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AGENDA  
 
Meeting 
Title 

Inaugural Governing Body Part 1 
Meeting 

Date Wednesday 12 May 2021 

Chair Dr John Pepper 
 

Time 1.00pm 

Minute 
Taker 

Corporate PA Venue/ 
Location 

Via Microsoft Teams 

 
A=Approval   R=Ratification   S=Assurance  D=Discussion   I=Information 

Reference 
 

Agenda Item Presenter Purpose Paper Time 

GB-21-05.007 Introduction and Apologies  
 

John Pepper I Verbal 1.00 

GB-21-05.008 Members’ Declarations of Interests 
 

John Pepper I Enclosure  

GB-21-05.009 Introductory Comments by the Chair John Pepper I 
 

Verbal 1.05 

GB-21-05.010 
 

Accountable Officer’s Report Claire Skidmore I Verbal 1.10 

GB-21-05.011 
 

Minutes from previous meetings: 
 

 Shropshire CCG and Telford and 
Wrekin CCG Committees in 
Common - 10 March 2021 
 

 Shropshire CCG and Telford and 
Wrekin CCG Extraordinary 
Committees in Common –  

      24 March 2021 
 

 Shropshire, Telford and Wrekin CCG 
- 14 April 2021 

 

  
 
A 
 
 
 
A 
 
 
 
A 

 
 
Enclosure 
 
 
 
Enclosure 
 
 
 
Enclosure 

1.15 

GB-21-05.012 
 

Matters Arising from previous meetings: 
 

 Shropshire CCG and Telford and 
Wrekin CCG Committees in 
Common - 10 March 2021 
 

 Shropshire CCG and Telford and 
Wrekin CCG Extraordinary 
Committees in Common  -  24 March 
2021 – No further actions noted 
 

 Shropshire, Telford and Wrekin CCG 
- 14 April 2021 

 

  
 
A 
 
 
 
 
 
 
 
 
A 

 
 
Enclosure 
 
 
 
 
 
 
 
 
Enclosure 

1.20 
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GB-21-05.013 

 
Questions from Members of the Public  
 
Guidelines on submitting questions can 
be found at:  
https://www.shropshiretelfordandwrekinc
cg.nhs.uk/about-us/governing-
body/governing-body-meetings/ 

 I Verbal 1.30 

Assurance and Committee Reports 
 

 
 
GB-21-05.014 
 
 
 
GB-21-05.015 
 
 
 

Quality and Performance 
 
a) Performance Report 

 
b) Quality  Report  
 
Findings from Niche consultancy report 
into the SI processes at SaTH and the 
system deaths analysis  

 
 
Julie Davies 
 
Zena Young 
 
Zena Young 
 
 

 
 
S 
 
S 
 
S 
 
 
 

 
 
Enclosure 
 
Enclosure 
 
Enclosure 
 
 

 
 
1.30 
 
1.40 
 
1.45 

 
 
GB-21-05.016 

Finance 
 
Finance Report Month 12  
 

 
 
Laura Clare 

 
 
S 

 
 
Enclosure 

 
 
1.55 

GB-21-05.017 Update on progress against our ICS 
pledges 

Claire Skidmore I 
 
 

Enclosure 2.05 

GB-21-05.018 IT Strategy Update 
 

Laura Clare  
Stephen James 

S Enclosure 2.15 

GB-21-05.019 
 

Assuring Involvement Committee Meredith Vivian S, I Enclosure 2.20 

Decision Making 
 

GB-21-05.020 CCG Corporate Mission Statement and 
Strategic Priorities 
 

Claire Skidmore A Enclosure 2.25 

GB-21-05.021 
 

Operational Plan Sam Tilley A Verbal 2.30 

GB-21-05.022 2021/22 Finance Plan  Laura Clare A Enclosure 2.35 

GB-21-05.023 
 

Governing Body Annual Cycle of 
Business April 2021-March 2022 
 

Alison Smith A  Enclosure 2.40 

GB-21-05.024 
 
 
 

Transition to new CCG – adoption of key 
strategies and policies: 
 

 Commissioning Strategy  (App 1) 
 

 Communications and Engagement 
Strategy (App 2) 

 

 OD Strategy and Plan (App 3) 
 

 Risk Management Strategy (App 4) 
 

 Conflicts of Interest Policy (App 5) 
 

 Health and Safety Policy (App 6) 
 

Adoption of NHS Shropshire CCG and 
NHS Telford and Wrekin CCG Policies: 
 

Alison Smith A Enclosures 2.45 

https://www.shropshiretelfordandwrekinccg.nhs.uk/about-us/governing-body/governing-body-meetings/
https://www.shropshiretelfordandwrekinccg.nhs.uk/about-us/governing-body/governing-body-meetings/
https://www.shropshiretelfordandwrekinccg.nhs.uk/about-us/governing-body/governing-body-meetings/
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 CCG Policies for Adoption by 
STWCCG (App 7) 

 

 Medicines Management Policies for 
Adoption by STWCCG (App 8) 

 

OTHER / COMMITTEE REPORTS FOR INFORMATION ONLY 
(Issues or key points to be raised by exception with the Chairs of the Committees outside of the 
Governing Body meetings) 
 
 
 
 
 
GB-21-05.025 
 
GB-21-05.026 
 
 
GB-21-05.027 
 
GB-21-05.028 
 
 
GB-21-05.029 

For both NHS Shropshire CCG and  
NHS Telford and Wrekin CCG 
Committees in Common meetings: 
 
Audit Committee – 17 March 2021 
 
Strategic Commissioning Committee – 
17 March 2021 
 
Finance Committee – 24 March  2021 
 
Quality & Performance Committee –  
24 March 2021 
 
Primary Care Commissioning 
Committee – 3 February 2021 
 

  
 
 
 
S 
 
S 
 
 
S 
 
S 
 
 
S 
 
 

 
 
 
 
Enclosure 
 
Enclosure 
 
 
Enclosure 
 
Enclosure 
 
 
Enclosure 

2.45 

 
 
 
GB-21-05.030 
 
 
GB-21-05.031 
 
 
GB-21-05.032 

Previous NHS Shropshire CCG Reports 
Only: 
 
South Shropshire Locality Forum – 
4 February 2021, 3 March 2021 
 
Shrewsbury and Atcham Locality Forum 
– 18 February 2021, 18 March 2021 
 
North Shropshire Locality Forum – 
25 February 2021, 22 April 2021 
 

  
 
 
S 
 
 
S 
 
 
S 

 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 

 

 
 
 
GB-21-05.033 

Previous NHS Telford and Wrekin CCG 
Reports Only: 
 
TWCCG Practice Forum – 16 February 
2021 

  
 
 
S 

 
 
 
Enclosure 

 

GB-21-05.034 Any Other Business 
 

John Pepper  Verbal 2.50 

 Date and Time of Next Meeting – 
Wednesday 14 July 2021 time to be 
confirmed   

    

RESOLVE:  To resolve that representatives of the press and other members of the public be excluded from the 
remainder of the meeting having regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest (section 1(2) Public Bodies (Admission to 
Meetings) Act 1960.) 

