NHS

Leeds Community

Healthcare
NHS Trust
Trust Board Meeting Held In Public
Boardroom, Building 3,White Rose Office Park
Millshaw Park Lane, Leeds LS11 ODL
Date 23 July 2026
Time 9.30am — 12.00pm
Chair Helen Thomson DL, Acting Trust Chair
AGENDA Paper
2026-27 9.30 Welcome, Introductions and Apologies N
1 (Acting Trust Chair)
STANDING ITEMS
2026-27 9.35 Declarations Of Interest
2 (Acting Trust Chair) Y
2026-27 Questions From Members Of The Public N
3
2026-27 Minutes Of Previous Meetings, Action Log And Matters Arising
4 (Acting Trust Chair)
4a Minutes of the meeting held on:
e 21 May 2026
4b Action Log
4c 9.40 Patient Lived Experience: Armley Neighbourhood Team
(Heather McClelland/Jane Parojcic/Laura Hollins)
STRATEGY AND PARTNERSHIPS
2026-27 10.00 | Interim Chief Executive’s Report Y
5 (Dr Sara Munro)
2026-27 10.10 | Quality Strategy Y
6 (Heather McClelland)
2026-27 10.20 | People Strategy and Headlines Update Y
7 (Catherine Hall)
QUALITY AND SAFETY
2026-27 10.30 a) Quality Committee Chair’s Assurance Report: 14 July
8 2026
b) Incident Management and Investigation Report (Action Y
2026-27 7 on Board Action Log)
(Professor lan Lewis)
FINANCE, PERFORMANCE AND SUSTAINABILITY
2026-27 10.40 | Business Committee Chair’s Assurance Reports: 16 June 2026
9 and 21 July 2026 (tabled report) Y
(Lynne Mellor)
2026-27 10.45 | Audit Committee Chair’s Assurance Report: 7 July 2026 v
10 (Khalil Rehman)
2026-27 10.50 | Charitable Funds Chair’s Assurance Report: 7 July 2026
1" (Acting Trust Chair) Y
BREAK - 10 minutes
2026-27 11.05 | Integrated Performance Report
12 (All Execs) Y
Including
o Waiting List Trajectories
2026-27 11.20 | National Oversight Framework -Segmentation Update Y




13 . Sickness Absence update

(Dr Sara Munro)
WORKFORCE
2026-27 11.35 | People and Culture Committee Chair’s Assurance Report: 10
14 June 2026 Y
(Rachel Booth)

GOVERNANCE AND WELL LED

2026-27 11.45 | Significant Risks And Risk Assurance Report

15 (Dr Sara Munro) Y
2026-27 11.50 | Board Assurance Framework 2026/27 - *for approval*
16 (Dr Sara Munro) Y
CLOSING BUSINESS
2026-27 12.00 | Any Other Business. Questions On Blue Box Items And Close
17 (Acting Trust Chair) \

The Board resolves to hold the remainder of the meeting in private
due to the confidential or commercially sensitive nature of the
business to be transacted.

All items listed (Blue Box) in blue text, are to be received for information/assurance, having
previously been scrutinised by committees. The Acting Chair will invite questions on any of
these items under Item 17.

*Blue Box Items — To Note

2027-28 Mortality Report

18 e Q1 Report 2026-27 Y
(Dr Ruth Burnett)
2027-28 Safeguarding Annual Report 2025/26 -presented to Quality Committee
19 14 July 2026 Y
(Heather McClelland)
2026-27 Infection Prevention and Control Annual Report 2025/26 - presented to
20 Quality Committee 14 July 2026 Y
(Heather McClelland)
2026-27 Guardian for Safe Working Hours Quarter 3 and 4 and Annual Report
21 2025/26 -presented to People and Culture Committee 10 June 2026 Y
(Dr Ruth Burnett)
2026-27 Sustainability (Green) Plan — presented to Business Committee 19 May
22 2026 and People and Culture Committee 10 June 2026 Y

(Andrea Osborne)

2026-27 Emergency Preparedness, Resilience Annual Report — Presented to the
23 Business Commitee 19 May 2026 Y

(Sam Prince)

2026-27 Quality Strategy slides — Presented to the Quality Committee 12 May

24 2026 Y
2026-27

25 Glossary Y
2026-27 Workplan Y

26




Employee Date Declare Interest Type Date Arose  Year Decision Making Gr¢ Interest Description (Abbreviated) Provider
Alison Lowe 16/04/2024 |Outside/Secondary Employment 16/04/2024 |2024/25,2025/26,2026/27|Board of Directors |Trustee Together Women
Alison Lowe 16/04/2024 |Outside/Secondary Employment 16/04/2024 ]2024/25,2025/26,2026/27]Board of Directors |Trustee Citizens Advice - Leeds
Alison Lowe 16/04/2024 |Outside/Secondary Employment 16/04/2024 |2024/25,2025/26,2026/27|Board of Directors |DMPC in West Yorkshire, employed by the Mayoral Combined Authority. We commission Deputy mayor Policing and Crime
services within the CJS, e.g., the SARC and so on. There is a potential conflict if LCH bids to
supply any services.
Alison Lowe 24/09/2025 |Outside/Secondary Employment 01/04/2025 |2025/26,2026/27 Board of Directors [Director Association Police and Crime Commissioners
Andrea Osborne 19/06/2026 |Nil Declaration 19/06/2026 |2026/27 Board of Directors
Anne Cooper 18/06/2026 |Loyalty Interests 01/04/2026 |2026/27 Board of Directors |Non-Executive Director North West Ambulance Service
Anne Cooper 18/06/2026 |Shareholdings and other ownership  [01/04/2026 [2026/27 Board of Directors |16% shareholding in business but not a statutory director of the company.
interests Ethical Healthcare Limited
Heather McClelland |28/06/2026 [Nil Declaration 28/06/2026 |2026/27 Board of Directors
Helen Thomson 06/06/2026 [Nil Declaration 06/06/2026 |2026/27 Board of Directors
lan John Lewis 06/06/2026 |Nil Declaration 06/06/2026 |2026/27 Board of Directors
Jennifer Allen 09/05/2024 |Loyalty Interests 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors |Husband is a partner at KPMG KPMG
Jennifer Allen 09/05/2024 [Loyalty Interests 01/04/2024 [2024/25,2025/26,2026/27|Board of Directors |! volunteer regularly for Zarach a Leeds based charity. Zarach
Jennifer Allen 09/05/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors |l am also the Director of Workforce for the Leeds GP Confederation Leeds GP Confederation
Jennifer Allen 18/06/2026 |Loyalty Interests 01/06/2026 |2026/27 Board of Directors |Husband is a trustee of St Anne's Community Services. St Anne's Community Services
Khalil ur Rehman 03/10/2024 |Outside/Secondary Employment 01/05/2024 |2024/25,2025/26,2026/27|Board of Directors |Vice Chair Seacole Group
Seacole is the NHS BAME NED network group
Khalil ur Rehman Board of Directors |NED & Charity Trustee Association of NHS Charities - NHS Charities
03/10/2024 |Outside/Secondary Employment 01/10/2024 |2024/25,2025/26,2026/27 Together
Khalil ur Rehman 03/10/2024 |Outside/Secondary Employment 04/08/2024 |2024/25,2025/26,2026/27|Board of Directors [part time IT & Digital consultant via TSI Caritas Ltd (see shareholding declaration) Touchstone Leeds Ltd
Khalil ur Rehman 03/10/2024 |Shareholdings and other ownership 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors |100-ordinary TSI Caritas Ltd
interests
Khalil ur Rehman 03/10/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors |Board Member/NED on governing body. University of Lancashire
Khalil ur Rehman 05/02/2026 |Loyalty Interests 01/11/2025 |2025/26,2026/27 Board of Directors |Consultant The Human Digital Collaborative
Laura Smith 23/05/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27 I undertake some training & consultancy work on a self employed basis for the above Prospect Business Consulting and WellNorth
Board of Directors |organisation, as an Associate Enterprises (also known as 360 Degree Sociey)
Laura Smith 23/05/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27 Within my LCH role, | provide DoW support to the Leeds GP Confederation, which could at
times represent a conflict of interest, eg if LCH and the Confed bid separately for the same
Board of Directors |contracts Leeds GP Confederation
Laura Smith 22/06/2026 |Loyalty Interests 11/06/2026 |2026/27 Board of Directors |Parent Governor at a High School in Leeds. 4 year term commencing in June 2026. Roundhay School
Lynne Mellor 04/02/2025 |Outside/Secondary Employment 18/09/2024 [2024/25,2025/26,2026/27|Board of Directors |Business Consultancy specialising in Cyber and Al The Human Digital Collaborative Ltd
Lynne Mellor 14/04/2026 |Loyalty Interests 01/04/2026 |2026/27 Board of Directors [Commenced as a NED, whilst continuing as a ANED for LCH.
Will manage any potential conflicts with advice from Company Secretaries but with the
Trusts merging in April 27 this is unlikely. Leeds and York Partnership NHS FT
Rachel Booth 29/10/2025 |Outside/Secondary Employment 01/10/2025 |2025/26,2026/27 Board of Directors [Job title - General Counsel. Head of legal services for Bupa UK business units: dental
practices, care homes, health clinics, hospitals and private medical insurance services. Bupa
Ruth Burnett 16/04/2024 |Outside/Secondary Employment 01/04/2024 [2024/25,2025/26,2026/27]|Board of Directors |Executive Medical Director and Caldicott Guardian Leeds GP Confederation
Ruth Burnett 16/04/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors |Sessional GP.
Not in partnership, not salaried, no enumeration received but regular sessions as CPD at
Crossley Street Surgery, Wetherby Crossley Street Practice
Ruth Burnett 01/05/2024 |Loyalty Interests 01/04/2024 [2024/25,2025/26,2026/27]|Board of Directors [Community and primary care representative on RSET (Rapid Service Evaluation Team) NIHR
Samantha Prince 15/04/2024 |Outside/Secondary Employment 01/04/2024 |2024/25,2025/26,2026/27|Board of Directors [Justice of the Peace for England and Wales (West and North Yorkshire) HM Courts and Tribunals Service
Sara Munro 05/09/2025 |Outside/Secondary Employment 01/04/2025 |2025/26,2026/27 Board of Directors |[substantive CEO of LYPFT NHS Trust CEO of LYPFT
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Healthcare
NHS Trust

Minutes: Trust Board Meeting Held in Public
Date: 21 May 2026
Location: Boardroom, White Rose Office Park, Millshaw Park Lane, Leeds, LS11 ODL.

Attendance:
Present: Helen Thomson DL Acting Trust Chair
Dr Sara Munro Interim Chief Executive
Rachel Booth (RB) Non-Executive Director
Dr Ruth Burnett Executive Medical Director
Anne Cooper (AC) Associate Non-Executive Director
Professor lan Lewis (IL) | Non-Executive Director
Heather McClelland Interim Executive Director of Nursing and AHPs
Lynne Mellor (LM) Associate Non-Executive Director
Andrea Osborne Executive Director of Finance & Resources
Sam Prince Executive Director of Operations
Khalil Rehman (KR) Non-Executive Director (for items 1-8)
In attendance: Helen Robinson Company Secretary
Minutes: Sue Grahamslaw Interim Corporate Governance Officer
Apologies: Alison Lowe OBE (AL) : Non-Executive Director
Jenny Allen Director of People (JA)
One member of staff observed the meeting.

Item 2026-27 (1): Welcome introduction, apologies, and preliminary business

The Acting Trust Chair opened the Board meeting and welcomed members, attendees, and
observers, noting it was the new Associate Non-Executive Director’s (AC) first LCH board meeting.

Apologies: Apologies for absence were received from Non-Executive Director (AL) and the Director
of People (JA).

Item 2026-27 (2): Declarations of Interest

Prior to the Trust Board meeting, the Acting Trust Chair had considered the Directors’ declarations
of interest register and the agenda content to ensure there was no known conflict of interest before
the papers were distributed to Board members. The Trust Chair asked the Board for any additional
interests that required declaration.

No additional declarations were made above those on record or in respect of any business covered
by the agenda.

Item 2026-27 (3): Questions from members of the public

There were no questions from members of the public.
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Item 2026-27 (4): Minutes of Previous Meetings, Action Log and Matters Arising

a) Minutes of the meeting held on 27 March 2026
The minutes were reviewed for accuracy and approved as a correct record of the meeting.

b) Action log
There were two actions on the log to review:

2025-26 (129) — Freedom to Speak Up — Planning Toolkit: the Interim Chief Executive noted that the
LYPFT approach was to link the planning toolkit to the national training module. However, it was not
mandated training. She would follow up with the Director of People. Action Closed.

2025-26 (149) — 2025 National Staff Survey Results — WRES 8: the Interim Chief Executive advised
that a review of previous cases was underway to reflect on how they were handled and the learning
to be taken. This had been discussed at a Board workshop as noted in the CEO’s report. The findings
of the review would feed back into the People and Culture Committee. Action Closed.

It was agreed to close the action log items marked as proposed to close.

There were no further actions or matters arising to address.

Item 2026-27 (5): Patient Lived Experience

The Interim Executive Director of Nursing and AHPs noted that unfortunately no-one had been
available for the Patient Lived Experience item on this occasion. However, plans were in place to
ensure there would be an item for the Board in the future.

Item 2026-27 (6): Interim Chief Executive’s Report

The Interim Chief Executive presented the report and highlighted the following issues:

1. Our services and our people

Staff Survey and Board Intention Planning:
The Acting Chair and Interim Chief Executive had sent out some internal communication regarding
the staff survey and intentions which had been well received.

SEND Inspection:

Whilst the full CQC report was still awaited, indications for areas for improvement were as expected
and strengthening work was already underway both internally and with LCH partners. The Interim
Executive Director of Nursing and AHPs was the Executive responsible for oversight of the
outcomes.

Trust Leaders Network:
Ongoing engagement was key and further consideration was being given to maintaining the culture
during the integration and in the new Trust.

National Oversight Framework:

It was explained that “business as usual” remained in terms of the King’s speech, despite the change
in the Health Secretary. However, there were some areas which required the Health Secretary to
approve, such as the National Oversight Framework which was now expected to be delayed until the
new minister was embedded.

2. Alignment with Leeds and York Partnership NHS Foundation Trust

The National Transaction Team had completed all due diligence with no areas of concern had been
flagged at this time. The report from the Regional Support Group was expected on 3 June 2026,
following which the Trust would be informed of the assessment of its strategic case. Work
continued on Trust Integration Programme workstreams.
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3. System Update

Leeds Place Provider Partnership:.

The draft Memorandum of Understanding would be received at an Extraordinary Board meeting in
June and communications were being prepared to encompass all providers. There was a
workstream on ICB functions and the delegated arrangement at Place level.

The Executive Director of Operations requested that Neighbourhood Health was included in
communications. It was explained that the full communications included Neighbourhood Health and
that there was an engagement event on 3 July which would better explain.

Non-executive Director (IL) questioned where there was oversight now there were no sub-
committees in the partnership, what was LCH’s role, and how Neighbourhood Health was being kept
in the discussions. He was concerned that more discussions could be held at Trust Committee level
but may be overlooked in favour of not duplicating work. The discussion noted the lack of
Neighbourhood Health discussions at national level compared with discussions at LCH, especially in
Business Committee which was working to understand how LCH programmes were fitting with the
portfolio of programmes at national level.

Leeds GP Confed CEOQO Update:
Associate Non-Executive Director (LM) noted the need to ensure Leeds GP Confederation were kept
involved in discussions regarding the Trust’s ongoing relationship with the Leeds GP Confederation.

4. Reasons to be Proud

Feedback for Armley Neighbourhood Team and Night Service:

It was noted the positive feedback had already been shared with the team. However, it also raised
the question of the frequency of patients with learning disabilities having the choice of where they
want to die. It was advised that in excess of 90% were able to choose and previous work had looked
at common factors affecting those unable to choose, many of which related to safety factors. The
Acting Trust Chair remarked that as the Leeds population aged, it would be key to look into factors
relating to those who do not get a choice of place of death.

Achieving Excellence in our Website Accessibility:
The excellent website recognition was noted.

Digital Inclusion Work — Excellent Feedback:
The positive work on Digital Inclusion should be celebrated and a suggestion was to include an item
in the Annual Report.

Outcome: The Trust Board noted the update on key activities and issues from the Chief Executive.

Item 2026-27 (7): Quality Committee Chair’s Assurance Report

Chair of the Committee, Non-Executive Director (IL), presented the report from the meeting on 21
May 2026. The following discussion points were highlighted:
e Alerts to the Board:
- Medical Device Monitoring — improvements were required and a timescale had been agreed
but was not met. The Committee were provided with an update and the challenges were
explained but the risk remained of missing medical devices.

The Associate Non-Executive Director (LM) expressed her concern about the medical devices
missing from the register and their vulnerability to cyber risks. However, the Board were reminded
that some of these devices would be in patients’ homes.
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- Delays in Incident Management Investigation — improvements not yet seen. The Interim
Executive Director of Nursing and AHPs advised a higher-level plan to understand the data
would be brought back in July 2026.

The Acting Trust Chair voiced her concern at the continued delays. It was further noted that reporting
had improved but had not produced consistent data. Board were given reassurance that the Clinical
Leads understood the requirements and the processes in place were appropriate, but their
application was inconsistent. The initial need was to understand the challenge of which stages in
the process were managed inconsistently. The Acting Trust Chair noted that the report now
scheduled to the July committee meeting should also be received at Board. The Committee Chair
noted Improvements Groups were established based on similar PSIRF outcomes but there were no
outputs seen from these Groups. The Audit Committee Chair, Non-Executive Director (KH) noted
that Audit Committee had acknowledged that the PSIRF internal audit recommendations had been
closed off in April and would discuss with the Interim Executive Director of Nursing and AHPs after
the Board meeting. However, it was noted that different levels of information was required by various
levels of seniority in the Trust from the one Datix system and there was a risk to Health and Safety
compliance caused by the gaps in information from Datix. The Interim Chief executive noted that at
LYPFT, Datix was not just a clinical platform and the LCH redesign work would need the functionality
to cater for all levels within the organisation. This was echoed by Associate Non-Executive Director
(LM).

e Service Spotlight — Podiatry team update focussing on waiting list management. However, there
was little in terms of quality, safety, effectiveness and patient experience, with it noted that the
team had been asked to provide an update on waiting lists reduction being managed equitably
and safely, rather than a general update on podiatry. Associate Non-Executive Director (AC)
was supportive of the podiatry team noting that areas not covered in their presentation were seen
either later in the meeting or in a service visit she attended the following day.

e Positive feedback had been received on Humberside Police Custody Suite.

Action: Incident Management and Investigation Report scheduled for the July Quality committee
should also be received at the Board meeting.

Responsible Officer: Corporate Governance Team / Interim Executive Director of Nursing and
AHPs

Reasonable assurance had been received for all strategic risks overseen by the Committee.

Outcome: The Trust Board noted the Quality Committee Chair's Assurance Report.

Agenda items taken out of order

Item 2026-27 (10): Audit Committee Chair’s Assurance Report

Chair of the Committee, Non-Executive Director (KR), presented the report from the meeting on
7 April 2026, highlighting the following key areas of discussion:

e Assurances had been received on the progress of EPRR;

e The positive work from Trust management to complete Internal Audit recommendations;

e The prospect of a good Head of Internal Audit report.

Reasonable assurance had been received for the strategic risk overseen by the Committee.

