16 and 17
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***CORPORATE - Recipients Have Full Control***

Secure care environments

Recommendations 1 and 2

1  Cot-space cameras

All cots and incubators in neonatal units should have baby monitors with secure livestreaming so parents can observe their
baby remotely. Funding should be centrally managed and ring-fenced. NHS England should publish an implementation

roadmap by 31 March 2027.

2  Insulin controls

Use digital access controls to restrict insulin to authorised people and record access. All neonatal units must meet the
Getting It Right First Time safe-insulin requirements by 31 March 2027. Until biometric access is in place, Trusts should
install closed-circuit television focused on insulin storage, retaining recordings for at least 28 days. National laboratory

guidance on insulin and C-peptide testing should be mandatory.

Gloucestershire Hospitals NHS Foundation Trust 5
102/202
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***CORPORATE - Recipients Have Full Control***

Protect and respond

Recommendations 4, 8, 9 and 10

4 Safeguarding and
contracts

8 Sudden unexpected
death

9 Suspicion of deliberate
harm

10 Independent expert
panel

Gloucestershire Hospitals NHS Foundation Trust

All Trusts must provide role-appropriate safeguarding training to all staff and Board members, including Non-Executive
Directors. Training must cover concerns or suspicions that staff may have caused deliberate harm. By March 2027,
employment, bank and agency contracts must require compliance with safeguarding guidance and the Suspicion of
Deliberate Harm Protocol.

NHS England must immediately tell neonatal Trusts that the sudden unexpected death in infancy and childhood process
applies to babies who die suddenly and unexpectedly without leaving hospital. Trusts must draw this to relevant staff and the
Board within seven days. Revised national guidance is due by 31 March 2027.

By 31 March 2027, NHS England must issue a one-page protocol and short guidance. Good-faith concerns must be acted
on immediately; the responder’s personal belief is irrelevant. Protecting patients, usually by moving or suspending the
person while investigating, is a neutral act. Safeguarding processes must be followed and Trusts must embed the protocol.

The Department of Health and Social Care should seriously consider a multidisciplinary national panel able to conduct swift,
independent technical investigations when concerns emerge about an individual and patient harm.
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***CORPORATE - Recipients Have Full Control***

Detect patterns earlier

Recommendations 6, 7, 11 and 12

6 Board monitoring of
deaths

7 National mortality
reporting

11 Medical examiners

12  Specialist pathology

Gloucestershire Hospitals NHS Foundation Trust

7/16

By 31 March 2027, all hospital Trusts must have effective mechanisms for Board-level monitoring of all deaths of children
and babies, and a clear, predetermined route to senior management for escalating concerning data trends or patterns.

Hospitals with a neonatal unit should name and train a lead reporter to enter data at least weekly and review real-time
Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the United Kingdom information.
Unless immediate action is required, the lead reporter should advise the Board at least every six months about alerts,
investigations and action plans.

By 31 March 2027, the National Medical Examiner should issue a one-page process for neonatal deaths. Medical examiners
should ask directly about harm or safeguarding concerns, have access to neonatal expertise and record the details of
clinicians who cared for the baby where concerns arise. The system should be reviewed in 2027.

The Department of Health and Social Care and NHS England must ensure that 37 doctors are in paediatric and perinatal
pathology training posts by June 2033, with the incentive scheme funded until that level is reached.
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***CORPORATE - Recipients Have Full Control***

Strengthen accountability

Recommendations 13, 14 and 15

13 Managers

Care Quality
14 L
Commission

15  Parliamentary scrutiny

Gloucestershire Hospitals NHS Foundation Trust

The Department of Health and Social Care and NHS England must establish a barring system for all managers by
September 2027, review it in 2030 and consider full statutory regulation by September 2032. Senior-manager moves must
not conceal capability or misconduct concerns. Managers should have an individual duty of candour and an explicit patients-
first standard.

The Care Quality Commission should inspect hospital departments without notice, using at least two current practising
specialists. Inspectors must establish what is happening in practice, test whether processes are effective and focus on
whether patients are safe rather than whether a process exists.

The House of Commons Health and Social Care Committee should rigorously and consistently review the Care Quality
Commission’s performance, initially every year and later every three years or at another frequency determined by the
Committee.
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Make learning stick

Recommendations 3, 5, 16 and 17

3  Bereavement care

5 Joined-up digital
systems

16 National speaking-up
oversight

17  Implementation audit

Gloucestershire Hospitals NHS Foundation Trust

9/16

The National Bereavement Care Pathway for neonatal death should be implemented nationally and in every Trust by 31
August 2027.

By 31 March 2027, NHS England must provide a clear, timed route to harmonising NHS computer systems by December
2028, supported by a mandatory interoperability standard so neonatal data can be entered once, reviewed promptly and
monitored continuously.

The functions of the National Guardian’s Office should transfer to the Parliamentary and Health Service Ombudsman. The
Ombudsman should be able to investigate inadequate handling of whistleblowing and help whistleblowers by referring
concerns and overseeing the response.

The National Audit Office should be given responsibility and funding to audit implementation of recommendations from
statutory inquiries into NHS bodies, beginning by September 2027.

106/202
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Who is responsible?

Some actions are local, some national, and some depend on both.

Provider Trusts Shared responsibility

¢ Insulin access and interim closed-circuit

television

» Bereavement pathway » Cot-camera roadmap and local Implementation
» Safeguarding training and contracts * Digital interoperability and local readiness

* Board oversight of child deaths * Medical examiner guidance and local practice

* Mortality reporting  National manager framework and local checks

» Sudden unexpected death and deliberate-
harm arrangements

Mainly national

* Independent expert panel

 Pathology workforce

* Manager barring framework

+ Care Quality Commission inspection model
» Speaking-up oversight

* National Audit Office implementation audit

National dependency is not a reason to wait where a local risk is already known.

Gloucestershire Hospitals NHS Foundation Trust

10/16
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***CORPORATE - Recipients Have Full Control***

Key dates

Now |dentify immediate safety gaps and confirm ownership

30 November 2026 Interim closed-circuit television for neonatal insulin storage

Most immediate national and provider requirements, including mortality oversight, escalation and

31 March 2027 . .
insulin controls

August to : : N : :
September 2027 Bereavement pathway, manager barring framework and National Audit Office audit function
Eﬁ:veal:”ldbser 2028 Digital interoperability by December 2028; pathology workforce milestone in June 2033

Gloucestershire Hospitals NHS Foundation Trust
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***CORPORATE - Recipients Have Full Control***

What the Board is explicitly required to do

« All Trusts must provide safeguarding training to Board members, including Non-Executive Directors. The training
should include how to deal with concerns and suspicions about deliberate harm caused by staff.

« By 31 March 2027, all hospital Trusts must have in place effective mechanisms for Board-level monitoring of all
deaths of children and babies.

« By 31 March 2027, all hospital Trusts must have in place a clear and predetermined route to senior management for
the escalation of concerning data trends or patterns.

* Where data requires immediate action, a report should be made to the Medical Director and the Board immediately.

* Otherwise, the lead reporter should report to Trust Boards at least every six months and advise whether alerts or a
need for investigation have arisen, and what investigation or action plan is in place.

Gloucestershire Hospitals NHS Foundation Trust
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***CORPORATE - Recipients Have Full Control***

Where the debate has focused

Cameras and monitoring Regulation of managers

Questions about privacy, consent, information governance, cost and Support for stronger accountability, alongside questions about due
whether technology could substitute for leadership and culture. process, bureaucracy, recruitment and candour.

Learning and individual accountability Deliverability

How to examine system factors without avoiding action where an Dependence on funding, digital infrastructure, specialist workforce and
individual’s conduct, capability or candour may have contributed to harm. national guidance.

Support for staff who raise concerns Sustained implementation

Whether staff can raise patient-safety concerns without fear of career
detriment, and whether the proposed national oversight arrangements will
provide effective help and follow-up.

Whether recommendations will lead to demonstrable, lasting change
rather than short-term compliance.

Gloucestershire Hospitals NHS Foundation Trust
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***CORPORATE - Recipients Have Full Control***

What Lady Justice Thirlwall said about “no blame”

“The move towards a ‘no blame’ culture in the NHS, starting in 2000, was a
mistake.”

Her explanation

* Focusing on system faults, while omitting individual responsibility or blame, meant difficult
conversations about conduct were avoided.

« Lady Justice Thirlwall concluded that this undermined patient safety.

» Her stated starting point is patient safety, with behaviour and accountability addressed alongside
learning from systems.

Board implication: a learning response should not prevent judgement or action where conduct, capability,
candour or safeguarding duties are in question.

Gloucestershire Hospitals NHS Foundation Trust
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***CORPORATE - Recipients Have Full Control***

Our organisational approach

e One whole-Trust programme, not a Women and Children’s response
* One consolidated gap analysis and action plan

« Executive sponsorship and a named operational lead for each action
* Local ownership through clinical divisions and corporate functions

« Executive oversight, Quality Delivery Group coordination, Quality and Performance Committee scrutiny and
Board visibility

« Staff engagement, Freedom to Speak Up input and active testing of what is “true for us”

« Clear evidence of completion and, importantly, evidence of impact

Gloucestershire Hospitals NHS Foundation Trust
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*CORPORATE - Recipients Have Full Control***

Three questions for the Board

Questions for Board discussion

1. Could similar events happen here?

Where might the organisation remain vulnerable, despite the governance and controls currently in place?

2. What would convince us that our response to Thirlwall is making care safer?

What would patients, families and staff experience differently, and how would we test that beyond completed actions and reassuring
reports?

3. Where is our culture helping or hindering?

Can colleagues challenge senior people safely, while the organisation holds learning, compassion and accountability together?

Gloucestershire Hospitals NHS Foundation Trust 16
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Report to Public Board of Directors

Trust

Date of Meeting 12t November 2026

Report title Integrated Performance Report (IPR)
Sponsoring Chief Operating Officer (COO)
Director/Author Chief Medical Officer (CMO)

Chief Nurse (CN)
Chief People Officer (CPO)
Director of Finance (DoF)

Purpose (confirm the appropriate box)

For approval For discussion For information

O X X

Executive Summary

Previously considered by - Trust Leadership Team (TLT)

- Divisional Executive Reviews

Recommendations:

To note the contents of the Integrated Performance Report (IPR)
Assess improvements and deteriorations including assurance on actions to respond to
performance changes.

Strategic Aims (tick as appropriate)

° Patient experience and voice
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° People, culture and leadership v

@ Quality, safety and delivery v

Digital first

Impact on any Strategic Risks?

Implications on:

Equality, Diversity Performance is monitored across protected characteristics and
and Inclusion patient groups to identify and address unwarranted variation in
access, experience and outcomes.

Health Inequalities The report highlights variation in access, waiting times and
outcomes; recovery actions should prioritise groups and
communities experiencing the greatest disadvantage.

Finance and resource Delivery of recovery plans requires careful management of
workforce, capacity and productivity within the agreed financial
envelope.

Regulation/Legal Performance is monitored against relevant NHS constitutional
standards, statutory duties and regulatory requirements, with
exceptions escalated through established governance.

CQC-Key line of Relevant to the CQC domains of Safe, Effective, Caring,
enquiry Responsive and Well-led, particularly access, flow, quality, safety
and leadership oversight.

Green Plan Recovery actions should consider environmental impact, including
travel, estates, procurement and efficient use of resources, in line
with the Trust Green Plan.

Main Report

Performance

September performance remained under pressure across urgent and emergency care, elective
recovery, diagnostics and cancer. Although Referral to Treatment performance, diagnostic
performance, histopathology turnaround and 62-day cancer performance improved, flow and
discharge pressures increased, and several key standards remained off trajectory.
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Urgent and Emergency Care

Type 1 four-hour performance deteriorated to 61.83% against the 78% standard, while 12-hour
performance fell to 89%. Admitted performance reduced to 42% and non-admitted performance
to 66%. Priorities remain admitted flow, time to clinician, workforce recruitment and ambulance

handovers.

System Flow and Discharge

Emergency length of stay remained broadly stable but waits for a decision to admit rose again
from the summer low. Simple discharges showed some recovery; however, total discharge-ready
volumes, delays exceeding 21 days and length of stay after being discharge-ready increased,
requiring continued Trust and system escalation.

Planned Care — Referral to Treatment

Referral to Treatment 18-week performance improved slightly to 70.86% in September from
70.02% in August. Total incomplete pathways stabilised at around 68,000, with the submitted
position expected to be around 71%. The main pressures remain in Orthopaedics and Spinal
Surgery, Gynaecology and gastrointestinal services.

The 45-week cohort increased to 965 and 52-week waits to 52. Orthopaedics and Spinal Surgery
account for 33 of the 52-week breaches, with further pressure in Gynaecology. Recovery remains
focused on independent-sector capacity, theatre utilisation and H2 productivity plans, with equity
cohorts reviewed through weekly governance.

Diagnostics

Diagnostic performance improved by 1.97 percentage points in September, with 10 of 14
modalities reducing breaches. MRI, echocardiography, cystoscopy and urodynamics deteriorated
during the month. MRI recovery is likely to extend beyond December because the fourth scanner
at Cheltenham General Hospital remains unavailable.

Additional endoscopy and echocardiography capacity is supporting recovery. Histopathology 10-
day turnaround improved to 56.2% from 53.8% in August, despite the highest monthly specimen
volume to date. Recruitment delays, sickness absence and reduced dissection capacity remain
key risks.

Cancer

The 62-day position improved to 65.8% in September from 61.6% in August, but remained below
the 85% standard. Treatment capacity and diagnostic delays remain most significant in Urology,
Gynaecology and Lower Gastrointestinal pathways, with continued deterioration in Gynaecology
and Head and Neck.

Faster Diagnosis Standard performance reduced slightly to 74.0% from 74.2% in August and was
5.8 percentage points below plan. First outpatient appointment and histopathology constraints
continue, with Gynaecology and Skin the main drivers of underperformance. Lower
Gastrointestinal performance improved above plan to 82.4%.

The 62-day backlog reduced to 180 at 27 September, with emerging improvement in Lower
Gastrointestinal, Skin, Head and Neck, and Gynaecology, but it is not yet on a sustainable
recovery trajectory. Additional capacity, targeted diagnostic action and stronger specialty and
tertiary-provider oversight remain in place. The September position remains subject to validation.

Quality and Safety
Quality performance was mixed during September. Overall falls remained at the improved rate

of 4.7 per 1,000 bed-days, no Category 3 pressure ulcers were reported, mortality remained
within expected limits and mixed-sex accommodation breaches reduced to 23. However, one
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inpatient fall resulted in a fractured neck of femur, reinforcing the continued focus on preventing
serious harm.

Patient experience remained variable. Friends and Family Test performance was 91.4%, with
lower scores particularly evident in GRH Emergency Department and Maternity. PALS achieved
a 78% five-day closure rate, although demand remains high, with access to appointments and
communication continuing as key themes.

Patient safety learning-response timeliness remains an area of concern, with on-time
completion of Patient Safety Incident Investigations reducing to 58%. Implementation of the
Quality Governance Framework and strengthened leadership within the Patient Safety Team
are intended to improve capacity, accountability and oversight.

Complaints recovery continues with weekly executive oversight. Timeliness improved to 38%
but remains significantly below the 95% standard, with aged complaints presenting an ongoing
quality, experience and reputational risk. Recovery remains focused on the oldest and highest-
risk complaints, stronger divisional ownership and implementation of the New Complaints
Framework

Finance

At month 6, the year-to-date position is a £6.3m deficit, which is £99k favourable to plan. The
favourable position has been achieved through non-recurrent balance-sheet benefits that offset
a shortfall in Financial Sustainability Programme delivery. The delivery risk is beginning to
materialise, particularly in relation to recurrent savings.

Areas of focus for the forthcoming months include delivery of the recovery plan, monitoring
monthly run rates and implementing actions to remain on track.

Workforce

The workforce section highlights continuing deterioration or sustained pressure across a small
number of core people metrics that require close monitoring. In particular, the current reporting
period focuses on appraisal compliance, sickness absence, use of temporary staffing (bank and
agency), and job-planning compliance.

Although there are signs of stabilisation in some areas, performance remains below Trust
targets. Collectively, these metrics highlight the importance of consistent local management
practice, strengthened leadership capability and targeted intervention in areas of persistent
variance.

The narrative supporting the metrics provides Divisional / Service level context, identifying
where pressures are most evident and reflect actions in train. These actions are aligned to both
Trust priorities and national requirements, including the NHS Medium Term Plan 2026/27.

Enclosures

Integrated Performance Report (IPR)
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| confirm that | have personally reviewed and approved the final version of this paper. | am
satisfied that it is factually accurate, proportionate, clearly written, appropriately focused on the
Board or Committee role, and explicit about the decision, assurance or discussion required.
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Statistical Process Control Chart Guidance

.

Variation Assurance

pacia Causa Special Cause Yariation | " Variation

No significant of conoErning of irmprowving incicates indicates

change nAtUne or | NATWrE G I consistantly
| pressure due to [ hatting passing
[Hligher ar and falling | af the arget
(L}ower values | sho

How to interpret variation results:

+ Variation results show the trends in performance over time

» Trends either show special cause variation or common cause variation

* Special cause variation: Orange icons indicate concerning special cause variation requiring action
» Special cause variation: Blue icons indicate where there appears to be improvements

*» Common cause variation: Grey icons indicate no significant change

How to interpret assurance results:

» Assurance results show whether a target is likely to be achieved, and is based on trends in achieving the target aver time
* Blue icons indicate that you would expect to consistently achieve a target

» Orange icons indicate that you would expect to consistently miss a target

+ Grey icons indicate that sometimes the target will be achieved and sometimes it will be missed

The red lines on the charts show the target for that performance metric.
The black lines on the charts show the mean for that performance metric.

Where a metric shows improvement and
enters special-cause variation, it will be
moved to Watch Measures and removed
from the main slide deck.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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National Oversight Framework
Seg me nt This information is calculated nationally on a quarterty basis

NHS Oversight Framework - Acute trusts

Current data: Q4 2025-26
Published: 11 June 2026

England
. Timeseries Timeseries Statistics Metric
About League table  Metrics table Trust map Trust chart table chart table metadata Glossary
Select a trust -
@ View the glossary page
Gloucestershire Hospitals NHS Foundation Trust (RTE) A
Average score Trust in financial deficit? Segment Trust rank

2.04

Lower by 0.03 from previous quarter

Trusis are scored on up to 30 measures of
performance (metrics).

Scores range from 1.00 (high performing)
to 4.00 (low performing).

How has average score been calculated?

Performance domains @
Access to services

Finance and productivity
Effectiveness and experience
Patient safety

People and workforce

4/53

2 - Above average

2 - Above average
3 - Below average

3 - Below average

]

Trust has entered financial deficit

If an organisation is reporting a financial
deficit or in receipt of deficit support,
that organisation's segment can be no
greater than 3.

How is financial deficit applied?

2 - Above average

Previous quarter's segment: 3

Each trust is assigned to a segment ranging from 1
— 4 based on average metric score and taking into
consideration the financial deficit override.

How has segment been calculated?

Average score by trust rank placement

4

Average score

v

Segment

1 out of 134
(highest ranked)

1 @2 @3 @4 Selected trust

20 40 60
Trust rank

22 out of 134

Previous quarter's rank: 38 out of 134

SHO00 ® CBID

Each trust is ranked first on segment and
then average score within that segment.
Ranks range from 1 (the segment one frust
with lowest average score) to 134 (segment
four trust with the highest average score).

How has rank been calculated?