 
 

 
 

Dr John Pepper    Mrs Claire Skidmore 
Chair      Interim Accountable Officer 

 



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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completed) 

To

Ahmed Astakhar Joint Associate Lay Member for 

Patient and Public Involvement (PPI) 

- Equality, Diversity and Inclusion 

Attendee

SCC, F&PC, RC None declared 1.2.21   

Allen Martin Joint Independent Secondary Care 

Doctor Governing Body Member

Q&PC, F&PC X Direct Employed as a Consultant 

Physician by University 

Hospital of North 

Staffordshire NHS Trust, 

which is a contractor of the 

CCG

22.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Member of CRG (Respiratory 

Specialist Commissioning)

22.1.21 ongoing Level 1 - Note on Register

 X Direct Chair of the Expert Working 

Group on coding 

(respiratory) for the National 

Casemix Office

22.1.21 ongoing Level 1 - Note on Register

X Direct Member of the Royal College 

of Physicians Expert Advisory 

Group on Commissioning

22.1.21 ongoing Level 1 - Note on Register

X Indirect Wife is a part-time Health 

Visitor in Shrewsbury and 

employed by the Shropshire 

Community Health Trust

22.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Board Executive member of 

the British Thoracic Society

22.1.21 ongoing Level 1 - Note on Register

X Direct NHSD. Member of CAB 

(Casemix Advisory Board)

22.1.21 ongoing Level 1 - Note on Register

X Direct National Clinical Respiratory 

Lead for GIRFT NHS 

Innovation (NHSI)

22.1.21 ongoing Level 1 - Note on Register

Type of Interest Date of Interest

Members of NHS Shropshire, Telford and Wrekin CCG Governing Body 

Register of Interests - 6 May 2021



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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review date 

form 

completed) 

To

Type of Interest Date of Interest

X Direct Member of the Long Term 

Plan Delivery Board 

(respiratory) with 

responsibility for the 

pneumonia workstream

22.1.21 ongoing Level 1 - Note on Register

X Direct Member of National 

(regional reporting and 

program) and Regional Long 

Covid Boards

01.04.21 ongoing Level 1 - Note on Register

X Direct Advisory Board Member (at 

request of RCP) for assessing 

mechanisms for innovation 

payment under the aligned 

incentive scheme (NHSE/I)

01.04.21 ongoing Level 1 - Note on Register

X Direct Member of the RCP  and 

HQIP NACAP Board, 

including the coding and QI 

improvement agendas

01.04.21 ongoing Level 1 - Note on Register

Braden Geoff Lay Member for Governance &  

Audit  - Attendee

F&PC, RC, AC,  Direct None declared 20.1.21  Left post on 31.1.21 as a 

Director in Royal Mail Group, 

which is not a contractor of 

Shropshire and Telford CCGs 

Bryceland Rachael Joint GP/Healthcare Professional 

Governing Body Member

Q&PC X Direct Employee of Stirchley and 

Sutton Hill Medical Practice

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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review date 
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completed) 

To

Type of Interest Date of Interest

X Direct Self employed agency work 

as an Advanced Nurse 

Practitioner (ANP) for 

Medical Staffing in the West 

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Self employed agency work 

as an Advanced Nurse 

Practitioner (ANP) for Dream 

Medical in the West 

Midlands region

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Indirect Husband is a provider of 

executive coaching and 

consultancy

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Indirect Husband is CEO of Tipping 

Point Training, provider of 

Mental Health First Aid 

training

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Cawley Lynn Representative of Healthwatch 

Shropshire - Attendee

Q&PC None declared 1.2.21 ongoing Level 1 - Note on Register

Clare Laura Interim Executive Director of 

Finance

F&PC X Indirect Sister is a physiotherapist at 

Midlands Partnership 

Foundation Trust 

27.1.21 Level 2 - Restrict involvement 

in any relevant commissioning 

decisionsDavies Julie Director of Performance - Attendee PCCC   None declared 1.2.21   

Ilesanmi Mary GP/Healthcare Professional 

Governing Body Member

SCC X  Direct GP Partner of Church 

Stretton Medical Practice

16.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Practice is a Member of the 

South West Shropshire PCN

16.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Indirect Husband is a Locum 

Consultant in Obstetrics and 

Gynaecology at SaTH

16.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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Type of Interest Date of Interest

James Stephen Chief Clinical Information Officer 

(CCIO)

SCC   None declared 20.1.21   

Kelly Marion Representative of Healthwatch 

Telford and  Wrekin - Attendee

To be confirmed To be confirmed

MacArthur Donna Lay Member for Primary Care PCCC, RC, AC, SCC X Indirect Son's partner is the daughter 

of a Director working at 

Wolverhampton CCG

20.1.21 ongoing Level 1 - Note on Register

Matthee Michael GP/Healthcare Professional 

Governing Body Member

North Localty Forum, F&PC X Direct GP Partner at Market 

Drayton Medical Practice

1.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct GP Member of North 

Shropshire PCN

1.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Indirect Wife is Practice Manager at 

Market Drayton Medical 

Practice

1.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Noakes Liz Director of Public Health for Telford 

and Wrekin - Attendee

X Direct Assistant Director, Telford 

and Wrekin Council

29.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Honorary Senior Lecturer, 

Chester University

29.1.21 ongoing Level 1 - Note on Register

Parker Claire Joint Director of Partnerships - 

Attendee

PCCC, Shropshire North, S&A, 

South Loc Forums, TW Membership 

Forum

 X Indirect Daughter is working as 

admin staff for CHC Team 

and is line managed by the 

CHC Team. 

27.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Pepper John Chair PCCC, Shropshire North, S&A, 

South Loc Forums, TW Membership 

Forum

X Direct Salaried General Practitioner  

at Belvidere Medical Practice 

(part of Darwin Group)

19.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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Type of Interest Date of Interest

 X Direct Belvidere Medical Practice is 

a member of Darwin Group 

of practices and Shrewsbury 

Primary Care Network

19.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Belvidere Medical Practice is 

involved in the Cavell Centre 

Project

01.04.21 ongoing Level 2 - Restsrict involvement 

in any relevant commissioning 

decisions

X Direct NHS England GP Appraiser 19.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions 

 X Indirect Family member provided 

evidence to Ockenden 

Review

01.04.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions or discussions on 

historical issues raised within 

the scope of the Ockenden 

Review. This does not exclude 

from commissioning decisions 

or discussions on current 

maternity and neonatal 

services or any service 

provided by SaTH more 

generally.

Pringle Adam Vice Clinical Chair and GP/ 

Healthcare Professional Governing 

Body Member

PCCC, Shropshire North, S&A, 

South Loc Forums, TW Membership 

Forum

X  Direct GP Partner, Teldoc General 

Practice  

2.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Teldoc is a Member of 

Teldoc Primary Care 

Network

2.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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Type of Interest Date of Interest

X Direct Work on a sessional basis for 

Shropshire Doctors Co-

Operative Ltd (Shropdoc) an 

out of hours primary care 

services provider, which is a 

contractor of the CCG.

2.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Work on a sessional basis for 

Churchmere Medical 

Practice

22.3.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

X Direct Property owner of Lawley 

Medical Practice site

2.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Robinson Rachel Director of Public Health for 

Shropshire - Attendee

X Direct Director of Public Health for 

Shropshire 

25.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Shepherd Deborah Interim Medical Director - Attendee PCCC   None declared 19.1.21   

Skidmore Claire Executive Director of Finance F&PC, ACiC, PCCC   None declared 15.1.21   

Smith Alison Director of Corporate Affairs - 

Attendee

AC X Indirect Related to a member of staff 

in my portfolio structure 

who is married to my cousin. 

The individual is not directly 

line managed by me.