Outcome: The Trust Board noted the Audit Committee Chair's Assurance Report.
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Item 2026-27 (19): Audit Committee Annual Report and Committee Terms of
Reference

Chair of the Committee, Non-Executive Director (KR), presented the Audit Committee Annual Report
to the Board noting the content had been agreed at the Audit Committee meeting on 7 April 2026.
He thanked the Company Secretary for her work in producing the report. He further noted that
Internal Audit remained independent whilst managing to be engaged in the work. The risks were
noted with the forthcoming year’s Internal Audit plan which it was anticipated would be amended
slightly.

The Company Secretary was thanked for collating the various minor changes to the Terms of
Reference proposed by each Committee into one document.

The amendments were considered and approved.
Outcome: The Trust Board approved:

o the Audit Committee’s annual report;
e the changes to the terms of reference of Board sub-committees.

Agenda items returned to order

Item 2026-27 (8): Mortality Reports

The Executive Medical Director presented the two papers — the Q4 Learning from Deaths report and
the 2025-26 Learning from Deaths Annual Report outlining the following:

Q4 Learning from Deaths report. This focused on the LYPFT and Internal Audit mortality reviews,
and the combined learnings which noted that additional information was provided than that
mandated. The resulting Q4 Learning from Deaths report focussed on the nationally mandated
reporting as suggested by Internal Audit. However, the Interim Chief Executive noted the need to
understand the LMWS deaths and missed level 2 reviews. The Interim Executive Director of Nursing
and AHPs advised she would provide feedback to the workshop the following week.

Action: Provide understanding of LMWS deaths and gaps in the data
Responsible Officer: Executive Medical Director

2025-26 Learning from Deaths Annual Report. Part of the ongoing work in Neighbourhood Health
was to monitor deaths by cluster and this was shown in SPC charts with data going back to 2018.
However, this could be demonstrated more clearly in the annual report.

It was advised that a workshop had been planned for Learning from Deaths with the intention to bring
workplans together with the aim of being able to focus on learning and improvement rather than just
number reporting.

Associate Non-Executive Director (AC) sought clarity on how the reports aligned with PSIRF
reporting and how they could be pulled together to provide themes. The Executive Medical Director
suggested connecting with the new Association Non-Executive Director (AC) outside a Board
meeting to explain and would arrange for her to attend the (QAIG) meeting which received updates
from the Improvement Groups.

Action: Invite Associate Non-Executive Director (AC) to some QAIG meetings.
Responsible Officer: Executive Medical Director

Non-Executive Director (RB) noted an increase in mortality in children and young people in
September and questioned the learnings on a city-wide basis and subsequent improvements in the
approach to Neighbourhood Health. However, it was explained that the child death review processes
were city-wide but that Leeds City Council were slower in their reporting which resulted in a delay in
the process. In contrast, it was important for the Trust to do rapid reviews in these circumstances.
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Non-Executive Director (KH) noted a gap in the Compliance Summary table in section 4 of the
Mortality Review Compliance of the 2025-26 Annual Learning from Deaths Report. The Executive
Director would advise if this was missing data or deliberate.

Action: Review Mortality Review Compliance Table included in Annual Learning from Deaths Report
for missing data.
Responsible Officer: Executive Medical Director.

The Acting Trust Chair noted that there were control totals in the data which could provide
benchmarking against acute Trusts. However, she questioned how LCH would be aware of any
potential issues and what questions were being answered by the report, suggesting:

- How would the Trust know if there was a rogue employee?

- How does the Trust learn from the report?

- How does this relate to feedback to patients and families?

Having scrutinised the reports at the Quality Committee, Non-Executive Director (IL) voiced a
concern that the attenuated reports resulting from Internal Audit requirements now lacked data which
had previously provided the greater understanding and more assurance that the Trust was learning
from deaths.

The Interim Chief Executive expressed a concern on the need to understand LMWS deaths, and that
the Level 2 reviews were missing from the report. The Interim Executive Director of Nursing and
AHPs advised she would provide feedback to the workshop the following week.

Outcome: The Trust Board noted the contents of both the Q4 Learning from Deaths report and the
2025-26 Learning from Deaths Annual Report and received assurance regarding statutory
compliance.

Non-Executive Director (KH) left the meeting.

Item 2026-27 (9): Business Committee Chair’s Assurance Report

Chair of the Committee, Associate Non-Executive Director (LM), presented the reports from the
meetings on 21 April and 19 May 2026.

The following points were highlighted from the meeting on 21 April 2026:

e There were no alerts to the Board.

¢ Quality and Value Programme — The Grip and Control monitoring, the forecast position for the
year, and where benefits were being realised.

¢ Neighbourhood Health — a helpful report on the ten pillars with milestones and LCH’s approach
coupled with a discussion around the Neighbourhood maturity index for sharing at the People
and Culture Committee.

e Service Spotlight — Paediatric Neuro Development service and waiting list updates, noting the
significant work already done and the recruitment needed to address the situation further.

The following points were highlighted from the meeting on 19 May 2026, for which the report was
tabled:
e Alerts to the Board:
- Water sampling at Burmantofts Health Centre — the Water Safety Group were investigating
but there was a wider issue to be considered and risks for patients and staff to be mitigated.
- RIDDOR incidents from the Health and Safety AAA report — two were not submitted in the
required timeframe and the ongoing issues with Datix configurations were outlined. The
Chairs of the Quality and Audit Committees had been advised.
- The number of staff assaults.
e Strategic Estates Plan — a two-year transition plan was received which proposed a pause on the
work already done to review and form part of the next stages whilst key estates' priorities were
addressed.
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e Business Cases approved — four from the digital team. Discussions included vendor supplier
management as a cyber security concern and ensuring any software chosen should have
sufficient enterprise architecture to cover the Trust’s transition and should include the ability to
review after 12 months.

e Service spotlight — Digital Inclusion, noting the work being done at LCH was to be used as a blue-
print for the NHS as a whole. The Committee supported the Associate Chief Clinical Information
Officer (ACCIO) / Digital Inclusion Lead to collate data and evidence of the impact of her work
and to communicate its successes.

The Acting Trust Chair sought further clarity on actions around the Health and Safety concerns and
was advised by the Executive Director of Operations that a short term workaround was being
progressed and that a longer-term solution would involve Datix configurations which the Interim
Executive Director of Nursing and AHPs would review. The Non-Executive Director (RB) also
requested that this should additionally be reported back to the People and Culture Committee.

Action: Advise People & Culture Committee of the outcomes of the Health & Safety AAA Report
actions.

Responsible Officer: Corporate Governance Team to add to P&CC agenda; Interim Executive
Director of Nursing and AHPs to advise when appropriate to report into Committee.

Reasonable assurance had been received for all strategic risks overseen by the Committee.

Outcome: The Trust Board noted the Business Committee Chair's Assurance Reports.

Item 2026-27 (11): Charitable Funds Update Report

The Executive Director of Operations presented the Charitable Funds report on activities for the
period June 2025 to June 2026, noting that it was a reflection of the team’s hard work over the past
year. It showed that the Charity was going from strength to strength. Attention was drawn to the
case study it contained.

The Charitable Funds Officer was noted to be making a positive difference and it was suggested this
should be showcased at the Annual General Meeting.

Outcome: The Trust Board:
¢ Received the report and noted the extend of fundraising activities;
¢ Noted and approved the communications plan as outlined in Appendix 2.

Item 2026-27 (12): Integrated Performance Report (IPR)

The Director of Finance and Resources presented the report which provided an overview of
performance across the Trust, measured across the six domains that aligned to the NHS Oversight
Framework and highlighted that this was the end of year report so slightly shorter.

Non-executive Director (IL) noted that there were no Statistical Process Control (SPC) charts in the
annual report but that they would be in the monthly reporting that was usually presented. This had
been discussed at the Quality Committee.

Non-executive Director (LM) reported that the Business Committee had recognised the work
undertaken to achieve the outcomes in the IPR annual report and drew attention to the National
Oversight Framework table which was easy to read and good to see access to services at a glance.

The report had been scrutinised in detail by both the Quality and Business Committees in their May
2026 meetings.

Outcome: The Trust Board:
e Sought further assurances as required;
e Received and noted the IPR report.
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Item 2026-27 (13): Business Case: Paediatric Neurodevelopmental Assessment
Pathway

The Board were advised that the business case had been scrutinised and supported at the Business
Committee on 25 March 2026, for onward consideration at Board.

The Executive Director of Operations noted the request was for both recurrent and non-recurrent
funding as the Trust already employed locums but they were unable to accept patients with enduring
requirements. The recurrent income would provide the ability to manage patients with enduring
needs to the age of 19. Additionally, the Executive Director of Finance and Resources reported that
the non-recurrent monies would be set aside recurrently depending on productivity improvements.

It was advised that the investment would enable the Trust to reach the 18-week standard target.

The Executive Medical Director highlighted the need to use Atrtificial Intelligence (Al) to improve
paediatricians’ productivity which was being brought out in a national project to consider working day
community standards for paediatricians.

Associate Non-Executive Director (AC) questioned potential issues with recruitment and national
demand. However, the Executive Director of Operations did not foresee a problem as the Trust was
already training people in this role who would then qualify and be in search of a position.

The Board were reminded that the figures had been scrutinised at Business Committee. However,
Non-Executive Director (IL) questioned if such business cases should also be considered at Quality
Committee to review qualities other than waiting list reduction, such as the impact on multi-disciplinary
teams. It was agreed that the Head of the ICAN service, Vanessa Hunt, be invited to the Quality
Committee as a Spotlight Item to present the changes to assessment pathway that would explain
how the business case was considered.

Action: Head of the ICAN Service, Vanessa Hunt, to be invited to present the changes to the PND
assessment pathway as a Spotlight ltem.
Responsible Officer: Executive Director of Operations

Outcome: The Trust Board supported phase 1 - through a combination of recurrent and non-recurrent
investment at an annual cost of £700k pa to increase capacity by delivering 240 additional complex
PND assessments in the first year and 288 additional autism assessment appointments annually.

Item 2026-27 (14): Business Case: Early Supported Stroke Discharge

The Executive Director of Operations presented the business case, noting it had been scrutinised
and approved at the Business Committee on 15 April 2026. The recommendation to progress
recruitment through April and May had been supported, subject to final approval of this business case
by LCH Board.

The Board were advised that funding was via the Catalyst Fund which was supported by the Financial
aspect of the ten pillars for Neighbourhood Health with the intention of investing in community so
patients could be discharged from hospital sooner. It was noted that there was a separate piece of
work looking at active recovery which was staffed by Leeds City Council. However, there was a
challenge between how the teams would invest the money versus what would be supported by Leeds
City Council.

Non-Executive Director (IL) questioned if the business cases should also have been considered at
Quality Committee so the outcomes of the new pathway could be better understood and its
effectiveness demonstrated. This was agreed by the Executive Medical Director who also noted that
it would be a benefit to everyone if it was done correctly.

Associate Non-Executive Director (LM) confirmed the outcomes were considered as part of the
scrutiny at Business Committee and it was felt the Business Case had been well written and
highlighted the work with Leeds Teaching Hospitals Trust. However, it was unclear how the acute
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services would benefit as well as the wider system. The Executive Director of Finance and Resources
explained that from a financial angle, as it was a catalyst fund, the intention was to mobilise the
service and some of the key performance indicators (KPIs) would be developed as progress was
made.

Outcome: The Trust Board approved the business case based on the assumptions outlined in the
accompanying papers.

Item 2026-27 (15): People and Culture Committee Chair’s Assurance Report

The Deputy Chair of the Committee, Associate Non-Executive Director (LM), presented the
assurance report from the meeting on 8 April 2026, highlighting the following key areas of discussion:
e There were no alerts to the Board.

e The Occupational Health Contract — it was noted not all staff needed bereavement support from
Occupational Health.

e WRES and WDES - the positive discussions confirmed the clear five-stage process of recording
incidents but there had been concern around the wellbeing and psychological safety of staff at
each stage of the process and the content and format of the associated correspondence should
be reviewed legally.

e Trust Integration Programme — there had been a robust discussion on the importance of culture
for both organisations.

e The Staff Story of a neurodiverse employee outlined the Trust’s positive cultural changes and
noted the support from members of the Executive Team.

Reasonable assurance had been received for the two strategic risks overseen by the Committee.

Outcome: The Trust Board noted the People and Culture Committee Chair’s Assurance Report.

Item 2026-27 (16): Guardian for Safe Working Hours

The Executive Medical Director explained that owing to the changeover of guardians (with the new
Guardian not yet in post), the report had been postponed until the following meeting. However, she
confirmed verbally that, after consultation with the previous Guardian, the Non-Executive Director
(RB) who had responsibility for this area, and the Executive Medical Director there were no issues
that needed to be brought to the Board’s attention at this point.

The outgoing Guardian for Safe Working Hours was thanked by the Board for her work.

Outcome: The Trust Board noted the verbal update.

Item 2026-27 (17): Code of Governance Compliance

The Interim Chief Executive presented the report which set out the Trust's ongoing compliance
against the requirements of the Code of Governance which came into force on 1 April 2023 and
reported the Trust’s compliance against the standards.

The report highlighted one statement for which an explanation was provided, related to the Trust
having a policy on its purchase of non-audit services from its external auditor. While a stand-alone
policy was not in place, the process for the appointment of the External Auditor was included in the
Trust’'s Standing Orders and Standing Financial Instructions (SOs/SFls) and the NHS England
guidance in this respect was also followed.

The Trust can evidence the process for appointing the external auditors through Auditor Panel and
Board reports. However, it should be noted that the external auditors have not undertaken any non-
audit work during the period of their contract with the Trust.

Outcome: The Trust Board

¢ Noted the requirements of the Code of Governance for provider trusts, and the assurance that
would be provided in due course by External Audit against the publication within the Annual
Report.
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¢ Reflected on the self-assessment of comply or explain against the statements of the Code and
approved this as an accurate reflection of the Board and practices at LCH.

Item 2026-27 (18): NHS Provider Licence Compliance

The Company Secretary presented the compliance report to the Board noting the recommendation
was to proceed with the compliance wording ‘a’ : “After making enquiries the Directors of the Licensee
have a reasonable expectation that the Licensee will have the Required Resources available to it
after taking account distributions which might reasonably be expected to be declared or paid for the

period of 12 months referred to in this certificate.”

Outcome: The Trust Board agreed that the self-certification against required NHS provider licence
condition CoS7 was accurate for 2025/26.

Item 2026-27 (20): Declarations of Interests and Fit & Proper Person Test

The Company Secretary presented the report. It was advised that the list of current declarations could
be found in the Annual Report. In addition, the Trust Board were reminded of the need to review the
declarations currently held on the register and confirm them again for the forthcoming year.

Furthermore, the Trust Board were additionally advised that the report covered the director’s Fit and
Proper Persons Testing and the Non-Executive Director’s declarations of independence.

Outcome: The Trust Board noted:

¢ the declarations of interest made by directors for 2025/26.

e that the Trust is fully compliant with the Fit and Proper Person Test and Framework as at the date
of this report.

o the statement regarding the independence of Non-Executive Directors.

Item 2026-27 (21): Significant Risks and Risk Assurance Report

The Interim Chief Executive Officer presented the update report and noted that the risks were
reviewed regularly at the bi-monthly Risk Management Group and that the next month’s deep dive
review would focus on the Children’s Business Unit (CBU).

Non-Executive Director (LM) drew attention to the number of risks that could be considered to be
static to an observer and questioned if the Board could be viewed as complacent. However, the
Interim Chief Executive reminded the Trust Board that scrutiny happened at the Risk Management
Group and in addition each Committee received reports on significant risks and were invited to review
and raise any issues.

Outcome: The Trust Board

¢ Noted the changes to the significant risks since the last risk report was presented to the Board;
and

e Considered the Board had received assurance that the planned mitigating actions would reduce
the risks.

Item 2026-27 (22): Use of the Trust Seal

The Company Secretary provided an update on the use of the Trust corporate seal. The Board noted
the number of times and the reasons for which the seal was used.

Outcome: The Trust Board noted the use of the Corporate Seal.

Item 2026-27 (23): Board Assurance Framework (BAF) Update on Review Process for
2026-27

The Interim Chief Executive presented the update report on the BAF review process, noting that a
refresh of the BAF was in the process of being completed. This would be considered at each
Committee Meeting in June prior to being submitted to Board in July for approval.

Outcome: The Trust Board
¢ Noted the process for review of the strategic risks, gaps in controls and sources of assurance for
2026/27.
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e Discussed the Strategic Risks for 2026/27 for further amends.

Item 2026-27 (153): Any Other Business, Questions On Blue Box Items, And Close

No matters of any other business were raised.

The Interim Chief Executive was grateful for the inclusion of the glossary in the Blue Box Items and
it was noted that this could be added to and updated if needed.

Items in the Blue Box were noted.
No questions were raised.

The Acting Trust Chair closed the meeting at 11.45am.

Date and time of next meeting
Thursday 23 July 2026 9.30am
Boardroom, Building 3, White Rose Office Park,
Millshaw Park Lane, Leeds, LS11 ODL.
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Leeds Community Healthcare NHS Trust
Trust Board Meeting (held in public) Action Log: 23 July 2026

AGENDA
ITEM
2026-27
(4b)

Key Key colour code
Total actions on action log 6

Actions on log completed since last Board meeting on 21 0

May 2026 with a proposal to close

Actions due for completion by 23 July 2026 — for update at 6

the meeting

Actions not due for completion before 23 July 2026

Actions outstanding at 23 July 2026: not having met
agreed timescales and/or requirements

to be invited to present the
changes to the PND assessment
pathway as a Spotlight ltem.

Agenda | Action Agreed Lead Timescale/ | Status
Item Deadline
Number
2026-27 | Quality Committee Chair’'s | Corporate 23 July Agenda 23 July 2026
(7) Assurance Report: Incident | Governance 2026
Management and Investigation Team /
Report scheduled for the July Interim
Quality committee should also be | Executive
received at the Board meeting. Director of
Nursing and
AHPs
2026-27 | Mortality  Reports: Provide | Executive 23 July Update on 23 July 2026
(8) a Understanding of LMWS deaths Medical 2026
and gaps in data Director
2026-27 | Mortality Reports: Invite | Executive 23 July Update on 23 July 2026
(8) b Associate Non-Executive Director Medical 2026
(AC) to some QAIG Meetings Director
2026-27 | Mortality Reports:  Review | Executive 23 July Update on 23 July 2026
(8)c Mortality Review Compliance Medical 2026
Table included in  Annual Director
Learning from Deaths Report for
missing data.
2026-27 | Business Committee Chair’s Corporate TBC Update on 23 July 2026
(9) Assurance Report:  Advise fr;:;’r‘:‘”t‘oaggs
People & Culture Committee of to P&CC
the outcomes of the Health & agenda:
Safety AAA Report actions. Interim
Executive
Director of
Nursing and
AHPs to
advise when
appropriate to
report into
Committee
2026-27 | Business Case: PND | Executive TBC Update on 23 July 2026
(13) Assessment Pathway: Head of | Director of
the ICAN Service, Vanessa Hunt, | Operations




Youth Board: A list of Youth

Participatio

By email

List of Youth Board dates

Board meeting dates to be| nlead, following | circulated to Board
circulated. Child meeting | members 7 April 2026.
Health

Manarl]?eme Action Closed
Freedom to Speak Up - | Freedom May 26 May 2026: LYPFT link was
Planning Toolkit: The options for | to Speak to national training module.
mandating training for new Up Training not mandated.
starters to be considered by the | Guardian Action Closed

People and Culture Committee
and a proposal to be presented to
the Board for approval.