[@ View full league table]

..-—.“"-"

100 120 134 out of 134

(lowest ranked)

Copyright © NHS England, 2026
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National Oversight Framework Metrics

Segment Drivers

Description Target Oct-25 Nowv-25 Dec-25 Jan-26 Feb-26 Mar-26  Apr-26  May-26 Jun-26 Jul-26 Aug-26  Sep-26
Percentage of patients with cancer diagnosed or ruled out
within 28 days of an urgent referral

*80% (76.5% (W75.3% (W702% (WMb575% |M684% |f75.8% |Wb740% |f7ccek |db752% |b7ask |(b741% |b739%

Percentage of patients treated ithin 62 days of
ErCENtage of patients treated for cancer within 52 0ays o >75% |77.5% |W76.1% |@787% |M84.0% |W763% |W740% |[W717% |#75.1% |W6BS% |M69.4% |H70.8% |W66.6%

referral
Percentage of patients waiting over 52 weeks for elective
treatment 0.00% |0.04% |d¥0.05% |fh0.05% |fP0.03% [fh0.02% [£001% (P0.03% (f0.02% (50.02% (W0.03% (W0.05% |P0.08%
reatmen
Percentage of patients waiting over 52 weeks for community

R 0.00% (0.00% (=:0.00% [=:0.00% |[=0.00% [=000% |(=0.00% |(=0.00% |[=0.00% [=:0.00% [=:0.00% |[=:0.00% [=0.00%
SEMVICES

Access to services  |p t f h tient i iting 18 ke
ETCENIAEE DF CASES WNETE @ PALIeNt I3 Walting 18 WEEKS 87 | »a0% |69.38% |f170.00% |W69.27% (W 68.51% |1 71.74% ({1 74.55% | 73.99% |f174.51% |dh73.56% (W 72.05% | 72.00% | 70.33%

less for elective treatment

Difference between planned and actual 18 week performance 131% =:1.29% |[=:-0.27% |--2.40% (--489% |db-520%

Percentage of emergency department attendances admitted,

>78% |B2.893% 54.17% 84.13% 80.29% 62.73% 54.57% 54.93% 63.85% 62.32% B66.36% 84.82% 0.00%
transferred or discharged within four hours i ¥ ¥ i LT i L] L] L1 [ ] ¥

Percentage of emergency department attendances spending

2% |8.79% 10.06% 10.00% 12.19% 10.37% |qr9.38% 9.26% 10.35% 11.45% 5.49% 8.30% 10.94%
over 12 hours in the department ¥ i o i i i L] ] A [ J ¥

Average number of days from discharge ready date to

0.8 o7 0.7 $0.3 o7 oo = 0.6 Wos = 0.8 [ e k:] 0.8 N/A
Effectiveness and |actual discharge date (including zero days)
experience Summary Hospital-level Mortality Indicator 1.0098 |fh0993 |[fh0980 (fh09568 |h0.944 |fh0.927 |0911 |fh0o01 (W0ooz (Ww0o03 (W0o0o 40008
CQC inpatient survey satisfaction rate H/A H/A H/A H/A IS N/A N/A NJA NJA H/A H/A H/A

Analytical Highlights

The Trust has risen to Segment 2 under the National Health Service Oversight Framework, driven by sustained underperformance in Accident and Emergency
access, elective backlog growth, and workforce gaps.
Referral to Treatment metrics for August onwards are taken from internal reporting while publication through national statistics is still in progress.
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Watch Measures

Target Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26 Aug-26 Sep-26
Short ncnflce (within 72h) o > AN 9.6%
cancellation rate — total
Same Day Non-Clinical
came "at‘_' on-Hiniea 74 |4 68 |4 38 |Ws3 |#so |(Wse |Ws9 Wes |Wes (w117 |4 73 (¥ 80

Elective Care ance a!ons
Cancellations not rebooked 0 A s
within 28 days
Angi Waiting List
pc",fi'f-,’f;am aming Ls 220 A o216 W o232 (W o250 |Wo255 |4 237 (W 263 (AN 254 |Ah 245 (AN 227 (W 235 |Ah 203
G&A Occupancy - CGH 92% | 87% |W 86% |4 89% | 91% | 90% |4 92% |= 92% |W 91% | 90% |= 90% |4h 91%  [Ah 92%
Flow
G&A Occupancy - GRH 92% 95% |=> 95% | 9a% |fh9rn  |= 97% (b 9e% (9% 1= 9% (Wb 9% (Wb 95% (b 9% = 96%
VTE assessment completed - 95% 92.9% |M93.9% |Wo34% [W927% |W92.0% |4929% |W9L.9% |AN92.2% |Ah93.6% |WOL1% |MN92.7% |Ah93.2%
excluding short stay (%)
Number of Category 2
pressure ulcers acquired as 24 A o11 ¥ 15 = 15 i 6 %12 i 9 ¥ 14 ih 12 i 6 ¥ 7 Y 14
Safe Care |inpatient

Smoking Status Compli
(;}c’ ing >tatus Lompliance 95% 98.56% |W08.16% |W98.04% |W97.96% |W97.56% |An98.45% |Wo8.28% |W07.83% |W97.81% |W97.74% |497.80% |Wb96.74%
s Harm from Patient
eve-re -arm rom rFatien 0 0 |§> 0 |§> 0 * 1 * 0 |§> 0 |§> 0 |§> 0 I% 0 I% 0 I% 0 I% 0
Medication Errors

GRH: Gloucestershire Royal Hospital. CGH:

6/53

Cheltenham General Hospital. VTE: venous thromboembolism. h: hours.

re Hospitals NHS Foundation Trust

124/202



Integrated Performance Report- September 2026

Urgent and Emergency Care: Performance

(Standard: a minimum of 78% of patients seen within 4 hours bv March 2026)

Analytical Highlights:

Type 1 4-hour performance deteriorated in September

to 61.83%, primarily driven by the impact of a
challenging August bank holiday on flow.

12-hour performance likewise fell, from 92.42% in
August to 89% in September — just below the average

of 89.5%.

Systemwide 4 hour performance
90%
85%

80%

Areas for Concern:

Performance remains below the required operational
standard across the key 4-hour measures.

Time to clinician continues to require targeted focus
as part of the wider improvement programme.

Learning & Improvement:

Recruitment remains a key improvement lever, including
nursing and medical roles. A focused action plan is in
place to support improvements across Cheltenham
General Hospital Emergency Department, Paediatrics and
Minors, including sub-specialist appointments and
increased operational presence at Cheltenham General
Hospital.
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Continue delivery of the Cheltenham General Hospital Emergency Department, Paediatrics and Minors action plan, with emphasis on
operational grip, workforce recruitment and reduction in time to clinician.

7lpflir§erformance taken from the Urgent and Emergency Care
Qr <stibmission 05/10/2026
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Urgent and Emergency Care: Performance

(Standard: a minimum of 78% of patients seen within 4 hours by March 2026)

Analytical Highlights: Areas for Concern: Learning & Improvement:

Non-admitted performance Both admitted and non-admitted pathways remain below the Time to clinician remains a key area for improvement, alongside
demonstrated a small deterioration, operational standard. The admitted pathway remains the greater the continued need to strengthen operational grip and pathway
from 69% to 66%. area of concern, following a significant deterioration in August's flow. Recruitment remains a core improvement lever, including
Admitted performance fell from 46% position.

nursing and medical roles.
in August to 42% in September.

Type 1 Performance - admitted Type 1 Performance - not admitted
90%
90%
80%
80%
70%
70% .
60% ° 60% @ A
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50% —_—— i vty — 50%
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< 2 &2 ¢ & & £« 2 2 0 & & £ =2 2 £ 3 2 6 & ¢ & 3 2 6 &8 ¢ & 3 2

Maintain delivery of the Cheltenham General Hospital Emergency Department, Paediatrics and Minors action plan, with particular focus on
admitted pathway flow, time to clinician and operational presence at Cheltenham General Hospital.
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Urgent and Emergency Care: Performance seaninm

of 78% of nafients seen within 4 hat irs bv March 2026)

Analytical Highlights:
Paediatric 4-hour performance fell
significantly, from 86.2% in August
t0 80.5% in September.

The number of mental health
patients waiting more than 24
hours in the department rose from
22 to 23. However, when adjusted
for the number of attendances, this
is a relative increase of only 0.4%
(1.56 breaches per 1,000
attendances versus 1.55).

Areas for Concern:

Paediatric performance remains below the 95% standard set out

in the MTP framework, with the improvements demonstrated
over the previous six months now reversed.

UEC - paediatrics 4 hour performance

100%

Learning & Improvement:

Recruitment remains a key improvement lever, including

consultants in paediatric emergency medicine. Continued focus

is required on sustaining paediatric performance and reducing
mental health waits.
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Continue the role of the Paediatric Band 7 Nurse in supporting departmental improvements and escalation across both sites, alongside
targeted work to reduce mental health waits.
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A Handover Ti 1L/ ———
verage Handover Time — 65% comastotecmpeesvitin isminsesaria
Analytical Highlights: Areas for Concern: Learning & Improvement:
Following pressure caused by the August bank holiday Further assurance is required that patients are being offloaded
Despite challenging conditions, weekend, performance has slipped against standard and promptly into appropriate non-Emergency Department
ambulance handovers remained remains below the 15-minute standard. assessment areas or wards, supported by timely registration and
broadly consistent, rising from an clear ambulance bay processes.
average of 20 minutes to 22 minutes—
7 minutes above the 15-minute % Of Ambulance Handovers <= 45 mins Ambulance Handovers within 15 minutes (%)
standard.
100% .m 100%
The proportion of handovers completed 0% 20® 0%
within 15 minutes fell to 38%, falling . o @
from a peak of 50% in July. o '. a0 @
70% o--o--g® 70%
*e e *
In September, 4% of handovers 60% P, v/ 60%
exceeded 45 minutes. 50% 50% o
40% 40% ............ ..
30% 30% ° Py -0
20 Q& | 2 geao?ou"vest®
10% 10%
0% 0%
I 33 3 F 428 8 4 178 8 8 8 8 o 8 &8 3 83 84 8 8 2 89 49 8 8 8 &
85384838 3235 2848% %57% 2538438 852384388 %5732

Review admin team location and move receptionist cover closer to the ambulance bay to speed registration and support improvement in ambulance offload
times.
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Referral to Treatment Performance and First outpatient
Patients treated and outpatient waiters with a first appointment within 18 weeks.

Analytical Highlights: Areas for Concern: Learning & Improvement:
Referral to Treatment performance has improved slightly, with a Further focus is needed on waits for first appointments and on
Referral to Treatment 18-week submitted position of around 71% expected. The total median waiting times. Services are reviewing opportunities to
performance for September was incomplete pathway count has stabilised at around 68,000. The convert follow-ups to new appointments, overbook in line with
70.86%, showing a small increase number waiting over 18 weeks is expected to be similar to did not attend rates and improve utilisation.
from Au,gust (70.02%) August. Key challenges remain in Orthopaedics/Spines,
’ ’ Gunaecalaav and aactraintectinal carvicas
First outpatient appointment RTT Performance (18 weeks) RTT OP - 1st appointment within 18 weeks
performance within 18 weeks has - L
shown a 0.19 percentage-point o - .....
increase from August, with 16.26% . t.. °
having a first appointment within 18 ' o] 16% L
weeks. 7% * » 155 ]
® .
T o 14% _—
BE% o0 ... s b Y
™ o .. 1% G- a-"
BE
...... 11% ¢ ®
B e e - . . i @

. Focus continues on the most challenged services of Orthopaedics/Spines.

. Neurology will continue to use Cotswold Neurology—around 300 patients are to be IPT'd.

. Data quality action plan paused given some stability secured with Total Incompletes around 68,000.

. Second half of the financial year planning is under way, with an ambition to increase Referral to Treatment performance to 75% by the end of December, focusing on
productivity opportunities.

. Focus on first outpatient appointment bookings during October and November.
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Referral to Treatment Equality, Diversity and Inclusion Groups:
Referral to Treatment waiters with leaming disabiiiies and Armed Foroes Clinical Commissioning Group (13Q)

12/53

Analytical Highlights:

The British Armed Forces cohort
(13Q) has shown a slight increase
in the number waiting 18+ weeks
for treatment to 17 pathways, up
from 15 in August.

Of those waiting 18+ weeks for
treatment, the average wait is 30
weeks. The longest wait is 51
weeks.

The number awaiting treatment
with learning disabilities has
increased for the third consecutive
month, to 64. Of those waiting 18+
weeks, the average wait is 28
weeks. The longest wait is 50
weeks.

Areas for Concern:

None. Ear, Nose and Throat and Orthopaedics have zero
patients waiting over 18 weeks. The national requirement is
currently being met. Other specialties with waits over 18 weeks
are static, with 60% of patients dated for October or November.
No individual specialty is a particular concern, with patients

s B

Armed Forces CCG (130) waiting 18+ weeks RTT

@ e
- e %0 gg 9%,
L] .

uri-24

e
Apr-35
Feb-25

Aug-24
Det-24

Apr-24

Jun-26

Apr-26
Aug-26

Aug-25
14
Dec-25

1) Services continue to be advised of requirements to achieve zero 18-week breaches.
2) Focus will remain on serving British Armed Forces personnel.

3)

Learning & Improvement:
Increased visibility for learning disabilities Referral to Treatment

reporting for specialties and integration into weekly Referral to
Treatment governance.

Learning Disabilities cohort waiting 18+ weeks RTT

L ]
» ..
[ ]
o [ L) v .
- .—.—..—

Aug-2°
Oct-25
Dec-25

Oct-24

Apr-24

Further promote the timely treatment of patients with learning disabilities and review progress through meetings such as Check and Challenge and Long Waiters.
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Elective: Referral to Treatment 45- and 52-Week Waits

Analytical Highlights:

The 45-week waiting cohort
increased again during September,
reaching 953 pathways. Although
this cohort has shown consecutive
growth, the rate is slowing down.
The largest cohort is Trauma and
Orthopaedics, with 266 pathways,
and a further 162 in spinal surgery.

Similarly, the 52-week cohort
remains above the target of 0 and
has grown since August. Of the 52
patients waiting, 12 have activity
booked in October.

Areas for Concern:

There were 52 confirmed 52-week breaches. Surgery had 34: 33
in Orthopaedics/Spines and one in Ear, Nose and Throat.
Women'’s and Children’s had 14: 13 in Gynaecology and one in
Gynae-Oncology. Medicine had four breaches: two in
Dermatology and two in Rheumatology. The 45-week cohort
also increased from 934 in August to 953 in September.
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Learning & Improvement:

Learning will be identified through RCAs, pathway reviews and
demand-and-capacity analysis.

RTT 45ww Incomplete Position
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Continue using ISPs where appropriate, particularly for Orthopaedics and Neurology.

Refocus on maximising theatre utilisation.

Second half of the financial year planning focusing on productivity gains.

13/53
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Cancer: Percentage of Patients Seen within 62 Days (Standard: 85%)

Analytical Highlights:
62-day performance improved
in September to 65.8%

compared to 61.6% in August.

Recovery plans appear to be
having an impact but remain
constrained by diagnostic
delays and treatment capacity
pressures across key tumour
sites.

SiE i =

14/53

Areas for Concern:

The principal risks remain treatment capacity in Urology, Gynaecology
and Lower gastrointestinal, alongside delays in diagnostic reporting,
pathway progression and clinical decision-making.

Urology remains unstable, while Gynaecology and Head & Neck
continue to deteriorate. Patients are still being booked beyond their
62-day breach dates in some pathways, demonstrating that agreed

recovery processes are not yet providing assurance on redressing
issues.

62DW Performance

Learning & Improvement:
Additional capacity alone will not deliver recovery unless it is

translated quickly into booked activity and reduced patient waiting
times.

Recovery actions require regular updates and oversight.

62 day faster diagnisis standand vs planned trajectory (since Apr
2025)

Additional diagnostic and treatment capacity deployed in priority tumour sites (Dermatology, Gynae-Oncology, fine-needle aspiration).
Directors of Operations present specialty recovery plans through strengthened weekly cancer governance and DOps reporting.
Escalation and support for pathways delayed by tertiary provider dependencies.
Focused recovery of histopathology turnaround times and other diagnostic bottlenecks.

Revised Cancer Delivery Group actions to provide earlier identification and escalation of risks. A 'Fresh Eyes' review across divisions has been instigated.

132/202
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Standard (80%): Improve performance against the 28-day Faster Diagnosis Standard to the 80% ambition by March 2026

Analytical Highlights: Areas for Concern: Learning & Improvement:
First outpatient capacity remains constrained across Head & Improving first outpatient access and reducing diagnostic delays remain the
Faster Diagnosis Standard Neck, Dermatology, Urology, Colorectal, Gynaecology and key opportunities to recover performance towards the 80% standard.
performance fell slightly to Oncology pathways.
74.0% in September Histopathology turnaround times continue to impact timely Skin remains the tumour site with the lowest confidence in delivery and has
compared to 74.2% in August. diagnosis, particularly within Gynaecology, Breast, Head & a significant impact on the aggregate Trust-wide position. Organisational
Neck and Colorectal services. focus is therefore on supporting an accelerated improvement plan.

Performance is 5.8% below
planned position in 28DW Performance

September. 100% .

Gynae and Skin specialties
appear to be significant drivers
of the below planned position.
This could be due to active
backlog clearance as backlog
is falling for both specialties.

28 day faster diagnosis standard vs planned trajectory |since Apr 2025)

Lower gastrointestinal is 0%
above plan for the first time in
6 months at 82.4%. 5%

lan-26

Oet-25
&
)
]
i

Increase first outpatient capacity in priority tumour sites.

Review the baseline against BPTP implementation by tumour site to target delivery support.
Continue weekly oversight of the skin pathway.

Reduce histopathology turnaround times in priority pathways.

Escalate diagnostic bottlenecks through cancer recovery governance.

15/53 133/202
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Cancer 62-Day Backlog Position

Rolkng 28 -week view of £2 Day backlog Analytical HighlightS:

I I — — s - Backlog data show the position at the end of the week (for the past 24 weeks) for two-week
e e ! e wait referrals that have waited over 62 days. The position as of 27/09 was 180.
Lower gastrointestinal, Skin, Head & Neck and Gynae show a steady reduction in the past
3-4 weeks.

Areas for Concern:

» The backlog is not yet on a sustainable recovery trajectory, although signs of a
downward trend are emerging in Lower gastrointestinal and Gynaecology.

» Persistent constraints include theatre and outpatient capacity, incomplete pathway
actions, delayed clinical decisions and dependencies on tertiary providers.

» Histopathology remains inconsistent because of embedded issues.

40

Learning & Improvement:

Targeted recovery actions in Lower gastrointestinal have demonstrated improvement;
however, Skin, Head & Neck, Gynaecology and Colorectal continue to be constrained by
capacity and diagnostic delays, with Urology deteriorating again. Earlier escalation of
pathway delays, improved clinical decision-making and sustained focus on histopathology
turnaround times remain critical to backlog recovery.

1. Additional treatment capacity is being deployed within Urology and Lower gastrointestinal, whilst weekly specialty red, amber and green reviews continue to focus on
decision-making delays, outstanding results, clinic outcome delays and pathway progression.

2. Targeted action is underway to reduce histopathology delays affecting Gynaecology, Head & Neck and Colorectal pathways, alongside strengthened oversight of Skin and
Head & Neck backlogs and closer working with tertiary providers to improve timely access to treatment.

3. Continue outsourcing and insourcing in Skin, Endoscopy and Histopathology, and explore artificial intelligence options across pathways.
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Cancer Waiting Times Performance: Last 3 Months
Please note: the September position is awaiting validation.