25.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Smith Fiona Joint GP/Healthcare Professional 

Governing Body Member

SCC X Direct Advanced Nurse Practitioner 

at Shawbirch Medical 

Practice

20.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

 

X Direct Shawbirch Medical Practice 

is a Member of 

Newport/Central PCN

20.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

  

 

  X Indirect Son-in-Law works as a 

technician for the Audiology 

Team at  SaTH

17.2.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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Type of Interest Date of Interest

Tilley Samantha Joint Director of Planning - Attendee SCC X Indirect Brother in Law holds a 

position in Urgent Care 

Directorate at SATH

27.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Trenchard Steve Joint Interim Executive Director of 

Transformation

SCC, PCCC   None declared 22.1.21   

Vivian Meredith Deputy Chair and Joint Lay Member 

for Patient & Public Involvement 

(PPI)  

Q&PC, RC, AC, PCCC X Direct Trustee of the Strettons 

Mayfair Trust (voluntary 

sector organisation that 

provides a range of health 

and care services to the 

population of Church 

Stretton and surrounding 

villages)

26.1.21 ongoing Level 1 - Note on Register



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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Type of Interest Date of Interest

X  Indirect Wife is a part-time staff 

nurse at Shrewsbury & 

Telford Hospital NHS Trust 

(SATH)

26.1.21 ongoing Level 2 - Restrict involvement 

in any relevant commissioning 

decisions

Warren Audrey Chief Nurse SCC, Q&PCiC None declared 1.4.21

Young Zena Executive Director of Quality SCC, F&PC, Q&PC, PCCC   None declared 22.1.21   

Evans David Joint Accountable Officer PCCC, Shropshire North, S&A, 

South Loc Forums, TW Membership 

Forum, JSCC

X Direct Shared post - Joint 

Accountable Officer of 

Shropshire and Telford and 

Wrekin CCGs

2.2.21  Left SCCG and TWCCG on 

secondment on 31.3.21

X Direct Member of the Telford and 

Wrekin Health and 

Wellbeing Board

2.2.21   

  X Indirect Wife is an employee of Tribal 

Education Ltd, which 

contracts with the NHS, but 

is not a contractor of the 

CCG

2.2.21   

Povey Julian Joint Chair PCCC, Shropshire North, S&A, 

South Loc Forums, TW Membership 

Forum

 X Direct Shared post - Joint Chair of 

Shropshire and Telford and 

Wrekin CCGs

1.2.21  Left SCCG and TWCCG on 

31.3.21

X Direct GP Member at Pontesbury 

Medical Practice

1.2.21   

X Direct Practice Member of 

Shrewsbury & Atcham 

Primary Care Network

1.2.21   

MEMBERS WHOSE BOARD ROLE HAS CEASED OR WHO HAVE LEFT THE NHS SHROPSHIRE AND TELFORD AND WREKIN CCGs WITHIN THE LAST 6 MONTHS



Surname Forename Position/Job Title Committee Attendance Nature of Interest Action taken to mitigate risk

SCC = Strategic Commissioning 

Committee

FC = Finance & Performance 

Committee

Q&PC = Quality & Performance 

Committee

PCCC = Primary Care 

Commissioning Committee

AC = Audit Committee                      

RC = Remuneration Committee            
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review date 
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completed) 
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Type of Interest Date of Interest

 X Indirect Wife is Member of 

University College 

Shrewsbury - Advisory Board

1.2.21   

X Indirect Wife is Medical Director at 

Shropshire Community 

Health NHS Trust

1.2.21   

Timmis Keith Lay Member for Governance for 

NHS Shropshire CCG

F&PC, AC, Q&PC, RC      Left SCCG and TWCCG on 

31.3.21

McCabe Julie Joint Independent Registered Nurse 

Clinical Governing Body Member

SCC, Q&PC X Shared post across 

Shropshire and Telford and 

Wrekin CCGs

1.8.20 Left SCCG and TWCCG on 

31.1.21
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NHS Shropshire CCG 
NHS Telford and Wrekin CCG 

MINUTES 

NHS Shropshire CCG and NHS Telford and Wrekin CCG  
Governing Body Meetings in Common  

 

Wednesday 10 March 2021 at 9.00am 

Using Microsoft Teams 
 

Present from NHS Shropshire CCG: 

Dr Julian Povey Joint CCG Chair for Shropshire and Telford and Wrekin CCGs 
Mr David Evans Joint Accountable Officer for Shropshire and Telford and Wrekin CCGs 
Mrs Claire Skidmore Joint Executive Director of Finance for Shropshire and Telford and Wrekin CCGs 
Dr Adam Pringle  Joint Vice Clinical Chair, GP/Healthcare Professional Governing Body Member 
Dr John Pepper Joint GP/Healthcare Professional Governing Body Member  
Dr Michael Matthee Joint GP/Healthcare Professional Governing Body Member 
 
Mr Steve Trenchard Joint Interim Executive Director of Transformation for Shropshire and Telford and 

Wrekin CCGs 
Mrs Zena Young Joint Executive Director of Quality for Shropshire and Telford and Wrekin CCGs 
Mr Meredith Vivian Joint Lay Member for Patient and Public Involvement 
Mrs Donna MacArthur Joint Lay Member for Primary Care 
Mr Keith Timmis Lay Member for Governance for Shropshire CCG 
 
Present from NHS Telford and Wrekin CCG: 

Dr Julian Povey Joint CCG Chair for Shropshire and Telford and Wrekin CCGs 
Mr David Evans Joint Accountable Officer for Shropshire and Telford and Wrekin CCGs 
Mrs Claire Skidmore Joint Executive Director of Finance for Shropshire and Telford and Wrekin CCGs 
Dr Adam Pringle  Joint Vice Clinical Chair, GP/Healthcare Professional Governing Body Member 
Dr John Pepper Joint GP/Healthcare Professional Governing Body Member  
Dr Michael Matthee Joint GP/Healthcare Professional Governing Body Member 
Mr Steve Trenchard Joint Interim Executive Director of Transformation for Shropshire and Telford and 

Wrekin CCGs 
Mrs Zena Young Joint Executive Director of Quality for Shropshire and Telford and Wrekin CCGs 
Mr Meredith Vivian Joint Lay Member for Patient and Public Involvement 
Mrs Donna MacArthur Joint Lay Member for Primary Care 
 
Attendees for both meetings: 

Dr Julie Davies Joint Director of Performance for Shropshire and Telford and Wrekin CCGs 
Ms Alison Smith Joint Director of Corporate Affairs for Shropshire and Telford and Wrekin CCGs 
Mrs Sam Tilley Joint Director of Planning for Shropshire and Telford and Wrekin CCGs   
Ms Claire Parker Joint Director of Partnerships for Shropshire and Telford and Wrekin CCGs 
Dr Deborah Shepherd Joint Interim Medical Director for Shropshire and Telford and Wrekin CCGs 
Dr Stephen James Joint Chief Clinical Information Officer for Shropshire and Telford and Wrekin 

CCGs 
Mr Ash Ahmed Joint Associate Lay Member for Patient and Public Involvement - Equality, 

Diversity and Inclusion 
Mrs Liz Noakes Director of Public Health for Telford and Wrekin 
Ms Lynn Cawley Chief Officer, Healthwatch Shropshire 
 
Mrs Sarah Smith Personal Assistant – Transcription of minutes (not in attendance) 

1.1 Dr Povey welcomed Governing Body members and the public to the NHS Shropshire CCG and NHS 
Telford and Wrekin CCG Governing Bodies meetings in common that was being live-streamed via 
YouTube, a recording of which would also be available on the CCGs’ websites following the meeting.  
 

Minute No. GB-21-03.031 - Apologies 
 
2.1 Apologies were noted from:   

Dr Martin Allen Joint Secondary Care Doctor Governing Body Member 
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Minute No. GB-21-03.032 - Declarations of Interests 
 
3.1 Members had previously declared their interests, which were listed on the CCGs’ Governing Bodies 

Register of Interests and was available to view on the CCGs’ website at:  
 

https://www.shropshireccg.nhs.uk/about-us/conflicts-of-interest/ 

https://www.telfordccg.nhs.uk/who-we-are/publications/declaration-of-interest 

Members were asked to confirm any additional conflicts of interest that they had relating to the agenda 
items.   There were no further conflicts of interest declared. 

 
Minute No. GB-21-03.033 - Introductory Comments from the Chair 

 
4.1 Dr Povey confirmed the last time the Governing Bodies had met in public was in March 2020 at the 

University Centre in Shrewsbury and things had changed considerably since then.  We were still an 
ongoing pandemic and we were now seeing decreasing numbers of covid-19 cases in phase 3, however, 
there were still a large number of people in hospital with currently 78 people in hospital and 15 people in 
ITU.   

 
4.2 Further impacts of the pandemic had been seen on further services with waiting times rising for the 26 

and 52 week waits.  The latest figures highlights there are over 11,000, 26 week waits and 3,752, 52 
week waits within the system.  It was reported there was also increasing demand on mental health 
services within practices.  