2025 National Staff Survey

Director of

May 2026

May 2026: Review of

Results: WRES 8 - People previous cases underway to

Discrimination from Manager or reflect on learnings;

Team data to be analysed further discussed at Board

and reflections provided. workshop as noted in
CEO’s May 2026 report.
Action Closed

Significant Risks and Risk | Company By email Circulated 14 April 2026

Assurance Report: Risk trend | Secretary following

report with original formatting to meeting Closed: Action Complete

clarify trends to be circulated.
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Agenda item:

NHS

Leeds Community

Healthcare
NHS Trust

Title of report:

Interim Chief Executive’s Report

Meeting: Trust Board

Date: 23 July 2026

Presented by: Dr Sara Munro, Interim Chief Executive
Prepared by: Dr Sara Munro, Interim Chief Executive

Purpose of the report:

The purpose of this report is to update and inform the Board of
key activities and issues from the Chief Executive.

Approval X

Discussion

Assurance X

Level of Assurance (please tick one)

Substantial | x | Acceptable
assurance assurance

High level of General level of
confidence in confidence in delivery
delivery of of existing objectives
existing

objectives

Partial
Assurance
Some confidence
in delivery of
existing objectives

No
assurance
No
confidence in
delivery

Summary of Key Issues:

e Our services and our people

(LYPFT)
e System updates

Updates are provided on activities relating to:

e Alignment with Leeds and York Partnership NHS Foundation Trust

Previously considered R/
by:

Outcome of previous N/A
discussion/s:

Link to strategic goals: (Please tick any applicable)
Work with communities to deliver personalised care

Use our resources wisely and efficiently

Enable our workforce to thrive and deliver the best possible care

Collaborating with partners to enable people to live better lives

Embed equity in all that we do

ANRSAYRNAN

What does it tell us?
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Is Health Equity

Data included in
the report (for

x | Why not/what future
plans are there to
include this
information?

patient care
and/or
workforce)?

RIS EHLGENTLIEIN The Board is recommended to:

the Chief Executive.

out following the Lord Mann Review

e note the update on key activities and issues from

e Approve the definition of anti-Muslim hostility set

List of No appendices
Appendices:

Page 2 of 13



>

Interim Chief Executive’s Report

1 Executive Summary

The purpose of this report is to update and inform the Board of key activities and

issues from the Chief Executive.
Our people and our services

Service Visits

It was a pleasure to visit the Recovery Hub at Wharfdale on 1 July 2026—
although it wasn'’t intentional to be there on the go live of the new service model
for the community beds. However, it was good to see that the changes had been
very well planned for and there are ongoing arrangements in place to work
through any issues that surface as we work differently with Adult Social Care.
Whilst the ward environment is very clinical, the team there do identify benefits of
being co- located with Leeds Teaching Hospital NHS Trust services and have

made a number of adaptations to better use the environment for rehabilitation.

The ward sister shared with me the ongoing work around staff engagement,
inclusion and support which is being supported by the People Directorate and
the Freedom to Speak Up Guardian. | received a follow up request from the ward
sister to make wider connections across the future trust services to enable staff
at Wharfdale to be better skilled and equipped to support patients with complex
needs - which is an excellent example of how we can deliver enhanced care as a

result of the merger of our organisation.

Alongside other Board colleagues it was a pleasure to attend the AGM for the
Race Equality Network. Having been established nine years ago there is a great
history of change and impact the network should be proud of, and a great
opportunity to carry that learning forward so we can have a greater impact in
future years. This was followed by the Equality Diversity and Inclusion Forum at
which the Director of People led a session sharing the outputs from our Board
workshop last month and asked for constructive feedback on how we can
strengthen our approaches in the Trust. A specific example which we are

actioning through the senior leadership team is improving the consistency of our
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approach to dealing with discriminatory behaviour in the community — for our

staff providing care and treatment in people’s own homes.

Celebrations in our Children’s Business Unit

e Children and Young People's Mental Health Services (CYPMHS) - the Eating
Disorders Team no longer has any long waiters and Neurodevelopmental
(ND) assessment waiting times continue to reduce, with 455 people waiting

over 18 weeks compared to 1,600 people 18 months ago.

e Speech and Language Therapy (SLT) — only 21 patients are now waiting
over 18 weeks compared to 149 in November 2025 with only five patients

breaching 40 weeks.

e Hannah House - charitable funds received to update the lounge to a cinema

room (Jane Tomlinson charity).

¢ New referral form for pre-school autism launched which will be completed by
the 0-19 teams. This will result in better referrals, quicker triage time and

reduction in the amount of time families must wait for a decision.

Nursing Workforce Reform — Band 5 Review

The Government and NHS England have launched a national Band 5 Nursing
Job Evaluation Review to ensure that nurses are being paid appropriately for the
work they undertake, and that job descriptions accurately reflect contemporary
nursing responsibilities. All NHS trusts are required to develop and submit plans
by 31 July 2026 to review Band 5 nursing roles by October 2027, with the work
undertaken through established Agenda for Change job evaluation processes

and in partnership with staff representatives.

The Trust has already commenced preparatory work alongside LYPFT
colleagues and in line with the national requirements and will develop a
comprehensive Band 5 Nursing Job Evaluation Delivery Plan, supported by
appropriate Board oversight, staff-side partnership working and workforce
engagement arrangements. This will include reviewing existing Band 5 nursing
job descriptions against the updated national profiles, assessing local job
evaluation capacity and governance processes, identifying any workforce and
financial implications, establishing a phased implementation timetable, and

monitoring progress through regular reporting as appropriate.
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> NHS Staff Standards
The newly published NHS Staff Standards introduce a nationally mandated set
of minimum employment standards for NHS trusts, covering six key areas that
staff have identified as most important: line management, health and wellbeing,
violence prevention and reduction, sexual safety, tackling racism, and flexible
working. The standards are intended to improve consistency in staff experience
across the NHS, reduce unwarranted variation, strengthen retention and
attendance, and ultimately support better patient care and organisational
performance. Importantly, delivery will be monitored through the NHS Oversight
Framework through a collection of linked Staff Survey questions, signalling a
greater focus on staff experience as a core measure of organisational success

alongside operational and financial performance which is welcome.

In support of the standard relating to line management NHS England have also
published the NHS Leadership and Management Framework — which is for all
leaders and managers - and launched the NHS College of Leadership and
Management as the national home for NHS leadership, management and talent
development. This includes a code of practice and leadership and management
standards for all NHS leaders and managers, and the college will be providing a
range of development and training courses in due course. It is intended to
support stronger management capability, competent, compassionate and
inclusive leaders, better staff experiences and, ultimately, improved care for

patients.

We are undertaking a baseline assessment against the new NHS Staff
Standards and will align any next steps with the existing people strategy and
work across the Trust. A further update will be provided to the People and
Culture Committee ahead of a future Board meeting in terms of further progress,

and once national assurance and oversight arrangements are established.

» Lord Mann Review
The Lord Mann Review into anti-Semitism published in June 2026 concluded
that a stronger, more consistent anti-racist culture is required across the NHS
and makes recommendations to strengthen leadership, accountability, training,
data transparency and staff support. The findings are important for all Trust

Boards because they place greater responsibility on leaders to actively
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demonstrate inclusive leadership, address racism in all its forms, and provide
assurance that staff and patients are protected from discrimination. NHS
England has accepted the recommendations and has confirmed expectations
that NHS Boards and system leaders undertake regular anti-racism training,
strengthen accountability for racial inclusion, and embed anti-racist principles

within governance and performance arrangements.

Additionally, every NHS organisation is expected to adopt the below government
definition of anti-Muslim hostility, and the Board is therefore asked to approve

Leeds Community Healthcare’s sign up to this definition:

Anti-Muslim hostility is intentionally engaging in, assisting or encouraging
criminal acts — including acts of violence, vandalism, harassment, or intimidation,
whether physical, verbal, written or electronically communicated — that are
directed at Muslims because of their religion or at those who are perceived to be
Muslim, including where that perception is based on assumptions about

ethnicity, race or appearance.

It is also the prejudicial stereotyping of Muslims, or people perceived to be
Muslim including because of their ethnic or racial backgrounds or their
appearance and treating them as a collective group defined by fixed and
negative characteristics, with the intention of encouraging hatred against them,
irrespective of their actual opinions, beliefs or actions as individuals.

It is engaging in unlawful discrimination where the relevant conduct — including
the creation or use of practices and biases within institutions — is intended to
disadvantage Muslims in public and economic life.

Source - A Definition of Anti-Muslim Hostility - GOV.UK

Building on the Trust’s existing inclusion agenda, we are now undertaking a
targeted review of alignment with the Lord Mann Review recommendations, and
incorporating any identified enhancements to Board development, overall Trust
inclusion objectives, policy frameworks, workforce metrics and assurance
arrangements. We will again report into the People and Culture Committee in
October 2026 when the Trust’s annual inclusion report will be considered which
both reviews progress over the last year and commits to plans and work for the
coming year. The recommendations from the Lord Mann Review will be

incorporated into this planning process, with delivery on imminent actions
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commencing straight away. The Board will also continue to be appraised of

progress on this critical agenda.

Alignment with Leeds and York Partnership NHS Foundation Trust

Significant work and progress continue to be made in the transition workstreams
to ensure a safe day one for our new organisation, post transaction
implementation planning, completion of our full business case and looking ahead

to our 5-year ambitions.

At the Transition Committee in July, the outcomes from the engagement to
determine the name for our new organisation were considered. A structured
engagement process was delivered, centred on a two-week online vote
supported by a comprehensive communications campaign. A total of 2,132
responses were received, alongside extensive qualitative feedback from a
broad range of stakeholders. This process has been undertaken in line with NHS

England naming principles.

It focused on selecting from a shortlist of four compliant options, and while
respondents have been given the opportunity to suggest alternatives, this hasn’t
been an open creative exercise. The approved shortlisted options put to vote
were:

e Leeds Healthcare NHS Foundation Trust (LHFT)

e Leeds NHS Foundation Trust (LFT)

e Leeds Partnership NHS Foundation Trust (LPFT)

e Leeds Mental Health and Community NHS Foundation Trust (LMHCFT)

Two names received most of the votes, with only a very small difference in
overall voting numbers between Leeds NHS Foundation Trust and Leeds
Partnership NHS Foundation Trust. The committee discussed the two names
and the pros and cons of each. The final recommendation approved by the
committee is to adopt the name:

Leeds Partnership NHS Foundation Trust (LPFT)

This was selected as the word partnership was considered important for several
reasons
- It reflects the wider partnership model and service delivery that exist into our

regional and specialist services so signals we are not solely Leeds based.

Page 7 of 13


https://www.england.nhs.uk/nhsidentity/identity-guidelines/naming-principles/
https://www.england.nhs.uk/nhsidentity/identity-guidelines/naming-principles/

- It represents the way we work now and the way we want to continue to

develop in the future, as working in partnership with others is critical for the

services we provide.

- This approach is being raised in the best of both culture engagement work

and in the workshop on future strategy as to what we want to be known for,

and the culture within the organisation.

- Itis an important marker to distinguish us from acute trusts.

As the list for consultation was agreed in advance with NHS England

(NHSE)/Department for Health and Social Care we do not require any further

approvals at this stage but have sought endorsement from the NHSE Regional

Director. We are now socialising the new name internally and externally,

including formally updating local MPs.

Key Dates ahead are:

Joint Board meeting on 30 July 2026 to review due diligence (legal and
internal)

Best of Both culture diagnostic work will continue into August 2026.
Submission of checkpoint report to NHSE on 4 September 2026.

Draft full business case (FBC) to be reviewed by both Trust Boards at the
end of September 2026 and formal support for submission sought.

FBC submission to NHSE national transaction team and regional team
October 2026.

Process for the appointment of a new Trust Board to commence in August
and conclude by end of October 2026 that will come into effect from 1
April 2027.

Throughout and beyond this time work will continue through the workstreams,

including the development of a new draft trust strategy that will be approved by

the new Trust Board prior to the launch of the Leeds Partnership NHS
Foundation Trust (LPFT).

Next steps

Leeds Place Provider Partnership

On 3 July approximately 100 leaders from across Leeds health and care

organisations came together to explore system dynamics that enable or hinder
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effective partnership working. The event formed part of the ongoing development

of the Leeds Provider Partnership (LPP) and focused on understanding why

barriers to collaboration persist, despite widespread commitment to integrated

working. The event was designed to support a system-wide conversation about

how Leeds can strengthen collaboration in the context of:

e Team Leeds and Leeds Ambitions

¢ Neighbourhood health and community-based models.

e A greater emphasis on prevention and reducing health inequalities.

¢ Increased integration across health, care, local government and voluntary
sector.

e The development of the Leeds Provider Partnership.

Participants explored five key dimensions of system dynamics:

1. Moving from organisational thinking to system thinking.
Making collaboration real at all levels.
Creating safe spaces for honesty and challenge.

Understanding power dynamics.

o K~ 0N

Bridging different organisation and sector cultures.

Key Messages from participants:

Feedback from all discussion groups pointed to four interconnected themes:

Trust and Relationships: Collaboration depends on trust, relationships and
psychological safety. Participants felt these should be recognised as core
components of system productivity rather than additional activity.

Shared Purpose and Collective Accountability: Participants called for a
stronger focus on population outcomes, shared success measures and
collective decision-making rather than organisational priorities.

Leadership and Culture: Leaders have a critical role in modelling
collaborative behaviours, supporting innovation and creating environments
where staff feel empowered to work across boundaries.

Conditions for Collaboration: Participants highlighted the need to remove
barriers, clarify risk and accountability, and create the practical conditions

that enable collaborative working at scale.

What this means for the partnership
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The table discussions and panel questions were broadly aligned. Delegates
were less concerned with whether collaboration is desirable and more concerned
with how leaders will make it happen in practice. Several consistent themes
emerged:
e How Team Leeds ambitions can be translated into meaningful change for
frontline teams.
e How capacity and headspace can be created for collaboration and
innovation.
e How leaders will model collaborative behaviours and hold themselves
accountable.
e How progress will be measured.
e How challenge, transparency and community influence can be

strengthened.

The event demonstrated strong alignment around the direction of travel for
Leeds. Participants consistently highlighted that the future success of the Leeds
Provider Partnership will depend not only on governance and structures, but on
trust, relationships, leadership behaviours and shared purpose. The challenge
for the partnership is no longer defining what good collaboration looks like, it is
creating the conditions that allow it to happen consistently, at every level of the
system. The outputs have been shared and discussed by the partnership

leadership team.

In addition, a smaller group of accountable officers with Manraj Khela and Tim
Ryley, in his new role as our Director of Partnership development in Leeds, are
working together to establish a much clearer vision and ambition for what we
want to achieve over the next five years, that aligns our statutory organisations
and gives the purpose for the Joint Committee and the benefits of us holding a
delegated budget and functions from the West Yorkshire Integrated Care Board
(ICB) by 2028.

West Yorkshire Integrated Care Board

Interviews have taken place for the appointment of a substantive CEO for the

ICB. At the time of writing the successful candidate has not been announced.

The management of change process is continuing with place-based integrator
roles to be appointed to in early August 2026.
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> Regional Updates
Sam Allen has been appointed as the Regional Director for NHSE in the North
East Yorkshire and Humber region following the departure of Fiona Edwards
earlier this month. Sam is a very experienced provider and ICB CEO and will
continue to be the CEO for the North East North Cumbria ICB. Sam has already
put in place direct engagement opportunities with CEOs to agree ways of
working and opportunities for closer working going forward. Chairs and CEOs
have been invited to a regional event with Sam and Bill McCarthy, the Regional

Chair, on the 17 July and outputs from this will be shared at the Board meeting.

» Quality strategy for NHS-funded care in England
A long awaited new national quality strategy for NHS funded care was published
by the National Quality Board on the 14 July 2026. The strategy defines quality
through 3 core domains which all must improve together:
e safety — reducing the risk of unintended or unexpected harm to patients
arising from the provision of healthcare
o effectiveness — providing evidence-based care that improves outcomes
for people
e experience — delivering co-ordinated, compassionate and responsive

care that meets people’s needs

The strategy focuses on:
e improving health outcomes and healthy life expectancy
e reducing healthcare inequalities

e improving satisfaction with NHS services

Why this matters now

High-quality care is delivered across the NHS every day, but recent reviews and
data still show a mixed picture of care quality. Some encouraging gains have
emerged — for example, continued improvement in early lung cancer diagnosis
and a partial recovery in the timeliness of cancer treatment. Yet, outcomes and
experiences remain uneven, and healthy life expectancy at birth in the UK has
fallen to its lowest level since 2011. To address these challenges, this strategy

aligns with:
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e the 10 Year Health Plan, which sets a system-wide commitment to high-

quality care and transparency, based on a new operating model and
moving care from hospital to community, analogue to digital and sickness
to prevention

¢ the Dash Review, which calls for a more co-ordinated, value-based
approach to quality to make the best use of NHS resources by focusing
on interventions that deliver the greatest overall health benefit and
improved productivity

e a strengthened role for the National Quality Board (NQB) in overseeing

progress and improving accountability

Priorities for this strategy

This strategy does not introduce new requirements. It focuses on applying
proven approaches more consistently, where this will deliver the greatest
improvements in outcomes, equity and value. Initial priorities focus on:

e improving outcomes and reducing unwarranted variation across major
conditions and priority groups through implementation of the National
Cancer Plan and modern service frameworks

¢ making sustained improvements in maternity and neonatal services

e strengthening patient safety across all settings

e improving experience of care and restoring trust in NHS services

e reducing inequalities across safety, effectiveness and experience

e monitoring clinical and population health outcomes

These priorities will evolve over time, reflecting progress, emerging risks and

changing population need.

The strategy sets out 10 enablers to create the conditions for improvement
across the system. Each enabler links to further detail on how it will be delivered:

e clarifying who is responsible and accountable for quality at every level of

the healthcare system

e setting clear priorities to improve the quality of care while adopting a

transparent, co-ordinated and value-based approach

e strengthening leadership and management capability to create the right

culture and conditions for improvement

¢ listening to and working with people and communities on what matters to

them
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e using data to manage quality, inform decisions and support accountability
at all levels

e increasing transparency, making the NHS the world’s leading healthcare
system for public access to information on care quality

e developing and embedding technology to underpin quality management
and improvement

e aligning incentives and rewards with accessible, high-quality and

productive care

e promoting research and innovation to support continuous improvement in

clinical care and how the NHS operates

e creating a more co-ordinated and improvement-focused approach to

regulation

Building on the 10 enablers, the strategy also outlines how quality

management systems provide local organisations with a structured way to

plan, deliver, monitor and improve quality.

A shared responsibility

This strategy asks every member of staff, both clinical and non-clinical, to see
quality improvement as their responsibility, not someone else’s. It also asks the
system to be honest about where care is falling short and what it will take to put
things right. The prize is significant: fewer avoidable deaths, longer healthier
lives and care that people can trust. Working together, we can create a system

that delivers high-quality care everywhere and for everyone.

It is recommended that the Quality Committee undertake an initial review ahead
of a session at a joint Board with LYPFT later in the year so we can plan ahead

for the quality strategy for the new organisation.

5 Recommendations
The Board is recommended to:
e note the update on key activities and issues from the Chief Executive
e approve the definition of anti-Muslim hostility set out following he Lord
Mann Review

Dr Sara Munro
Interim Chief Executive
14 July 2026
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Purpose of the report:
This report provides: Approval

An overview of the progress to date of the Trust's Quality Discussion
Strategy 2024-27, including achievements and risks to delivery. | Assurance | x

Level of Assurance (please tick one)

Substantial Acceptable x | Partial No
assurance assurance Assurance assurance
High level of General level of Some confidence No
confidence in confidence in delivery in delivery of confidence in
delivery of of existing objectives existing objectives delivery
existing

objectives

Summary of Key Issues:

e Trust currently in Year 2 of the Strategic plan with good progress made
against the five priority areas.

e Some areas of delay in delivery of the plan due to business unit and
corporate capacity.

e Work already commenced in planning for the Trust integration and delivery
of a combined quality function, with learning from the national NHSE
Quality Strategy, published last week.