CWT Metrics — 3 prev. manths position {excluding Breast, Symptomatic referrals)

CWT Standards Two week wait 28 Day FDS 31 Day Treatment 62 Day Treatment

Jul-26 Aug-26 Sep-26 Jul-2& Aug-26 Sep-26 Jul-26 Aug-26 Sep-26 Jul-26 Aug-26 Sep-26
Acute leukaemia 100.0% 100. 0%
Brain/CNS 100. 0% 90.0% 100. 0% 62.5% 100. 0% 75.0% 100. 0% 100.0% 100. 0% 50.0% 100.0%
Breast 47.5% 88.0% 12.2% B5.0% 92.2% B9.8% 94.4% 91.6% 86.8% 72.8% 64.1% B1.4%
Gynaecological 61.7% 59.6% 61.9% 49.7% 41.9% 41.2% 93.1% 89.7% 83.3% 76.7% 55.0% 52.6%
Haematelogical 100. 0% 92.3% 60.0% 36.4% 37.5% BO0.0% 100. 0% 98. 2% 96.2% 78.9% 68.8% 52.9%
Head & neck T1.4% BB.2% T8.8% Td.6% T0.7% B1.3% 100. 0% 94.3% B1.5% 39.1% 51.3% 45.5%
Lower Gl T1.2% 88.5% 90.8% 69.7% 75.5% B82.4% 92.7% 96.2% 79.1% 63.9% 41.5% 31.8%
Lung #9.5% 100.0% 25.0% 06.0% 100. 0% B4.0% B9.4% B4.4% 85.4% 55.0% 37.5% 55.0%
Other 100.0% 0.0% 100.0% B7.5% 100.0% 100.0% 75.0% 66.7% 50.0%
Sarcomas 100. 0¥ 100.0%
Skin 61.3% 54.6% 57.5% 72.0% B4, 6% 57.3% 87.9% 75.3% 76.9% 86.1% 78.3% B 7%
Mon site specific symp| 37.9% 43.5% 29.8% 41.9% 55.2% 27.3%
Testicular 100,05 84.6% 100,085 77.8% 69.2% 90,9% 100, 0%
Upper GI £9.5% 96.8% o7.9% 91.3% 90.4% 95,00 0g,3% a8, 55 97.1% 86.4% 71.7% 75.0%
Uralogical 90.8% 91.8% 91.4% 57.1% B0.0% 56.7% 94.1% 95.7% 88.5% 64.2% 56.0% 70.6%
Trust Total 59.4% 79.2% 65.5% 73.6% 73.6% 73.3% 93.8% 91.8% 86.9% 73.6% 62.0% 6. 6%

2WW: two-week wait. FDS: Faster Diagnosis Standard.
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1 1 Analytical Highlights:
HIStOpathOIOQy 10-Day Reportlng There was another month of incremental
improvement. The 10-day turnaround time for
cancer specimens rose to 56.2%, from 53.8% in
August and a July low of 41%. September
recorded the highest monthly specimen volume
to date. Actual performance is following the
recovery trajectory agreed in CDG and remains
on track for the conservative forecast by February
. 2027. Staffing resilience improved slightly in
—_— : September across the laboratory, administrative
- e m—— e hub and consultant workforce.
-----";'.'__:-—,:——_ o IBEX (artificial intelligence reporting) is live for
s W P S T s prostate biopsies; benefits data are being monitored
through the working group.
The block backlog remains manageable; however, a
challenge is emerging in dissection (the front end of
the pathway) because of sickness and reduced
staffing.
Areas for Concern:
Acute sickness: locum biomedical scientist, weekend
medical laboratory assistant and laboratory GM.
Long-term sickness: dissection lead and two
?:::ls';;:::“? e —Ltlpn::?;:;::m:fﬂlﬂ day TAT) Mo Wy forecact adminiStrative Staff'
Recruitment slippage: three Band 3 staff start in
November, a one-month delay. The Band 5
biomedical scientist post has been readvertised, with
a two-month delay following a visa issue.
Executive VCP approval for locum biomedical
scientist and maternity-leave consultant cover is
scheduled for the executive panel on 16/10.
Additional dissection space remains out of action;
remedial work is in progress.

18/53 136/202
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Diagnostics: Performance Trend

Monthly Validated Diagnostic Performance

19

Analytical Highlights:
Performance increased by 1.97% from August. This is mainly due to
growth in the waiting list, with most additional pathways waiting less than

6 weeks. Of the 14 modalities, 10 have reported a reduction in breaches
from August.

Areas for Concern:

Four modalities have deteriorated in-month (magnetic resonance imaging,
90% Echo, Cystoscopy, Urodynamics).

® Magnetic resonance imaging position has deteriorated as the continued

85% e ® L impact of the heatwave and humidity is felt. The recovery trajectory is

[ T} @ [ ] O ® ® @ likely to extend beyond December because the fourth magnetic

.. [ ] o [ 1 ] resonance imaging scanner remains unavailable at Cheltenham General
80% Hospital.
® [ :
_— o® Learning & Improvement:
e [
o .. Endoscopy modalities continue to improve due to insourcing activity,

70% totalling a breach reduction of 263. In September, most modalities

T ¥ 8% 3 3 9 o4 w0 ow o ouw w48 o & u improved performance compared with August.

=3 e 1] o i =] — { = 1) et = L —y = =11]

g 338 8¢ g3 388 ¢ & 3 32

Cystoscopy recovery must accelerate to reduce the breach position.

Magnetic resonance imaging—complete the paper proposing a mobile imaging unit to compensate for the long-term air handling unit issue affecting the Siemens magnetic
resonance imaging scanner at Cheltenham General Hospital.

Flexible cystoscopy—focused recovery planning is required to address long-standing non-compliance.
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Diagnostics: Performance Trend

Modality Nov-25 Jan-26 Feb-26 Mar-26 Jun-26 Jul-26 Aug-26

Audiology - Audiology Assessments 99.66%  Wb99.65% Hp99.88% Aj100.00% Wk99.80% Wh99.60% Wh99.07% Hp99.09% Wh97.87% ARp9850% Wk97.76%  198.99%

Barium Enema 100.00% =100.00% =100.00% =100.00% =100.00% =100.00% =100.00% =100.00% W88.73% Wk72.97% A}82.73% H{}00.00%

Cardiology - echocardiography 23.41%  9p26.52% 9p30.78% Wk2852% (pa1.82% Wli2g.15% j34.36% fn54.65% Wia4.77% wWk43.80% qjp44.69%  i{p45.77%

Colonoscopy 51.27%  Wbs50.60% Wh48.91% Ap50.00% fp53.16% Ap53.35% Wb4991% Wb49.18% {p51.43% Ap59.93%  Mr62.36% {1 75.98%
Computed Tomography 89.11%  Wb87.28% Wl87.07% Aj88.64% WN92.64% M{j93.44% Ap94.60% Hnos5.34% Wbo2.83% Wk9261% WR94.63%  {196.95%
Cystoscopy 32.75%  An36.93% @p39.83% APR41.96% HR46.20% An58.65% Ap73.46% Wb63.38% dn66.52% Whess5e%  Wp73.80% Wli71.30%

DEXA Scan 100.00% Mb99.82%  100.00% =100.00% =100.00% Wk99.18% M100.00% =100.00% Wb99.45% ¥n99.82% Wh99.45%  H}100.00%

Flexi sigmoidoscopy 2169% Wh3854% Wb37.40% {pa755% #Ap52.76% Wb52.18% Wb51.06% Ap55.69% A{p59.10% Mres.16% wWki58.97% Aj78.17%
Gastroscopy 71.75%  {p73.81% Wi73.77% Ap82.48% Wbg223%  {nga31% Wbe0.09% Wb70.10% {p7156% Wb6858% Wj76.48% {i83.84%

Magnetic Resonance Imaging 99.10%  Wb97.84% #n99.11% Wk99.02% WR99.45% Wioo.03% Ap9938% Wb99.03% Whioossw Wksa09% Wkg0.8sw  Wli75.38%

Neurophysiclogy - peripheral 62.28%  Wn75.14% Wb59.76% Ar69.67% Wp75.80% Wb75.16% Ap79.84% Wb78.48% Wb68.94% Ap76.42% W{p77.17% Wk76.74%
neurophysiology
Non-obstetric ultrasound 99.64%  {n99.91% Wb99.63% Wk9936% Wk9821% Whoe67% Wh9436% {p95.41% Hp96.34% Wk9427% Wk92.04%  {n92.28%

Respiratory physiology - sleep studies 96.27%  An99.22% Wio169% wWk82.23% Wp9e30% Wio3.01% Apos49%  Wbo3.71% Wis2.44% Aps78s% Wk71.18% {no4.49%

100.00% =100.00% WW91.67% #100.00% =100.00% =100.00% We87.50% HP92.59% WW9231% H100.00% Wko538% Wh90.99%

Urodynamics - pressures & flows

MRI: magnetic resonance imaging. CT: computed tomography. ECG: electrocardiography. Echo: echocardiography.
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Analytlcal Highlights:
FIOW Summary Emergency length of stay remains below early-2024 levels and broadly stable in
the latest period.

* Emergency Department patients waiting for decision to admit at 6 pm have
risen again from the summer low, reversing the recent improvement.

» Simple discharges show a recent recovery, remaining above 2024 levels but
below the 2025 peak.

* Emergency admissions remain around the upper part of the historic range, with
sustained demand.

Number of patients in ED waiting for DTA @6pm

Simple discharges (Non OCT) (incld moves to discharge lounge)

Areas for Concern:

* The rebound in decision to admit waits shows renewed pressure at the front
door despite broadly stable emergency length of stay.

* The recent rise in simple discharges has not yet restored the strongest 2025

OCT: Onward Care Team. ED: Emergency Department. DTA: decision to admit. LOS: length of stay. levels.

* Weekly variation remains substantial, so recent discharge gains need to persist.

» Sustained admissions leave limited scope for weaker discharge performance.

Emergency Admissions Average LOS for Emergency (excld maternity)

Learnlng & Improvement:

50 Review the decision to admit rebound alongside discharge timing and
admissions to identify the causes.

» Support the recent discharge recovery through early identification, criteria-led
discharge and discharge lounge use.

» Track decision to admit and emergency length of stay together, as their latest
trends differ.

* Use Same Day Emergency Care and admission-avoidance pathways on high-
demand days, reviewing their impact on flow.

* Investigate the renewed rise in 6 pm decision to admit waits through daily review of admissions, bed availability and discharge timing.
» Sustain the recovery in simple discharges through criteria-led discharge, discharge lounge use and ward-level expected-discharge reviews.
» Track decision to admit and emergency length of stay weekly, using Clinical Vision of Flow workstreams to coordinate front-door and discharge actions.
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DiSCharge-Ready Summary Analytical Highlights:

Total DRD patients have risen from the lower levels seen in late

Ween B Aol 2025 and early 2026.

No. of DRD patients each day Post DRD length of stay * The over-21-day cohort has risen sharply and now sits at the

Compared torevised internal plan 01/04/2024 (rm—) 21032027 COMpared to system operational plan

highest end of the series.

» Post-DRD length of stay has increased markedly, with recent
peaks well above the operational plan.

* Internal-action cases remain below early-2024 levels but have
increased from their recent lows.

Areas for Concern:

N 1Mar24  1Sept24 1Mar 25 1Set2s 1Mar 26 15ept26 ) 1Mar24 1Sept24  L1Mar25  1Sept25  1Mer26  1Sept26  1Mar2? ° RiSing DRD numbers and Ionger delays point to worsening

No. of patients who are DRD for >21 days DRD patients with internal actions

discharge performance across several measures.
* The growth in patients delayed over 21 days requires urgent
[ B review of unresolved barriers.
M internal Actions for >4 days * The recent rise in internal-action cases means the response must

address hospital processes as well as external capacity.
Learning & Improvement:
» Clear the longest delays while preventing newly discharge-ready
patients from joining that cohort.
» Review internal and external barriers together, with a named

1Mar24 1 1Mar24

owner for each unresolved action.
* Use case-level evidence to identify which pathways drive the rise
in post-DRD length of stay.

Actions

22/53

Review total DRD and post-DRD length of stay weekly, quantifying changes and the gap to the applicable plans.
Prioritise over-21-day cases and the longest post-DRD stays through daily system escalation.

Review rising internal-action cases alongside pathway 1 starts and pathway 2 capacity, assigning owners to barriers.
Escalate unresolved hospital and system constraints, tracking whether actions reduce delay.

e o o o
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Delay-Related Harm Summary

23

Analytical Highlights: Areas for Concern: Learning & Improvement:

* Latest deaths with a « Recent death counts sit above the centre line and need + Combine Statistical Process Control monitoring with review of
discharge-ready period are review. delayed patients.
above the centre line but * Counts alone cannot establish whether delay caused harm. » Test whether delay contributed to each death or reversion.
below the upper control limit. * Lower reversion counts do not rule out harm in individual * Link case-review findings to specific discharge actions.

* Recent death counts remain cases.

within the displayed control

limits, without a clear Rewverting to Criteria to Reside Instances )

sustained rise. Deaths with Discharge Ready Period
* Reversions to criteria to "

reside remain below the .

centre line after the January e

2026 peak, with a small

latest increase. - —ioia ———————

Jun-24

c-35

Jun-25
P
lun-26

Apr-24
Dac-24
Fab.
Apr-25
ALE-

o
F
A
4
lun-24
4
4
1

* Review recent deaths with a discharge-ready period and reversions, including the latest increases.
* Compare case findings with DRD volume and post-DRD length of stay to identify patients at risk.
 Prioritise review of the longest delays and escalate unresolved care or discharge barriers.

» Use case-review learning to direct pathway actions, then monitor counts and outcomes over time.
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Quality of Care: Friends and Family Test Positive Response

[156] Total % positive Quallty Highlights:
Trustwide Friends and Family Test positive score has decreased to a
104% below-average position.
- * A decrease across three care types has driven this.
102% * Gloucestershire Royal Hospital Emergency Department has
' seen a significant decrease in score to only 63% positive.

100%

98%

Areas for Concern:
* Gloucestershire Royal Hospital Emergency Department and
96% the maternity ward remain the lowest-scoring areas; the Same
Day Emergency Care score has also decreased.

94%
92%
Learning & Improvement:
Patient experience data is now reported monthly to divisions, with
Feb-24 Jun-24  Oct-24 Feb-25  Jun-25  Oct25  Feb26  Jun26  Oct26 most areas now discussing it as part of their quality governance

arrangements.

* Improved reporting is ongoing with divisions, strengthening quality governance and a specific focus on patient experience linked to Trust strategy.

* The Patient Experience Team will work with Maternity and Emergency Department leads to support experience improvement in areas regularly experiencing lower scores.

* The Care Quality Commission National Inpatient Survey report was published on 26 August 2026, so further triangulation is being undertaken.

* Work is ongoing with business intelligence colleagues to further surface and share the intelligence from our patients' feedback along with other metrics to support divisions
with improvement and identify gaps in feedback.

* A review of outpatient experiences was discussed at the Outpatient Transformation Board to support improvement.

25/53 143/202
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Patient Advice and Liaison Service

[569] % of PALS concerns closed in 5 days

Trustwide

100% - - e e - e e - e e e e e e e
)%

90%
80%

70%

Feb-24 Jun-24 Oct-24 Feb-25 Jun-25 Oct-25 Feb-26 Jun-26 Oct-26

26

Quallty Highlights:
Closure rate further recovered to the target (75%) at 78%.

* A total of 364 cases were closed in September, of which 284
were closed within five working days.

* The number of cases relating to Access to Health Records
improved during the month.

Areas for Concern:

* The volume of cases remains relatively high and increased
further to 391. This figure is expected to increase again in
October.

* The increasing volume and complexity of cases is causing
significant pressure and negative impact on staff wellbeing.

* Specialties with high numbers of cases include Trauma and
Orthopaedics, Emergency Department, Gynaecology, Ear, Nose
and Throat, Neurology. Ongoing themes are availability of
appointments and communication with patients.

Learning & Improvement:

* A sustained position in line with the key performance indicator is
anticipated; however, this will depend on volume. Tested
escalation processes are now available to support when needed.

* Regular adjustments to processes, including access to the
service, triage of cases and escalation of ongoing concerns,
continue.

» Escalation has occurred in areas experiencing the highest number of concerns.
* Recruitment is under way for the Head of Complaints and Patient Advice and Liaison Service post.

» Access to the service has been adjusted, including closure of the drop-in service and management of telephone calls outside core service hours. Webpages have been

updated.
* Quality concerns relating to ongoing pressure have been added as risk reference 1128.

144/202



Integrated Performance Report- September 2026 27

Patient Care: Mixed-Sex Breaches

[148] Number of breaches of mixed sex accommodation Analytical Highlights:
Trustwide Mixed-sex accommodation breaches have increased further over

recent months, with the latest position at approximately 37
breaches, exceeding both the expected tolerance level and recent
historical performance. The increase reflects sustained operational
pressures and a deterioration from the lower breach levels
achieved previously.

Areas for Concern:

Breaches have remained above tolerance for several consecutive
months, indicating a recurring issue rather than isolated
exceptions. Delays in transferring patients from Critical Care and
Recovery areas continue to be a significant contributing factor. The
current trajectory presents ongoing risks to patient privacy, dignity
and experience.

Learning & Improvement:
-10 The lower breach rates achieved during early 2025 demonstrate
that improvement is achievable. Further analysis is required to
Feb-24 Jun-24 Oct-24 Feb-25  Jun-25 Oct-25 Feb-26  Jun-26 Oct-26 identify the operational conditions, patient flow factors and
escalation processes associated with that improvement and to
ensure they are applied consistently across the Trust.

. Continue daily review of breaches through site management calls and operational flow meetings.
. Monitor progress through operational and quality governance structures, with the aim of returning performance consistently below the agreed tolerance level.
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Safety Priority: Patient Falls

[112] Number of falls per 1,000 bed days Quality Highlights:

Trustwide The number of falls within the Trust was 4.7 per 1,000 bed-days
and the reduction we have seen over almost a year is being
sustained.

9
L]
8

Areas for Concern:
Harm sustained from a fall is an area of concern, especially
fractures such as hip fractures and head injuries.

Learning & Improvement:
Regular training sessions are provided to ward based staff
4 including ward clerks and domestics who are well placed to identify

environmental risks.
Feb-24 Jun-24 Oct-24 Feb-25 Jun-25 Oct-25 Feb-26 Jun-26 Oct-26

Our falls overall have stabilised at a lower historical rate we are exploring the reasons for this. There is a correlation with the commencement of the Enhanced Care Team and
sustained improvement which we seeking to understand in more detail so that we can further build on the improvements. The link worker role is set to be re-launched.
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Safety Priority: Patient Falls

[614] Number of falls resulting in broken neck of femur . L
Trustwide Quality Highlight:
Following a fall in hospital, one patient experienced a fractured
neck of femur requiring surgery, significant event that has caused a
prolonged hospital stay and distress.

Areas for Concern:
Generally, falls with serious harm remain low. Our main concern
are patients sustaining head injuries.

0 Learning & Improvement:
As falls resulting in hip fracture have improved and our falls overall
have stabilised at a lower historical rate we are exploring the

-1 reasons for this. There is a correlation with the commencement of
the Enhanced Care Team and sustained improvement which we

Jan26 Feb28 Mar26 Apr-26 May26 Jun-26  Jul26  Aug26 Sept26 seeking to understand in more detail.

29/53

We have a Falls Review Panel that meets every week to ensure all learning is extracted on a themed basis from any incidents, patients sustaining a fracture will have their case
reviewed as part of this approach. The popular training package is being updated to include more information on the risk of more severe head injuries in patients receiving anti-
coagulants.

147/202
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Safetv Prioritv: Cateaorv 3 Pressure Ulcers

[267] Number of category 3 pressure ulcers acquired as in-patient
Trustwide

Quality Highlights:

There were no cases of category 3 pressure ulcers recorded.

.-. | |
¥ H !
|' \ / | E , Areas for Concern:
I' ll"l. I-' | .'I '.I [ Incidence remains low with device related category 3 pressure
1 | ', F |\ [ ulcers over bony prominences such as the nasal bridge being a
WA -'Rx I Iil particular area for improvement.
| f-" \ |'I \ I|
| A\ | LY | |
0 ¢ o d & o
-1 Learning & Improvement:

Focus on device related injuries in respiratory and critical care,
although incidence remains low.

Feb-24 Jun-Z4 Oct-24 Feb-25 Jun-25 Oct-25 Feb-26 Jun-26 Oct-26

A specialist review is carried out following identification of category 3,2 or unstageable pressure ulcers to prevent deterioration. Maintaining access to specilaist equipment and
risk assessment using the new PURPOSE-T tool now available on electronic patient record.
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Mortality — Summary Hospital-level Mortality Indicator National Data

SHMI Quality Highlights:
1.2 National Health Service Digital Summary Hospital-level Mortality
Indicator published on 10/9/26 (data covering May 2025—April
2026) = 0.91, showing a plateau after a sustained downward trend
from the 2024 peak.