 
4.3 Dr Povey noted the CCGs had faced a lot of challenges and advised today was also the last meeting of 

both NHS Shropshire CCG and NHS Telford and Wrekin CCG as the last CCGs meeting in common.  
Both CCGs were created in 2013 and since August 2020 both CCGs had come together with a new 
structure and have been meeting as Governing Bodies in common.  Dr Povey reported from 1 April 2021 
there would only be around 106 CCGs which will have been reduced from over 200 CCGs in 2013 and 
with 15 systems now having one CCG.  The new CCG will be formed as NHS Shropshire, Telford and 
Wrekin CCG and will work towards the white paper ambition of integration, innovation, and working 
together to improve health and social care for all.  Whilst the way forward was around development 
towards an ICS, working as a system and moving commissioning functions into the ICS, it was important 
to acknowledge the gains of the CCGs which had been made from 2012 onwards.    

 
4.4 Dr Povey highlighted the work around the provider sector regime which looked at collaboration and 

avoiding the need to procure and going out to tender.  It showed potential increase with the use of AQP 
and Dr Povey suggested looking at this as a system, as it could potentially destabilise services provided. 

 
4.5 Dr Povey advised that as well as being the last Governing Board meeting for both CCGs it was also the 

last Governing Board meeting for Mr Timmis who was Shropshire CCGs Audit Chair and Lay member for 
Governance.  Dr Povey thanked Mr Timmis for all his input and wished him well for the future adding that 
Mr Timmis would be greatly missed.  Mr Geoff Braden would now be the single Lay Member for Audit in 
the new CCG. 

 
4.6 Mr Evans, Accountable Officer was also moving on and this Board meeting would also be Mr Evans’s last 

Governing Board meeting.  Dr Povey confirmed that Mr Evans had been the Accountable Officer for over 
8 years starting off at NHS Telford & Wrekin CCG.  Mr Evans had done tremendous work over the last 
year especially in working towards a single CCG and Dr Povey thanked Mr Evans, wishing him well, 
adding that Mr Evans would be hugely missed by staff and the whole system.   

 
4.7 Dr Povey confirmed that Dr Pepper would be taking up his new role as Chair from 1 April 2021 and 

wished him well in his new role.  The new Accountable Officer would be put in place as soon as possible 
with details of the new Accountable Officer being announced shortly.   

 
Minute No. GB-21-03.034 – Accountable Officer’s Report 
 
5.1 COVID-19 Vaccination Programme – Mr Evans reported that well over 200,000 people across 

Shropshire, Telford and Wrekin had now been vaccinated and in putting this into context, added that on 9 
January 2021 around 11,000 people had been vaccinated which was a massive achievement.  Mr Evans 
expressed his personal thanks and also relayed thanks on behalf of the CCG Board to all staff involved, 
both within the CCG and across system partners, the voluntary sector, and other statutory organisations 
for example the fire service who had contributed along with the Local Authority and NHS partners.  Mr 
Evans noted the data from the last league table showed that NHS Telford & Wrekin CCG was rated 1st in 

https://www.shropshireccg.nhs.uk/about-us/conflicts-of-interest/
https://www.telfordccg.nhs.uk/who-we-are/publications/declaration-of-interest
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country with Shropshire CCG being 5th for vaccinating the over 65s.  This was an amazing achievement 
whilst recognising that the vaccination programme had got off to a slow start. 

 
5.2 Transforming Care and Learning Disabilities – Mr Evans reported transforming care and learning 

disabilities had been escalated for some time and this work was being led by Ms Parker.  An escalation 
meeting had taken place approximately 3 weeks ago and it was anticipated the CCG would come out of 
escalation possibly by the first quarter of the new financial year, or failing that by the second quarter of 
the financial year.  Mr Evans thanked Ms Parker and the team for their input. 

 
5.3 Independent Enquiry for Child Exploitation for Telford - Mr Evans and Mrs Young would be meeting with 

the Chair of the Independent Enquiry for Child Exploitation for Telford.  This was a routine meeting and no 
further concern relating to this for the CCG was expected, however, an update would be given to the 
Governing Board in due course.       

 
5.3 Staff departures – Mr Evans thanked Dr Povey for his kind words earlier and advised it was also the last 

meeting for Dr Povey.  Mr Evans relayed his thanks to Dr Povey both on a personal level and also on 
behalf of the CCG Board for his huge contribution to Shropshire CCG and latterly Telford & Wrekin CCG, 
adding that Dr Povey’s contribution had been much valued.  Mr Evans also thanked Mr Timmis for his 
hard work during his time at the CCGs.   

 
5.4 In a further response to Dr Povey’s kind words Mr Evans expressed that it had been a huge privilege to 

lead the CCGs noting the CCG Boards and staff had been supportive both as a collective and as 
individuals.  Mr Evans highlighted he would miss the people in the organisation and noted the significant 
improvements that had been made, for example with transforming care and the vaccination programme. 
Mr Evans confirmed that an enormous difference had been made for our population and thanked all 
members of staff along with Governing Board members.  Mr Evans added it had been a privilege to work 
alongside all staff over the years.   Dr Povey also thanked Mr Evans for his kind words regarding his 
departure. 
 

Minute No. GB-21-03.035 – Minutes of the Previous Meetings – 13 January 2021 
 
6.1 The minutes of the previous NHS Shropshire CCG and NHS Telford and Wrekin Governing Body 

meetings in common held on 13 January 2021 were presented and approved as a true and accurate 
record of the meeting subject to the following amendments:         

 
 Page 10, paragraph 11.60, line 1 notes a paper would be taken to the Gold Command Meeting in relation 

to establishing a Children’s and Young People’s Partnership Board.  It was agreed an action point be 
added under this section with the detail that feedback would be given to Governing Body members after 
the paper had been taken to the Gold Command Meeting.  Ms Parker reported the Partnership Board 
meeting had been approved and there would be 4 meetings held annually commencing in April 2021.  
Further feedback would be given at a future meeting from the Partnership Board meetings and the terms 
of reference for this group would be circulated.  Mrs Cawley, Healthwatch Shropshire also requested 
feedback from the Partnership Board meetings for Healthwatch. 

 
 Page 21, paragraph 19.3, line 4: change ‘was in the with’ to ‘was in line with’.  
 
 RESOLVE: Governing Body Members of NHS Shropshire CCG formally RECEIVED and 

APPROVED the minutes presented as an accurate record of the meeting of NHS Shropshire CCG 
held on 13 January 2021. 
 
RESOLVE: Governing Body Members of NHS Telford and Wrekin CCG formally RECEIVED and 
APPROVED the minutes presented as an accurate record of the meeting of NHS Telford and 
Wrekin CCG held on 13 January 2021. 

 
ACTION:  Ms Parker to circulate the Partnership Board terms of reference and feedback to the 

Governing Body and Healthwatch following the Partnership Board meetings. 
 
 

ACTION:  The agreed amendments would be made to the minutes as noted in paragraph 6.1 
above. 

 
Minute No. GB-21-03.036 – Matters Arising from the Minutes of the Previous Meetings held on 13 
January 2021 
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7.1 Dr Povey referred to the matters arising from the last meetings, noting that some actions were marked as 
complete, and the following additional verbal updates were given:    

 
 GB-21-01.004 – Draft ICS Application – Mr Evans confirmed the draft ICS application had been 

circulated to Governing Body Members and asked for confirmation that members had received this.  Mr 
Evans reported the draft ICS application could not yet be published due to it being a draft application.  In 
relation to feedback from regional and national panel meetings Mr Evans noted feedback had not been 
received from the national panel, however some feedback had been received from the regional meeting 
and actions were being taken forward advising there was nothing of significant concern.    

 
 GB-21-01.006 – Matters Arising [b/f from GB-20-01-010 – Shropshire CCG Strategic Priorities] - Dr 

Davies reported data had now been received and initial analysis shows that there appears to be some 
variation in the on-scene timings in relation to the rural and urban areas.  Further analysis was ongoing  in 
order to take out site to site transfers of patients done by ambulance to confirm the data and advised a 
paper would be brought back to the next Governing Board meeting in May to formally close this action. 