GV WAL L E L EIC Quality Committee — May 2026
by:

Outcome of previous
discussion/s:

Link to strategic goals: (Please tick any applicable)

Work with communities to deliver personalised care

Use our resources wisely and efficiently

Enable our workforce to thrive and deliver the best possible care
Collaborating with partners to enable people to live better lives
Embed equity in all that we do

XX [X [ X | X
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ERCEULGECIAN Yes What does it tell us?
Data included in

the report (for No |[Xx Why not/what future Strategic plan oversight
patient care plans are there to
and/or include this
workforce)? information?

Recommendation(s) e Consider progress of the Quality Strategy

¢ |dentify any further assurance required.
List of
Appendices:

Quality Strategy 2024-27

1 Executive Summary

The paper presents the six-monthly update on delivery of the Trust’s Quality
Strategy at the end of Year 1. Delivery of the Quality Strategy is focussed on the
three key tenets of quality — safety, effectiveness and experience and five priorities
agreed for the Trust. Key achievements against these five priorities are outlined,
alongside the work continuing into 2026/27. Some progress has been delayed due
to capacity issues and changes across the Business Units and Corporate team. A
focus on visibility of the strategy and on associated metrics for assurance and
improvement will be prioritised, whilst the Trust transitions into the new organisation
and integrated changes outlined in the recently published national Quality Strategy.

2 Main body of the report
The Quality Strategy was approved by Quality Committee in December 2024, and
the operational plan initiated early 2025.

The Strategy sets out the Trust priorities against the three key tenets of quality —
Safety, Effectiveness and Experience, aiming to deliver a culture of continuous
improvement and learning, as set out in the national Patient Safety Strategy.

Five key workstreams were generated to deliver on these priorities, with several
actions within each priority area, planned across the three-year strategy

Safety: Ensuring patient safety is our top priority
1. We will regularly ask if people felt safe in our care and we will use that insight to
improve our care for everyone through the implementation of the Patient Safety

Incident Response Framework.

Effectiveness: Providing care that achieves the best care and outcomes for
people

2. Our processes will fully comply with Care Quality Commission (CQC) standards.
3. Feedback will inform and improve safety and quality of care
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Experience: Creating a positive experience to improve how satisfied people
are when engaging with our services

4. We will implement PHSO standards to ensure effective feedback
5. We will consider quality & equity in our quality and safety improvements

3 Impact

The six-monthly update was presented to QC May 2026, reporting on the first full
year of activity (included in the Blue Box). Implementation of the Patient Safety
Incident Response Framework continues to mature and will involve annual review to
ensure it is built around the Trust’'s key areas of harm.

Key achievements in the last year include

- Safe — PSIRF policy and plan in place and plan undated annually, training
completed for patient safety specialists and Learning Response Leads; use of
LCH Learns and Safety Summits to share learning from Investigations and Rapid
Reviews.

- Effectiveness — the Trust’s Quality Challenge + standards have been reviewed in
line with CQC single assessment framework; patient feedback reports now
routinely shared at QAIG and QC; Clinical audit plan revised to reflect business
unit and Trust priorities; increased research activity

- Experience — new Parliamentary Health Services Ombudsman (PHSO)
standards have been piloted across a cohort of services; EQIA processes in
place for all service developments.

Some key areas of further work that is ongoing and to be developed further this year

including

- Development of safety metrics — Progress has been made in strengthening
safety oversight through the introduction of dashboards for Improvement Groups.
Further work is required to enhance the reporting framework from ward to Board,
ensuring clear lines of sight on safety performance and risks. This will include
the integration of safety metrics into the Integrated Performance Report to
support more effective organisational oversight and assurance.

- Digital solutions — Opportunities have been identified to improve the efficiency,
consistency and timeliness of key safety processes through greater digitisation.
The continued development and implementation of digital solutions will support
more streamlined data collection, analysis, reporting and governance
arrangements.

- Learning — Further work is required to strengthen the organisation's approach to
learning by bringing together intelligence from multiple sources, including
incidents, complaints, claims, audits and engagement activities. This will support
a more comprehensive understanding of underlying themes and priorities,
ensuring improvement activity is targeted effectively and that learning is
translated into clear, meaningful messages for clinical teams and services.

4 Quality

Quality Committee received the report and identified that some of the ‘complete’
actions were ongoing — this will be updated in future reports. Concerns were raised
about the consistency and visibility of effective metrics, and a lack of clarity on the
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impact of the changes made. They emphasised the need for clearer, more
accessible reporting, including a simplified format to support oversight.

5 Resources

Some significant gaps in staffing and increasing demand on the Clinical
Governance team has limited the pace of progress, especially in the refinement of
the EQIA processes and full roll out of the PSHO standards.

¢ Risk and assurance

There is a risk to delivery of the priorities without effective engagement across
clinical and operational leadership, and visibility of progress. This is reflected in both
feedback on the strategy but also in visibility of assurance and improvement metrics.
There is also a risk that the work required to deliver the Trust Integration programme
will impact on the delivery of the priority areas — this will be monitored and adjusted
as required to avoid duplication of effort and workforce well-being.

4 Next steps

The actions within the strategy will continue to be developed over the next year as
we move through Trust transition. Work is already underway to understand
differences and similarities in quality management and improvement across the two
Trusts and an external consultancy company have been commissioned to support
this work.

The national Quality Strategy has now been published (14 July 2026) so this will be
reviewed to identify any shift in priorities and how, as a Trust, we can integrate
national guidance into our strategic plan.

5 Recommendations

The Board is recommended to:
e Consider progress of the Quality Strategy
¢ |dentify any further assurance required.

Heather McClelland
Executive Director of Nursing, AHPs and Quality
15/07/2026
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People Strategy and Headlines Update

Board meeting

23 July 2026

Catherine Hall, Associate Director of People
Jenny Allen, Director of People

Presented by:
Prepared by:

Purpose of the report:

This report provides:

The Board with an update on progress against the approved
LCH Strategic People Framework, as well as sighting the
Board on key aspects of the national NHS people agenda.

Approval
Discussion X
Assurance X

Level of Assurance (please tick one)

Substantial Acceptable X | Partial No
assurance assurance Assurance assurance
High level of General level of Some confidence No
confidence in confidence in delivery in delivery of confidence in
delivery of of existing objectives existing objectives delivery
existing

objectives

Summary of Key Issues:

- Note the update against the internal LCH Strategic People Framework.

- The significant growth in national expectations in terms of the people
agenda.

- Performance expectations nationally in respect of the national people
agenda.

- The need to balance BAU with internal development work alongside the
national expectations and the Trust’s Integration Programme with LYPFT.

Previously considered R/
by:
Outcome of previous N/A

discussion/s:

Link to strategic goals: (Please tick any applicable)

Work with communities to deliver personalised care
Use our resources wisely and efficiently

Enable our workforce to thrive and deliver the best possible care X
Collaborating with partners to enable people to live better lives
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| Embed equity in all that we do | |

CRLCELNLGRGITAN Yes | X | What does it tell us? | Workforce data relating to
Data included in protected characteristics

the report (for informs our targeted
patient care support to teams as
and/or needed.
workforce)? No Why not/what future

plans are there to

include this

information?

NI NI EHGELCLIEIN It is recommended that the Board notes the people
headlines presented in this report including the national
NHS people headlines and reflects on the interplay of our
organisational people priorities with the national people
agenda.

List of
Appendices:

People Strategy Update & Headlines

1. Introduction:

This report is presented to each meeting of the LCH People & Culture Committee as
a current snapshot of People & Culture headlines, priorities, and progress.
Additionally on a bi-annual basis the report is presented to the Trust Board. This report
focuses on updating the Board on progress against the LCH Strategic People
Framework which was approved by People and Culture committee members at the
March 2026 meeting as well as setting out key areas in terms of the national NHS
people agenda.

It is important to note the alignment between the two with the national policy direction
and expectations shaping our LCH people priorities.

2. Progress Against the LCH Strategic People Framework:

This framework was approved by the P&C Committee at its March meeting. It covers
four key areas of people activity as follows:

- Leadership and Management;
- Transforming our People Services;
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Staff Experience;
Transforming our Organisation.

In terms of specific headlines and updates, each of these areas is considered in turn

below:

2.1

Leadership and Management:

Within this domain and in the first three months of the framework’s operation, a number
of things are of note:

2.2

Health and well-being training for managers has now been designed and
delivery is embedded — this was considered a priority area considering the
Trust’'s sickness absence rates and linked NOF performance and
segmentation.

The training has been well evaluated and is also now being nuanced and
extended further into areas including softer skills for managers and reasonable
adjustments.

In line with our aim to provide more targeted support for teams in more
challenged circumstances, our organisational health approach continues to
evolve and be used in areas including Police Custody, Wetherby YOI and
Dental services.

Additionally, targeted interventions are also taking place in particular services
including Wharfedale, Community Care Beds and Nights which were identified
following consideration of the Trust’'s Staff Survey results and further analysis
of our WRES results.

We ensure all leadership development offers are promoted through our staff
networks and to all network members. We also have a coaching network that
is diverse and available to all staff including those with protected characteristics.
To note our leadership and management framework and support is now being
reviewed to ensure that the expectations of the new National Leadership and
Management Framework are being met (please see below).

Transforming our People Services:

Our aim is to continue to transform and improve our LCH people services offer to staff
and managers and aligned with the national transforming people services direction of
travel. Key headlines include:

We are midst implementation of a single front door access to people services
within LCH — the technology being used is Halo, which the Trust is already
licenced to use. It is anticipated that this digital front door will transform our
service offer ensuring that routine queries are dealt with more efficiently
coupled with additional manager support and self-service for staff and
managers.

Our People Partnering project continues with a key focus on case work deep
dives and ensuring that we are partnering with key parts of the business on for
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2.3

example the targeted intervention work mentioned above. The role of People
Partners in this work and as a key part of business unit teams is critical.

We are in the first wave of Trusts collaborating with the national team on the
New Workforce Solution (NWS) which is effectively the replacement of ESR.
With LYPFT we are hoping to be able to move in wave one and are aiming to
align this work as closely as possible with the move to one organisation with
LYPFT.

In terms of the resourcing agenda there is continued focus on understanding
both Bank and Agency usage across the Trust with a view to continuing to drive
down this usage and cost.

Additionally, the new establishment control and redeployment processes again
aligned with LYPFT and in advance of the coming together of the two
organisations have been implemented.

Ouir roll out of people dashboards to enable managers to understand and make
decisions based on their people data in real time continues with several
additional dashboards now in development.

Staff Experience:

Our work overall on staff engagement and experience continues with our staff
engagement project closely aligned with our focus on staff absence and organisational
health as reflected in the Board IPR report.

Additionally, the people and culture transform elements of the Trust Integration
Programme continues at pace and that work will impact on the experience of every
member of staff in LCH. A current key focus is the ‘Best of Both’ programme which is
being rolled out within LCH as well as LYPFT.

In terms of inclusion and following good and constructive discussions with both the
People and Culture Committee as well as the Board at a recent Board workshop,
several actions are underway:

The Board Intention Plan has been formulated with a clear commitment to zero
tolerance in terms of discrimination against protected characteristics including
race and disability and on behalf of the Board, our CEO and Chair have
communicated this clearly to staff.

Further work has been undertaken on the WRES and WDES Staff Survey data
with specific interventions in areas where WRES scores are of concern (and as
set out above) as well as progress made on projects including in terms of
inclusive recruitment.

We continue to collaborate with colleagues in other organisations to understand
what more we could implement in terms of anti-racist practise, and we are
building on our ‘cultural conversations’ work to improve both the awareness and
competence of our leaders and managers.
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- Aligned with the Lord Mann review (please see below), and our continued focus
on inclusion, we are identifying a provider of Board and Senior Manager anti-
racism training for LCH in conjunction with LYPFT colleagues.

- The Trust’s annual inclusion plan is due at Board in the autumn, and we are
aiming to clearly specify the programme of work and interventions needed to
continue work to eliminate the disparity of experience in our workplace between
those staff without and those with protected characteristics.

- This plan and its implementation will include further recommendations from the
Lord Mann review as well as a focus on the newly published NHS Staff
Standards.

2.4  Transforming our Organisation:

Under this heading and amongst other areas of focus there is the People and Culture
workstream for the Trust Integration Programme (TIP).

Additionally, people teams within the directorate continue to support the Admin Review
as well as the Leadership and Management restructure and several tender processes
linked to specific business areas. The work includes advising on the implications of
organisational change, consultation, and the management of the implications of
organisational change and updating all workforce systems because of change as well
as selection process design informed and shaped by the EQIA process.

In addition, it is worth noting that work on linking with LYPFT colleagues in respect of
the provision of people services at scale and for the future is well underway with a
number of teams connecting on specific matters, mapping existing and shaping future
service provision, as well as sharing best practice and resources as appropriate.

2.5  Ongoing Service Provision:

Alongside change and integration programmes as well as the development work set
out above, the People Directorate continues to deliver the day-to-day services that
make up a large proportion of its work.

Much of this is invisible by design: employee relations casework continues at pace;
early intervention conversations occur every day; colleagues are paid correctly; rosters
and leave are managed; expenses and benefits are administered; and the ordinary
changes of employment are processed without friction. The success of this work is
measured by an absence of problems rather than by visible output, but its value to
every colleague across the Trust is important.

A responsive, efficient service in the current context remains a further key priority for
the Directorate.

3. National NHS People Agenda:
3.1  Strategic Context:
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The national NHS people agenda has developed significantly in recent months with
several key policy updates and focusses on inclusion, engagement and staff
experience published with a clear expectation of delivery across various areas.

3.2  Key National Policy and Programme Updates:
Nursing Workforce Reform — Band 5 Review:

The Government and NHS England have launched a national Band 5 Nursing Job
Evaluation Review to ensure that nurses are being paid appropriately for the work they
undertake and that job descriptions accurately reflect contemporary nursing
responsibilities. All NHS trusts are required to develop and submit plans by 31st July
to review Band 5 nursing roles by October 2027, with the work undertaken through
established Agenda for Change job evaluation processes and in partnership with staff
representatives.

The Trust has already commenced preparatory work alongside LYPFT colleagues and
in line with the national requirements and will develop a comprehensive Band 5
Nursing Job Evaluation Delivery Plan, supported by appropriate Board oversight, staff-
side partnership working and workforce engagement arrangements. This will include
reviewing existing Band 5 nursing job descriptions against the updated national
profiles, assessing local job evaluation capacity and governance processes,
identifying any workforce and financial implications, establishing a phased
implementation timetable, and monitoring progress through regular reporting as
appropriate.

Transforming People Services (TPS):

- This programme aims to standardise and automate HR processes shifting
People Services across the NHS from transactional to more strategic workforce
support whilst improving manager and staff experience alongside reducing
costs and duplication;

- The national rollout will include tools, blueprints, and readiness assessments,
with some regions acting as early adopters with the programme spanning more
than 5 years of implementation;

- The Trust is in an advantageous position to adopt elements of this change
programme and given our continued commitment to transforming our People
Services here in LCH and as we work with LYPFT to integrate our combined
offer in the new organisation.

Freedom to Speak Up (FTSU) Changes:

- The National Guardian’s Office closed in June 2026 and from July 2026 greater
accountability sits with providers for embedding effective speaking-up cultures;

- The FTSU Guardian role will remain mandatory, reinforcing the importance of
local culture and governance;
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- AtLCH we have a strong speaking up culture and practices and our Guardian’s
initial assessment of the changes is that we will be able to implement them and
retain our strong practice in this area.

3.3  Culture, Inclusion and Staff Experience:
Lord Mann Review:

The Lord Mann Review into antisemitism published in June concluded that a stronger,
more consistent anti-racist culture is required across the NHS and makes
recommendations to strengthen leadership, accountability, training, data
transparency, and staff support. The findings are important for all Trust Boards
because they place greater responsibility on leaders to actively demonstrate inclusive
leadership, address racism in all its forms, and provide assurance that staff and
patients are protected from discrimination. NHS England has accepted the
recommendations and has confirmed expectations that NHS Boards and system
leaders undertake regular anti-racism training, strengthen accountability for racial
inclusion, and embed anti-racist principles within governance and performance
arrangements. Additionally, every NHS organisation is expected to adopt the
government’s definition of Anti-Muslim hostility immediately and as set out in the CEO
report to this Board.

Building on the Trust’s existing inclusion agenda, we are now undertaking a targeted
review of alignment with the Lord Mann Review recommendations, and incorporating
any identified enhancements to Board development, overall Trust inclusion objectives,
policy frameworks, workforce metrics and assurance arrangements. We will bring this
back to the People and Culture Committee in October when the Trust's annual
inclusion report will be considered which both reviews progress over the last year and
commits to plans and work for the coming year. The recommendations from the Lord
Mann review will be incorporated into this planning process with delivery on imminent
actions commencing straight away. The Board will also continue to be appraised of
progress on this critical agenda.

NHS Staff Standards:

As set out in the CEO report, the newly published NHS Staff Standards introduce a
nationally mandated set of minimum employment standards for NHS Trusts, covering
six key areas that staff have identified as most important:

- line management;

- health and wellbeing;

- violence prevention and reduction;
- sexual safety;

- tackling racism and;

- flexible working.
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The standards are intended to improve consistency in staff experience across the
NHS, reduce unwarranted variation, strengthen retention and attendance, and
ultimately support better patient care and organisational performance. Importantly,
delivery will be monitored through the NHS Oversight Framework through a collection
of linked Staff Survey questions, signalling a greater focus on staff experience as a
core measure of organisational success alongside operational and financial
performance which is welcome.

We are currently undertaking a baseline assessment against the new NHS Staff
Standards and will align any next steps with the existing people strategy and work
across the Trust. Further updates will be provided to both the People and Culture
Committee as well as the Board in terms of further progress and once national
assurance and oversight arrangements are established.

NHS Leadership and Management Framework:

Underpinning the NHS Staff Standards, a new Leadership and Management
Framework has also been published, alongside the establishment of the NHS College
of Leadership and Management, creating for the first time a single national framework
that defines the behaviours, standards, competencies and expectations expected of
all NHS leaders and managers, across both clinical and non-clinical roles.

The framework responds to the Messenger and Kark reviews and is intended to
strengthen the quality and consistency of leadership, management capability, talent
development, and organisational culture across the NHS. It is particularly important
because effective leadership is recognised as a key enabler of staff experience,
productivity, service improvement, and patient outcomes.

For Trusts, the framework will increasingly inform leadership development, appraisal,
recruitment, succession planning, and organisational assurance arrangements. The
Trust is well placed to respond through its existing leadership and inclusion
programmes and will use the framework to further strengthen leadership capability,
promote inclusive leadership behaviours, and support the development of current and
future leaders.

3.4  Additional Operational Updates:

Mileage reimbursement reforms have been recently introduced with changes to the
mileage rate as well as the threshold mileage for claiming of rates increased.
Additionally, it has been confirmed that rates will be reviewed annually for the NHS.
We have collaborated with staff side colleagues to ensure this is communicated across
the workforce with ongoing routes to escalate any concerns.

3.6  National NHS People Agenda - Implications for LCH:

The national direction for people issues is moving towards a more standardised,
accountable, and strategic people function, with increasing emphasis on:
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- Workforce sustainability and supply;
- Culture, inclusion, and staff experience;
- Efficiency and productivity through transformation.

There are significant workload implications for the Trust’s people function as well as
operational colleagues and LCH will need to balance delivery of immediate workforce
pressures with readiness for significant structural and cultural reforms over the coming
period alongside continued delivery of the People and Culture workstream of the Trust
Integration Programme (TIP).