L15
L1

LS Areas for Concern:

Ongoing monitoring of Summary Hospital-level Mortality Indicator
without remedial coding

Clinical audits guided by mortality alerts (business as usual)

e Currently this includes aspiration pneumonia/sepsis
Emergency Department delay-related harm

0.85

0.9

e = - - Contribution of Same Day Emergency Care spells to Summary
o T S e e m e = == Hospital-level Mortality Indicator position — national data upload
changes planned for April 2027.
0.B
'R R EEEEEREEEEEEEEEEEEEREEEREEEEREENRNEN
Fggr8ega-328338858823 239288388583 Learning & Improvement:
S o2 S i iissgegssesenngssngsgee s Mortality alerts continue to guide clinical audit priorities, including
NANNANANAAARAARASANARARNSNRAERANAENANNARAR aspiration pneumonia, sepsis and Emergency Department delay-
o SHR Vol == e extreme lower_limit == == lower limit == == ypper_limit == == oxtreme_upper_limit related harm.

Continue monitoring Summary Hospital-level Mortality Indicator and mortality alerts through Hospital Mortality Group, maintain audit oversight, and progress the sepsis
improvement workstream.
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Patient Safety Incident Response Framework Learning Responses

Highlights:

Eighty-six patient safety incidents

have required review through a Patient Safety Incident
Investigation, After Event Review or Multi-Professional
Review in the last 12 months—an average of 7.16 per
month.

Number of PSIRF Learning Responses Declored
{previows 12 months)

.
0
" +1 "3 WC oy S N =] = o

of - i s o & o o o

mPSls mAER MPR's  m Nawor Evonits

Areas for Concern:

Median on-time performance for Patient Safety
Incident Investigations decreased to 58%; After Event
Reviews remained at 67% and Multi-Professional
Reviews at 69%. The median Duty of Candour
discharge rate at month-end decreased marginally to
80%.

Duty of Candour - Criteria Meq & Dischanged, at Manih End - Trusiwide

S ; N

Learning & Improvement:

Resource and capacity within divisions and the Patient
Safety Team will be addressed through the
implementation of the Quality Governance
Framework. The substantive Associate Director of
Safety & Learning has been appointed.

32/53

PSII: Patient Safety Incident Investigation. AER: After Event Review. MPR: Multi-Professional Review.

Resource: implement the Quality Governance Framework.
Never Events: a thematic analysis was completed and shared with the Trust Board. Learning responses are prioritised and are being completed within the required timeframes.
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Complaint Performance

33/53

Quality Highlights: September saw continued delivery of the complaints recovery

programme, with sustained focus on reducing the backlog of aged complaints and Areas for Concern: Complaint timeliness remains significantly below the Trust standard and

strengthening divisional ownership of complaint responses. Interim leadership aged complaints continue to represent the principal quality, experience and reputational risk. Demand
arrangements have been stabilised and implementation of the New Complaint remains high and workforce resilience within the service continues to be challenged by the complexity

Framework has recommenced, providing the foundation for longer-term improvement. of complaints and the requirement to recover historic backlog alongside incoming activity.

Complaints performance - Percentage of complaints sent within required timescales

Learning & Improvement:

E 100% TR [P Sustainable improvement depends
= 90% 025, Head of o Actual P on increasing divisional

c Complaints and W&C ctual Performance v )

S anu Complaint Manager posts accountability for complaint

i+ . .

c vacant investigation and response,

& 70% : ;

o reducing reliance on the central

£ 0% Initial period of improvment U"W’Ff’f'"”"""f‘ based on Donmed & Complaints Team and embedding
2 ahead of target actual performance since nned Recovery the New Complaint Framework.

o 50% March 2026 Trajectory to 95% by .

g end 2026 Early evidence suggests that

- 40% _ /\ t-,.'l strengthened executive oversight

f‘_' 30% = and specialty ownership are

2 20% N Linear (Trend) improving organisational grip, but

E continued focus will be required to
e 10% achieve sustained recovery.

a 0%

b,&;bbb‘bﬂobﬁo’\‘\‘:{b\

Vo Y w VS A
F TS Oe&ﬁqﬁv‘g@#@*’@&&e&?v&

. Continue delivery of the Complaint Improvement Programme with weekly executive oversight.

. Implement the New Complaint Framework across all divisions, strengthening accountability for quality and timeliness of responses.

. Prioritise closure of the oldest and highest-risk complaints and monitor recovery against agreed trajectories.

. Complete recruitment to substantive leadership posts and improve workforce resilience within the Complaints and Patient Advice and Liaison
Service service.

Continue monthly reporting on timeliness, backlog reduction, quality of responses and complainant experience.
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Complaint Performance (September 2026)

Complaints Activity and Performance Targets

YearMonth Received Total Closed Due for closure Closed within due date | % closed on time
Sep-26 v 135 135 146 56 38%
Complaints received vs Complaints closed Complaints Received, Closed, and Due - by Division
Division Received Total  Due for Closed within  Closed within due
200 R Closed  closure due date date (on time)
Corporate 15 17 17 10 59%
Diagnostics and Speci... 2 8 10
100 Gloucestershire Mana. . 2
Medical 59 49 52 27 52%
B g5 g o A A P P o P g g b g b P P P Surgical 43 40 42 16 38%
W T T el ol O T o Tl @ T el T T R Virtual Ward Hub 1
Women's and Children’s 15 19 25 3 12%
Complaints received @Complaints closed
@ Complains receied @omplnts <o Total 135 135 146 56 38%
Complaints Performance - Trustwide
Percentage of complaints closed on time within due date and projected recovery trajectory
1Bo% 853 target

0%
Apr-25  May-25 Jun-25  Jul-25  Aug-25 Sep-25 Oct-25  MNov-25 Dec-25  Jan-26 Feb-26 Mar-26  Apr-26  May-26  Jun-26  Jul20  Aug-26 Sep-26 Oct-20  Now-20 Dec-26 Jan-2T  Feb-27 Mar-27

@ Actual performance @2025/726 Planned recovery frajectory @ New trajectory required fo reach target aundation Trust
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Risk Management Performance

Analytical Highlights: Areas for Concern: Learning & Improvement:

Assurance remains reasonable, as principal risks to the 16% of risks remain overdue. The Medical Division is the A deep dive into Estates risks at Risk

delivery of the Trust's objectives are being documented and least compliant with 25% overdue. However, the Management Group in October promoted a
escalated, with evidence of action plans to actively manage Corporate Division has improved from 22% to 14% discussion on the effective use of the risk register
and reduce exposure. The risk exposure is generally reducing overdue. Both Surgery and Gloucestershire Managed and how it reflects reality. Further deep dives will
over time. Services have a green red, amber and green this month be considered, potentially into workforce risks.

at 10%. Overdue actions remain a persistent issue.

D&S: Diagnostics and Specialities. W&C: Women’s and Children’s. + Overdue actions on risks +  Overdue actions on incidents
No. Total open g No. overdue | Total opel % overdue Change
overdue overdue ce since last
month
No. of risks overdue a review Corporate ‘
250
Medical 47 84 - t Medical 2 87 - '
200
150 Surgical 3 & ‘ Surgical 24 36 - '
100 D&S 29 127 23% ‘ D8S 9 53 17% ‘
w s« mEEY voc ¢ EEY
0 GMS 0 2
S LN GMS 3 72 -" -‘
ziest: > & o e o Total 129 367
Tx* ez E e Total 138 597 23% ‘

Divisional leadership to continue targeted engagement with risk owners responsible for the highest numbers of overdue reviews and actions. Escalate concerns regarding long-
overdue risk reviews and actions.
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Financial Metrics

Highlights \ / Areas of concern \ / Looking forward \

The Month 6 revenue position is a £6.3m deficit Month 6 is the first month in which the Trust is

which is £99k favourable to plan. Financial reporting Financial Sustainability Programme TheTiust hasidevelopedia robu'st recovery

Sustainability Programme has delivered £18.7m delivery below plan. This, combined with plan and must now focus on delivery to

which is £1.1m behind plan. Capital spend is divisional cost pressures, means that the Trust mitigate a potential deficit in 2026/27.

£19.3m, which is £5.4m behind plan. is facing a forecast deficit if no action is taken.
WWMMM&%%M j K J

Score
(1 Best)
(4 Worst)

Plan Actual Variance Metric Variance f£s

2025/Z7EInancRlON S e £000s £000s £000s Calculation

Financial Metrics
Revenue (surplus)/deficit YTD 6,410 6,311 (99) 0.0%|@ 1 Revenue (surplus)/deficit YTD
Agency spend against NHSE YTD 2,716 4,278 1,562 57.5%|@ 4 Agency spend against NHSE YTD [ EEEEIE
Agency spend against NHSE target Forecast 5,389 7,352 1,963 36.4% . 4
Agency spend as % of total pay bill YTD 1.0% 1.5% 0.5% 15%|@ 4 Agency spend against NHSE target Forecast | R I
Agency spend as % of total pay bill Forecast 1.0% 1.4% 0.4% 14%|@ 4
Bank spend against NHSE target YTD | N NN

Bank spend against NHSE target YTD 16,522 19,607 3,085 4
Bank spend against NHSE targP:t Forecast 33,090 38,261 5,171 4 Bank spend against NHSE target Forecast NN
Bank spend as % of total pay bill YTD 6.0% 7.1% 1.0% 4
Bank spend as % of total pay bill Forecast 6.1% 7.0% 0.9% 4

P pav rspyTD [
FSPYTD (19,768) (18,662) 1,106 4
FSP Forecast (52,345) (46,617) 5,728 4 FSP Forecast _
Capital vs budget plan YTD 24,725 19,303 (5,422) Capital vs budget plan YTD
Capital vs budget plan Forecast 62,376 62,376 0

Days/% Days/% Days/% Capital vs budget plan Forecast
Nos days operating cash -100.0%|@
BPP - nos invoices paid in 30 days

National Health Service England National Health Service Oversight Framework Score based on variation from plan. (1.00 = on plan or better, 2.00 = below 0.5% adverse variance., 3.00 = ieggn 2 2
3 7/5 30.5% and 1% adverse variance, 4.00 = beyond 1% adverse variance) / O



Director of Finance Summary

Month 6 Overview

The Month 6 year-to-date position is a £6.3m deficit, which is £99k favourable to plan. The planned deficit is £6.4m.
The variance is driven mainly by:

* Financial Sustainability Programme £1.1m behind plan

* Industrial Action £0.7m (April)

* Release of balance sheet benefits (£1.5m)

Looking Ahead

The month 6 position is favourable to plan but remains a deficit. The favourable position has been achieved through non-
recurrent balance-sheet benefits which are offsetting a shortfall in Financial Sustainability Programme delivery. The Financial
Sustainability Programme delivery risk is beginning to materialise, particularly the delivery of recurrent savings.

Areas of focus for forthcoming months

* Delivery of the recovery plan which will include monitoring monthly run rates and actions to keep on track.
* Review of all vacancies

« Strengthening of workforce controls

* Reduce temporary staffing costs
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Month 6 Revenue Position

39

Highlights

The Month 6 revenue position is £99k favourable to

plan. The release of balance-sheet benefit is
offsetting Financial Sustainability Programme

underperformance against plan and industrial action

incurred in Month 1.

Areas of concern

Financial Sustainability Programme has
underdelivered by £1.1m. This is the first time this
year that an under-delivery has been reported. This

is due to a delay in transformation schemes
progressing.

~ Looking forward "
The underlying position for the Trust is a £66.5m defici

which assumes full delivery of 26/27 recurrent Financial
Sustainability Programme. This is at risk, with the current
gap on recurrent schemes being £9.2m.

GMS: Gloucestershire Managed Services. YTD: year to date. FY: financial year. SLA: Service Level Agreement. EBITDA: earnings before interest, tax, depreciation and amortisation. IFRIC: International Financial Reporting

Interpretations Committee.

¥YTD Month 6 Financial Position

FY Plan £000s

TRUST POSITION

YTD Plan
£000s

YTD Actuals

£000s

YTD Variance

£000s

FY Plan £000s

GROUP POSITION

Total Income

872,679

5LA & Commissioning Income 807,700 403,596
PP Overseas and RTA Income 8,520 3,761
Other Income from Patient Activities 10,560 5,359
Operating Income 45,898 23,256

435,972

403,020
3,151
5925

24,796

436,892

(576)
(609)
566
1,539

GMS POSITION
YTD Plan YTD Actuals
£000s £000s
o o
o o
o o
47 467 52,915

¥YTD Variance ¥TD Plan ¥TD Actuals YTD Variance
£000s FY Plan £000s £000s £000s £000s
o 807,700 403,596 403,020 (576)
o 8,520 3,761 3,151 (609)
o 16,875 8,138 9,077 939
5,448 40,363 20,395 24,636 4,240

873,459

435,890

Substantive {490,833) {247,059) (239,310) 7,749 {32,805) (16,402) {14,514) 1,388 {505,372) {254,254) {253,775) 479

Bank (20,294) {10,158) {11,833) (1,675) (14) {7) (28) (21) (21,041) {10,502) {11,861) {1,359)
Agency (2,605) (1,303) (3,189) (1,386) 0 0 (1,089) (1,089) (5,389) (2,694) (2,278) (1,584)
Locum {12,049) (6,034) (7.7486) (1,712) 0 0 o 0 {12,049) (6,034) (7.746) (1,712)
Total Pay {525,781) {264,554) {262,079) 2,476 {32,813) {16,410) {15,631) 779 {544,351) {273,484) {277,660) (4,176)
Drugs {112,094) (55,747) (55,726) 20 (0) (0} () (6) {112,094) (55,747) (55,732) 15

Clinical Supplies (47,590) (22,178) (23,551) (1,373) (8,828) (4,414) (8,970) (4,556) (56,417) (26,592) (32,521) (5,929)
Other Non-Pay {179,483) (96,546) {98,803) {2,157) (51,021) {25,511) {27,258) (1,748) {150,187) (81,328) (76,174) 5,154
Total Non Pay (339,167) (174,571) (178,081) (3,510) (53,843) (29,924) (36,234) (6,30) (318,699) (163,666) (164,427) (761)

Surplus / [Deficit)

Donated Asset, IFRIC & Salix Grant Adjustment

(950)
950

(7,574)
1,160

(7.047)
734

527
(426)
99

(0]

(0]

tb‘qD]

{7,570)

Total Expenditure (864,949) (439,125) (440,159) (92,668) (46,334) (51,864) (5,530) (863,050) (437,150) (442,087) (4,937)
EBITDA 7,730 (3,153) (3,267) (114) 2,267 1,133 1,051 (83) 10,409 (1,260) (2,203) (943)
EBITDA %age 0.9% (0.7%) (0.7%) (12.4%) 2.4% 2.4% 2.0% (1.5%) 1.2% (0.3%) {0.5%) 23.6%
Non-Operating Casts (8,680 (4,421) (3,780) 641 (2,267) (1,133) (1, 051] 83 {11,359) (6,310) (2,842) 1,468

t? |34-=]

525

_ 1160 229

Adjusted Surplus / [Deficit)

39/53

(0}

(6,410)

(6,311)

(0}

(0)

(6,410)

:5 411]

157/202



Integrated Performance Report — September 2026

Month 6 Financial Sustainability
Programme

Year to date delivery

Year to date delivery is £18.6m against a plan of
£19.8m.

Forecast delivery is £46.6m (89%) against a plan of
£52.3m. The unidentified gap has reduced slightly to
£5.7m (11%).

Divisions are currently above plan; however, a large
proportion of this is non-recurrent.

Forecast

Full year forecast assumes that the cost pressure
Financial Sustainability Programme of £13.8M will
deliver approximately £11.9m of which £1.3m is rated
high risk (red). This is being regularly reviewed as

and that this will not be delivered in full.

The forecast assumes that transformation schemes
will deliver to plan. There remains a gap of £5.7m.

40/53

40

there is a risk that mitigations have not been identified

Total Programme Full Year YD
Plan Forecast B/(W)vsPlan Plan Actual B’S::)nvs
Total Recurrent 39,258 30,040 (9,219) 15,995 10,454 (5,541)
Total Non-Recurrent 13,086 16,577 3,491 3,773 8,208 4,435
Total Schemes 52,345 46,617 (5,728) 19,768 18,662 (1,107)
FSP RAG STATUS

60,000

50,000

40,000

30,000

20,000

10,000

ER A BG nGap

FSP: Financial Sustainability Programme. YTD: year to date. FY: financial year.

£11,000

£9,000

£7,000

£5,000

23,000

1,000

-£1,000

Forecast RA G B (Delivery) Forecast vs Plan

OFPLAN mB mG mA BR = Gap
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Productivitz SMonth 12 25/26

Productivity Rank
Trust Rank (1 System Rank

Irfiation adi. ':i““'l ; Impied Inflation adj. w':.;; 4 Implied highest 1 highest Rzm"xl.r"“";

expendiure acthvity productivity  expenditure aciiviiy productivity  productivity; productivity; 7 highest

growth (EG) grovth (IF] growth (EG) growth (IP) 13 bowest lory st

growth [CYWA) grawth [CWA) productiviy) productiit)  PrOBUCNIN)

LHEW 2.2% 4.0 1.7% 06% -01% 1.8% 7 B17134
NET 2.8% 0% 11% 14% 02% 1.5% 3 TREY
BNSSG Acutes 24% 1% nay I T T §
Salisbury 1.0% 4% 21% Q7% 03% A.0% 8 TE7 134
GWH A.7% 0% 11% 0E% 03% 1.2% 3 TREY
RUH 1.7% 6.7% 4.9% -1.4% -01% 1.3% 2 97134
0.5% 3IE% ol ol 1Em] ATH) 3
2.4% -26% Sl oaw[  oem|  -0.8% 1 B 104718
RDUH 28% 6.4% 5% 0.3% 06% 0.3% 3 521134
1850 1.8% 15% 15% 15% 03% 1.8% a B3/ 134
UH Plymauth 1.2% 0% E2T% 05% 02% 0.3% 5 TREY
[OEVON Acutes 20 e I Y T T 4
Dorset County 20% 1.0% 0% 0.4% 5% 01% 13 1121134
UH Darset 7% 27% -09% 17% 01% 3.2% 12 1107124
1.2% 2% s YT T T 7
0.8% 53% N I T T 1 A 240134
0.6% 41% ol 03kl 0Im]  04%) 3 2 MM
SOUTH WEST :
ReGION Acues e e [ T 5
0.2% 27% ol omel  zTm[ 284

GHFT: Gloucestershire Hospitals National Health Service Foundation Trust. FY: financial year. YTD: year to date.
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el
The latest position from the

South West Productivity

Network (Month 12 25/26)

shows Gloucestershire

Hospitals National Health

Service Foundation Trust as still
ranking first in the region for
productivity growth, stating a
5.9% implied productivity
growth, a reduction from the
7.1% reported at Month 11.
However, this is comfortably
above the national acute
average of 2.5%.
Gloucestershire Hospitals
National Health Service
Foundation Trust ranks 24th
nationally out of 134 trusts.

Regionally, only RUH Bath has
shown a significant positive
increase in productivity from
Month 11.
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Productivity (Month 1 to Month 3 26/27)

h

1%

(1%}
(1%}
2%}
(2%}
(3%}

YTD M3 Productivity 26/27 vs 25/26 Trust
Wide

1%
(2%)

Cost Growth = Activity Growth
» WValue Weighted Activity Growth - Productivity Growthi-Decline

20%
15%
10%
5%
0%
(5%}
(10%)
(15%)

42

YTD M3 Productivity 26/27 vs
19/20 Trust Wide

10%

219 7%

(12%)

oCost Growth S Activity Growth
mValue Weighted Activity Growth oProductivity Growthi-Decline

productivity is challenging for all acute providers this year.
42/53

thiIe awaiting the official publication of 2026/27 Month 3 data from the South West Productivity Network, we have produced internal
reporting to indicate expected performance for the period. The analysis above shows a 2% productivity reduction when comparing 2026/27
Month 3 year to date with 2025/26 Month 3 year to date. Nationally, a 2% year-on-year productivity gain is expected. Compared with the
previous slide, this demonstrates the difficulty of sustaining productivity gains after the significant improvement achieved in 2025/26.