 
 GB-21-01.006 – Matters Arising b/f GB-20-11.123 – [Quality and Performance Report] - Dr Povey 

advised it was disappointing that the Niche consultancy report into the SI processes at SaTH and the 
system deaths analysis was not being presented at this meeting.  Mrs Young confirmed she had a 
meeting scheduled with Niche this week and advised the delay to this report was due to Covid-19 impacts 
on staff capacity to undertake the work.  It was noted the report would be taken to the May Governing 
Board meeting.  

 
 GB-21-01.010 – Performance and Quality Report – Quality – As noted in the matters arising above 

(GB-21-01.006 – Matters Arising b/f GB-20-11.123) it was anticipated the Niche report would be 
presented at the May Governing Board meeting.  

 
 GB-21-01.010 – Performance and Quality Report – Quality - Ms Cawley noted a meeting was still due 

to take place with the quality team members in relation to the hot topic on urology.  It was agreed Ms 
Cawley and Mrs Young liaise in relation to the current position with the system quality oversight 
arrangements which are under review from an ICS perspective. 

 
GB-21-01.016 – Digital Update Report - Dr James gave his apologies that the information on the 

digitised ReSPECT form had not yet been circulated.  Dr James would arrange to have the form re-

circulated to Practices immediately.     

GB-21-01.017 – Update on System Improvement Plan - Ms Parker agreed to check whether 

information had been included in the Primary Care Newsletter with a link to further information on 

psychological health and well-being support for staff.  

GB-21-01.019 – Integrated Urgent Care - Implementation Review Final report - Ms Parker reported 

that a response was awaited in relation to whether the palliative care service was commissioned by SaTH 

or the CCGs and advised this may be a mixed picture, in that, some elements are commissioned by 

SaTH and some elements are commissioned by the CCG.  Ms Parker confirmed she had asked Mrs 

Tracey Jones who was the lead for the end of life work to clarify this information and to do a breakdown of 

the service.  Ms Parker would feedback to the Governing Board once the detail was available.   

ACTIONS:   
 
- Dr Davies to bring a paper back to the May Governing Board meeting in relation to data 

around on-scene timings and the connection with rural and urban areas once further analysis 
had been completed on the data. 

 
- Mrs Young confirmed the Niche consultancy report into the SI processes at SaTH and the 

system deaths analysis would be presented at the May Governing Board meeting. 
 
- Ms Cawley and Mrs Young to liaise in relation to the current position with the System Quality 

Oversight arrangements which are under review from an ICS perspective. 
 
- Dr James would arrange to have the digitised ReSPECT form re-circulated to Practices 

immediately.     
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- Ms Parker agreed to check whether information had been included in the Primary Care 
Newsletter with the link to further information on psychological health and well-being support 
for staff.  

 
- Ms Parker had asked Mrs Tracey Jones who was the lead for the end of life work to clarify the 

information around commissioning of the palliative care service and produce a breakdown of 
the service.  Ms Parker would feedback to the Governing Board once the detail was available.   

 
 
Minute No. GB-21-03.037 – Public Questions 
 
8.1 Dr Povey advised the CCGs had received no questions from the public for this meeting.    
 
ASSURANCE 

 
Minute No. GB-21-03.038 – NHS Shropshire CCG and NHS Telford and Wrekin CCG Quality and 
Performance Report  
 
9.1 Performance – Dr Davies presented the Performance section of the joint Quality and Performance 

Report, which was taken as read.  Dr Davies updated Governing Body members on the A&E performance 
and the requirement for the system to produce an improvement plan in order to demonstrate 85% could 
be achieved during 2021 and 2022 with working with system colleagues.  It was noted that potential 
urgent care metrics were likely to follow in shadow form and therefore some changes with reporting were 
expected in the next year.     

 
9.2 In relation to treatment waiting times, Dr Davies advised the pandemic continued to affect this but 

confirmed that key triggers had been met within the acute sector and the Covid-19 demand had reduced.  
SATH were now in a position to start to reopen theatres and recovery areas on the Shrewsbury site and 
were rescheduling P2s.  The Telford site and restoration would take slightly longer and weekly meetings 
were now taking place to get feedback on their recovery.  Dr Davies advised further detail on their 
recovery position would be brought back to the next meeting; however, it was important to note the 
backlog was considerable, and would therefore take time to recover.  Clarification was also being sought 
from the national centre regarding funding.   

 
9.3 Dr Davies advised progress had been made with the combined list with orthopaedics and this had worked 

well with confirmation being received this morning that the P2s for orthopaedics will all be scheduled and 
likely to be treated by mid-April.  Dr Davies confirmed the Nuffield Hospital was continuing to be used for 
cancer treatment and P2s, albeit with some limitations with some patients being unable to attend the 
Nuffield.  However patients that were able to attend were going to the Nuffield and capacity was being 
fully used until the end of March.   

 
9.4 Dr Davies confirmed that since writing the report there had been further improvements with the cancer 

booking times and advised the booking times was now down to 17 days locally and it was hoped by the 
end of March this would be 14 days.  Further detail and a paper on this would be reported in the next 
agenda item.  

 
9.5 Dr Davies advised in relation to mental health, a member of staff would be commencing their trial role 

next week as the performance assurance manager and Dr Davies confirmed she had requested that as 
part of their trial period, the work and focus be around mental health actions and improvement as this was 
an area that needed more focus now that capacity was in place.   

 
9.6 Dr Matthee asked about 14 day rules for paediatrics and children with malignancies.  It was noted that pre 

Covid-19, work had commenced  with Dr Matthee, Mrs Gail Fortes-Mayer and a paediatrician to look at 
the 14 day rule.  Dr Matthee confirmed he was happy to be involved in this work going forward and asked 
for an update.  Dr Davies agreed to contact Dr Matthee direct to discuss how to take this work forward 
and would also raise this at the cancer group meeting. 

 
ACTION:  Dr Davies to raise 14 day rule for paediatrics and children at the Cancer Group meeting and 

liaise with Dr Matthee on how to take this work forward. 
 
9.7 Quality – Mrs Young presented the Quality section of the Quality and Performance Report and assumed 

the paper as read.  Mrs Young drew Members’ attention to the points as listed below: 
 
9.8 Mrs Young advised SaTH remained the most challenged provider and a cause for concern but there were 

a number of governance measures in place so that the CCG could understand the issues being faced by 



 

Page 6                                Minutes of the NHS Shropshire CCG and Telford and Wrekin CCG Governing Body meetings in common – 10 March 2021                                           SMS 

                                                                                                                  

the Trust and how they were dealt with.  Assurance continued to be requested around incident 
management and a selective review was being done of the incidents predating early 2020 to check how 
actions have been embedded into practice.  All issues were raised at an internal meeting at the Trust 
yesterday, particularly around maternity.   

 
9.9 Mrs Young reported there were a number of Covid-19 outbreaks, noting there was high assurance 

received to the System Oversight Assurance Group (SOAG) meeting regarding the management of the 
cases.  Of particular note, were the definitions for attribution in which patients need to be inpatients for 8 
days or more in order to get a Covid-19 positive position, to be attributed to a hospital acquired in either 
possible of definite categories.  The CCG continued to support SaTH’s incident management approach to 
outbreaks.   

 
9.10 Mrs Young confirmed feedback had been given to providers for the quality accounts for 2019-20 however; 

the quality assurance visits had been paused across most providers advising they were only being done 
where necessary, on a need basis or in exceptional circumstances where there were concerns.  The 
CCG would continue to triangulate information and have line of sight of the quality of care in the absence 
of going into clinical settings.  Clinical visits were still being carried out in care homes and in domiciliary 
settings as part of the health protection role to Covid-19.  Mrs Young reported that additional staffing had 
been secured on a temporary basis for the IPC team and to help with the Covid-19 work.    