As we move towards the creation of a new organisation it will be important that the
foundational work in both LCH and LYPFT is used to create the right working
conditions, environment, and staff experience in a merged Trust.

4. Conclusion

This paper seeks to show, progress against the LCH Strategic People Framework as
well as to sight the Board on significant development within the national NHS people
agenda. The two are of course interrelated and connected and delivery across both
will be important.

5. Recommendations:

It is recommended that the Board notes the people headlines presented in this report
including the national NHS people headlines and reflects on the interplay of our
organisational people priorities with the national people agenda.

Jenny Allen

Director of People

14t July 2026
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Committee Escalation and Assurance Report
Name of Committee: Quality Committee Report to:

Trust Board 23 July 2026
8 Sep 2026

Date of Meeting: 14 July 2026 Date of next meeting:

Introduction

The meeting was quorate. The agenda was particularly full; however, all items were discussed within the allocated timeframe, with constructive and healthy
discussion throughout. Service Spotlight from Sexual Health Service team who presented an innovative outreach project targeting sexual health outcomes among
street-based sex workers, detailing the use of d-PEP, partnership working, and challenges in data collection and outcome measurement, with committee members
exploring opportunities for broader support and research.

None

o Safeguarding Strategy Update — Most actions have been completed. Ongoing work on self-neglect and changes in responsibilities for looked after children.
Discussed the need for clearer outcome measurement in future updates.

e ABU beds Mobilisation CQC Registration - Received an update on the mobilisation of new recovery hubs and Wharfedale beds, focusing on partnership
arrangements with the city council, CQC registration processes. Emphasised the importance of clear governance and escalation pathways to avoid gaps
in responsibility, especially given the joint management structure. A paper outlining this would be provided for the next meeting in September.

e Leeds SEND Inspection Report 2026 - Discussed the outcomes of the recent SEND inspection, which identified systemic failures in supporting families,
leadership challenges. An action plan is being developed to address inspection findings which will be presented to the next meeting in September.

¢ Incident Management & Investigation oversight update — Partial assurance - Weekly oversight meetings and action plans have been implemented to
address delays in incident investigations. Committee raised concerns that incident reviews were too focused on process rather than extracting meaningful
learning and emphasised the need for a cultural shift towards proactive organisational learning. An update will be brought to a future committee.

o Safe Staffing Report - Received the six-monthly safe staffing update, focusing on inpatient areas, plans to expand reporting to community services, and
the development of methodologies for measuring missed care. In process of testing methodologies for reporting safe staffing in community settings, with
plans developing to bring a paper to the committee to discuss findings and next steps.

e Business Case — Active Recovery Catalyst Investment 2026/27 - Considered the proposal for a £1 million investment, noting that final approval would be
required from the Board. Committee endorsed the proposal and supported its progression to the Board for approval.
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Committee Escalation and Assurance Reiort

Quality Live Issues — EDoN outlined the national review of Band 5 nursing roles, highlighting the provisional agreement between the government and the
RCN, the need to review all Band 5 role profiles, and the challenges of financial affordability and workforce structure, with the trust's workforce plan due
for submission by the end of July. To be monitored through the People & Culture Committee.

NOF Briefing on new framework — Segment 5 is being removed from the segmentation and intervention levels will now be based on segmentation and
capability scores, with LCH currently in segment 3 and scores revised quarterly. Organisations will no longer be benchmarked against each other for
segmentation, and 13 new measures will be introduced. The Bl team is currently assessing the new measures, integrating them into the integrated
performance report, and taking short-term actions to improve data quality and DQMI scores.

NoF waiting List update - Provided an update on waiting list reductions. highlighted improvements in paediatric neuro-disability services due to permanent
recruitment. Committee discussed equity concerns for children from disadvantaged backgrounds and described ongoing initiatives to monitor and address
inequities.

Spotlight — Sexual Health Service - Described the identification of a syphilis outbreak among street-based sex workers, with 18 confirmed cases. The team
developed a flexible, outreach-based model for delivering treatment. Difficulties in tracking outcomes noted due to the transient nature of the population.
Plans outlined for ongoing monitoring, surveillance, and potential research collaborations to assess the project's impact.

LMWS talking therapies - Confirmation that the bid had been submitted and no outcome had yet been received.

Integrated Performance Report - noted positive performance improvements, particularly in relation to sickness absence. Further work was required to
develop quality indicators, as the report remained largely focused on operational performance measures.

Quality and Value Report — Noted the Q&V report and the internal audit report. The Q&V report had clear focus on quality improvement alongside efficiency
and value.

Clinical Audit - The audit schedule has been refreshed to align with trust priorities and risks, with efforts to increase audit activity in underrepresented areas
such as the Adult Business Unit.

Mortality Report — Noted the Q 1 Learning from Deaths report. Assurance was provided that all mandated mortality reviews were being completed and that
additional reviews were undertaken where potential learning was identified.

Mental Capacity Act — Internal Audit report — Committee noted the report. It was reported that an EQIA had recently been finalised and would be presented
in a future meeting.

Patient Experience Report - Noted an increase in complaint numbers following implementation of the new Ombudsman framework. A reduction in FFT
satisfaction scores was noted. Some planned FFT improvement work had been delayed due to resource pressures associated with managing complaints
activity.
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e Introduction to other quality, data, information and knowledge improvements - Introduction of an ambient voice technology pilot within Neuro-disability
services. EPR re-procurement programme underway, with workshops planned to gather clinical and operational requirements ahead of the expiry of the
current SystmOne contract in July 2028. Successful completion of the Patient Information Hub project, which had met its objectives. ICE pathology and
radiology requesting project, with progress continuing despite complexities associated with partnership working and system integration.

¢ QAIG AAA - Progress noted in the development of a Pressure Ulcer Business Intelligence dashboard. Committee welcomed the dashboard as a positive
example of using data to support quality improvement and organisational learning.

o Safeguarding AAA - Noted an alert relating to rising waiting times for Child Health Needs Assessments due to increasing demand and limited paediatrician
capacity — an update would be brought to the September meeting. Committee noted positive progress in relation to Oliver McGowan Training. An update
was provided on work to strengthen sexual safety across the organisation.

e Safeguarding Annual Report — Approved. Good assurance regarding safeguarding activity and performance. Positive feedback on Children’s safeguarding
section. Adult safeguarding section more narrative and suggested future reports could include additional detail and supporting information.

e IPC Annual Report — Approved. Good assurance regarding IPC arrangements and performance. Acknowledged the significant contribution of IPC team
in supporting infection prevention initiatives across partner organisations. Further clarification would be sought regarding ongoing hand hygiene
improvement work.

Risks Discussed and New Risks Identified

o The Risk Register report was presented, showing movement in clinical and operational risks scoring 8 and above. One risk scores 15 and 60 risks score
8-12 (high). Patient harm is the most common risk theme. Reporting threshold had recently been considered by the Risk Management Group, and it had
been agreed to retain the current threshold pending the development of a new risk management framework for the new organisation.

Recommendation: The Board is recommended to note the assurance levels provided against the strategic risks:

The Committee provides the following levels of assurance | Risk Overall level of assurance | Additional comments
to the Board on these strategic risks: score provided that the
(current) | strategic risk is being
managed (or not)

See above comments in report

Risk 1 Failure to deliver high-quality, equitable care and 16 Reasonable
continuous improvement: If the Trust fails to identify, deliver, e Incident Management and investigation
and sustain h|gh'qua||ty care, promote Iearning, and drive (eXtreme) Oversight —It was noted that assurance
continuous improvement in an equitable manner, there is an

increased risk of unsafe or ineffective services. This may lead

remained limited because there was not yet
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to preventable harm, poor patient outcomes, and a diminished
patient experience.

enough evidence to show that the recent
improvements would continue over time.

e Service Spotlight — Innovative work
undertaken within sexual health services to
address health inequalities and engage with
vulnerable and hard-to-reach groups.

Reasonable assurance overall, highlighted
positive assurance from recent work relating to;
quality and value initiatives, and mortality review
processes.

Risk 2 Failure to respond to increasing demand for
services: If the Trust fails to respond to population growth and
presentation, and the consequent increase in demand, then
the impact will be potential harm to patients, inability to
strengthen equity of access, additional pressure on staff,
financial consequences and reputational damage.

12 (high)

Reasonable

Risk 7 Failure to reduce inequalities experienced by the
population we serve. If the Trust fails to address the
inequalities built into its own systems and processes, there is a
risk that we are inadvertently delivering unfair access or care
and exacerbating inequalities in health outcomes within some
cohorts of the population.

12 (high)

Reasonable

Author: Rakhi Palliyath/Alison Lowe

Role: Corporate Governance Officer/Committee Chair

Date: 14/07/2026
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Agenda item: 2026-27
(8b)
Title of report: Incident Management & Investigation Oversight update
Meeting: Trust Board
Date: 23 July 2026
Presented by: Prof lan Lewis/ Heather McClelland, Director of Nursing and
AHPs
Prepared by: Sheila Sorby, Deputy Director of Nursing and Quality
Purpose of the report:
This report provides an update on the previously identified Approval
incident management delays and investigation backlogs. Its Discussion | X

purpose is to reaffirm the Trust’s position of assurance, assess | Assurance | X
progress to date, and outline the ongoing and revised strategic
requirements needed to address these systemic issues and
achieve sustainable improvement.

Level of Assurance (please tick one)

Substantial Acceptable Partial X | No
assurance assurance Assurance assurance
High level of General level of Some confidence No
confidence in confidence in delivery in delivery of confidence in
delivery of of existing objectives existing objectives delivery
existing

objectives

Summary of Key Issues:

e Performance has improved over the past four weeks, demonstrating early
positive impact from interventions implemented since the previous report.

e Systemic causes of delay are now better understood, enabling a more
targeted and informed approach to improvement.

e Targeted interventions are beginning to deliver measurable benefits,
supporting more timely management of patient safety learning.

e Greater emphasis on process controls, structural reform and oversight is
strengthening governance and reducing reliance on training and bespoke
support alone.

e Sustained leadership focus is required to maintain momentum, embed
changes, and ensure learning is translated into timely patient safety
improvements.

¢ Continued monitoring and assurance activity will be essential to secure further
gains and move the Trust towards a position of reasonable assurance.

Previously considered [geIXl€
by: Quality Committee May 2026
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Trust Board May 2026
Outcome of previous Updates to be provided to July 2026 Committee and
discussion/s: Trust Board

Link to strategic goals: (Please tick any applicable)

Work with communities to deliver personalised care

Use our resources wisely and efficiently

Enable our workforce to thrive and deliver the best possible care
Collaborating with partners to enable people to live better lives
Embed equity in all that we do

XXX XX

R CEULECIAN Yes What does it tell us?
Data included in
the report (for No Why not/what future N/A
patient care plans are there to
and/or include this
workforce)? information?

FE T CHBENTLG ()N Board is recommended to:

¢ Note the findings of the report

e Confirm the level of assurance (i.e. Limited Assurance)
based on the current update and reliance on
operational capacity within services

e Note any implications for the Board Assurance
Framework (BAF)

List of
Appendices:

Executive Summary:

The Trust vision is to maintain a systematic approach to incident reporting and
management, ensuring that those affected are supported in a timely and effective
manner, while enabling thorough investigation to understand what occurred, why it
occurred, and what actions are required to prevent recurrence.

Having identified backlogs across the journey of incident management in the
previous paper/s to QAIG, Quality Committee and Board, the implementation of
targeted interventions have taken place.

This update provides an overview of progress made in addressing delays and
reducing investigation backlogs. It sets out current performance, highlights areas of
improvement, and identifies any ongoing challenges.

This paper offers assurance to the Quality Committee on the effectiveness of
actions taken to date, and outlines the further measures required to sustain
improvements and ensure a consistently timely and robust incident management
process.
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Current Risk Position:

A review of current performance data demonstrates an improving position, with
compliance against Trust timeframes showing measurable progress. The Trust
position at the time of this report is:

Initial Review: There has been a modest improvement in compliance with the
requirement to complete initial reviews within three working days.
Compliance has increased from 10% reported previously to 20% at the time
of reporting, demonstrating early progress against improvement actions.

Analysis indicates that a significant proportion of reviews completed outside
the required timeframe relate to non-clinical incidents. Work is therefore
underway to better understand the factors contributing to delays within this
category and to identify opportunities to streamline processes, improve
timeliness and ensure resources are focused proportionately on incidents
presenting the greatest risk.

Whilst compliance remains below the expected standard, the improving
trajectory provides assurance that the actions implemented are beginning to
have a positive impact, and performance will continue to be closely monitored
through established governance and escalation arrangements.

Rapid review timeframes: The rapid review backlog has reduced significantly
from 78 reviews at the previous reporting period to 37 reviews currently. All
outstanding rapid review incidents relate to events occurring from April 2026
onwards, indicating that older historical cases have now been addressed.

To support backlog reduction, a tabletop review exercise has been
undertaken for pressure ulcer incidents. This resulted in 15 of 27 incidents
being cleared, with no new themes or organisational learning identified. A
similar exercise is being conducted for falls incidents this week, with 14 rapid
reviews currently under review.

Of the remaining 11 rapid reviews, it is anticipated that several will be re-
categorised following review and therefore may not require completion of a
rapid review process.

In addition to reducing the backlog, the tabletop exercise has provided an
opportunity to test a more streamlined and concise rapid review template.
Initial feedback has been positive, and the revised template will continue to
be tested through the falls review exercise before being considered for wider
implementation across services.

Good progress is being made in reducing the rapid review backlog, with a
clear trajectory towards resolution of outstanding cases. No new learning
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themes have been identified through the reviews completed to date, and
improvements to the review process are being tested to support greater
efficiency and sustainability going forward.

Investigation Timelines: Three further PSlls have been concluded in May and
June. The current position is 16 open PSlls, 5 of which are IPC reviews into
MRSA blood stream infections on behalf of the Leeds system and in line with
the co-operation agreement. Two of the remaining 11 are being externally /
independently led, one by the ICB, one by LYPFT and the final 9 are being
managed within LCH.

Investigator Capacity & PSIRF Compliance:

The current position is that:

Investigator training compliance remains high, with 17 of 19 investigators
having completed the required HSSIB Systems Approach training. The
remaining two investigators are currently unable to access the programme
due to the absence of available national training dates since the last
Committee report. To mitigate this risk and maintain compliance, the Trust is
working collaboratively with colleagues at LYPFT to secure an alternative
externally commissioned training package that will meet the required
standards and address the outstanding training needs.

A training gap remains in relation to "Involving Those Affected" training, with
11 investigation leads yet to complete the programme. National HSSIB
course capacity continues to be limited, constraining access to training
opportunities. To provide assurance that capability requirements are met in a
timely manner, the Trust is progressing plans to commission a bespoke
training solution. This approach has been developed in partnership with
LYPFT and includes consideration of three potential training providers, with
the aim of accelerating compliance and strengthening investigator
competence in line with PSIRF expectations.

Progress Against Recovery Plan

The previous report outlined a recovery plan centred on ensuring the right person, at
the right time, with the right ownership. An update on progress against this plan is
provided in Table 1.
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Table 1:

Right person | To establish a weekly Business Unit
Ensure precise, | process for review of incident activity
resilient case | over preceding week and ensure
allocation with | appropriate allocation and progress.
zero
bottlenecks
from staff
absence.
To establish a weekly Exec oversight
meeting with BU Clinical leads
Complete proforma to identify and
review all Single Points of Failure
(SPOF)
Design and implement mandatory BU clinical
fail-safe re-allocation protocol leads and
Head of
Clinical
Governance
Right time Targeted focus on the 17 incidents
Eliminate that are not Pressure Ulcer and falls,
operational with a mandated rapid review slot
displacement | over weeks from 15 June to clear this
by securing backlog.

01-
Sep-26

100% of SPOFs
mapped

100% of
overdue
incidents have
appropriate
investigator
allocated

0 investigations
stalled due to
staff absence

Weekly
meetings to be
in place

Lack of capacity
to undertake
actions

Implementation
in to practice not
sustained

0 backlog of
rapid reviews
that are not PU
or Falls by the
end of June

Backlog not
cleared: weekly
escalation to
DoN

Failure to Protect
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protected, ring-
fenced
investigation
capacity

Meeting to be established to agree
approach for the 62 Pressure Ulcer
and Falls rapid review backlog

To book 2 x full days for table top
review of backlog of PU and falls with
patient safety specialist, subject
matter expert and BU reps. Revise
rapid review template from this
process to ensure robust but
sustainable process

Benchmark decentralized model vs. Deputy
dedicated team approach Director of

Nursing and | Sep-26
Quality

Quantify hours required to undertake
investigation

2026

Backlog of 62
PU and Fall
rapid review

cleared by
(date)

Formal briefing
on
expectations of
protected
investigation
time

Power BI
patient safety
dashboard to
be developed

and
compliance
monitored
through Trust
Improvement
Groups and
accessible
within other
clinical forums

Ring-Fenced
Time
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If required discuss resource issue
with responsible owner to agree next
steps

Agree BU process to protect time for
investigators

Right
ownership
Embed data-
driven

Establish weekly Executive oversight
meeting for Business Units

Deputy
Director of
Nursing

No action required at this

point (3 July 2026)

100% Business
Unit adoption
of incident
dashboards.

Operational
Resistance to
Ownership
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accountability

Agree additional incident

and reduce management KPlIs into the Trust’s 95%
administrative | Integrated Performance Report (IPR) compliance
burdens with IPR

Formally transition timeline Executive incident
accountability to Business Units Director of 30- management
Nursing Sep-26 KPIs
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Key points for assurance:

e All actions scheduled for completion by 30 June 2026 have been delivered
within the agreed timescales.

e All remaining actions remain on track for delivery. This includes the
development of a suite of quality metrics that will strengthen organisational
oversight through the inclusion of key incident management and investigation
measures.

e Enhanced oversight and accountability at both Business Unit and Executive
Director of Nursing level have improved organisational visibility of incident
management backlogs and associated risks. Regular monitoring, governance
review and escalation processes have supported the earlier identification and
mitigation of risks, contributing to sustained improvements in backlog
management and overall performance.

e A review of the rapid review process has identified that reviews currently
require an average of seven hours per case. This includes clinical record
review, staff memory capture, analysis and report completion. While this
demonstrates a thorough and robust approach to information gathering and
documentation, the time commitment is significantly greater than originally
anticipated and is not fully aligned with the intended principles of a
proportionate rapid review methodology. The implementation of the tabletop
review process is expected to support the development of a more
streamlined review template and methodology. This will facilitate a more
proportionate and efficient review process, reducing the time required while
maintaining the quality of learning, investigation outcomes and assurance.

Overall, the recovery plan continues to deliver the intended improvements, with
completed milestones achieved on schedule and remaining actions progressing as
planned. Governance arrangements have strengthened oversight and
accountability, and work is underway to further improve the efficiency and
proportionality of the review process while maintaining the quality of learning and
organisational assurance.

Conclusion

While compliance levels remain below the desired standard, there is clear evidence
of improvement in the 4 weeks since the last report. The Trust has built on its
understanding of the systemic drivers of delay and has begun to see the positive
impact of targeted interventions.