When comparing 2026/27 Month 3 year to date with 2019/20 Month 3 year to date, productivity is 12% lower. The national expectation is
for trusts to return to pre-pandemic productivity levels. The main driver is cost growth (adjusted for inflation) exceeding weighted activity
gains: we are delivering more activity, but its value has not risen in proportion to the cost of delivery. Initial regional indications suggest that

-_— NS
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Agency Staffing — Spend

/Nétional Health Service England has set a target for
Gl

oucestershire Hospitals National Health Service
Foundation Trust to reduce agency spend to £5,391k in
2026/27. The Group needs to reduce spend by
approximately 50% from £10,469k last year to be able to
meet the target.
Month 6 spend for the Trust has reduced by £247k from prior
month because infrastructure costs within Corporate were
particularly high last month.
Month 6 year to date spend is £4.3m, which is £1m lower
than last year but £1.5m above the National Health Service

m above National Health Service England target.

26/27 YTD Agency spend vs Proposed Target (£000s)*
Excludes GMS (*reduce spend by 50% from 25/26)

1,800
1600 1,534
1,408
1,400
1,200
1,000
@YTD Actuals
800 £65 BYTD Target
575
600
402
400 334 314
222
200

Mursing Other Clinical Staff nfrastructure

43/53 Medical & Dental

>

Agency Spend

M1-M6
25/26
£000

M1-M8
26/27
£000

£000

(Reduction) (Reduction)

/Increase  /Increase

%

Full Year
25/26 2
£000

Forecast

£000

(Reduction) (Reduction)
/Increase
£000

/Increase

Medical & Dental 2734 1,534 (1,200) -44% 5,684 2,846 (2,837) -50%
Nursing 431 402 (29) T% 856 767 (89) -10%
Other Clinical Staff 649 575 (74) 1% 1,255 1,077 (178) 14%
Infrastructure 611 665 54 9% 1,461 1,462 1 0%
GMS 882 1,103 221 25% 1,213 1,200 (13) 1%
Total 5,306 4,278 (1,028)” 199 10,469 7,352 (3,117) 30%

England target. If no action is taken, full-year spend will be
\?Eproximately £7.4m. This is £3.1m lower than last year by

(100)
M10 M11 M1z

Previous Year

i nﬂH

M10 M11 Mi2

Previous Year

bl

M1 M2

Agency Spend by Division (£000s)

M3 Ma

Actuals

Agency Spend by Pay Type (£000s)

M5

Me

M7

me

L Wi b B _HHHH_ il

M1 M2

M3 Mma

Actuals

M5

M&

M7

ME

b ol Tl ol e il

M2 M10 M1l M12

Forecast

HHH_ HH_ il ol

Mg M10 M1l Mi12

Forecast

0O Diagnostics & Support
OWomen & Children

@ Surgery

O Mediing

o Corporae

B Medical & Dental
@ MNursing

O Other Clinical Staff
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Bank Staffing — Spend

ﬁe Group needs to reduce spend by approximately 30% \

from £45,968k last year to £33,090k to be able to meet the
National Health Service England target.

Month 6 spend is broadly in line with prior month, with the
main movement due to a reduction in nursing bank of £40k.
Month 6 year to date spend is £19.6m, which is £4.6m lower
than last year but still £3m above the National Health
Service England target. If no action is taken, full-year spend
will be £38m. This would be a reduction of £7.7m from last

Bank Spend

M1-M6
25/26
£000

M1-M6
26127
£000

(Reduction) (Reduction)

/increase  /Increase
£000 %

Full Year
25/26
£000

Forecast
26/27
£000

44

(Reduction) (Reduction)
/Increase  /Increase
£000 %

Medical & Dental 8,628 7,746 (882) -10% 16,625 14,964 (1,661) -10%
Nursing 12,907 9,830 (3,077) -24% 24,187 19,273 (4,914) -20%
Other Clinical Staff 1,463 1,030 (433) -30% 2,621 1,988 (633) -24%
Infrastructure 971 973 2 0% 2,316 1,088 (328) -14%
GMS 200 28 (172) -86% 218 48 (170) -78%
Total 24,169 19,607 (4,562)" 19% 45,968 38,261 (7,707) 7%

year but £5m above the National Health Service England

Qget.

26/27 YTD Bank spend vs Proposed Target (£000s)*
Excludes GMS (*reduce spend by 30% from 25/26)

44/HS 3I'\-1ed'ca & Dental

12,000
9,830
0,000 9,293
8,000 7,746
6,212
£,000 OYTD Actuals
@YTD Target

4,000

2,000 1,050 1053 973

’ ’ 699
MNursing Other Clinical Staff nfrastructure

il

M10 M11
Previous Year

2,500
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1,50
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S0

m 1IN

Mio M11

Previous Year

i

Mi12

n

M12

Bank Spend by Division (£000s)
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M1 M2 M3 M4 M5 M6 M7

Actuals

Ma Mg M10 M11

Forecast

Bank Spend by Pay Type (£000s)

T M m

M1 M2 M3 M4 M5 M& M7

i il

M2 Mg M10 M11

Actuals

Forecast

[0 Diagnostics & Support
@Women & Children
DSurgery

mMediine

o

Corporate

M12

@Medical & Denta!
@ Nursing

O 0Other Clinical Staff
Olnfrastructure

DO Other Staf Sub

[

M12

162/202



Integrated Performance Report — September 2026

Month 6 Capital Position

Highlights

As of the end of September (Month 6), year to date expenditure on
the Trust capital programme totalled £19.3m, against a planned
spend of £24.7m, equating to a variance of £5.4m behind plan.

—

Capital Programme £000s Year to Date Forecast

n et v
DIGITAL 2,904 1,702 1202 7,277 7277 )
MEDICAL EQUIPMENT 1,065 1,329 (264) 5,630) 6,251 621)
ESTATES 15,737 11,736 4,001 25207 27592 (2,385)
CQORPORATE ol (293) 293 67] (293) 360,
OVEROCOMMITMENT OF PROGRAMME 0l 0 0l 0l 0 0f
o1 sz
NAT PROG: ESTATESSAFETY 3248 3979 731 12,000 12,000, ©)
NAT PROG: CONST STANDARDS 1,246 297 949 10,614 10,614 Of
IFRC12 273 273 0l 546 546 0f
DONATIONS VACHARITABLE FUNDS 252 281 (29) 1,035} 1,035 0f
Total Expenditure against Additional Funding 5019 4,830 189 24195 24,195 (V]
Gross Capital Spend Total 24,725 19,304 5421 62,376 65,023 (2,647)
Less Donations and Grants Received (252) (281) 29 (1,035) (1,035) )
Less PFI Capital (FRIC12) (273) 273) 0l (546) (546) 0f
Plus PFI Capital On a UK GAAP Basis (e.g. Res. Interest) 183 183 0l 366 365 Of
Total Capital Departmental Expenditure Limit (CDEL) 24,383 18933 5450 61,161 63,808 (2,647)

YTD: year to date. M6: Month 6.

45

Analysis

Spend on system capital-funded projects year to date totals £14.5m versus a planned
spend of £19.7m, resulting in a variance of £5.2m behind plan driven by:

» Estates position is £4.0m behind plan: primarily driven by Department of Critical
Care and Prescott Ward refurbishment, where expenditure has been incurred more
slowly than was assumed within the planned spending profile.

» Digital position is £1.2m behind plan: almost all projects are currently behind the
original phased expenditure profile year to date. Although it is still expected that the
allocation will be spent in full, this will depend on an acceleration in spending.
Progress has been made in removing barriers affecting a number of digital projects,
including approval of waivers required to progress electronic patient record
optimisation work.

The Trust is reporting a forecast overcommitment of £2.6m against the available

allocation:

* The Estates forecast is driving the Trust’s overall overcommitment. At present, there
is a forecast overspend in this area versus the available allocation of £3.0m;
several major programmes continue to show substantial variance against their
allocation including a £0.6m adverse variance on medical equipment enabling
work projects.

» Whilst confidence in the forecast has increased since Month 5, delivery remains
subject to several significant risks, with approximately £6m of Estates expenditure
currently assessed as either medium or high risk.

* In addition, the current forecast does not include £2.6m of additional spend for
the Department of Critical Care programme; this is a significant further risk to
the estates programme allocation that has been excluded pending further
investigation into the drivers of this risk and likelihood of it materialising.
Proactive dialogue with the Council planners has taken place with a positive
outcome that could bring a decision forward by two months, to mid-November
or early December.

=) mentary is based on the gross capital spend. The pos
~grants-and-nt i W= ial-Reporting-Interp

ition against Capital Departmental Expenditure Limit differs as per the table, in that adjustments are made for
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Workforte Performance Indicators

Workforce Highlights: Areas for Concern: Learning & Improvement:

* Sickness absence has risen slightly. * High agency usage is being driven by * Maintain the focus on temporary staffing

+ While bank usage remains below plan, it has Gloucestershire Managed Services, but the reductions in the multi-year plan.

risen since July. Agency usage remains Trust's usage is also not improving. + Spending caps for temporary staffing have
significantly above plan. * Appraisal compliance has drifted down to been set as part of the multi-year plan,
79% and continues to be below target. requiring significant reductions each year.

KPI (Trust) Target Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26 Aug-26 Sep-26
Turnover (Headcount) 1% 8.03% 8.73% 8.48% 8.47% 8.57% 8.52% 8.65% 8.99% 8.73% 8.65% 8.39% 8.13%
Vacancy 8% 6.87% 6.96% 7.29% 7.09% 7.37% 7.95% 7.06% 7.91% 8.02% 8.27% 7.30% 6.94%
Sickness 4% 4 41% 4 43% 4 47% 4.47% 4 54% 4 55% 457% 4 62% 4 60% 4 61% 4.64%

Appraisal 90% 83% 82% 83% 82% 82% 84% 82% 81% 80% 79% 82% 79%
Essential Training 80% 90% 90% 91% 91% 91% 91% 90% 90% 90% 89% 90% 90%
Apr-26  May-26 Jun-26 Jul-26 Aug-26 Sep-26 Oct-26 Nowv-26 Dec-26 Jan-27 Feb-27 Mar-27
Bank WTE Medium Term Plan 50992 511.41 518.04 521.41 52479 496.7 501.69 505.01 51058 49582 49915 493 35
Actual (PWR) 562.63 470.88 436.94 469.46 500.51 485.41
Difference s2 71 053 -s110f 51950 242 -11.29[0
Agency WTE Medium Term Plan 41.80 41.06 31.68 31.26 30.89 30.48 27.34 27 229 226 2228 17.72
Actual (PWR) 6498 5732 93.78 9222 8394 87.37
Difference 231811626 c2.10ll coocll 5205 sesolll

Analysis & Actions

There is a complex interplay between turnover, vacancy and establishment movements.

Caution should be taken when interpreting the vacancy against the target, as it can be affected, for example, by short-term changes in non-recurrent funding.

» Establishment is updated on Electronic Staff Record from the Ledger.

» Sickness absence is reported 1 month in arrears, as it is not all uploaded to Electronic Staff Record until around the 20th of each month (in line with payroll
processes).

47/53 165/202
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Workforce: Sickness Absence

Areas for Concern:

Workforce Highlights:

Overall Trust absence is 0.2% higher than in the

previous 12 months.

Mental health continues to be the largest proportion of
absence reasons across all staff groups except
Medical and Dental, where respiratory absence is

2.6% higher.

Add Prof staff show the sharpest deterioration, from 3.1% to
5.0%, an increase of 1.9%. Healthcare Scientists also increased

by 1%, while Estates and Ancillary increased by 1.3%. Additional

Clinical Services has a 6.5% absence rate across 1,263 whole-
time equivalent, whereas Estates and Ancillary reports 6.2%
across 33 whole-time equivalent, representing a smaller staffing

impact. Women'’s and Children’s is the clearest divisional

pressure point, at 5.2% compared with 4.6% across the Trust.
Nursing and Midwifery absence within that division is 6.3%.

Division (Past 12 months)

D&S: Diagnostics and Specialities.

Learning & Improvement:
Reporting focus to be developed to optimise data insights

from Health Rota (Medical) and Optima (Agenda for
Change) rostering to fully integrate with business

intelligence dashboard capabilities. Key to this is rollout of
medical e-rostering across the Trust, which may result in
higher reported absence rates, based on experience of

rollouts in other trusts. The medium-term plan specifies that

the Trust should improve its sickness rate year on year.

48

Top 5 Absence Reasons (latest 12 months)**

Latest Prev.12m Last12m Difference Trendline Corporate D&S Medicine Surgery W&C Mental Health Musculoskel =Respiratory | Gastrointest Urinary/Gynae
Trust | 745463 | | 44% 46% @02% W] | 449 4.6% 4.7% 4.6% 52% || 274% | 180% [ t49% | e4n | 41% |
Add Prof Scientific & Tech | 23894 31% 50% @19% - . 3.6% 100% 7.6% - 239% | 145% | 121% 66% 09%
Additional Clinical Services | 1304.65 6.5% 65% @-01% S N|| s59% 6.7% 5.7% 7.4% 5.6% 240%  21.7%  140%  107% 5%
Administrative and Clerical | 1536.40 43% 47% @05% || 44w 4.7% 5.6% 5.5% 5.1% 306% = 169%  148% 7.8% 23%
Allied Health Professionals | 471.09 3.0% 35% @05% A—ast - 3.4% - 41% - 201%  193%  194%  130% 5%
Estates and Ancilliary 31.00 4.9% 62% @13% oy * 6.8% * * - 260% | 363% 4.4% 4.9% 0.0%
Healthcare Scientists 268.31 31% 41% @10% o * 4.3% 4.6% 3.4% * 201%  142%  253%  107% 5.8%
Medical and Dental 1115.10 22% 19% @-03% ool | 26% 17% 2.4% 17% 1.1% 13.4% 5.8% 13.5% 6.9% 05%
Nursing & Midwifery 248915 4.8% 50% @02% || a5% 5.6% 4.5% 43% 6.3% 209%  185%  149% 9.8% 5.0%

* Health Roster (optima) enables real-time visibility of absence triggers and reports to individuals on absence levels.

* Review S10 Stress and Anxiety and secondary reasons to target interventions.
* Manager capability is supported through bespoke divisional training and fortnightly live case-management sessions with People Development.
» Continue dedicated wellbeing support in Women'’s and Children’s, considering workforce profile, family-friendly policies and flexible retirement.
* The sickness taskforce is now established to provide a concise overview of organisation-wide sickness work, aligned with the Workforce Sustainability Programme. Maintain long-term

absence processes and focus on short-term absence reporting.
* Perkbox is now in place with an enhanced Employee Assistance Programme offer. Continue wellbeing interventions with Organisational Development and the Wellbeing Team.

166/202
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Review the occupational health contract and interventions to support musculoskeletal iliness.
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Workforce: Appraisal

Analytical Highlights:
Trust-wide appraisal compliance has
returned to 79% this month, with 223
more staff marked as non-compliant.
All divisions have seen a decrease of
2-5% apart from Corporate which
remains at 75%. Although Women'’s
and Children’s has decreased by 5%,
the largest contributor to the
organisational decline is the drop in
Diagnostics and Specialities (because
of its larger workforce), resulting in an
overall Trust drop of 0.75% from
Diagnostics and Specialities alone.

Although Estates and Ancillary
recorded a 21% decline this month, its
workforce of 56 means this represents
23 non-compliant staff. By contrast,
the 8% decrease in the medical
workforce represents 90 staff, leaving
more than 200 medical staff non-
compliant. Medical Staff and Nursing
and Midwifery Registered Staff Groups
contribute to 2%+ of the overall Trust
decline.

It should be noted that staff on long-term sickness
absence (28 days+), maternity/paternity leave, and
Gloucestershire Managed Services staff are not
included in the Trust’s appraisal compliance key
performance indicator. As of 31 August, 197 staff
are on long-term sickness absence, and 261 are on
maternity/paternity leave.

49/53
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Areas for Concern: Learning & Improvement:
© Trust-wide compliance remains below the national target. e Improvement activity introduced in August continues to be
© Variation in performance across divisions remains monitored for its effectiveness, with a new investigation into
significant, with compliance swinging significantly in the the impact of multiple assignments on compliance.
smaller workforce groups (Staff or Division). * The effect of training on service-line compliance is being
© Seven service lines remain below 70% compliance, evaluated to ensure we understand its validity as a

although only one has deteriorated this month.

mechanism of targeted support.

Appraisal % -Trust starting 01/08/24

85.0%
B84.0%
83.0%
82.0%
81.0%
80.0%
79.0%
78.0%
T7.0%
76.0%
75.0%

Breakdown by Division

085 3 3 8 8 288 38 238249 35 8 888 E& 83
a s & 5 5 > £ 3 a e & % B > € =
§3 2% 58 225535 §38 28838358 %833533§
— T arget Mean === Monthly Appraisal Compliance
= = Process limits - 3o ® special cause neither ® Special cause - concemn

@ Specialcause -improvement

Division [ Date 30-Sep-26
Corporate Division 75%
Diagnostic & Specialty Division B80%
Medicine Division 80%
Surgery Division 80%
‘Women & Children Division 81%
'GHT Total 79%
Breakdown by Staff Group
Staff Group [ Date 30-5ep-26
Add Prof Scientific and Technic 6%
Additional Clinical Services 83%
Administrative and Clerical 73%
Allied Health Professionals 72%
Estates and Ancillary _

o Healthcare Scientists 80%

§ Medical Staff - Consultants 83%
Medical staff - SAS BA%

All Medical staff 83%

MNursing and Midwifery Registered 82%
GHT Total 79%

Refocus recovery plans on the areas contributing most to Trust-wide non-compliance, using workforce numbers alongside

percentages.

Complete the appraisal training impact review, linking attendance to subsequent appraisal activity and coverage of Electronic Staff

Record supervisors/managers.

Review implementation of the agreed move towards manager-led Electronic Staff Record recording, confirming supervisor access

and arrangements for staff who cannot use the standard route.
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Workforce: Bank

Workforce Highlights: Areas for Concern or Highlight Learning & Improvement:
The Trust has seen an increase in *  Overall whole-time equivalent and spe °*  As the trends in whole-time equivalent use for 2023/24, 2024/25 and 2025/26 are
temporary registered bank staff are above the 2026/27 targe broadly similar, it is reasonable to assume that Month 7 2026/27 will also see a similar
nurse/healthcare support worker *  Month 6 registered nurse/healthcare whole-time equivalent use.
staffing of 3 whole-time equivalent support worker bank use is lower in *  Month 7 will be a pivotal month to track whether bank use drops as in previous years.
(from Month 5 345 to Month 6 2026/27 than in 2025/26, although ith: ¢  Acute Medicine has been switching from agency to locum use.
348 whole-time equivalent). increased from Month 5.

* This follows the pattern of Month
6 being higher than Month 5 in
previous years.

* In comparison with Month 6 of the N{HESN Barik 23:24 3 2425 s 25.26 3 2627 WITE
2025/26 financial year, there has oo
been a decrease of 69 registered . a\@\
nurse/healthcare support worker o ° @ra\oﬁ
whole-time equivalent. o=

* Medicine is the highest user of = G"g § -
bank and locum staff. ' T 09

* The top three users in Month 6 are
Emergency Department, Acute
and Care of the Elderly. All three
have reduced temporary staffing
use compared to Month 5.