 
9.11 Dr Matthee asked whether any progress had been made with the referrals for patients and the access to 

referrals for early years.  Dr Pringle also highlighted concerns over the testing backlog with endoscopy 
surveillance.  Dr Davies confirmed that work was ongoing with this and Dr Pringle’s point would be noted 
and factored into this work.   

 
9.12 Mr Vivian asked Mrs Young for her view on the quality accounts and if she felt they were in alignment with 

her view.  Mrs Young advised that generally the quality accounts were in line but they were lightweight 
due to Covid-19.  Mrs Young reported all objectives for this year had been covered however; many 
organisations had put down fewer objectives for this year noting that further areas of improvement had 
been noted.  

 
9.13 Ms Parker raised serious incidents and asked about the progress with this and SaTH with their theming, 

trending and learning.  It was noted that serious incidents had been raised at the Quality Review meeting 
and at the Trust’s internal meeting yesterday, where they were asked about their learning.  Mrs Young 
advised SaTH were not able to give assurance at the moment, however in relation to maternity the Trust 
were currently working on this to ensure that lessons are learned and embedded.  SaTH had also 
invested further in their central governance processes and were fully committed to the process.   

 
9.14 Dr Povey commented that SaTH would need to demonstrate to the system how the learning was being 

embedded and Mrs Young advised in relation to serious incidents SaTH were following the NHS 
framework.  Mrs Young noted that the CCG attended SaTH’s weekly serious incidents meeting where the 
CCG also contributed to these meetings.  SaTH’s internal process has strengthened in the last 6 months 
and through the Commissioning Quality Review meetings and other governance meetings, SaTH were 
bringing themed reviews and had made changes.  Mrs Young advised issues around workforce 
consistency and workforce organisational memory were major factors in embedding learning and there 
had been a significant focus on SaTH, however, SaTH were now more engaged with the CCGs.  The 
same process of assurance was also applied to other providers in relation to serious incidents and when 
looking at themes and trends with the serious incident information coming through.     

 
9.15 Mr Trenchard advised Midlands Partnership NHS Foundation Trust (MPFT) do an annual lookback in 

terms of suicide reports focussing on local and national benchmarking along with themes arising with 
serious incidents in terms of clusters.  Mr Trenchard reported that with the pathway work the CCGs were 
carrying out, this was supporting work in relation to the safety planning aspect and themed reviews were 
being done in relation to young people who have ended up in SaTH alongside quality of services work.  
Mrs Young confirmed that this information and other feedback went to the CCGs Quality and 
Performance Committee.  Dr Povey raised the definition of HARMS noting the definition of HARMS 
should be uniform across the system.   

 
9.16 Dr Matthee asked about processes that had been put in place to prevent people attempting suicide and 

Mr Trenchard confirmed discussions had taken place with MPFT regarding near misses of suicide and 
Mrs Young advised continual discussions were held through a variety of avenues including through the 
Commissioning Quality Review meetings which were held with the Trust and issues in relation to crisis 
response times and the CCG were discussed.  The CCG were continuously gaining assurance around 
access times and how the Trust risk assessed on a continued basis.   
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9.17 Mr Trenchard advised there was a wider suicide prevention group chaired by public health which included 
other partners.  There had been investment for this from national teams in terms of intervention with 
families.  Mr Trenchard would pick this point up with MPFT regarding Dr Matthee getting feedback and 
responses from MPFT to ensure a response was given.  Mr Trenchard advised the GP mental health 
survey around mental health services and the quality of services had been taken to the Quality and 
Performance Committee previously and noted risk assessments were a key area of this work with 
feedback awaited on the survey.  Mr Trenchard confirmed that as part of the investment for re-designing 
community services, the MPFT had redesigned the pathways in recognition that realignment of the 
nationally mandated models was needed in order to include greater visibility of the mental health 
workforce with GPs and Primary Care Networks (PCNs).   

 
9.18 Mrs MacArthur asked about the current position with A&E and HARMS.  Dr Davies advised the activity 

was not as high in comparison to last year; however, there was variability of cases.  The Trust was 
focussing on earlier discharges and now had an internal discharge dashboard in order to remove the 12 
hour breaches.  Managing discharges along with other key issues such as managing three pathways with 
Covid-19 (positive, negative and queries) was a challenge and the IPC oversight may evolve to help with 
this in time noting it was not a volume issue overall, but it was about variability of activity.   SaTH were 
also looking at the physical infrastructure and challenges with ambulances being able to offload patients 
successfully. It was anticipated the draft improvement plan would be received by the end of this month 
and this would be reported through the Urgent Emergency Care (UEC) Delivery Board and due to 
workforce challenges the target of 95% would not be achieved however, the aim was to get to 85% and 
this has been acknowledged by NHSE/I. 

 
9.19 Dr Matthee raised concerns about serious incidents and the learning being fed back to staff and teams on 

the ground.  Mrs Young advised information was fed back to staff but learning was not always embedded 
due to human factors and workforce changes and variables.  Internal audits did pick these issues up.   

 
9.20  Dr Matthee asked about maternity services and antenatal care and Mrs Young confirmed there had been 

discussions recently around pharmacology and maternity care with a separate group taking this work 
forward with the Medicines Management Team and others alongside Dr Priya George.   

 
9.21 Mrs Young noted there was an error on page 52 of the quality report advising that item 2.1, second bullet 

point down in relation the never event. This bullet point should read there was a never event identified 
and there was an immediate learning point.  Mrs Young gave her apologies for not correcting this before 
publication.  Dr Povey also raised a potential error in section 2.3 of the quality report and it was noted that 
this information should be moved to section 2.9 relating to MPFT.  It was agreed that this error be 
captured in the minutes and amended for future reports.   

 
9.22 Dr Povey asked Dr Davies for any advice that could be given to the public in relation to long waiting times 

and any advice on what to do following a referral to hospital.  Dr Davies advised if patients were awaiting 
a referral or appointment from when they were seen as an out-patient or were waiting for follow on 
treatment then it was advisable to contact the hospital direct.  Dr Davies confirmed the hospital were 
working through outpatient referrals as quickly as possible and noted this would be raised at the Gold 
Command meeting on how to take this forward. 

  
RESOLVE: NHS Shropshire CCG NOTED the content of the Quality and Performance report and 
the actions being taken to address the issues identified.   
 
RESOLVE: NHS Telford and Wrekin CCG NOTED the content of the Quality and Performance 
report and the actions being taken to address the issues identified.   
 
ACTIONS:   
 
- Mr Trenchard would liaise with MPFT regarding Dr Matthee receiving feedback and responses.   
 
- Agreed the error on page 52 of the quality report relating to the never event be amended to 

read ‘the never event identified there was an immediate learning point’.  Also agreed the error 
in section 2.3 of the quality report be amended so that the information was moved from 
section 2.3 to 2.9 of the report relating to MPFT.  It was agreed these errors be captured and 
the amendments made for future reports.     

 
Minute No. GB-21-03.039 – Breast Cancer Services 

 
10.1 Dr Davies presented this item and taking the paper as read, the following points were highlighted:   
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10.2 Dr Davies said that the situation with bookings continued to improve with bookings currently at day 17 
for both systematic and cancer referrals and there was a confidence that the bookings could get to day 
14 by the end of the month as advised by the Trust.  In relation to demand and capacity this was very 
light and a paper would be taken to the Joint Strategic Commissioning Committee (JSCC) around 
further actions that could help improve demand and capacity in order to get to a more sustainable 
position taking into account the considerable recovery from for example the breast screening 
programme.    

 
10.3 Dr Pringle expressed concern about the 2 week waits for both systematic and cancer referrals and for 

prioritising patients for cancer referrals.  Dr Davies confirmed the focus would be on lessons learned 
and why locally the same process used by other systems was not being followed.  Dr Davies advised 
the capacity was now there and back as it was previously with estates work completed.  It was about 
making it sustainable and looking at the breast systematic pathways and breast cancer pathways as 
demand would be increasing.  Dr Davies confirmed extra lists were being put in place but it had to be 
sustainable with the capacity in place due to the continued pressures around earlier diagnosis.   