The continued shift from guidance, training and bespoke support toward
strengthened processes, structural reform and enhanced oversight is contributing to
a more controlled and responsive system. Sustained focus on these areas is
expected to further improve performance, enabling the Trust to move toward a
position of reasonable assurance and ensuring that learning is translated into timely
patient safety improvements.
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5 Recommendations

The Board is recommended to:
¢ Note the findings of this update report
e Confirm the level of assurance (i.e. Limited Assurance) based on the current
update and reliance on operational capacity within services
e Note any implications for the Board Assurance Framework (BAF)

Sheila Sorby
Deputy Director of Nursing and Quality
4 July 2026
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Name of Committee: Business Committee Report to: Trust Board 23 July 2026

Date of Meeting: 16 June 2026 Date of next meeting: 21 July 2026

Introduction

The meeting was quorate. The Committee welcomed an overview of two service re-design programmes for finance and administration services. Both
programmes had resulted in positive outcomes which could be shared as exemplars to be used in other transition programmes. The Committee discussed and
approved the final Horsforth site sale contract and the sale and approved and change of buyer for Otley Clinic. The Committee approved a request for the bid
team to continue with developing the Leeds Mental Wellbeing Talking Therapies bid submission response for final approval by Trust Board on 18 June 2026.

None at this meeting

e Quality & Value Programme update - The report focused on Month 1 from a performance and financial perspective. At April 2026, the Trust had identified
£75k of its £9m recurrent savings target for 2026/27, movement on transactions was expected to improve from Month 2.

¢ The Committee received an overview of the Digital Key Performance Indicators which would be included in the Integrated Performance Report (IPR) from
July 2026.

¢ Neighbourhood Model Update and Provider Partnership Update (Key Priority) —the Committee received a report which provided an update on LCH-led
neighbourhood health projects, system collaboration through the Leeds Provider Partnership and enabling digital and workforce initiatives. The report
included an insight into the developing milestone plan, which provided the Committee with an overview of the priority work and the outcomes that were
expected to be achieved.

¢ Waiting List Update (Key Priority) — the Committee noted the continued progress to reduce long waits. The report included the requested spotlight on
Children and Young People's Mental Health Services ND routine waits along with an update on the internal audit request for a review on ethnicity data
quality.

e Financial - At the end of May 2026 (Month 2), the Trust was reporting a year-to-date surplus of £0.103m against a planned break-even position and was
forecasting a break-even outturn in line with plan. £0.405m of recurrent savings had been delivered year to date against a target of £1.427m, with the
remaining gap managed through non-recurrent measures. As at the end of May 2026, the Trust was reporting a year-to-date overspend on temporary
staffing costs of £0.364m, with temporary staffing at 4.8% of gross staff costs: 1.3% above plan. The Committee noted that work was ongoing to reduce
the spend on temporary staffing.

¢ Finance Redesign — the Committee welcomed the presentation and e Committee requested that the People and Culture Committee consider whether the
coaching and learning methodology approach which had been used throughout the Finance Team re- design programme should be shared across the
organisation as an exemplar to be used in other transition programmes.
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Risks Discussed and New Risks Identified

None

¢ Horsforth Clinic — the Committee approved the execution of the engrossment sale contract.

e Otley Clinic — the Committee approved proceeding with the sale of Otley Clinic to an alternative buyer in place of the original buyer, subject to legal
completion on the previously agreed terms and the additional assurance regarding due diligence checks

o Leeds Mental Health and Wellbeing Service — Talking Therapies Bid- the Committee received an overview of the bid and the emerging submission. The

Committee agreed that this was core work for the Trust and supported further work to be done before final approval by the Trust Board on 18 June 2026.
Assurance

e Service Spotlight - The Committee welcomed Aaron Wray, Head of Administration Services who presented an overview of the Admin Services Redesign
Programme which covered 400 staff across the Trust. The majority were deployed across clinical services.

o BAF revised strategic risks update — the Committee received information about how the Board Assurance Framework had been developed for 2026/27
and set out the four strategic risks for which the Committee would have oversight. The Committee welcomed the inclusion of a new risk on Infrastructure.

Recommendation: The Board is recommended to note the assurance levels provided against the strategic risks:

Risk 2 Demand for Services: If we fail to respond to changes in
population growth and presentation, and changing delivery models
such as Neighbourhood Health, then the impact will be potential
harm to patients due to long waits, inability to strengthen equity of
access, additional pressure on staff, financial consequences and
poor performance as measured through the National Oversight
Framework.

12 (High)

Reasonable

Assurance provided around sound financial

grip and control in relation to Q&V
programme.

Risk 4 Financial Sustainability: There is a risk that a lack of
financial efficiency and sustainability results in the destabilisation
of the organisation and an inability to meet our objectives

12 (High)

Reasonable

Risk 5 Failure to maintain business continuity: If the Trust is
unable to maintain business continuity in the event of significant
disruption, in the short (less than one week) or longer term (above
1 week), then essential services will not be able to operate,
leading to patient harm, reputational damage, and financial loss.

12 (high)

Reasonable
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Risk 9 Infrastructure: If the Trust is unable to provide access to
safe and fit for purpose digital and estate infrastructure then there
is a risk that the quality and continuity of service provision will be
compromised which may further impact achievement of all of the
Trusts strategic goals and priorities.

12(High)

Reasonable

Author: Liz Thornton/Lynne Mellor
Role: Corporate Governance Officer/Chair
Date: 16 June 2026
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Name of Committee: Audit Committee Report to: Trust Board 23 July 2026

Date of Meeting: 7 July 2026 Date of next meeting: 6 October 2026

Introduction

Quorate meeting with a full agenda and good debate on key topics — good challenging conversations with the action log and matters arising being fully
discussed.

Action

e The Committee received a report on the Data Security and Protection Toolkit Final Assessment | ¢  An action plan and trajectory to be developed to

Submission and the outcome of an Internal Audit assessment on supporting processes in the Trust. achieve full compliance. Processes and policies
The Committee discussed the significant disparity between the self-assessment and the audit to be reviewed and strengthened. A further report
particularly around the back-up and restore of systems when failures occurred and the risks this made to Audit Committee in October 2026

posed to the Trust.

e Executive responses received on two previous Internal Audit Reports (Managing Long Term Sickness Absence and follow up on the MCA audit following
consideration by the Quality Committee).

e Internal Audit Progress Report — one significant assurance final report had been issued and one draft report had been issued since the last meeting. The Audit
plan for 2026/27 was on track for completion by 31 March 2027. Discussion around the increased workload pressures related to the merger. The potential
impact on the delivery of the internal audit plan would be monitored carefully.

¢ Implementation of agreed recommendations from internal audit reports — the Committee discussed one overdue recommendation from the Emergency
Preparedness, Resilience and Response audit which would be followed up following the meeting.

¢ A number of changes to the internal audit plan were discussed and either agreed or deferred for further discussion: CQC Preparedness -changes to scope
accepted; Datix — deferred for further discussion; EQIA (split into two audits -deferred for further discussion — Committee emphasised the need to deliver the
work on the EQIA expeditiously in order to validate assurances received and provide important learning towards the transition work.)

e External Audit — Audit External Audit Completion Follow Up Letter 2025/26 and the 2025-26 Annual Report were received.

e The Local Counter Fraud Specialist provided an update, noting that the Counter Fraud Functional Standards Return had been signed off by the Executive

Director of Finance and Resources and submitted to the NHS Counter Fraud Authoriti.

¢ Financial Controls — updates on Losses and Compensation, Tender and Quotation Waivers, and a full Contracts Register received.
e Board Assurance Framework —noted how various elements of the Board Assurance Framework (BAF) process had been carried out during the
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assigned to the Committee.

o Register of Gifts, Hospitality and Sponsorship Report — the Committee reviewed the annual summary of declarations on the register, noting no concerns
last 12 months, and in particular the processes in relation to the 2026/27 amendments to the BAF. Noted the process report and reviewed the new strategic risk

Risks Discussed and New Risks Identified

o N/A
Recommendation: The Board is recommended to note the assurance levels provided against the strategic risks:

The Committee provides the following levels of assurance | Risk Overall level of assurance | Additional comments

to the Board on these strategic risks: score provided that the
(current) | strategic risk is being
managed (or not)

Risk 5 Failure to maintain business continuity 12 (high) Reasonable The Committee noted overall confidence by
management regarding the DSPT approach, due to
progress and activity reported around the gaps and
the aim for all to be addressed by Aug 26. Post
implementation update to be reported to
Committee as soon as possible. The overdue
EPRR recommendation was noted, however
assurance remained reasonable overall.

Author: Liz Thornton, Khalil Rehman

Role: Corporate Governance Officer / Committee Chair

Date: 9 July 2026
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Name of Committee: Charitable Funds Committee Report to: Trust Board 23 July 2026

Date of Meeting: 07 July 2026 DR A A W 1 September 2026

Chair: Alison Lowe Parent Committee: Trust Board

Introduction

This reiort identifies the kei issues for the Board from the Charitable Funds Committee held on 7 Juli 2026. Quorate meetini with iood debate on kei toiics.

Tightening financial projections and the need to support Charitable Funds Officer in identifying merger opportunities, ensuring the committee is not exposed to
risks in the future.

e Charity Development Update - Reviewed the lack of staff engagement in charity events, noting that while numbers appeared low, those involved were
highly committed. Ongoing income variability due to reliance on voluntary and event-based fundraising. Inconsistent awareness of the charity’s role and
impact across the organisation were discussed. Suggested broadening focus beyond Hannah House to increase engagement, such as considering projects
involving the homeless team. Reuvisit financial forecasting and conduct sensitivity analysis to assess potential risks and required actions. Highlighted the
potential to combine the unique role of Charitable Funds Officer with LYPFT's volunteer base, suggesting this could enhance future charity activities.
Discuss offline how to apportion Charitable Funds Officer’s costs if she undertakes additional integration work, to protect charity resources.

e Charitable Funds Finance Report - The committee acknowledged associated risks and the need to potentially pause activities during the integration
programme. Explore repurposing the COVID fund for a staff celebration event and fundraising platform, ensuring it fits within the charity’s terms.

Risks Discussed and New Risks Identified

Financial Risk relating to merger — uncertainty regarding the future structure of charity, grant funding uncertainty, and rebranding costs —Interim Chief Executive
Officer and Charitable Funds Officer to be involved in planning activities to help identify and maximise opportunities with LYPFT ahead of the merger.
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Author: Rakhi Palliyath/ Alison Lowe
Role: CG Officer/ Chair
Date: 08 July 2026
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Agenda item: 2026-27 (12) |
Title of report: Integrated Performance Report
Meeting: Trust Board
Date: 23 July 2026
Presented by: Andrea Osborne, Director of Finance
Prepared by: Victoria Douglas-McTurk, Head of Bl and Performance,
Adam Glass, Performance Manager

Purpose of the report:

This report provides: Approval
This report aims to provide an overview of performance across | Discussion
Leeds Community Healthcare NHS Trust. Performance is Assurance | X
measured across six domains that align to the NHS Oversight

Framework.

Substantial Acceptable x | Partial No
assurance assurance Assurance assurance
High level of General level of Some confidence No
confidence in confidence in delivery in delivery of confidence in
delivery of of existing objectives existing objectives delivery
existing

objectives

Summary of Key Issues:

o We continue to see improvement in some of the more challenging areas of
underperformance. Our performance against waiting times continues to improve. Namely:
o We are exceeding the 78% target for the new community services.
o The number of patients who have been waiting more than 52 weeks for
consultant-led care in PND continues to improve.
o We are also beginning to see improvements in the percentage of patient
waiting more than 18 weeks for neurodevelopmental assessments in CAMHS.

e Sickness is now only 0.5% above target; significantly improved from a high of over 8%.

e |tis likely that sickness continues to affect lower than target appraisal rates and is a
contributory factor in the number of overdue PSlls. Formal processes are being
implemented that will ensure that actions are managed and monitored more effectively.

e There has been a spike in RIDDOR reportable health and safety incidents this month. 4
separate incidents have been reported which is the highest number per month over the last
2 years. However, the incidents are unrelated and there are no overarching themes.

e Our Data Quality Maturity Index (DQMI) score for our Mental Health Data Set is low. We are
engaging with NHS England on this and hope to have resolution so that this doesn’t
adversely affect our NOF scoring too far into 26/27.

¢ In the NHS Oversight Framework LCH has maintained it segmentation for Q4. We end
2025/26 in Segment 3.

o The 2026/27 framework has now been released. A separate briefing paper has been
prepared for Committees. There are a number of key changes including:

o Organisations will no longer be benchmarked to determine their overall
segmentation.

o Urgent Community Response and CYP access to Mental Health services
measures have been removed from the framework.
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o A number of new measures across the domains have been added to align the
framework with the Medium-Term Plan

Previously considered
by:

Outcome of previous
discussion/s:

Link to strategic goals: (Please tick any applicable)

Work with communities to deliver personalised care X
Use our resources wisely and efficiently X
Enable our workforce to thrive and deliver the best possible care X
Collaborating with partners to enable people to live better lives X
Embed equity in all that we do X

Is Health Equity REGS What does it tell us? | Consultant-led 52-week
Data included in and 18-week standard
the report (for waiting times both
patient care continue to achieve the
and/or target of 1 indicating no
workforce)? difference in likelihood of

patients in IMD 1.

There remains a higher
likelihood that people
living in IMD1 will wait
longer for non-consultant
led services than the rest
of the population, but
improvements continue.

No Why not/what future
plans are there to
include this
information?

FEL T CHBEHTLGIE)N To seek any further assurances required

To direct any further improvement work
List of Appendix 1 — MDC Methodology
Appendices:
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Introduction Lee"‘c.i’é"a’.‘gi?gfi

This report aims to provide an overview of performance across Leeds Community Healthcare NHS Trust.

Performance is measured across six domains that align to the NHS Oversight Framework:
* Accessto Services
* Finance & Productivity
» Effectiveness and Experience of care
* Improving Health and Reducing Inequality
* Patient Safety
* People & Workforce

The KPIs examined in each domain are reviewed and approved by the Board annually and managed via a change control process.

This reportis underpinned by the Making Data Count methodology. Statistical process control charts are used to highlight the organisational KPIs
relevant for inclusion. Criteria for inclusion are any KPI:

* demonstrating special cause variation

* breaching national standards

* with a low data quality rating

* meeting its target after an extended period of under performance

For more details on the Making Data Count methodology, please see appendix 1.



] NHS)
Executive Summary Lo ey

NHS Trust

Summary
Summary Performance

We continue to see improvement in some of the more challenging areas of Data Quality : Medium Assurance Performance: Improving
underperformance. Our performance against waiting times continues to improve. We

report for the first time this month on the new community services 18-week target of 78%. Top Highlights
We are exceeding that target and if maintained means we will sitin segment 1 in the NOF

for this measure. This is driven by the ongoing hard work that is being put into managing

. X . X . Domain KPI Target Actual Performance Assurance
waiting times. Not least with the patients who have been waiting more than 52 weeks for
consultant-led care in PND which also continues to improve. Access to services L >=78%  81%
Community Sit Rep
Access o senvices Percentage of Children currently waiting more than 18 weeksfora  __ 81%
We are also beginning to see improvements in the percentage of patient waiting more than Neurodevelopmental Assessment
18 weeks for neurodevelopmental assessments in CAMHS. This is due to additional People &workforce Total sickness absence rate (Monthly) (%) <=65% 7%
ca pacity and redirection to nght to Choose. Improving health and reducing percentage of open records with a valid, non- Seo5% | o7 (’A\)
inequality residual ethnicity code et ? Moo

Sickness is now only 0.5% above target; significantly improved from a high of over 8%. This
is due to a number of different initiatives that have been put in place to deliver
improvements including training on managing absence and occupational health guidance.

Itis likely that sickness continues to affect lower than target appraisal rates and is a

contributory factor in the number of overdue PSlls. Formal processes are being

implemented that will ensure that actions are managed and monitored more effectively. Domain KPI Target Actual Performance Assurance
. . . X . Patient safety Number of overdue PSll actions NoTarget 23 E:/ \:i
There has been a spike in RIDDOR reportable health and safety incidents this month. 4 '
separate incidents have been reported which is the highest number per month over the last ~ finance&productivity Data Quality Maturity Index (DQMI) - MHSDS dataset score** >=95% | 88%
2 years. However, the incidents are unrelated and there are no overarching themes. ResE R e AfC Staff Appraisal Rate 5290%  81%
Our Data Quality Maturity Index (DQMI) score for our Mental Health Data Set is low. We are ~ "*oPeworeoree "RIDDOR" Incldents reported to Heaith and Safely Execuive | NoTereet] 4 A

engaging with NHS England on this and hope to have resolution so that this doesn’t
adversely affect our NOF scoring too far into 26/27.
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NHS Oversight Framework (NOF) Performance

Detailed narrative on the measures that contribute to the NOF is provided in the appropriate domain report. This page provides a summary and overview of performance

Summary

LCH has maintained it segmentation for Q4. We end 2025/26 in Segment 3. Our overall metric score has improved to 2.57, but our ranking has slipped by 2 places.

The 2026/27 framework has now been released. There are a number of key changes including:
* Organisations will no longer be benchmarked to determine their overall segmentation.
* Urgent Community Response and CYP access to Mental Health services measures have been removed from the framework.
* A number of new measures across the domains have been added to align the framework with the Medium-Term Plan

A separate briefing paper has been prepared for Committees.

NHS|

Leeds Community

Healthcare
NHS Trust

Work on the new measures is underway to identify data sources, establish current performance and align local reporting. This will include alignment of this report and inclusion of new measures.

Average score Trust in financial deficit? Segment Trust rank
2.57 No 3 - Below average and/or financial deficit 45 out of 61
Lower by 0.01 from previous quarter No change from previous quarter Previous quarter's segment: 3 Previous quarter's rank: 43 out of 61
Trusts are scored on up to 30 measures of |  |f an organisation is reporting a financial Each trust is assigned fo a segment ranging from Trusts are ranked first on their segment and
performance (metrics). deficit or in receipt of deficit support, 1— 4 based on average metric score and taking then their average score within that segment.
Scores range from 1.00 (high performing) that organisation's segment can be no into consideration the financial deficit override. Ranks range from 1 (the segment one trust

to 4.00 (low performing). greater than 3.

How has segment been calculated?

How has average score been calculated?

How is financial deficit applied?

Performance domains (2) Average score by trust rank placement

with lowest average score) to 61 (segment
four trust with the highest average score).
How has rank been calculated?

@ View full league table

Access to services [ ’] { @] segment @1 @2 @3 @4 Selected trust
i
Finance and productivity ; e®
@
. . o 3 i .“.
Effectiveness and experience 2 [ .....
2 ! oo ©
. & ™ L
Patient safety 5, P oo o0 O, .0'..
z [
People and workforce :
1 out of 61 10 20 30 40 50 60 61 out of 61
(highest ranked) Trust rank

(lowest ranked)
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NHS Oversight Framework (NOF) Performance

Scores for individual measures are provided below.
* The improvement is primarily driven by stronger CYP access to mental health services and reduced waiting times.
Updates on sickness, 52 week waits and staff survey performance are included in the main body of the report.

NHS|

Leeds Community
Healthcare
NHS Trust

Domain Sub-domain Description Reporting Metric Units Metric value Metric Rank Median Standard
date value change ® score ®
Access fo Elective care Percentage of patients waiting over 52 weeks for community Mar-26 211 % 361 4 302 30outof 0.19
Services services 42
Access fo Mental health Annual change in the number of children and young people  Apr 25 - Mar 2.95 percentage 174 4 296 36 outof 876
services care accessing NHS-funded MH services 26 vs Apr 24 points 20
- Mar 25
Effectiveness  Effective out of Urgent Community Response 2-hour performance Q4 2025/26 87.96 % 0.14 4 184 17 outof 87.18 70
and hospital care 38
experience
Finance and Finance Planned surplus/deficit 2025/26 0.00 % 16 out of 0.00 0
productivity plan 61
Finance and Finance Variance year-to-date to financial plan Month 12 039 % 40 out of 0.49
praductivity 2025126 61
Finance and Finance Combined finance Q4 2025/26
productivity
Finance and Productivity Relative difference in costs 2024725 11758 % 0.00 < 54 out of 104 .85
productivity 61
Patient safety  Patient safety NHS Staff survey - raising concerns sub-score 2025 7.01 outof10 004 & _ 9 out of 61 6.66
People and Retention and Sickness absence rate Q3 2025/26 763 % 1.34 & 381 55outof 6.22
workforce culture 61
People and Retention and NHS staff survey engagement theme sub-score 2025 692 outof 10 003 & 285 38 outof 7.02
workforce culture 61
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Access to Services Domain Summary Leeds Community

Healthcare
NHS Trust

Accountable Exec: Sam Prince

Domain Summary Performance Data Quality : Performance:

Summary

We continue to see strong improvements across this domain, although there remains further work to do to reach out targets of having no patient waiting more than 1 year for care to
start.