* Emergency Department (81 to 80
whole-time equivalent), Care of
the Elderly (33 to 24 whole-time
equivalent), Acute (41 to 39 whole- D&S: Diagnostics and Specialities. W&C: Women'’s and Children’s. RN: registered nurse. HCSW: healthcare support worker.
time equivalent)
equivalent comparison of
registered nurse/healthcare
support worker temporary staffing
use shows the improvements
achieved throughout the financial

o

£

*  Continued scrutiny and redesign of Nurse & healthcare support worker rosters, reducing agency and bank use through tightened
authorisation procedures and an accurate reflection of the whole-time equivalent-funded position.
* Recruit effectively to key vacancies that are driving high clinical staffing use or expenditure.
*  Continue scrutinising bank and agency use through Grip & Control meetings.
5 O/ gei)e;r. * Implement the e-rostering solution for the medical workforce to reduce temporary staffing use. 1 68/20 2
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51
Areas fgConcern Learning & Improvement:
Workforce Highlights: *  Overall whole-time equivalent and spend on agency * Registered nurses — As the trend for whole-time equivalent agency use in financial
Registered Nurse staffing have not yet met the Trust’s 50% reduction target year 25-26 and Month 1-Month 6 use is broadly similar, it is reasonable to assume
« The Trust has seen a decrease in at Month 6. that Month 7 2026/27 will also see a similar whole-time equivalent use.
temporary registered nurse *  On-the-day sickness is the biggest driver of high-cost * Medical & Dental — Grip & control meetings are strengthening workforce planning by
agency staffing over the last 3 agency use for registered nurses. bringing focus to exit strategies and support measures to reduce reliance on agency
financial years. Average use fell *  Women’s and Children’s registered nurse agency use is staff. All agency workers are to get an exit plan, run-out date or substantive
from 88 whole-time equivalent in increasing and there is also medical agency use in the recruitment plan
2023/24 to 9 whole-time division. Obstetrics is now the highest agency user in the * Medicine—since Month 2, agency use has reduced by more than 7 whole-time
equivalent in 2025/26. Trust. equivalent.
* Month 1 and Month 6 of this year
are following a similar average R
use to that of 25/26.
* Women’s and Children’s is the
highest user of agency, for the B '
2nd month in a row. g _E_t\.,.\ — e
Medical & Dental ' N '__:
* Medicine is the highest user of g N o | e e
agency staff in Month 6. B —— p—
* The top three agency users in
Month 6 are Obstetrics,
Acute and Care of the Elderly.
* Comparing the same month in - -
2025/26 shows a 7 whole-time -
equivalent reduction in agency
use.
* Surgery has not used agency D&S: Diagnostics and Specialities. W&C: Women'’s and Children’s. RN: registered nurse. HCSW: healthcare support worker.
staff for the last 7 months (Month
12—Month 6).

Actions

Continued scrutiny and redesign of Nurse & healthcare support worker rosters, reducing agency and bank use through tightened authorisation procedures and an accurate reflection of the
whole-time equivalent-funded position.

* Recruit effectively to key vacancies that are driving high clinical staffing use or expenditure.
nue scrutinising bank and agency use through Grip & Control meetings.
51/5%% 169/202
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J P ia n C O m pl Ia n Ce (Target: 95% job plan sign-offs by 31 March 2027)

Workforce Highlights:
Job planning is currently included in Provider Workforce Return reporting and is also a National Health Service England
Improvement Programme

* The medical e-rostering work is providing a helpful lever as up-to-date job plans are required for e.rostering

* Last year's National Health Service England target was 95% sign-off by 31 March 2026; the Trust reached 93%, two
percentage points short.

* Compliance fell from 93% to 77% in April and to 75% in September 2026. The initial drop followed the annual
republication of about 25% of Trust job plans. % Division JOB PLANs that are at least 1st

SIGNED-OFF — Sept. 2026

s | 7%

TRUST SIGN-OFF COMPLIANCE
% TOTAL CLINICIANS AT LEAST 1st signed off

- e I 70
86% ™= 86% \ Medicine 70%

79%
77% = T8% = 1% o o 50 = 75%

women's and children's | NN 71%%

Diagnostics and Specialities _ 66%
surgery [ <

0% 50% 100%
Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26 Aug-26 Sep-26 B % TOTAL CLINICIANS

52

Areas for Concern:

Since data submissions have been required for job
planning metrics, the definitions and requirements have
changed frequently. However, this report aligns with the
most recent National Health Service England Provider
Workforce Return requirements, with reported job plans
now being in-date (i.e. started within the last 12 months)
and at least first signed off by Clinical Lead or Speciality
Director.

Data reported for September 2026 cover a Trust total of
598 clinicians (495 consultants and 103 SAS doctors).

Learning & Improvement:

* The last National Health Service England target for
Consultant and SAS job plans was for 95% of Trust job
plans to be at least first signed off by 31 March
2026. We managed to reach 93%, just 2% shy of that
goal. We expect this target to remain for this
new financial year. The current goal is to build on the
work that achieved this result and meet
subsequent milestones on time.

* Plans are also underway to switch the job planning
software from ALLOCATE to HEALTHROTA. This is
expected to improve the job-planning process, job-plan
sign-off rates and the quality of job plans.

» Utilise the lever of e-rostering to improve job planning. This has helped ensure 100% job plan sign-offs in departments where e-rostering has been deployed e.g., Acute Medicine.
« Continue monthly POD reporting to support Speciality Directors, Clinical Leads, unit managers, Chiefs and other job planning stakeholders trust-wide.

§he Job Planning department continues to actively support clinicians and Leads with the process.
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Report title Learning from Deaths Report (Q3 and Q4 2025/26)
Sponsoring Mark Pietroni, Medical Director and Director of Safety
Director/Author Jo Mason-Higgins, Acting Associate Director of Safety
For approval For discussion For information

X
Executive Summary

Alert

e Prolonged waits and overcrowding in the Emergency Department remain the most
significant clinical concern affecting mortality.
o Healthcare Evaluation Data identified one red and three amber mortality alerts. These are

statistical screening signals that prompt review; they do not, in themselves, demonstrate
poor care or confirm excess mortality, and can be influenced by small case numbers and
normal variation. Septicaemia was higher than expected nationally; aspiration pneumonia,
dementia and two cardiology conditions also remain under review, while the Trust’s overall
mortality remained within the expected range.

« Bereaved family experience deteriorated in quarter three compared with quarter two:
positive and exceptional feedback reduced by 8 percentage points and negative feedback
increased by 5 percentage points. The Surgical Division had the largest deterioration, with
positive feedback reducing by 29 percentage points. This position improved in quarter four,
when Trust-wide positive and exceptional feedback increased from 78% to 83% and
negative feedback reduced from 6% to 5%.

o External reviews of deaths of people with a learning disability or autistic people have taken
up to one year, delaying learning and reducing assurance about timely oversight.

Advise

e The Board is asked to note recurring learning about clinical ownership, diagnostic and
referral pathways, urgent result communication, electronic record reliability, end-of-life
care, medication safety and the effect of operational pressure.
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e Specialty leads will complete reviews of the identified mortality signals and report findings,
actions and monitoring measures to the Hospital Mortality Group by 31 December 2026.
The Medical Director will seek a recovery plan for delayed external reviews and report
progress to the Quality and Performance Committee by 31 December 2026.

« The Thirlwall recommendations have an executive lead, the Chief Nurse, and a Task and
Finish Group will commence on 22 October 2026 to drive the improvement work. Reporting
arrangements will be confirmed by the Group.

Assure

e At March 2026, the Trust’s twelve-month Summary Hospital-level Mortality Indicator was
0.91, equivalent to 91 deaths for every 100 expected deaths. It remained within the
expected range, actual deaths continued to fall and there were no overall excess deaths.

e The structured judgement review dashboard now calculates the expected number of
reviews at specialty level and reports completion and care-quality ratings over a rolling
twelve-month period, improving the reliability and focus of oversight.

« Eleven patient safety investigations concerning patients who died were completed by the
Patient Safety Team. Improvement or action plans were created and monitored by the
Safety Executive Review Group, with evidence reviewed and assurance provided before
closure during the reporting period.

Applaud

« Bereaved family experience recovered in quarter four following the quarter three
deterioration: positive and exceptional feedback increased by 5 percentage points, from
78% to 83%, while negative feedback reduced by 1 percentage point, from 6% to 5%. Of
559 feedback records, 463 (83%) were positive or exceptional.

« Diagnostics and Specialties recorded the strongest quarter four improvement, with positive
and exceptional feedback increasing by 21% and no negative Oncology feedback.
Families continued to praise compassionate care, kindness, dignity and staff support.

Assurance opinion: Moderate assurance. The Board can take reasonable assurance that
mortality remains within the expected range, deaths are identified and reviewed through
established governance processes, bereaved family experience improved in quarter four, and
learning from completed patient safety investigations has been implemented and assured through
to closure. Assurance is not substantial because urgent and emergency care pressures persist,
several mortality signals remain under review, completion of structured judgement reviews
requires continued divisional and specialty oversight, and delays in external reviews of deaths of
people with a learning disability or autistic people limit timely learning.

Previously considered by | Hospital Mortality Group and Quality and Performance Committee
(October 2026)

Recommendations:

1. NOTE the moderate assurance opinion.
2. NOTE the issues and AGREE actions and timescales set out in the executive summary.
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Strategic Aims (tick as appropriate)

° Patient experience and voice X
° People, culture and leadership X
@ Quality, safety and delivery X
Digital first X

Impact on any Strategic Risks?

Board Assurance Framework risk: Quality, Safety and Delivery

Implications on:

Equality, Diversity
and Inclusion

No Major changes

Health Inequalities

Development in Progress

Finance and Resource

No current impact

Regulation/Legal

The report ensures compliance with the National Guidance on
Learning from Deaths.

Care Quality
Commission key lines
of enquiry

SAFE AND WELL-LED

Green Plan

No Impact

Main Report

LEARNING FROM DEATHS REPORT: 1 OCTOBER 2025 TO 31 MARCH 2026

1. Purpose and scope

This report provides assurance of the governance systems in place for reviewing deaths and
demonstrated compliance with the National Guidance on Learning from Deaths. It summarises
mortality, bereaved family feedback, structured judgement reviews, reviews of deaths of people
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with a learning disability or autistic people, and learning from completed patient safety responses.
Deaths that fall outside of the SJR process are confirmed in Appendix One. All matters requiring
Board awareness or decision are included in the executive summary.

2. Mortality overview

At the end of March 2026, the Trust’s rolling twelve-month Summary Hospital-level Mortality
Indicator was 0.91, equivalent to 91 deaths for every 100 expected deaths. The indicator had
risen slightly in the latest month but remained comfortably within the expected range. Actual
deaths continued to fall, crude mortality reduced and there were no overall excess deaths.
Mortality increased by 0.16 at Gloucestershire Royal Hospital and by 1.89 at Cheltenham General
Hospital. Death within thirty days of discharge increased by 1.44 at Gloucestershire Royal
Hospital and by 4.98 at Cheltenham General Hospital; the Cheltenham change was concentrated
in Oncology. These movements remain within the expected range but continue to be monitored.

Healthcare Evaluation Data showed one red and three amber diagnostic-group alerts. National
data identified septicaemia as higher than expected. A clinical audit of cases clustered in April
2025 has been completed and an improvement plan is in progress; prompts for the Sepsis Six
care bundle have been added to the electronic prescribing system to support earlier recognition
and treatment. Aspiration pneumonia remained above expected levels and is under review by
the lead allied health professional, including assessment of speech and language therapy
provision. Dementia has alerted periodically over several years; improvement work is focused on
avoiding unnecessary admission, making best use of frailty assessment, reducing bed moves
and prioritising transfer from the Emergency Department. A cancer alert involved 18 cases and
was assessed as sensitive to small monthly changes, with no clinical concern identified. Two
cardiology conditions were also above expected levels and remain subject to specialty
governance review.

Coding indicators provide further assurance: invalid primary diagnosis codes and symptom codes
were below the national rate, indicating generally good coding quality. Coding depth was below
the national average but remained within the expected range. Palliative care recording was also
below the national rate and remains an area for improvement. Overall, the mortality position is
within expected limits; prolonged waits and overcrowding in the Emergency Department remain
the principal clinical risk.

3. Bereaved family feedback

The Bereavement and Medical Examiner Service recorded 1,063 items of feedback across
quarter three and quarter four. Feedback deteriorated in quarter three compared with quarter two,
but recovered in quarter four. Trust-wide positive or exceptional feedback increased by 5
percentage points, from 78% in quarter three to 83% in quarter four, while negative feedback
reduced by 1 percentage point, from 6% to 5%. This quarter four improvement provides positive
assurance, although recurring concerns continue to require action and monitoring.

Trust-wide feedback Quarter three Quarter four
Total feedback 504 559
Exceptional 185 191
Positive 207 272
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Positive or exceptional

392 (78%)

463 (83%)

Mixed or neutral

82 (16%)

67 (12%)

Negative

30 (6%)

29 (5%)

Division

Quarter three position

Quarter four

Assurance message

movement
Medicine Positive and Positive and Recovery is evident, with
exceptional feedback exceptional continued focus required
reduced by 3%; feedback increased | on care, communication
negative feedback by 4%; negative and end-of-life
increased by 4% feedback remained | experience.
(comparison with Q2) at 4%
Surgery Largest deterioration: Positive and Quarter four
positive feedback exceptional improvement is positive.
reduced by 29% and feedback increased
negative feedback by 8%; negative
increased by 9%. feedback reduced
(comparison with Q2) by 4%.
Diagnostics Positive feedback Positive and Strongest recovery. All
and reduced by 11% and exceptional 23 Oncology responses
Specialties negative feedback feedback increased | were positive or
increased by 5%. by 21%; negative exceptional.
(comparison with Q2) feedback reduced
by 5%.

What families valued

Compassionate
and excellent
care

Kindness and
dignity

Support for
patients and
families

Recurring concerns

Communication
with families
Clinical care and
safety

Delays, transfers
and discharge
Privacy and
dignity at the end
of life

Overall assurance

Quarter four recovery provides positive
assurance that experience improved

after the quarter three decline.
Moderate assurance remains
appropriate because recurring

concerns require continued action and
monitoring. Themes and trends from
family and carer feedback are shared
with the End of Life Group.

4. Structured Judgment Review

The input of the Bereavement Team continues to add huge value to our process. They continue
to ensure all deaths are recorded in real time.
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All mortality reviews are reported through Speciality mortality and morbidity (M&M)
meetings. Actions are developed within the speciality and monitored through individual speciality
and divisional processes. The main learning from Structured Judgement Reviews is through the
feedback and discussion in local clinical meetings at Specialty level. Some themes continue to
be identified which are in common with known areas of quality. Divisional learning is presented
to Hospital Mortality Group (HMG) on a rolling basis. Presentations are available for review, as
required

All specialties receive individual monthly data on Structured Judgement Review (SJR)
performance and report to Hospital Mortality Group (HMG) on a rolling basis where performance
is reviewed. Most SJRs are undertaken within 2 months. 19.6% (Q3) and 19.0% (Q4) were
reviewed via SJR; three deaths were identified as complaints

The following provides mortality data from 15t October 2025 to 31t March 2026. Between Q3 and
Q4, deaths selected for SJR review fell slightly from 110 to 107. The proportion selected with
family concerns reduced from 27.3% to 23.4%, while most cases in both quarters had no family
concerns identified at selection. These figures describe the cases selected for review, rather than
the review findings.

SJR Metrics - Trust Overall Position

Reporting Period 2025/26 - Q3 (Single Quarter)

Deaths as Harm complaints Deaths Selected for Review with Concems Deaths Selected for Review with NO Concemns Total Deaths Selected for SJR review

Trust Overall Position

S.JR Metrics - Trust Overall Position
Reporting Period 2025/26 - Q4 (Single Quarter)

Deaths as Harm complaints Deaths Selected for Review with Concems Deaths Selected for Review with NO Concems Total Deaths Selected for SJR review

Trust Overall Position

The data below shows completion against targets overall, by division or by specialty, and should
be viewed over a rolling 12-month period. The target is 10% of deaths or 10 reviews, whichever
is higher. Where there are fewer than 10 deaths, all deaths should be reviewed. The improved
methodology adds together each specialty’s expected reviews, rather than applying 10% to the
combined total, giving a more accurate overall target.
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Total Trakcare Deaths in Period (R 0' ka LI

Total SJR Recorded Target SJR Recorded Total Specialties with Deaths Specialties Above Target

SJR Recording Rates by Division and Specialty
Reporting Period 2025/26 - Q3 (Rolling 12 months)

Trakcare

Discharging Total Trakcare Deaths (Bar) Total S.JRs Logged (Bar)

Division
Diagnostic & - i

Specialist @ 145% | 137320

Medical . 10.6% | 14171647

Surgical @ 186% 76/80.5

Women & Dss5% I 2/13.0

Children

Percentage of Deaths with 5JR (Dots) Target 5.JR's Logged (Ling)

Quarter 3

Percentage ot Tra k Deaths with

Total Trakcare Deaths in Period Total SJR Recorded Target SJR Recorded Total Specialties with Deaths Specialties Above Target

S5JR Recording Rates by Division and Specialty
Reporting Period 2025/26 - Q4 (Rolling 12 months)

Trakcare

Discharging Total Trakcare Deaths (Bar) Total SJRs Logged (Bar)
Division
Diagnostic & - i
Speciaist @ 1a3% |13 31.0
Medical @ 100% | 132417
Surgical @ 193% |79 834
Women & . £.9% I 27160
Children
Percentage of Deaths with SJR (Dots) Target SJR's Logged (Ling)

Quarter 4

Feedback on progress is provided to the Hospital Mortality Group. The SJR approach is
embedded within all divisions; deaths are identified through Datix and then identified for review
using the agreed triggers. Some areas review all deaths because of small numbers of deaths in
the specialty.

No deaths were escalated to harm review panels following SJR. Three complaints, in the
reporting period, related to care/treatment concerns in the episode of care leading to the death.
The chart below shows a breakdown by SJR trigger types and care scores for Quarter 4.
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Stuctured Judgement Review (SJR) Dashboard
An analysis of SJR completion and outcomes - Care Scoring Page - UNDER DEVELOPMENT

pReportingPeriod pReportingPeriod Type pTotalDeathsSelectedForSJRReview pIncludeDeathsOnAmivalED pincludeMissingScores
(2025025 - Q4 [ single Quarter ~ [T sur's with Triggers only ~ [N Exciude Dead on arrival rom Figwres ~ [l Exciude Missing Care Scores

Overall Care Score Breakdown grouped by Triggers Breakdown of Care Scores by Type
Concemn no Total SJR. Percentage of Scores Care Score Type Total 3JRs Percentage of Scores 'G
concern group Trigger Group  Triggers for SJR ‘Good"
Overall Assessment 95 T0.4%
Concemns Concems Concemn raised by family |I 12 33.3% T --
Concems from Medical Examiner I 9 l 222% Quality of Patient Notes I- 52 _ 8271
Mo Concerns  Death Death following elective admission I 4 - 75.0% Admission and Management in ﬂmﬁé -- 99 - T7.89Y
following
Contact . - - -
Death in ED within 24hrs of presentation -. 42 - 81.0% Ongoing Care I. 53 - 73.68%
e i i n 2 100.0%
Death taking place during or shortly after a procedure || - Care During a Procadure II 19 - 737%
S:'sﬂtf_mlwtc.?ljli-cna‘ncer treatment (SACT) in last 30 days - | 1 - 100.0%
\specially Ingger) Perioperative Care I 10 T0.0%
Other trigger Other trigger I. 15 - 93.3%
enaae ossnaeco [T ==
Specific Death following fractured NOF 30 days | 1 - 100.0%
Conditions 0 50 100 0.0% 50.0% 100.
Patient with a Leaming Disabili I 7 - 85.7%
atient wiih & Leaming Disabiity Overall Score broken down by Feedback Themes
Severe mental health issue |I 8 50.0% Feedback Theme Total SJRs Percetage of Scores 'Go
Mo Triggers Mo Triggers * Mo Triggers Selected | 2 50.0% * No Feedback Themes .- 77 - 753
0 20 40 0.0% 100.0%
Count of SJRMain perc_good_fiat Communication with families and II 21 52 4%
others

0 20 40 80 B0 0.0% 50.0% 100

5. Reviews of deaths of people with a learning disability or autistic people

All deaths of people with a confirmed learning disability or autism are reported for an external
review under the national Learning from Lives and Deaths programme. Death numbers are
usually low, averaging one or two each month, although there can be marked variation between
quarters. The Trust Learning Disability Team supports the review process by helping reviewers
interpret hospital records, including where a person received care from the Trust but died in
another setting.