 
RESOLVE: NHS Shropshire CCG NOTED the contents of the report and received assurance in relation 
to Breast Cancer Services.   
 
RESOLVE: NHS Telford and Wrekin CCG NOTED the contents of the report and received assurance in 
relation to Breast Cancer Services.   

 
Minute No. GB-21-03.040 – Maternity Update  
 
11.1 Mrs Young took Members through the Executive Summary of the Maternity Update report and assumed 

the paper as read.  The following points were noted: 
 
11.2 Mrs Young advised that following on from the last Board meeting and the first Ockenden report into the 

care at SaTH along with the national recommendations made.  The Trust had submitted the required 
information to NHSE/I and LMNS (Local Maternity & Neonatal System) had been cited on this information 
and included in both returns.  Mrs Young advised it was anticipated that further returns would be required 
to be sent to NHSE/I and LMNS would take account of receiving these reports when due.   

 
11.3 Mrs Young confirmed a request had been made to provide a return on the responsibilities of LMNS and to 

look at compliance against principle 2 in order to provide information on quality oversight in light of the 
Ockenden report and the ICS requirements and work.  This submission had been made and a further 
meeting was awaited with NHSE/I to discuss the submissions and receive feedback.  A review was being 
undertaken on the quality governance arrangements with a view to putting arrangements in place which 
would dovetail with the ICS arrangements.  The overall governance was awaited for the ICS and the work 
was ongoing with the terms of reference and how these can be rolled out.     

 
11.4 Mrs Young updated Members regarding the maternity records at SaTH and noted the CCGs received 

information regarding exceptions and escalations noting that where there were exceptions the CCG 
further investigated these cases and sought further assurance and investigation.  It was noted the Trust’s 
current method of audit was based on a manual mode of accounts and record keeping which limited their 
ability to provide good evidence and assurance due to time constraints and processes.  SaTH were 
currently looking to use the Badgernet Maternity Notes System which was an electronic maternity record 
system due to be implemented by May or June 2021.  However, the implementation of the internal IT 
programme had been delayed somewhat due to the impact of Covid-19.   

 
11.5 Mrs Young also reported the CSNT submission data period has been extended by 3 months and this 

posed a challenge for SaTH as 3 more months of manual audit would result in a possible risk that not all 
data would be completed and submitted.  SaTH were continuing to do what they could and the CCGs 
would be undertaking a quality assurance process on a fair proportion of this information.   

 
11.6 Mrs Young confirmed the Trust were making progress with their Saving Babies Lives Care Bundle and 

there was an external review being done by the Maternity Neonatal Network which confirmed that 
progress was being made.  The Trust had submitted a self-assessment return and this appeared to be an 
accurate reflection of the situation at the Trust.  The network was confident the Trust would make further 
progress in the latter period and sign off the policies which were sent to the network and which were 
outside of The National Institute for Health and Care Excellence (NICE) guidance.  These policies had 
been adopted with CCGs approval and at a meeting yesterday the University Hospitals Birmingham NHS 
Foundation Trust (UHB) obstetrician clinical lead was in attendance and confirmed this was the correct 
interpretation of that requirement. 
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11.7 Mrs Young reported the continuity of carer teams were a key part of improving perinatal mortality and 
safety over time and this was also a national ambition through the transformation programme.  The Trust 
had two teams in place and they were seeking to have seven teams.  This would require recruitment to 
vacancies and to the new staffing plan around birth rate plus which is the maternity workforce 
assessment tool; however, there were issues with recruiting staff in order for progress to be made.  This 
was a regional and national issue but the Trust were fully committed to rolling this out and SaTH were in 
an average position with progress and was following the national mandate to target certain groups first. 

 
11.8 It was reported the MBRRACE report was also attached and detailed Shropshire, Telford & Wrekin as a 

system, were rated red for still births, neonatal deaths and extended perinatal mortality which pertained to 
the calendar year 2018 data.  The organisational level for SaTH was rated amber.  Mrs Young confirmed 
that University Hospitals North Midlands (UHNM) were also included in the data and they were on the 
neonatal pathway and rated red for the same metric after moderated adjusted data.  There was some 
improvement work needed for both Trusts in relation to still births, neonatal deaths and extended 
perinatal mortality along with saving babies lives, the continuity of care and of the maternity 
transformation work. Also included in the report was patient experience information which gives positive 
assurance around services and Mrs Young highlighted the transforming midwifery care proposal noting 
approval was still awaited at a national level.  NHSE had asked the CCG to look at the proposals again in 
light of the Ockenden report to confirm they are the right proposals and Mrs Young confirmed this would 
be done alongside the inequalities agenda which has taken more prominence over last 12 months.  It was 
noted the report would be going to the LMNS Programme Board meeting at the end of April to indicate 
where the proposals meet the needs or need to be varied from the work already done.  Once approval 
had been given, changes could be implemented.   

 
11.9 In summary, there were no particular areas of escalation, and the areas mentioned were being pursued 

and progressed.  As noted, the data quality was still not fully reliable due to the nature of the manual 
accounts and records, however with a new electronic dashboard system (the Badgernet Maternity Notes 
System) due to be put in place, this would significantly help the audit reliance. 

 
11.10 Mr Timmis understood the points made regarding SaTH’s slow response and with the concerns 

previously made about need for pace with continuity of care, however noted this was long-standing issue 
with the Trust accepting change adding that this would need to be a priority of LMNS going forward in 
looking for quicker responses from SaTH.  Mr Timmis raised concerns of staff recruitment for band 6 
midwifery positions advising SaTH were aware of continuity of care but this was very much reliant on a 
stable workforce.    

 
11.11 Mrs Noakes commented that it was disappointing about the progress with continuity of care as this work 

was trying to tackle the inequalities agenda.  It was noted that new transformation community services 
were ready to be progressed, however, this work was unable to go out to consultation plus the figures did 
not seem to be at the level aimed for at this stage.  Mrs Noakes suggested asking people who are offered 
continuity of care to see how many people accepted it.  Further discussion was held in relation to the 
promotion of this service and where SaTH were locating the two teams.  Mrs Young confirmed the 
continuity of carer teams noting they were operating in the areas of priority around the county and there 
was detail provided to the LMNS Board about this.  The CCGs would continue to seek information and 
assurance through the LMNS Board and give feedback to the Governing Board meeting.  It was 
acknowledged the service was a huge challenge and Dr Pepper proposed that a piece of work be done 
on the continuity of care service to look at this in more detail.  It was noted this work would be done at 
LMNS Board and then feedback would come back to this Board meeting.   

 
11.12 Dr Pepper enquired about the Badgernet Maternity Notes system and of the quality of the data.  Mrs 

Young confirmed that the improvements were anticipated as there would be a standardisation around the 
information inputted noting that at present the audit information was down to a lot of interpretation rather 
than metrics.   

 
11.13 Mrs Young confirmed in section 6 of the report with regard to the Quality Operational Committee and the 

information relating to one neonatal death and a unit being put in place, this should be seen as a positive 
position.  In section 7 relating to service user feedback, it was recognised it was vital to have a system 
that responds to individual patients when things do not go right, highlighting the Maternity Voices 
Partnership (MVP) was also a forum where people could raise concerns.  Discussion took place about 
how active the MVP was as the newsletter on their website was from summer 2018.  Mrs Young advised 
they were an active group and they were fully embedded as co-producers of the maternity hand held 
documents.  Mrs Young reported MVP was embedded in groups and discussions alongside Healthwatch 
regarding the Ockenden review alongside reviewing the quality strategy.  It was noted that MVP was 
funded through the LMNS and Mrs Young agreed to look at the MVP website to see what material they 
had on there.   
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11.14 Dr Pringle expressed his sadness and concern that the outcome data from 2018 was still in the red 

category adding that although figures were improving it would be difficult to gain assurance until the red 
category for poor performance for quality was significantly improved.  Delays in implementing the 
maternity changes were acknowledged and that this was adding to the problem however, it was also 
acknowledged that the consultation was ready to progress.     