The total number of people waiting for care stands at 24,658 at the end of May 2026, up from 22,973 at the end of February. However, the number of patients waiting more than 52
weeks continues to decrease, falling to 918 at the end of May 2026, down from 1,647 at the end of December 2025 and 3,430 at the end of August 2025, largely driven by significant

reductions in PND waits.

The number of patients seen within 18 weeks continues to rise and now sits at 81%, and meeting the Medium Term Planning target. Six-weekly forecasts are now in place across all
Community Sit Rep services, providing increased grip on trajectories, capacity planning and targeted recovery actions to support continued improvement in access performance.

Trust’s performance against the Urgent Community Response Standard has seen a small drop to 83% in May. Our Children’s Audiology Service had 1 breach with over 99% of
patients seen within 6-weeks in May 2026. There is an ongoing issue with Data Quality in LMWS as has been reported in previous IPRs, which is continuing to be investigated.



Access to Services Domain Summary

NHS|

Leeds Community

Healthcare
. NHS Trust
Accountable Exec: Sam Prince
Reporting Reporting
KPI Target Actual Performance  Assurance KPI Target Actual Performance  Assurance
Month Month
s Number of CAMHS Eating Disorder patients breaching the 1-week
Total Patients Waiting for Care - Trust Wide May-26 No Target 24658 i y umbero asnB L solichpancts pisaE A e L avee May-26 0 0 @
o standard for urgentcare
% CAMHS Eating Disord tient tl ting less than 4 /
Number of patients currently waiting over 52 weeks - Trust Wide May-26 0 918 a |-ng isorder patients currently waiting less than May-26 =050 500 e
weeks forroutine treatment
£ i
Total Patients Waiting for Care - Consultant-Led May-26 No Target 1588 t :l Number of Patients Accessing CAMHS May-26 No Target 1264 m'jv" t\ i
Percentage of patients currently waiting under 18 weeks May-26 . 37% @ Percentage of Children currently waiting more than 18 weeks fora May-26 L2566 81% e @
(Consultant-Led) Neurodevelopmental Assessment L
. . 24456 by
Number of patients waiting more than 52 Weeks (Consultant-Led) May-26 0 369 L* LMWS - Access Target; Local Measure (including PCMH) May-26 yoarend 1766
. _ o il IAPT - Percentage of people receiving first screening appointment r N
Total Patients Waiting for Care - Community Sit Rep May-26 No Target 20842 t 1 N May-26 No Target 63% { ]
c within 2weeks of referral N
Percentage of patients currently waiting under 18 weeks - May-26 >=78% 8106 @ e IAPT - Percentage of people referred should begin treatment within May-26 2050 . (M)
Community Sit Rep 18 weeks of referral
i iti 3 i IAPT - f f h i ithi 8
N}Jmher of patients currently waiting over 52 weeks - Community May-26 0 443 @ % Percentage of people referred should begin treatment within May-26 =750 87% Ao e
SitRep B weeks of referral
= ~
Total Patients Waiting for Care - Non Consultant-Led May-26 No Target 473 !\ :i Total Patients Waiting for Care - Dental May-26 No Target 912
% Patients waiting under 18 weeks (non reportable) May-26 >=78% 80% Percentage of patients currently waiting under 18 weeks - Dental May-26 >=92% 69%
N 1 = Non-
Amberof patients cumently wating over 52 weeks -Non May-26 0 445 @ Number of patients currently waiting over 52 weeks - Dental May-26 0 24 @
Consultant Led
Percentage of patients waiting less than 6 weeks fora diagnostic May-26 52050 1 .:'D,‘ //::
test(DMO1)
Community health services two-hour urgent response standard May-26 >=70% 83% oo
Available virtual ward capacity per 100k head of population May-26 No Target 7.8 oM
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Consultant-led RTT Waiting Times Leeds Community

Domain: Access to Services Accountable Exec: Sam Prince

Target: 92% and 0 Actual: 25% and 369

Healthcare
NHS Trust

Author: Samantha Steede

Data Quality:

SPC Variation: w@

What is the trend we see?

Both indicators are showing statistically significantimprovements and the proportion of
children on the case load waiting under 18 weeks is significantly increasing. The number
of Children waiting over 52 weeks has fallen to under 400 by the end of May.

Most of those remaining children still waiting over 52 weeks to access the service now sit
within the Complex PND Pathway. The vast majority of those who had been waiting for an
Autism assessment have now had an appointment. The Complex list of 240 children up
until this point has remained largely static.

What is being done about it?

Actions to reduce PND waiting times include validation of the waiting list to confirm
ongoing need, secondary triage by ICAN clinicians against updated preschool diagnostic
autism assessment criteria, and the use of locum Paediatricians to deliver assessments
for those meeting the revised criteria, alongside a broader capacity and demand review.
Following approval of the substantive staffing business case, the service has begun
prioritising children on the Complex PND waiting list. Initial focus will be on those who
have been waiting over 104 weeks for an appointment. This cohort had not previously
been taken on due to the requirement for ongoing caseload management up to age 19.
This approach will enable the service to begin offering first appointments to this group
and support further reductions in long waits.

When do we expect to see improvement

The service has begun reworking trajectories with Bl, focused on maximising current
locum capacity during the interim recruitment period for substantive staff. The service is
aiming to have cleared all 52 week waits by end of December 2026.

In time, the business case will support the service to reduce waiting times to below 18
weeks.

Percentage of patients currently waiting under 18 weeks (Consultant-Led)
100% CISIS
80% ~
80% -
70%
80% # =
50% - N=ee

....0.....0.

Ll ] ] 1 ] 1 1
U] e P> b P P P
o w o ¥ » ot

Number of patients waiting more than 52 Weeks (Consultant-Led)

1400
1200~ i o *
OO0 = T T e e e 1 e e e O P oo Uy . R —

What are the risks to delivery?

Successful recruitment to the substantive staffing levels outlined in the business
case is critical to reducing the waiting list to 18 weeks and sustaining this position. In
the interim, reliance on locum capacity remains essential as any reduction in
temporary locum cover would impact progress and limit the service’s ability to
reduce the waiting list.

Page 8



Community Sitrep Waiting Times

Domain: Access to Services Accountable Exec: Sam Prince

Target: 78% Actual: 81% SPC Variation: N/A

SPC Assurance: N/A

NHS|

Leeds Community

Healthcare
NHS Trust

Author: Samantha Steede

Data Quality: High Assurance

What s the trend we see?

The Trust continues to meet the Medium Term Planning Target for Community Sit Rep
Services of 78%. Performance has shown a slight drop from April, down to 81% from 82%,
which is largely driven by a growing MSK waiting list.

The only services that are currently below the 78% target are PND, Children's OT, Podiatry
and Community SLT.

What is being done about it?

A planisin place for the PND waits, as covered on the RTT slide.

The MSK service is undergoing substantive recruitment and is also scoping the potential
for additional admin resource to cope with the current backlog and options for use of non-
recurrent underspend.

Recruitment is taking place in Children's OT to cover gaps due to Maternity Leave.

The Podiatry service is currently exploring options to re-establish Saturday clinics and
additional clinical hours to further reduce the waiting list and improve 18-week
performance.

When do we expect to see improvement

MSK recruitment isn't likely to improve the waiting list and position until Q3. PND is aiming
to clear 52 weeks by the end of December 2026, which will significantly improve their
performance against this metric.

Adult SLT is currently undergoing recruitment into posts, which will allow further reduction
in the waiting list from October.

Improvements in Children's OT won't be seen until Q3 following successful recruitment.

Percentage of patients currently waiting under 18 weeks - Community Sit Rep

82%
80%

60%
40%

20%

0%
April May
2026

What are the risks to delivery?

Growth the MSK waiting list has the potential to significantly impact our performance
against this metric given the scale of the service.

SLT performance is very dependent upon successful recruitment in a challenging
market.
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Neurodevelopmental Diagnhostic Assessment Waiting Times Leeds COm’I“#nity
Healthcare

Domain: Access to Services Accountable Exec: Sam Prince

Actual: 81% SPC Variation:

Target: 5%

SPC Assurance: ‘%

NHS|

NHS Trust

Author: Samantha Steede

Data Quality: High Assurance

What is the trend we see?

While there has been a statistically significant improvement in the proportion of children
seen within 18 weeks, 512 children and young people are still waiting more than 52 weeks
for an appointment. This number is falling and driving the positive changes above, but
slowly.

What is being done about it?

The service has an agreement in place with the ICB to transfer children waiting over 36
and 48 months to Right to Choose (RTC) providers. Since March 2026, 60 of the longest
waiting children and young people have been transferred.

The recently approved ND Business Case along with the transfers to RTC providers will
allow the service to recruit the staffing required to reduce the routine waiting times
down to below 18 weeks, although this will take time.

When do we expect to see improvement

Based on the current waiting list of 512 children (as of 2 June 2026), continuation of the
RTC pathway at an average of five children per week would result in around 260 children
being removed from the waiting over the next year. Combined with the additional 160
routine assessments delivered through the Business Case, this provides capacity for
approximately 420 children over the next year. Allowing for new referrals and
recognising that capacity and demand will fluctuate over time, it is anticipated that the
current waiting list should be down to 18 weeks within 18 months.

Percentage of Children currently waiting more than 18 weeks for a Neurodevelopmental Assessment

92% — e @

90% — .
88% —

I N —g—a— — — — -
84% e

82% — .

80%
78% —

T T T T T T
> Vs s Q> ok % ® % 2 ® ® © ®
o W w2 o o «® & »© 2 o

What are the risks to delivery?

Reducing the waiting list to a sustainable 18-week level depends on successful recruitment into
the substantive posts outlined in the agreed Business Case.

The number of children transferred each week is determined by provider capacity and
follows clinical risk review and family consent. Whilst transfers have averaged
approximately five children per week to date, this is not a fixed number and will vary
depending on provider availability and clinical considerations.
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Dental Service Waiting Times

Domain: Access to Services Accountable Exec: Sam Prince Author: Samantha Steede

NHS|

Leeds Community

Healthcare
NHS Trust

Target: No Target and O Actual: 912 and 24 SPC Variation: N/A SPC Assurance: N/A Data Quality: Medium Assurance

What s the trend we see?

The service has made significant progress in reducing the number of patients waiting over 52 weeks,
with the current figure standing at 24, compared to 1,436 in January 2025. The remaining patients
waiting over 52 weeks continue to be cleared, although at a much slower rate.

Following the transfer of patients to the LDI at the end of the last financial year the waiting list is now
starting to grow again.

Whatis being done about it?

The service now has a robust monitoring process in place for long waiters. A dedicated member of staff
reviews all +40wk waiters weekly, and notes are placed on each patient record to flag the importance of
appointments (if are cancelled/not attended). Any still waiting over 52 weeks are escalated to admin
team leader, Clinical Director, and Operational/Clinical Manager.

The service is also progressing internal validation processes and working with the Bl team to improve
visibility and reporting of waiting list data, which is currently managed through a separate clinical
system.

Review of acceptance and access criteria also being completed, to ensure the right patients are being
accepted/seen in the service.

When do we expect to see improvement

The remaining 52+ week waits are largely remaining due to last minute appointment cancellations and
long-term sickness of a full-time dentist, which the service has put priority processes in place to
address. All those waiting +52 weeks have appointments booked between 22/06 to 09/07. With
monitoring in place, if any of these appointments are cancelled by the patient - these are rebooked as a
priority.

Total Patients Waiting for Care - Dental

1,000 912
853
500 . .
0
April May

2026

Number of patients currently waiting over 52 weeks - Dental

35
30
20
10
0

24
April May
2026

What are the risks to delivery?
Patient cancellations or DNA/WNB's are largely the reason for those
still waiting over 52 weeks. The service sends four reminders for
appointments, including a letter, two texts and a telephone call the
day before the appointment.
Staff sickness reduces capacity, when appointments have to be
cancelled.
Page 11



CAMHS Eating Disorders Waiting Times

Domain: Access to Services Accountable Exec: Sam Prince

Target: 0 and 95% Actual: 0 and 50% SPC Variation

NHS|

Leeds Community
Healthcare
NHS Trust

Author: Samantha Steede

Data Quality: High Assurance

Whatis the trend we see?
The service has seen 0 breaches of the 1-week standard in the last 3 months.
Performance against routine target continues to be below target.

Whatis being done about it?

The ICB has recently provided additional funding to increase capacity for assessment appointments. All
posts have now been recruited to and all but TWTE band 6 have started. They will start in August 2026. An
additional assessment clinic will be in place from week commencing 29t June 2026 bringing the number
of clinics to 6 each week.

In the past week, there were more urgent referrals than routine which is unusual for this time of year
which has meant a slight breach (7 days)

When do we expect to see improvement

Assessments will increase to 6 as of week commencing 29% June 2026 which will increase capacity and
further reduce breaches.

Number of CAMHS Eating Disorder patients breaching the 1-week standard for

urgent care
el 6 E] 4
2
1 I
, 'l
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% CAMHS Eating Disorder patients currently waiting less than 4 weeks for
routine treatment
100% - O

80% ‘

What are the risks to delivery?
Delays in recruitment has meant that additional clinics have had to
be delayed but now planned start w/c 29th June.

Delays in accessing assessment and treatment which could result in
further deterioration. However, physical health monitoring is held by
primary care so this is managed, and families can contact the
service for support and guidance if needed.
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Finance & Productivity Domain Summary

Accountable Exec: Andrea Osborne

Summary

The first Productivity LCH Steering Group took place on the 20t May. The group is focussing on 7
services that were identified as priorities following analysis on relative costs and contact per WTE
and informed by local knowledge. They are:

* Neurology

* Stroke

* Children's SLT

* Respiratory

* PND

e CUGCs

* Children’s OT and Children’s Physio.

The current focuses of the group are improving the definition and recording of direct and indirect
patient contacts (only direct patient contacts are examined in relation to productivity), effectively
and consistently recording groups and how to reflect overall productivity whilst acknowledging in
measures that only clinical staff deliver patient contacts and further dashboard development and
engagement.

Implied productivity (a comparison of the increase in activity and the increase in costs) has been
included as a contextual measure in this year’s NOF. This means it will be calculated but not
scored. Work is in progress to understand how the measure is calculated with a view to
calculating and monitoring it locally.

The Data Quality Maturity Indec (DQMI) is also included in the NOF measures for 2026/27. Very
early estimates have LCH in segment 4 for this measure. This is due to our lower scores for the
Mental Health Data Set (MHDS), Admitted Patient Care Data Set (APC) and outpatient data set
(CDS). Detail on the MHDS is provided in this section. Work is in progress on actions that should
improve the APC and CDS performance in the near future.

A summary of the Trust’s financial position is available on the following page.

NHS|

Leeds Community
Healthcare
NHS Trust

Domain Summary Performance

Data Quality : Performance:

KPI Reporting  r.rget  Actual Performan Assuran
Month arge ctua erformance ssurance

Data Quality Maturity Index (DQMI) - CSDS dataset . - 91%

score** -

Dat i i -

ata Quality Maturity Index (DQMI) - IAPT dataset Febott | smgHG - @

score**

Data Quality Maturity Index (DQMI) - MHSDS dataset
Feb-26  >=95% 88% )

score** ;

Percentage Spend on Temporary Staff May-26 NoTarget 4%

Total agency cap (£k) May-26 NoTarget 186.00
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Finance & Productivity Domain Summary

Accountable Exec: Andrea Osborne

Income & Expenditure: As at the end of May 2026, the Trust is reporting a year-to-date
surplus of £0.103m against a planned break-even position. This favourable variance is
primarily driven by non-recurrent income from training, alongside increased recharge
income for consumables and one-to-one patient care within Wharfedale. Income and
expenditure are expected to aligh more closely with plan as the financial year progresses.
The Trust is therefore forecasting a break-even position in line with plan.

Cash: The Trust's cash position remains strong, with a closing balance of £47.068m, lower
than the planned figure by £1.098m. This was due to higher than planned payment of
capital invoices from the previous financial year. The cash operating days, which is to pay
short-term liabilities, is 81 days. Compliance with the Better Payment Practice Code
(BPPC), our requirement to pay suppliers within 30 days or by the due date, is above
target at 98.5% by both number and value of invoices.

Quality & Value Programme: The Trust has a savings target of £8.560m for 2026/27,
comprising £2.460m carried forward from 2025/26 and £6.1m relating to the current
year. Year to date, total recurrent savings of £0.406m have been achieved against a plan
of £1.429m, with the balance achieved through non-recurrent grip and control measures.
Business units are actively working to identify further savings opportunities and, where
schemes have already been approved, progressing implementation. The Trust is
forecasting to achieve its full savings target.

Temporary Staffing: As at the end of May 2026, the Trust is reporting a year-to-date
overspend on temporary staffing costs of £0.364m, with temporary staffing at 4.8% of
gross staff costs: 1.3% above plan. This is driven by vacancy and preceptorship cover
within Neighbourhood teams and ongoing recruitment challenges across WYOI, Police
Custody, 0—-19 Services, and hard-to-fill medical roles in CAMHS and ICAN. The year-to-
date position is above plan; however, costs are expected to align with plan as
Neighbourhood vacancies are filled and vacant clinical posts are filled.

Prior
Year

Key Financial Indicators

YTD
Plan

YTD
Actuals

YTD
VELELTS

NHS|

Leeds Community

Healthcare
NHS Trust

Full Year Full Year Full Year

Plan

Forecast

VELENS

(951)|Adjusted (Surplus)/Deficit - (103) (103) - - -
49,922|Closing Cash Balance 48,166 47,068 1,098| 49,387 49,387 -
10,221|Capital Expenditure (CDEL) 2,767 - (2,767) 8,358 8,358 -

Quality & Value Programme 26/27
11,921|Recurrent Savings 1,019 97 922 6,100 854 5,246
2,079|Non Recurrent Savings - 922 (922) - 5,246| (5,246)
Quality & Value Programme 25/26 - Legacy
Recurrent Savings 410 309 101 2,460 2,140 320
Non Recurrent Savings 101 (101) 320 (320)
14,000(Total Savings 1,429 1,429 - 8,560 8,560 (0)
Temporary Staffing
2,329|Agency 206 403 197 1,233 1,233 -
5,564|Bank 800 967 167 4,801 4,801 -
7,893|Total Temporary Staffing 1,006 1,370 364 6,034 6,034 -
177,598|Total Gross staff Costs 28,267| 28,422 155| 169,652| 172,376 2,724
Temp Staffing Costs as a % of gross staff
4.4%|costs 3.6% 4.8% 1.3% 3.6% 3.5%| (0.1%)
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Data Quality Maturity Index (DQMI) - MHDS Dataset Score LeedsCom%E

Healthcare
NHS Trust

Domain: Finance & Productivity Accountable Exec: Andrea Osborne Author: Victoria Douglas-McTurk

Target: 95% Actual: 88.2% iati [« /o] SPC Assurance: 'Le»] Data Quiality:

What is the trend we see?