External review provides an important source of independent learning and assurance, but the
process is not sufficiently timely. Reviews require engagement with families and carers,
consideration of professional records and completion of an independent report before
consideration by the quality assurance panel. Earlier reports described a usual delay of at least
six months; some current reviews have taken up to one year. This limits timely feedback to
families and services and reduces the opportunity to act promptly on learning.

The usefulness of completed reviews can also be restricted where family consent is not provided
to share identifiable feedback with the staff involved. The quality assurance panel has therefore
considered how learning can be shared proportionately without disclosing information that
families have not agreed may be shared. This remains important to ensure that independent
review results in learning at service level while respecting family choice and confidentiality.

Previous reviews and family feedback have highlighted the need for appropriate environments,
including access to side rooms where possible because busy bays can be distressing for some
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people with a learning disability or autism. Families have consistently valued support from
Learning Disability Liaison Nurses, palliative care teams and bereavement services. These
positive elements provide assurance about specialist and compassionate support, while
constraints in the physical environment and delays in external review remain limitations.

The Medical Director will seek a recovery plan and delivery timescale from the Integrated Care
Board for outstanding reviews and report progress to the Quality and Performance Committee by
31 December 2026. The assurance sought is that reviews are completed more promptly, learning
is shared appropriately and actions arising from reviews are connected to Trust mortality and
improvement governance.

A completed learning response involving a person with a learning disability identified prolonged
Emergency Department care, atypical presentation of pain, unclear clinical ownership, limited
access to an appropriate assessment space and insufficient escalation. Learning has been linked
to twelve-hour escalation, communication between specialties, end-of-life improvement work and
multidisciplinary mortality review.

6. Learning from completed Patient Safety Learning Responses

Eleven patient safety reviews, concerning deceased patients, were completed by the Patient
Safety Team and closed during the reporting period. Each investigation identified learning and
resulted in an improvement or action plan. The Safety Experience and Review Group monitored
delivery of these plans, reviewed the evidence of completion and provided assurance before
approving closure. The individual summaries below therefore describe investigations for which
the identified learning has been acted upon and the associated improvement or action plans have
been assured through to closure.

Investigation summary, learning implemented and

assurance

Missed opportunity to provide | A patient with a learning disability remained in the
optimal end-of-life care Emergency Department for almost 48 hours and died
while awaiting a ward bed. The review identified atypical
pain presentation, unclear clinical ownership, poor
coordination between teams and failure to escalate the
lack of a suitable assessment space. Learning has
strengthened escalation for patients awaiting admission
for more than 12 hours, communication between specialty
and Emergency Department teams, end-of-life
improvement work and multidisciplinary mortality learning.
This provides assurance that the specific care and
escalation gaps have been identified and incorporated into
improvement work.

Pseudomonas aeruginosa Microbiological typing linked the patient’s infection to
bloodstream infection contaminated shower water. The review identified
weaknesses in water-safety communication, risk
assessment, sampling, flushing, maintenance,

documentation and audit. A written water-safety scheme,
more reliable testing and maintenance, staff competency
requirements and joint oversight through the Water Safety
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Group have been established or strengthened. Longer-
term actions remain monitored through the Water Safety
Group and the related Trust risk.

Delay in diagnosis and
treatment of
cholangiocarcinoma

An abnormality reported on ultrasound was not sufficiently
prominent and was easier to overlook, contributing to
diagnosis approximately eight to ten months later. Earlier
treatment might have extended survival, although cure
was considered unlikely. Learning has led to clearer
presentation of sonographer concerns, an agreed
reporting procedure, report spot checks, stronger sharing
of new clinic correspondence and joint governance review
across Radiology and Gastroenterology.

Anticoagulation and
antiplatelet treatment before
recognition of severe
thrombocytopenia

Repeated platelet results were reported as unreliable, but
this was not communicated prominently enough to support
recognition of bleeding risk before anticoagulant and
antiplatelet treatment. The review found that the
cumulative treatment was likely to have increased the risk
of intracranial bleeding. Learning includes review of the
acute coronary syndrome policy, clearer electronic
warning of unreliable platelet results, consideration of
prescribing alerts and stronger diagnostic review when
test results and the clinical picture do not align.

Delay to medical review and
treatment

A patient remained physically present in the Emergency
Department but was recorded electronically as having left,
making the patient invisible to the medical team. The
patient went approximately 36 hours without routine
observations or treatment for the underlying condition.
Learning has strengthened reconciliation of electronic
status with patients present, escalation when a patient
cannot be located, two-hourly checks, review of
retrospective record changes and audit of alcohol-
withdrawal monitoring.

Management of a patient with
chest pain

A welfare call was not made after the patient left before
review, a later opportunity for senior assessment was
missed, and an electronic chest pain referral failed without
the referrer knowing. This resulted in 26 days without
planned follow-up or treatment. Learning has
strengthened welfare-call practice, Emergency
Department and chest-pain guidance, discharge
summaries and immediate confirmation that electronic
referrals have been submitted and received.

Oxycodone toxicity during
end-of-life care

An opioid-naive patient developed signs consistent with
opioid toxicity after regular subcutaneous oxycodone was
prescribed outside the anticipatory medication order set.
Pain assessment was not consistently recorded and
recognition was complicated by the patient’'s underlying
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condition. Learning has strengthened use of safer
prescribing pathways, pain assessment, access to end-of-
life training and resources, local clinical champions and
staff confidence to question prescriptions irrespective of
hierarchy.

Delayed biopsy and
communication of urgent
results

An urgent biopsy request was entered through the wrong
route and was not visible on the pending list. Subsequent
results continued to be attributed to a consultant who was
not overseeing the pathway. The review did not conclude
that earlier detection would have prevented the death.
Learning has strengthened referral coding, clinical
ownership across specialties, communication with
Radiology, leave cover and resilient acknowledgement of
urgent results.

Emergency response based
on outdated pregnancy
information

Electronic records incorrectly indicated an ongoing
pregnancy, leading the team to undertake an emergency
procedure in accordance with the information available.
The procedure did not impede resuscitation and was not
related to the death. Learning has improved closure and
visibility of pregnancy records, work on interoperability
between systems, neonatal equipment checks and
multidisciplinary simulation for this emergency response.

Missed pneumothorax
following Emergency
Department attendance

A pneumothorax visible on initial imaging was not
identified and the patient was discharged. Diagnostic
momentum, cognitive bias, operational pressure and
limitations in the imaging pathway may have narrowed the
clinical focus. Learning has been shared with the external
reporting provider and through relevant governance
forums, linked to the Emergency Department flow risk and
supported by continued review of compliance with the
National Early Warning Score observations.

Delay to wide local excision
following malignant
melanoma

A wide local excision agreed by the multidisciplinary team
was not booked, resulting in a delay of approximately
seven months. The review did not establish that the delay
caused later metastatic disease, but found that decisions
were not reliably recorded and tracked to completion.
Learning has led to review of the multidisciplinary process,
identification of any other affected patients, audit of
completed actions and development of prospective
tracking.

7. Actions

Action Owner and timescale
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Complete current reviews of the identified mortality
signals and confirm findings, improvement actions and
monitoring measures.

Specialty leads; reporting to the
Hospital Mortality Group.

Obtain a recovery plan for delayed external reviews of
deaths of people with a learning disability or autistic
people.

Safeguarding leads/Medical
Director, reporting to the
Hospital Mortality Group

Review the End-of-Life Group workplan and ensure that
improvement workstreams are in place to address
themes and trends identified through family feedback.

Associate Director of Safety and
Learning with End-of-Life Group
leads.

8. Conclusion

The overall mortality position and established review routes support moderate assurance. The
remaining gaps concern operational pressure, timely completion of external reviews, unresolved
mortality signals and evidence that learning actions are embedded and sustained. These matters
will continue to be monitored through established governance, with exceptions reported to the

Quality and Performance Committee.

Appendices: Appendix One — Deaths outside of the SJR Process

Freedom of Information status: Public; no patient-identifiable information.
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*Appendix One

Deaths outside the SJR Process

Oct- Jan- April | Jul- Oct- Jan- April — July to Oct-Dec | Jan-
Dec Mar - Sept Dec March June Sept 2025 March
23 24 June | 2024 2024 2025 2025 2025 2026
24
IsB>24wks | 5[5 J6 [2 o [3 4 |5 |2 [3 |
NND >24 wks Born at GRH/Died 1 0 2 0 1 0 3
GRH 1 0
NND <24 wks Born at GRH/Died 0 2*(x1 |0 3 1* 1 2 1
GRH 1* TOP)
NND >24 wks Born & Died 0 1 0 0 2 0 0
Elsewhere 0 1
NND <24 wks Born & Died 0 1 0 0 0 0 0
Elsewhere 0 0

Deaths by Special Type

Oct-
Dec
23

Janto | April-
March June
24 24

Jul-Sept
2024

Oct-Dec
2024

Jan-
March
2025

Apr-June | July -
2025 Sept
2025

Oct-Dec
2025

Jan-
March
2026
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0 0 0 0 1 0 0 0
SI/PSIRF Learning Response Deaths 8* 7* 6* 3* 4 13 7 4
*Figures represent number of learning
response action plans (relating to patient
deaths) closed in reporting period.
Learning Difficulties Mortality Review 4 6 11 4 11 6 TBC TBC

(inpatient deaths)

* NND under 24 weeks noted but not required to be reported through MBRRACE.
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Report to Trust Board of Directors
Winter Plan Update — November 2026

Meeting / 12 November 2026 — Winter Plan 2026/27 update

report

Sponsor / Sponsor: Al Sheward — Deputy Chief Executive and Chief Operating Officer

author Author: David Taylor — Interim Deputy Chief Operating Officer, Urgent and
Emergency Care and Hospital Flow

| Purpose: Discussion, information and assurance; not approval. |

Executive Summary

Assure: Urgent Treatment Centre (UTC) phase 1 is operational, vaccination is underway and
Exercise Goldfinch is complete. Discharge Lounge extensions and January therapy deployment
remain planned. Assurance is partial pending confirmed readiness and sustained system flow.

Adyvise: Priorities are front-door assessment, discharge, workforce resilience, infection control
and urgent elective and cancer care. Fortnightly reviews and Operational Pressures Escalation
Levels (OPEL) guide delivery. The activity predictor informs capacity planning; national infection
scenarios are not local forecasts.

Alert: Outstanding dependencies include festive cover, delayed Urology developments, reliable
flow data, cohorting and seven-day discharge across Pathways 1-3, community capacity and
system surge arrangements.

The Integrated Care Board (ICB) winter stress test is scheduled for 9 November 2026.

Previously considered by | Winter Planning Task and Finish Group; Divisional Operational
Assurance Group; Urgent Care and Flow Improvement Board; Trust
Leadership Team (TLT); Quality and Performance Committee
(QPC), 29 October 2026.

Recommendations:

The Board is asked to:
o NOTE delivery progress and regional comparisons.
« RECOGNISE partial assurance pending workforce, pathway, data and system-flow
readiness.
« SUPPORT outstanding actions and escalation through OneGloucestershire governance.
« RECEIVE monthly Quality and Performance Committee assurance on winter
preparedness

Strategic Aims (tick as appropriate)

° Patient experience and voice
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° People, culture and leadership 4

@ Quality, safety and delivery v

© Digital first

Impact on any Strategic Risks?

Mitigates risks to patient safety, urgent care, capacity, workforce, infection control, estates and
elective and cancer delivery. Residual risk remains during sustained extreme pressure.

Implications

Equality and Monitor differential impacts; target vaccination, community response and

health inequalities | home-first care using population risk intelligence.

Finance and Use existing capacity; additional resources require financial approval and

resources operational benefit.

Regulation and Supports NHS England winter requirements, OPEL, emergency

assurance preparedness and infection-control duties; aligns with Care Quality
Commission (CQC) Safe, Responsive and Well-led domains.

Green Plan Same-day and home-based care reduce travel and inpatient resource use;
no material adverse impact identified.

Main Report

1. Purpose

This report updates the Board on Winter Plan delivery and residual risks at the end of October.
The plan runs from 1 November 2026 to 31 March 2027, focusing on Christmas, New Year and
early January. Fortnightly Winter Preparedness Incident Management Teams (IMTs) bring
together divisions, corporate services and Gloucestershire Managed Services (GMS).

2. Assurance position

Assurance remains partial. Divisional actions have owners and deadlines, but final festive rotas
and leadership cover require confirmation following the week commencing 2 November
deadline. Risks include sickness, temporary staffing, magnetic resonance imaging (MRI)
resilience, system flow and care-home infection prevention and control (IPC) support. GMS has
provided staffing and estate assurance; IMTs will verify remaining readiness.

3. Winter implementation and key controls
Medicine
« UTC phase 1 and long-stay reviews are operational. Dedicated paediatric emergency
department (ED) cover and rapid assessment are delayed to mid-November.
e NHS England South West has provided £327,000 for overnight staffing and front-door
streaming. Twelve-hour frailty and management cover is confirmed for implementation
before peak winter.

Surgery
Critical care winter plans and trauma oversight are in place. Surgical Assessment Unit

arrangements and elective flexibility are being finalised. Urology Assessment Unit opening has
moved to mid-December, with further delay possible.
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Diagnostics and Specialties

Discharge Lounge hours of 06:00-20:30 are planned for 21-24 and 29-31 December and 4-8
January; additional therapy support is planned for 4-15 January. Pharmacy, diagnostics and

urgent interventional radiology arrangements remain under finalisation.

Women’s and Children’s

Paediatric Assessment Unit expansion has been tested and can be activated as needed.
Additional community outpatient and primary care respiratory provision is in place.

Command and Control

e Operational, flow and incident hubs are co-located. Care Transfer Hub and Pathways 1-3

delivery depend on partner capacity.

o Exercise Goldfinch and severe-weather Emergency Preparedness, Resilience and
Response (EPRR) exercises are complete; the ICB stress test is on 9 November.

e The revised escalation policy goes to TLT in November, covering ED, mental health,
stroke and frailty. Corridor-care guidance and staff action cards are being trialled.

e GMS confirms round-the-clock festive domestic, portering and security cover; estate

maintenance and winter preparation are underway.

4. Predicted activity and capacity

Overall, we compare quite favourably with the Southwest. Several of the core flow measures
place Gloucestershire amongst the best-performing providers in the region. - The strengths
are non-elective length of stay, discharge before midday and discharge-ready-date
performance, where Gloucestershire ranks 1st on the six-week averages. - We are also
performing above the regional average on both four-hour measures, despite relatively high
activity. Gloucestershire has the second-highest all-type A&E attendance volume in the region,
at 5,316 per week. - The main comparative weaknesses are weekend discharge and 21+ day
stays. The latter is particularly important because Gloucestershire has experienced the largest
year-on-year deterioration in the region, +4.2 percentage points. - 12-hour waits and corridor
care remain significant, although these absolute-volume rankings need some caution because
larger providers naturally generate larger numbers. - There is a positive signal on ambulance
handovers: Gloucestershire's six-week position is strong, and the report forecasts an 86%
reduction in >45-minute handovers, the strongest projected improvement in the Southwest.

Approx. SW

Measure Gloucestershire| South West rank Position
Ambulance handovers
>45 mins 4.9% 18.6% 2nd /11 O Very strong
A&E 4-hour, all types |73.7% 70.0% 4th / 11 O Above region
A&E 4-hour, Type 1 60.6% 57.5% 4th / 11 O Above region
L\ltc;r;-electlve length of ¢ 5 days 7.6 days 1st /11 0 Best
Discharged before o o
midday 26.8% 20.4% 1st /11 O Best
Discharged before 5pm |77.4% 67.9% 2nd /11 O Very strong
Discharge-ready date o o
on time 92.6% 85.6% 1st/ 11 O Best
12+ hour waits 334/week 2,912/week oth/11+ | @ High absolute

region total volume
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Bed occupancy 91.8% 93.8% 4th / 11 0 Better than
region
21+ day stays 18.7% 17.8% 8th / 11 ¢) Below region
Weekend discharge 52.1% 56.5% 9th / 11 @) Weak
Corridor care 27/day 230/day region 8th/11* © High absolute
total volume

The predictor below informs daily attendance, admission, occupancy and discharge planning.
Earlier and increased discharges, supported by planned lounge extensions and therapy
deployment, aim to release capacity before Christmas and sustain it into January.

Surge Predictor
Predicted Demand

ency Admissions

Predicted Emergency Demand

0 h 1l fl ﬁ 1 i
- m g-y'W‘J'

-
|}

Predicted ED Attend ances
Predicted Emerg ency Admis sions

26 Augl 26 Octl, 26 Decl, 26 Feb 1,27 Apr1,27

Augl, 25 Octl, 25 Decl, 25 Feb1,26 Aprl, 26 Junl,

The November—December discharge sprint aims for 80% occupancy before Christmas. The 9
November stress test will examine extending that ambition to 1 January, rather than 24
December alone, to protect capacity for the January peak.

5. Predicted infection rates and Infection, Prevention and Control readiness

Current 2026/27 flu picture

National influenza impact is expected around the four-season average, but peak timing remains
uncertain. The illustrative combined peak of influenza, COVID-19, respiratory syncytial virus
(RSV) and norovirus is around 6,000 occupied beds daily: a planning scenario, not a forecast. It
assumes approximately 75% vaccination uptake in people aged 65 and over.

Influenza Admissions (SARI) Osts up b COVID-19 Admissions (SARI) Data up to
Rt {per 100Kk} 1ANZ0ZE Rinte (pac 100K} 111012026
Season
1 30 — 2026/27 2025/26
— Central 2024/25
10 20 — Lower 2023/24
N T — Higher 2022/23
5 10 2021/22
0 -—.a--—"'——/— = : APt o —_— - -'_/-{.“-——-———--—\-\\'__—__
32 40 48 4 12 20 32 a0 48 q 12 20
Wesk Wtk
RSV Admissions (SARI) Data up to Morovirus Laboratory Reports Data up to
Rata (per 100k} 1102026 Laboraory Reperts 1111012026
800
ad
400
2 4
200
a2 a0 48 1 12 20 3z 40 48 4 12 20

Ve
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Red line: latest England 2026/27 data; comparisons: central, lower- and higher-impact scenarios
and previous years.

What Gloucestershire Hospitals NHS Foundation Trust (GHFT) is seeing

Respiratory admissions and outbreaks eased in late October but remained above seasonal
levels. Point-of-care testing (POCT) began in late September, earlier than last year; national
respiratory surveillance engagement has restarted.

Enhanced personal protective equipment (PPE) stocks, monitoring and seven-day IPC outbreak
support are in place. Outstanding requirements are norovirus testing validation, filtering face
piece class 3 (FFP3) respirator fit testing, cohorting and testing coverage. Universal masking
preparations remain conditional. The care-home IPC support gap risks transmission and
additional hospital conveyances.

Vaccination

By October’s end, 4,455 flu vaccinations had been delivered. Clinics run 1 October—14
December with roving provision. Staff uptake is being calculated for the next IMT against the
ambition to exceed 67%.

6. Outstanding actions before peak winter

o Confirm service readiness, festive rotas and leadership cover; monitor sickness risks.

o Complete the 9 November stress test and escalate partner capacity and surge gaps.

o Establish daily system discharge oversight to reduce stays beyond the discharge-ready
date (DRD).

o Agree the 80% occupancy bed base, discharge contribution and partner capacity.

« Implement exercise learning and action cards; test outbreak, cohorting and testing
arrangements.

7. Conclusion

Assurance remains partial until readiness and sustained system discharge are evidenced.
Internal measures cannot resolve seven-day Pathways 1-3, community capacity and surge
gaps alone. Partner commitments, clear ownership and escalation through system governance
are essential to reduce delayed discharge, ED waits and ambulance handovers.

8. Recommendations to the Trust Board
The Trust Board is asked to:
« NOTE Winter Plan delivery and regional comparisons.
« RECOGNISE partial assurance pending workforce, pathway, data and discharge
readiness.
« SUPPORT section 6 actions, accountable ownership and OneGloucestershire escalation.
« RECEIVE monthly QPC assurance on delivery, safety, activity against forecast, infection-
related capacity loss and exceptions.
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Alert, Advise and Assure Report to the Board of Directors
Meeting held on 12 November 2026

Board member lead(s) Vareta Bryan, Non-Executive Director (Chair)
Written by Committee Chair and Trust Secretary
Confidentiality None

Requires Approval

Tick as

appropriate Assurance X

Discussion X

Note

Purpose of report

* To present an update to the Board of Directors from the quorate People, Place and Partnerships
Committee meeting held on 15 September 2026.

» The Committee reviewed workforce sustainability and transformation, staff experience, equality and
inclusion, resident doctors’ working arrangements, employee relations, consultant recruitment, workforce
risks, internal audit and development of the Committee’s place and partnership remit.

Key points

ALERT: matters that require the boards attention or action, e.g. non-compliance, safety

concern or a threat to the Trust’s strategy.

* Internal Audit Report - Recruitment controls: The recruitment audit received limited
assurance, principally due to weaknesses in checks for agency and off-payroll workers and
identity checking in clinical areas. An immediate task-and-finish group and rapid risk
assessment had been established, with progress to be reported to the Audit and Assurance
Committee and this Committee.

» Specialist workforce capacity and operational impact: Significant residual risks remained
in specialist and hard-to-fill groups, particularly within Diagnostic Specialties and Surgery.
The Committee highlighted the relationship with operational performance, including cancer
performance, and requested clearer articulation of controls, impact and required action.

» Workforce inequalities: The annual equality report identified continuing inequalities in
workforce experience, career progression, recognition and pay. Clear priorities, timescales
and evidence of sustained improvement are required, alongside preparation for mandatory
ethnicity and disability pay-gap reporting from April 2027.
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ADVISE: Advise of areas of ongoing monitoring or development or where there is
negative assurance.

» Workforce Sustainability Programme: The reset programme brings together workforce
planning, attraction, retention, deployment, affordability, productivity, digital transformation
and workforce data. It must demonstrate benefits for patient care, service strategy, staff
wellbeing and community benefit, rather than being understood solely as workforce reduction.

* People and OD delivery and Staff Experience frameworks: The Committee supported
both developing frameworks but requested clearer timelines, measurable outcomes, plain
English communication and stronger ownership across operational and corporate
directorates.

* Employee relations: Delays remained in disciplinary cases because of limited trained
investigating-officer capacity and difficulties securing management time. The report was
received as a progress update rather than assurance, and a future report will be expected to
demonstrate impact.

» Consultant recruitment: Further work was required on shortlisting, values and inclusion
assessment, structured scoring, panel training and reasonable adjustments. The revised
procedure will be consulted upon with the Local Negotiating Committee before returning for
approval.

* Board Assurance Framework: The Committee supported development of a single
combined workforce strategic risk. The final proposal will return to the Committee before
recommendation to the Board.

* Place and partnership remit: The Committee supported further development of its terms of
reference, membership, delegations and work plan. The remit must remain focused, avoid
duplication and provide clear oversight of a manageable number of priorities.

ASSURE: inform the board where positive assurance has been received

* Integrated workforce oversight: The refreshed programme will include defined milestones,
benefits, key performance indicators, risks and executive oversight. An integrated monitoring
report is being developed covering establishment, vacancies, sickness, retention, temporary
staffing, workforce plans and productivity.

« Staff Survey governance: The 2025 improvement programme was closing, with actions
continuing through divisional people boards and established governance. Findings had been
reviewed at Trust, divisional, service-line and team level and triangulated with wider
evidence.

* Resident doctor exception reporting: The common rostering and reporting platform had
improved visibility and enabled potentially unsafe rota arrangements to be identified for
follow-up. No patient harm had been identified and quarterly Committee monitoring and
annual Board reporting will continue.

* Employee relations oversight: High-risk cases were subject to monthly confirm-and-
challenge review and additional HR resource had been agreed to address investigation
capacity.

* Audit follow-up: The performance appraisal audit remained on track. The Committee
welcomed a 12-month effectiveness review to test whether previous recommendations and
controls remain embedded.
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» Workforce risk management: Active workforce risks had reduced from 59 to 44 since
January 2026, with most remaining risks stable or improving.

APPROVALS: decisions made by the Committee

* No formal approvals were made at this meeting. The Committee supported further
development of the combined workforce strategic risk and revised place and partnership
governance arrangements, both of which will return through the appropriate approval route.

Implications

Strategic Aims to which the paper relates (tick as appropriate)

° Patient experience and voice

° People, culture and leadership

@ Quality, safety and delivery

Digital first

Board assurance framework

BAF reference SR02 and SR03. The Committee supported further development of
a single combined workforce strategic risk before recommendation
to the Board.

Risks discussed

Principal risks: Workforce sustainability, affordability and capacity; specialist and hard-to-fill
workforce gaps; staff experience, wellbeing and organisational culture; workforce
transformation and service stability; equality of experience, progression and pay; resident
doctor rota safety and reliance on locums; employee relations delays; recruitment control
weaknesses; consultant recruitment fairness and inclusion; and governance of the developing
place and partnership remit.

Recommendations

* NOTE the assurance provided in this report.

3/4 193/202



4/4

* NOTE that the combined workforce strategic risk and revised place and partnership

governance arrangements remain under development and will return through the appropriate

governance routes.
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

Report to Board of Directors

Date of Meeting 12 November 2026

Report title Equality, Diversity and Inclusion Development within the
Staff Experience Framework

Sponsoring Director: Caroline Julien: Chief People Officer
Authors: Maria Smith: Associate Director for Organisational
) Development, Culture and People Development

Purpose (confirm the appropriate box)

For approval For discussion For information

\/

Executive Summary

This paper provides an update on how equality, diversity and inclusion development is being
brought together within the Staff Experience Framework and the wider Staff Experience and
Equality, Diversity and Inclusion Plan.

The Staff Experience Framework sets out the shared vision and principles for the experience
the Trust wants to create for all colleagues. The Staff Experience Programme translates this
into coordinated action through six workstreams. The Inclusion, Belonging and Staff Voice
workstream provides the organisational home for the Trust’s equality, diversity and inclusion
programme of work.

The approach aims to embed equality, diversity and inclusion in how the Trust leads, listens,
makes decisions and improves staff experience, rather than treating it as a separate set of
activities. Current development focuses on strengthening Staff Networks, establishing a shared
Trust-wide approach to inclusive leadership, improving how staff voice leads to visible action,
clarifying organisational expectations and unacceptable behaviours, and developing an
integrated evidence base to understand staff experience and inequality.

The Board supported by the Trust Leadership Team, provides strategic leadership and set
organisational expectations. The Staff Experience Committee oversees and challenges delivery
of the programme. The People and Organisational Development Delivery Group coordinates
wider delivery across People and Organisational Development services and addresses cross-
service dependencies. The People, Place and Partnership Committee receives assurance on
progress, outcomes, inequalities and significant risks.

Assurance remains developmental. Governance is clearer, but the integrated baseline,
outcome measures, project ownership, milestones and evidence of sustained impact are still
being established through the Staff Experience and Equality, Diversity and Inclusion Plan. Until
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the baseline is complete, the Trust does not yet have a sufficiently integrated evidence base to
describe the full scale and pattern of inequalities across every aspect of staff experience.

The next phase will move the work from programme design into implementation and
measurable improvement. Future reporting will show progress against the agreed baseline and
measures, including whether inequalities are narrowing, staff experience is improving,
colleagues feel a stronger sense of belonging and psychological safety, confidence in speaking
up increases, and staff voice demonstrably influences organisational decisions and action.

Previously considered | None
by

Recommendations:

The Board is asked to:

NOTE the update on EDI development within the Staff Experience Framework and the
Inclusion, Belonging and Staff Voice workstream. No decision, approval or endorsement is
requested.

Strategic Aims (tick as appropriate)

° Patient experience and voice

° People, culture and leadership v
@ Quality, safety and delivery v
Digital first

Impact on any Strategic Risks?

Board Assurance Framework Strategic Risk: People Culture and Leadership

If we fail to attract, develop, engage and retain a skilled, diverse, compassionate and high-
performing workforce, supported by effective leadership, culture and workforce systems, it may
adversely impact patient safety, quality of care, operational performance, financial sustainability
and delivery of the Trust's strategic objectives.

Implications on:

Equality, Diversity This paper directly supports the Trust's approach to

and Inclusion equality, equity, diversity, inclusion and belonging, including
leadership accountability and reducing inequalities in
workforce experience.

Health Inequalities The Staff Experience Programme supports a more inclusive
workforce culture and strengthens the Trust's ability to
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understand how workforce experience, inclusion and
inequality may affect the delivery and experience of care.

Finance and Resource Delivery will primarily be through existing Board, leadership,
Staff Experience and Organisational Development
arrangements. The programme governance process will
identify any additional resource requirements.

Regulation/Legal Supports compliance with the Equality Act 2010, the Public
Sector Equality Duty and relevant NHS workforce
expectations. Specific actions will continue to be reviewed
through appropriate legal and governance routes.

CQC-Key line of enquiry Care Quality Commission Well-Led domain - culture,
leadership, staff experience, equality, diversity and
inclusion, and Freedom to Speak Up.

Green Plan No direct implications identified.

Main Report

1. Purpose of the report

This paper provides an update on the Trust's evolving approach to Equality, Diversity and
Inclusion (EDI) within the Staff Experience Framework. It explains how development with the
Board, the Trust Leadership Team and Staff Networks is being connected through the
Inclusion, Belonging and Staff Voice workstream, incorporated into the wider Staff Experience
Framework and Programme, and governed by the Staff Experience Committee.

The paper is for information. It does not ask the Board to approve, support or endorse a
proposed approach.

2. How the work fits within the Staff Experience Framework

The Staff Experience Framework defines a good staff experience across our Trust. The Staff
Experience Programme delivers it through coordinated action, clear accountability, and impact
measures. The Staff Experience Committee oversees progress, provides assurance and
challenge, and drives meaningful, sustainable improvements. Members include Staff Network
chairs, workstream leads, divisional colleagues, and staff side.
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. S : Healthy workplaces
Our shared vision, principles and enablers for a great experience for all our people. P
It sets the context and frames the programme of work.

@' Staff Experience Framework Inclusive people

A stronger tomorrow

Translates the framework into coordinated action

‘o.o Staff Experience Programme

. Six workstreams working together to improve staff experience
'd N
3. 3.0 1‘ N
R i ~1 o
Leadership, Safe, Healthy and Inclusion, Belonging Education Widening National Recommendations
Learning and and Staff Voice icipati
L o Respectful Workplaces Participation and Staff Standards
Organisational
Development Support the health, Embed inclusion, Provide high quality Increase access to Implement and embed
Build inclusive wellbeing, safety and strengthen staff voice education, training opportunities and palicpalreviaw
leadership, capability dignity of our people. and drive equality, and development build a more recf?mmegdzt'ons d?“"
and a positive diversity and for our people. diverse workforce. staff standards to drive
R EiRie inclusion improvement. safe, fair and consistent
: practice.
\ >
Supported by strategic leadership, oversight and assurance
sm Strategic leadershipand assurance
Working together to support delivery, provide challenge and assure impact
X }-“ O I
2 People and O isational .l
. Staff Experience eople and Organisational People, Place and
Board Trust Leadership Team Committee Development Delivery Group Partnership Committee
Sets organisatiqna\ Translates organisational Oversees delivery, risks, Coordinates delivery across Receives assurance on
culture and provides expectations into executive, dependencies and progress People and Organisational delivery, outcomes,
strategic oversight divisional and operational through the Staff Development and escalates inequalities and areas
and accountability. leadership practice. Experience Programme. risks and issues. requiring escalation.

Informed by staff voice, data and lived experience

Within this structure, the Inclusion, Belonging and Staff Voice workstream coordinates EDI
development and ensures that inclusion, belonging and staff voice are connected to leadership
practice, organisational improvement and assurance rather than operating as a separate

programme.
Component Role within the approach |
Board Sets organisational culture and provides strategic oversight

and accountability

Translates organisational expectations into executive,
divisional and operational leadership practice

Staff Networks Provide lived-experience insight, challenge, connection and
partnership in shaping improvement

Inclusion, Belonging and | Coordinates development, identifies priorities, connects staff

—>

Trust Leadership Team

Staff Voice workstream voice to action and monitors delivery

Staff Experience Oversees delivery of the Staff Experience Programme,

Committee monitoring progress, outcomes, risks and dependencies
across its workstreams and ensuring staff voice informs
improvement

People & OD Delivery Connects the work of the Staff Experience Programme with

Group wider People and OD priorities, coordinating activity across

Divisions, addressing cross-service dependencies and
escalating issues that cannot be resolved through the

programme.
People, Place and ‘i, Receives assurance on delivery, outcomes, inequalities and
Partnership Committee areas requiring escalation.

3. Current areas of development

4/8 198/202



The workstream is bringing together several connected projects and areas of development. The
focus is on moving from broad EDI and staff experience ambitions to clear organisational
expectations, practical action and measurable improvement.

« Staff Network Reset, Refresh and Relaunch: Strengthen Networks’ purpose,
sustainability and influence by supporting Chairs, clarifying executive sponsorship and
how Networks work with the organisation, and creating clearer routes for staff insight and
lived experience to shape decisions and improvement.

e Trust-wide inclusive leadership: Develop a shared Trust-wide approach to inclusive
leadership, with clear expectations appropriate to different leadership roles and levels.
Further detail is set out in section 4.

« Integrated staff experience and equality evidence: Combine workforce equality
measures, Staff Survey and employee relations data, speaking-up themes, recruitment,
progression, retention, sickness, exit information and qualitative insight. Build a fuller
picture of differing staff experiences and where action is needed. This approach is
reflected in the current Board paper.

« Outcome and inequality measures: Track changes in staff experience, not just activity,
including belonging, respect, psychological safety, confidence to speak up, line
management experience, and workforce inequalities.

« Accountability and governance: Bring this work into one Staff Experience Programme
with defined projects, owners, measures, milestones and reporting through the Staff
Experience Committee and People and OD governance. Review progress, risks,
inequalities and impact together.

4. Development of the Trust-wide inclusive leadership approach

The Board, Trust Leadership Team, divisional leaders, managers, Staff Networks, staff-side
representatives, and wider staff are developing a Trust-wide inclusive leadership approach. It
will establish clear, consistent expectations for inclusive leadership at all levels, while
recognising that responsibilities will differ by role and level of leadership.

The approach will bring together Board and senior leadership development, the Staff Networks
Reset, Refresh and Relaunch work, engagement with staff and staff-side representatives, and

evidence on staff experience and equality. This will create one coherent Trust-wide approach,

rather than a series of separate equality, diversity and inclusion activities.

For the Board, the work will consider its role as the Trust’s culture setter and how it
demonstrates that responsibility in practice. This will include how Board members:

e model inclusive leadership;

e use equality and staff experience evidence in decision-making;

« listen and respond to staff voice;

« understand differences in workforce experience; and

« hold the organisation to account for progress and outcomes.
The approach will translate these principles into practical expectations for leaders and
managers at Trust, divisional and team levels. The Inclusion, Belonging and Staff Voice
workstream and the Staff Experience Committee will oversee development and implementation,
with wider coordination through the People and Organisational Development Delivery Group
and assurance through the People, Place and Partnership Committee.

5. Staff Networks and meaningful staff voice
Staff Networks are central to the Inclusion, Belonging and Staff VVoice workstream.
Development focuses on strengthening their purpose, sustainability, leadership, sponsorship,

5/8 199/202



and influence. The intention is not only to increase opportunities for staff to speak, but also to
create a clearer pathway from lived experience and insight to action, learning and assurance.
Create staff-led communities to drive creativity and ambition across the organisation.

The programme will therefore monitor whether issues raised through Staff Networks and other
staff voice routes have named owners, receive timely responses, and lead to visible feedback
or improvement, and ensure the networks are supported and enabled to enact change.

6. Organisational expectations and red lines

The Trust already has policies, professional standards, values and legal duties that govern
workplace behaviour. This work will not create a new set of rules. It will bring greater clarity and
consistency to the behaviours and conduct that the Trust will not normalise or leave
unchallenged, regardless of role or seniority.

These behaviours include unlawful discrimination, bullying, harassment, victimisation, sexual
misconduct, retaliation against people who speak up, deliberate exclusion from opportunities or
decisions, and repeated behaviour that undermines dignity or physical or psychological safety.
The organisational expectations will be developed and tested with leaders, staff, Staff
Networks, staff-side representatives, and relevant People, professional, policy and experts.
They will be informed by existing Trust policies, employment and equality law, Freedom to
Speak Up arrangements, and the principles of a just and restorative culture.

The work will clarify:

how unacceptable behaviour is recognised;

the routes through which staff can raise concerns;

how concerns are assessed, responded to and escalated;

the support and protection available to affected staff and people who speak up;
how consistency and fairness will be monitored; and

how recurring themes and learning will be identified and acted upon.

Concerns will be managed through the appropriate Trust process, taking into account evidence,
seriousness, context and behavioural patterns. A just, restorative approach will continue to
challenge unacceptable conduct. The Trust will ensure concerns are addressed promptly, fairly
and consistently; those raising them are supported and protected; recurring patterns are
addressed; and learning drives visible change. The Trust will monitor delivery through the
Inclusion, Belonging and Staff Voice workstream and through Staff Experience governance.
Evidence will include response timeliness and consistency; themes from employee relations
cases and Freedom to Speak Up concerns; staff feedback; repeat or systemic issues; and
changes in staff confidence and psychological safety.

7. Evidence, outcomes and assurance

The programme is creating a single view of staff experience and inequality, drawing on
workforce demographics and equality indicators, Staff Survey results, recruitment and
progression, employee relations, sickness, retention and exit data, speaking-up themes, Staff
Network insights and qualitative accounts.

The baseline will identify where workforce experience differs between staff groups and where
inequalities require targeted action. Until this baseline is complete, the Trust does not yet have
a sufficiently integrated evidence base to describe the full scale or pattern of inequalities across
all aspects of staff experience. Completing the baseline will enable priorities, targeted actions
and measures of improvement to be established on a clearer evidence base.
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Measures will track whether staff experience improves and inequalities narrow, including
belonging, respect, psychological safety, confidence in speaking up and line management,
recruitment and progression, disciplinary and retention patterns, consistent People processes,
and evidence that staff input shapes decisions and action.

Assurance is developing. The governance and programme structure are clearer, but the
baselines, trajectories, ownership, milestones and evidence of sustained impact remain
incomplete. These gaps will be addressed through the Staff Experience and Equality, Diversity
and Inclusion Plan, with progress and exceptions reported through the Staff Experience
Committee and the People and OD Delivery Group.

8. Next steps
The next phase will move the work from programme design into implementation and
measurable improvement. Priorities are to:

Complete the baseline activity
Complete the initial staff experience and equality baseline and identify priority inequalities,
variations in experience and areas requiring targeted action.

Establish ownership, measures and milestones
Confirm project ownership, outcome measures, milestones and reporting arrangements through
the Staff Experience Programme.

Develop the inclusive leadership approach
Develop and test the Trust-wide inclusive leadership approach with the Board, Trust Leadership
Team, divisional leaders, managers, Staff Networks, staff-side representatives and wider staff.

Strengthen Staff Networks and staff voice
Progress the Staff Networks Reset, Refresh and Relaunch work and strengthen the route from
staff insight and lived experience to organisational decisions, action and feedback.

Clarify organisational expectations

Develop organisational expectations and arrangements for recognising, raising and responding
to unacceptable behaviour through the appropriate policy, legal, professional and governance
routes.

Establish routine assurance reporting
Introduce routine reporting of outcomes, inequalities, risks, milestones and evidence of impact
through the Staff Experience Committee and the People and OD Delivery Group.

Future reports will show progress against the baseline and agreed measures. This will include
whether:
« ldentified inequalities are narrowing;
Staff feel a stronger sense of belonging, respect and psychological safety;
Confidence in raising concerns and speaking up is improving;
Staff experience differs between workforce groups;
People processes are being applied fairly and consistently;
Staff voice is influencing decisions and improvement;
Concerns and recurring patterns are leading to learning and action; and
« Agreed projects and milestones are being delivered.
Milestone dates will be included once they have been formally agreed through the programme’s
governance arrangements.
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