Our DQMI score in relation to our national Mental Health Data Set (MHDS) has been at a significantly Data Quality Maturity Index (DQMI) - MHSDS dataset score*
low level since May 2024. NHS England are reporting low levels of completion of the following fields: 02.00% ] @ )
Referral or closure reason, service or team type referred to and primary reason for referral. oo ————— — -
We are performing comparably well to other trusts. Our current (March) score is 86.8%. This is against a —
national average of only 44.5%. aoo% "

©2.00% o

90.00% |

K A

22.00% - ¢ T R
What is being done about it? 26.00% - B
We believe that underperformance here is caused by the denominator for these measures being @q:a o"ﬁl !p‘.-‘_hl P&,L..' 3“‘15,' ;d"f" ,@'f" 1

doubled in error by NHS England. Contact has been made to try to rectify this, and we are awaiting a

reply. Given inclusion of the DQMI in the 2026/27 NOF this reply has been chased and will be escalated

if necessary.
What are the risks to delivery?
A continued slow response from NHS England in relation to rectifying
data processing issues.

When do we expect to see improvement
We had hoped to hear from NHS England before this report was written. Follow up emails have been
sent. This will be escalated by the Warehousing Manager shortly if a response is not received.
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Effectiveness & Experience of Care Domain Summary

Accountable Exec: Heather McClelland

Summary

Performance across all measures of experience — compliments, complaints and
feedback, is consistent with previous months and within normal limits.

Some absence in the QPD team means that statutory requirements are being
achieved (timeliness of response to complaints and investigations) but that
improvement work both on the implementation of Parliamentary Health Service
Ombudsman standards and on the Friends and Family Test have not been
progressed.

A 6-monthly report on Patient Experience will be reported at Quality Committee in
July.

Sub Domain Summary Performance

Data Quality : Low Assurance

NHS|

Leeds Community
Healthcare
NHS Trust

KPI Reporting Target Actual Performance Assurance
Month
l’ - Cami S
Number of Compliments May-26 No Target 60 ( [ ( 1
\\ o N
N
Total Number of Formal Complaints Received May-26 No Target 5 | | 1
S J
Percentage of Respondents Reporting a "Very Good" or e B

"Good" Experience in Community Care (FFT)
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Number of Compliments Leeds Community

Healthcare
NHS Trust

Domain: Effectiveness & Experience of Care Accountable Exec: Heather McClelland Author: Hayley Barker

Target: No Target Actual: 60 SPC Variation: N/A SPC Assurance: N/A Data Quality:

What is the trend we see? Number of Compliments

Forthe 2025/6 financial year end we received 900 compliments which equates to an
average of 75 per month. There is currently no significant change within the data.

50
0
April May
Whatis being done about it? 2026
Services continue to be notified of feedback received for their review and are promoted to What are the risks to delivery?

log compliments via DATIX.
None currently known.

When do we expect to see improvement

From the inclusion of the compliments within the report this will allow the Trust and
services to have more oversight of the numbers received and provide trend analysis.
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Total Number of Formal Complaints Received Leeds Community

Domain: Effectiveness & Experience of Care

Target: N/A Actual: 5 SPC Variation: |

Accountable Exec: Heather McClelland

SPC Assurance:

Healthcare
NHS Trust

Author: Hayley Barker

Data Quality: Low Assurance

What is the trend we see?

The data continues to remain within the upper and lower control limits and is showing a
continued trend of an improving nature. From June 2025 it is noted a trend of a lower
number of complaints received.

This correlates to the commencement of the Parliamentary Health Service Ombudsman
(PHSO) pilot. The pilot involved two services, CYMPHS and MSK. In December 2025, a
further four services were added to the pilot. The services are ICAN, Neighbourhood
Teams North, LMWS and Leeds Sexual Health.

What is being done about it?

Complaints are continuing to be reviewed by services, investigated and responses
provided, in line with the current complaints process. The current PHSO pilot allows for
early resolution for complainants in line with PHSO and the NHS complaints standards. If
a complaint requires a closer look, the services continue to manage these in line with our
complaints policy.

When do we expect to see improvement

We aim to see a continued trend of improvement as the PHSO pilot will be involving
further services.

Total Number of Formal Complaints Received

20 A "
. L] . - L .
s 2 - . - - - <
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L L »
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What are the risks to delivery?
There has been a delay in the roll out of the PHSO pilot to further services due to

staffing within the Patient Experience Team. Recruitment is currently underway with a
Clinical Governance Officer in their induction and 1x post out to advert.
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Percentage of Respondents Reporting a "Very Good" or "Good" Experience in Community Care (FFT)

NHS|

Leeds Community

Healthcare
NHS Trust

Domain: Effectiveness & Experience of Care Accountable Exec: Heather McClelland Author: Hayley Barker

Target: 95% Actual: 92% iati ) SPC Assurance: \ Data Quality: Low Assurance

What is the trend we see?
There is currently no significant change within the data. The data continues to remain
within the upper and lower control limits showing common cause variations. There has

been a reduction noted in the last two months data documented which falls below the
target.

What is being done about it?

Services continue to review and identify areas and services where "very good" and "good"
has dropped below the expected target.

When do we expect to see improvement

The aim for completion on standardisation of FFT is by end Quarter 2 2026/7.

Percentage of Respondents Reporting a "Very Good" or "Good" Experience in
Community Care (FFT)

89% =
98% ~
T o e e i i v s L A S S e ety
8%+ »

05% w - T

94% a sl oo _ = e - - |

— | 5 s ]

91% . =
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29%
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What are the risks to delivery?

The Patient Engagement Manager's work since May has been paused to support
absence in the wider Clinical Governance Team. Work has subsequently been paused
to standardise the FFTs for all services and move towards bespoke surveys for service
specific feedback. The aim of this work is to provide increased data quality assurance
and increase the ability to complete Trust wide analysis of the data.
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Improving Health & Reducing Inequalities Domain Summary

Accountable Exec: Ruth Burnett

Summar .
y Domain Summary Performance

Data Quality : Medium Assurance Performance:

Ethnicity data recording is a new measure and is significantly above the national
benchmark (71.6%) for community trusts. Work to further improve recording is aligned to
the implementation of About Me and supports delivery of the trusts Racial Equity in Care

Reportin
work plan. KPI P g Target  Actual Performance Assurance
Month
Imprqvements in both consultant-led and ngn—consul'tant led services are b'elng Difference in access to services for Rl
sustained, although non-consultant led services remain above target, meaning that : o
. . ; ) - patients living in IMD1 vs IMD2-10 - May-26 <=1.0 0.92 { 1
people in IMD1 remain more likely to wait longer than the rest of the population. \ 7
Consultant led 18 week standard Sa”
Targeted work to support attendance at appointments continues, with analysis and Difference in access to services for PN
oversight of improvement actions by Access LCH and productivity workstreams. patients living in IMD1 vs IMD2-10 - May-26 <=1.0 0.88 | II
Consultant led 52 week standard \\_,
Difference in access to services for P
patients living in IMD1 vs IMD2-10 - Non- May-26 <=1.0 1.12 { II
Consultant 18 week standard AN -
-
ercentage of open records with blank or s \
P ¢ penTs May-26 0% 1% | 1
null codes for ethnicity \ /
-’
N
ercentage of open records with residual
: ) : 2 May-26 5% 2% { ]
ethnic codes \ ’
L
N
ercentage of open records with a valid,
P ) 8 P - May-26 95% 97% | ]
non-residual ethnicity code . /1
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Percentage of Open Records with a Valid, Non-Residual Ethnicity Code

Domain: Improving Health & Reducing Inequalities Accountable Exec: Ruth Burnett

Target: No Target Actual: 97% SPC Variation: N/A

NHS|

Leeds Community
Healthcare
NHS Trust

Author: Victoria Douglas-McTurk

SPC Assurance: N/A Data Quality: High Assurance

What is the trend we see?

This measure is new to the IPR this year. Its inclusion was recommended by NHS England’s
statement on health inequalities, aligned to NHSE's ethnicity recording improvement framework,
and fulfils a recommendation of the recent waiting list audit.

The measure examines how many of our patients who have an open referral with us have an
ethnicity code of “not stated” or “not known”. These codes are known as residual codes. We

are significantly above the national benchmark (71.6%) for community trusts in ethnicity data with
valid ethnic group codes. We have no patient records with null or blank ethnicity codes.

As this measure is a snapshot, taken at a specific point in time we currently have only one
month’s information. This will be added to in the coming months.

What is being done about it?

An initial analysis has been undertaken at a service level. Data quality reviews will be carried out
with Services with rates below 95%. MSK and Podiatry will be key targets as these services
contribute a very high proportion of non-residual codes. Ongoing implementation of About Me and
the introduction of a digital patient questionnaire will support improvements by introducing self-
reporting by patients who are digitally enabled and for staff capacity to support recording to be
targeted to those who are digitally excluded.

This work will be overseen via Access LCH and forms part of the trust's Racial Equity in Care
workplan.

We are aligning our improvement work to the national Ethnicity Recording Improvement Plan,
using the 5 domains for improvement and assessing ourselves against the high impact actions for
providers. Our Cultural Conversations programme supports staff to be more confident and skilled
in talking about ethnicity and our About Me project increases patient and carer awareness of the
purpose of recording data and trustin how it is used.

percentage of open records with a valid, non-residual ethnicity code

7%
100% o

50%

0%

May
2026

When do we expect to see improvement
In 3 months.

What are the risks to delivery?

High volumes of referrals could impact administrative capacity to collect and record the
information. This is mitigated through implementation of About Me and the introduction of a
digital patient questionnaire, and implementation of new admin structures.
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Difference in Access to Services for Patients Living in IMD1 vs IMD2-10 - Consultant-Led 52 Week Standard

Domain: Improving Health & Reducing Inequalities Accountable Exec: Ruth Burnett Author: Em Campbell

Target: 1.0 Actual: 0.88 & 0.92 SPC Variation: , %) SPC Assurance: N/A Data Quality:
What is the trend we see? Difference in access to services for patients living in IMD1 vs IMD2-10 -
Consultant-led 52-week and 18-week standard waiting times both continue to achieve Consultant led 52 week standard -
the target of 1 indicating no difference in likelihood of patients in IMD 1 (our most 130 ®
deprived areas) waiting longer than the rest of the population. T T e e - e e
1104 * ~ P L]
1.00 - — e o ° -~ 2
§or | OSSR | P
What is being done about it? 0.30 - —

o ah

T 1&‘ 1i' 1L' 1"1 1"
w3 W O o @ W
Work to support attendance at appointments continues, with specific focus on

intersectionality with ethnicity and deprivation, aligned to our Racial Equity in Care work. Difference in access to services for patients living in IMD1 vs IMD2-10 -

Consultant led 18 week standard
1.803

1.70 4
1.60 -

When do we expect to see improvement What are the risks to delivery?

Sustained improvement expected to continue. Risks to equitable improvements occur when improvements are not experienced
equally, and improvements in some areas actually widen inequity. These risks are
mitigated by continued equity analysis and focus on targeted improvements in Access
LCH and productivity workstreams.
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Difference in Access to Services for Patients Living in IMD1 vs IMD2-10 - 18 Week Standard

Domain: Improving Health & Reducing Inequalities Accountable Exec: Ruth Burnett

SPC Variation:

Target: 1.0

Actual: 1.12

SPC Assurance: N/A

NHS|

Leeds Community
Healthcare
NHS Trust

Author: Em Campbell

Data Quality:

What is the trend we see?

The reduction in likelihood of people in IMD1 (our most deprived areas) waiting longer for
non-consultant led services than the rest of the population continues but is still above
target.

Whatis being done about it?

Work to support attendance at appointments continues, with specific focus on
intersectionality with ethnicity and deprivation, aligned to our Racial Equity in Care work.
Further analysis of missed appointment data will support identification of further areas of
focus and improvements that specifically address the barriers for people in minoirty
ethnic groups and people with limited English proficiency.

When do we expect to see improvement

Actions to increase access to interpreters and translated information is expected to
support attendance at appointments. Further analysis and engagement with
communities to identify other improvement actions being undertaken in Q2 is expected
to show improvements in Q3.

Difference in access to services for patients living in IMD1 vs IMD2-10 -
Non-Consultant 18 week standard

1.40-
1.30 - -
. . "
{2puls T o o e e T A SR e e = = L == =
e _ _ Y _ Tt Y ______>2
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1.00
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What are the risks to delivery?

Risks to equitable improvements occur when improvements are not experienced
equally, and improvements in some areas actually widen inequity. Competing
demands for service leadership risks capacity forimplementing targeted
improvements. These risks are mitigated by continued equity analysis and focus on
targeted improvements in Access LCH and productivity workstreams.
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Patient Safety Domain Summary

Accountable Exec: Heather McClelland

Summar .
y Domain Summary Performance

Data Quality : Medium Assurance Performance:

Delivery of key metrics is in line with previous months, with no attributable infections
and high rates of safety training compliance and completion of Duty of Candour.

One CAS alert remains open due to a significant number of historical risk KPI R':)or::‘ng Target Actual Performance Assurance

assessments requirements. A paper outlining the options to handling this will be - —

presented to QAIG. [\ll:usrlT)ber of Patient Safety Incident Investigations May26  NoTarget 1 ( )
\

Progress has been made with Patient Safety Investigation actions, with some change

in month in each of the business units. Capacity in business units and corporate Attributed MRSA Bacteraemia - infection rate**  May-26 0 0
teams have led to delays in completing investigations and following up actions in a

timely way. Risks have been included on the risk register as necessary.

4
1
\

Clostridium Difficule - infection rate** May-26 8 0 @
Recent changes introduced to Incident management processes is already showing
improvement in the timeliness of incident review and management, which will feed
into the initiation of investigations as needed. Never Event Incidence** May-26 0 0
7N
CAS Alerts Outstanding** May-26 0 1 { ]
—? .o/
li in Level 1 and 2 Patient Safet
Comp iancein Level 1 an atient Safety May-26 >=95% 90% @
Training y
~
Compliance with statutory Duty of Candour May-26 100% 86% @
I’ _\\
Number of overdue PSIl actions May-26 No Target 23 | I'
\
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Number of Patient Safety Incident Investigations (PSll)

Domain: Patient Safety Accountable Exec: Heather McClelland Author: Sarah Yeomans

Target: No Target Actual: 1 Data Quality:

What is the trend we see?

There have been three Patient Safety Incident Investigations concluded and approved by
an Executive Director in April/May 2026. -
PSII'sin LCH are allocated a two, three or six month timescale at terms of reference
meeting dependent on the complexity however continue to not consistently meet these
timescales for completion due to ongoing operational pressures including:

* Currentdemand exceeding the capacity of lead investigators

Number of Patient Safety Incident Investigations (PSII)

un

2 2
* Unplanned workforce absence 1 ! 1
» Delays in receiving information from external providers as well as extended sign off 0 [ 0 00 00O . ‘N 0 000O0O0O0OTUODO 0 0 0 I-
. . . 0
processes for multi organisational PSlls > 0 » ¥ 5 B B E > >£ = > U x % = = B B o> > £ = X
e 5 3 2 8 8 8 8'gq g ¥ g8 5§33 38 5 8 B'gg ¥ g &
e e 8 g g g = 8« = = e 28 g8 g &« =
< § R 8 8n g < $§ X ¢ 8 g
. . . = W 9 2 - = 2 [ 4
Whatis being done about it? & Z2 O K7 2 &

Arisk is held on the Risk Register ID 1357 currently assessed as 12 — Moderate. 2024 2025 2026
A formalised extension process is now in place to ensure consistent oversight and
escalation of delays. This will also ensure that extensions are considered and approved

by the Head of Clinical Governance/Deputy Director of Nursing and Quality before the What are the risks to delivery?
due date has passed. There is a risk that without sufficient capacity within Lead Investigator roles, PSII
Early actions are considered and developed at Rapid Review Meeting for incidents reports will not meet the agreed timescales for completion.

requiring a PSII to ensure early learning is translated into timely recommendations and
actions to prevent delays to improvements in patient safety due to delayed PSlI reports.

When do we expect to see improvement

Improvement in the timeliness of PSllIs is dependent on a review of the current capacity
constraints for Lead Investigators. A review of Lead Investigator roles is needed to
understand whether sufficient time is built into these roles to meet the demands of the
PSIl process and if not, an action plan for how this can be met.
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CAS Alerts Outstanding Leeds Clgrntlnll:nity
ealthcare

Domain: Patient Safety - Medical Device Accountable Exec: Heather McClelland

Actual: 1

NHS|

NHS Trust

Author: Delphine Arinze

Data Quality: High Assurance

Target: 1

What is the trend we see

The outstanding CAS Alert relates to the National Health Service National Patient Safety
Alert: Medical beds trolleys, bed rails and lateral turning devices - risk of death from
entrapment or falls.

Risk assessment for discharged patients remain a challenge due to limited resources.
These patients were originally risk assessed prior to the Medicines and Healthcare
products Regulatory Agency guidance issued on 31 August 2023.The equipment Portfolio
and Clinical Lead have calculated that approximately 10 full-time staff would be required
to meet the patient risk-assessment compliance requirement for 7, 000 patients.

Whatis being done about it?

MDSO has prepared a report on the Trust position to be reviewed by the Directors.

There is a meeting planned on 7 July 2026 to assess next steps on the alerts as non-
concordance. Below is the overview and recommendation from the CAS meeting to share
into the meeting:

There is arisk held — 1168 score 9: As a result of non-compliance with MHRA guidance,
there is a risk of entrapment and death resulting in patient harm / injury.

There is difficulty achieving and maintaining concordance with the ongoing review
element. This will be further explored at the July meeting.

When do we expect to see improvement
The time frame for improvement will be dependent on the options generated from the
outcome of July meeting, appraised and the resulting actions

CAS Alerts Outstanding**
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What are the risks to delivery?

However, this has been significantly reduced due the or progress of several actions so
far; such as

Action 1. LP270 policy completed.

Action 2. training completed up to 76% of prescribers. Acceptable compliance
standard is 75%.

Actions 3&4 remain under who now issue compliant equipment with service unique ID
code and service date.

Action 5. assessment of atypical anatomy has been completed within CBU and SBU.
Work is ongoing in ABU. The Medicine and Healthcare product Regulatory Agency
flexibility is due to financial constraints, provided risk remains on risk register until full
compliance is achieved.

Action 6 all patients on caseload have been assessed in line with guidance since
January 2024 and documented. Assessment of discharged patients have not due to

financial constraints. Page 26



Compliance In Level 1 and 2 Patient Safety Training LeedsCom%E

Healthcare
NHS Trust

Domain: Patient Safety Accountable Exec: Heather McClelland Author: Shelia Sorby

Target: 95% Actual: 90% SPC Variation: SPC Assurance: % Data Quality: Medium Assurance

What is the trend we see?

Compliance with Level 1 and 2 Patient Safety Training has shown consistent improvement since April 2024,
increasing from approximately 65% to around 90% by early 2026. The initial trajectory demonstrated strong
early gains, with growth continuing at a steadier pace over time.

While performance has now exceeded the lower threshold (around 80-85%), it remains just below the 95%
target.

Whatis being done about it?

The current trend is positive, with incremental improvements continuing month on month, indicating

sustained engagement and progress across teams.

Maintaining this momentum will be key to closing the remaining gap to target, with Business Units

continuing a focus on supporting completion and ensuring compliance is embedded as standard practice. What are the risks to delivery?
Monitoring of compliance is included within Trust performance processes.

When do we expect to see improvement?
Improvement is ongoing and consistent. If this rate continues, we’d expect to see further uplift over the next
quarter, with progress continuing through the year as compliance becomes more embedded.
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