 
11.15 Concern was expressed in relation to the caesarean section rates being below the expected elective 

rates and that it was suggested that high emergency rates could indicate women were having 
inappropriate trials of labour or delivering dangerously which had resulted in having a caesarean section.  
Discussion took place as to if these rates were contributing to our poor outcomes and it was suggested 
that there had been a step backwards.  Dr Pringle proposed the Trust be asked about changes and 
perhaps be asked to conduct a retrospective audit of emergency caesarean sections to see if there were 
groups of patients who were going in for a caesarean section delivery, who should not be going in for 
caesarean section delivery. It also suggested that current standards of care were not being delivered in 
an area where there were poor outcomes. 

 
11.16 In response to the discussion on caesarean section rates, Mrs Young reported caesarean section was 

made up of a number of components including maternal choice.  It was noted that the CCGs 
commissioned in accordance with NICE guidance and that the CCGs were not at variance with that.  Mrs 
Young advised information was triangulated with the birth outcomes and more positive indicators for birth 
trauma for both mother and baby along with brain injuries were being seen.  The indicators were 
monitored and the Trust had been asked to look at the data around caesarean sections.  This information 
would come back to the Quality & Performance Committee meeting and then to a future Governing Board 
meeting. 

 
11.17 Dr Povey raised the figures relating to the target for caesarean sections and asked for clarification about 

the figures.  Mrs Young agreed to look at these figures and clarify the data.   
 
11.18 Dr Pringle agreed patient choice mattered however; patient choice was made on basis of the information 

given to the patient.  Dr Pringle confirmed SaTH had a history of aiming for a low caesarean section rate 
coupled with poor outcomes over many years and having a below predicted elective caesarean rate was 
concerning.  The changes that were needed to be made have not come to fruition over time and Dr 
Pringle commented the figures looked quite large.  Mrs Young thanked Dr Pringle for raising awareness 
and for a helpful discussion, advising elective caesarean sections had been discussed with SaTH 
alongside the limited clinical value and with reviewing the policy in order to ensure that the policy reflected 
commissioning was in line with NICE guidance.   

 
RESOLVE: NHS Shropshire CCG NOTED the contents of the report and progress being made along with 
actions taken to address any concerns.    

 
RESOLVE: NHS Shropshire CCG NOTED the contents of the report and progress being made along with 
actions taken to address any concerns.    
 
ACTIONS:   
 
- Mrs Young agreed to look at the MVP website to see what material was detailed there.   
 
- Following discussion regarding the target for caesarean sections, clarification was requested in 

relation to the figures.  Mrs Young agreed to look at these figures and clarify the data.   
 
FINANCE 
 
Minute No. GB-21-03.041 – NHS Shropshire CCG and NHS Telford and Wrekin CCG Finance and 
Contracting Report including Quality, Innovation, Productivity and Prevention (QIPP) schemes 
 
12.1 Mrs Skidmore presented the combined Finance and Contracting report for the period up to the end of the 

Month 10 position, which was taken as read. The following key headlines were focussed upon:   
 
12.2 Mrs Skidmore reported the finance regime this year had been very different and particularly challenging 

with the months 1-6 position forced to a break even position through a non-recurrent allocation from 
NHSE/I.  Planning was ongoing with month 7 onwards to the end of financial year and Mrs Skidmore 
confirmed that as part of the planning requirements when setting the plans in late summer/autumn the 
CCGs were unable to break-even and were issued with budget allocation that represented the £15 million 
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deficit between both CCGs.  This was not an agreed position, but the CCGs had been working hard to 
come closer to the break-even position.   

 
12.3 Mrs Skidmore highlighted that when the plans were set the CCGs took a very prudent view and noted that 

it had been extremely hard for all organisations this year to set forecasts due to the fluidity of the 
situation.  Caution had been applied to all plans over the last few months and Mrs Skidmore confirmed 
that in month 10 the forecast deficit position for both CCGs had been reduced further and notwithstanding 
the additional budget allocation of £15 million, the forecast deficit position was now £5 million above the 
breakeven point which when breaking these figures down showed that it was a deficit of £3 million for 
Shropshire CCG and £2 million for Telford & Wrekin CCG.  Mrs Skidmore confirmed the month 10 
position was a strong reflection of the current situation and the CCGs were not anticipating any worsening 
of the positon adding that within the position the CCGs had been able to bring down the risk assessment 
of the figures due to the confidence gained about the position as the year end was nearing.  

 
12.4 The QIPP plans had not continued as originally planned and Mrs Skidmore praised the hard work of the 

prescribing and CHC teams advising that savings had still been made in year of just under £7 million for 
the individual commissioning and prescribing position.  Mrs Skidmore highlighted some interim support 
had been in place in order to help with CHC in particular due to this also being the biggest area of 
concern which had been impacted considerably by covid-19.  Work was ongoing with the forward plans 
and there was progress with the deep dive work which was currently informing our month 11 position at 
present. 

 
12.5 Mr Timmis raised concerns that had been made previously at the Finance Committee regarding the 

underlying position and noted that given the issues outlined today, in that the underlying position had not 
been addressed in the same way this year due to the pandemic.  Mr Timmis noted the position had 
deteriorated further and was now in a very poor position and currently running at over £71 million.  Mr 
Timmis advised the Governing Body would need to be aware of this situation and of the extremely difficult 
underlying positon. 

 
12.6 Mr Vivian asked for clarification about the figures for individual commissioning and the £1.7 million and 

whether this related to deferring costs.  Mrs Skidmore confirmed a piece of work had been undertaken by 
an independent accountant in order to look at the CHC forecasting methodology and assessments along 
with reviewing the activity and how this may change, along with the average prices that are used for 
forecasting.  Mrs Skidmore confirmed that based on this review and subsequent information held by the 
CCGs along with work done with CHC and Broadcare, it showed that assessments were able to be 
changed confidently noting this was the detail behind those figures. 

 
12.7 Mr Vivian raised the detail in the report relating to the £0.5 million financial improvement as a result of 

neurology services going.  Mr Vivian reported the use of the word “improvement” was perhaps not 
appropriate as services were currently not being provided to patients.  In reply to Mr Vivan’s comment, 
Mrs Skidmore confirmed this wording could be refined.  Mrs Skidmore agreed to look at the point 
regarding savings in neurology and the interpretation of the narrative. 

 
12.8 Dr Povey commented on and asked for an update on the primary care allocation and how NHSE/I had 

changed the allocation from £2.5 million to £1.4 million.  Mrs Skidmore confirmed discussions were still 
ongoing with colleagues at NHSE/I concerning any additional funding.  At present the CCGs were still 
carrying the full extent of the expenditure and this was included in the CCGs positon.   

 
RESOLVE: NHS Shropshire CCG NOTED the information contained in the financial report.   

 
RESOLVE: NHS Telford and Wrekin CCG NOTED the information contained in the financial report.    

 
ACTION:  Mrs Skidmore agreed to look at the point regarding savings in neurology and the 

interpretation of the narrative. 
 
Minute No. GB-21-03.042 – 2021/22 Plan Update 
 
13.1 Mrs Skidmore presented this item and the following points were noted: 
 
13.2 Mrs Skidmore noted it had been a strange year for financial planning and alongside not being able to 

produce a financial plan, the national planning guidance had been delayed.  From a practical aspect 
teams would need to have a mandate to work from in order to continue to operate so that expenditure is 
not paused on 1 April 2021.  Mrs Skidmore reiterated that it continued to be a challenging situation and 
there continued to be deterioration in the underlying position moving forward.  Conversations were being 
held at a system level to come up with a plan on how to work and do things differently and the new 
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financial framework and principles will be worked with and noting that as a system it would operate under 
conditions which would only allocate monies received.  Mrs Skidmore confirmed as part of this work with 
the cost base, CCGs had been working on refining and developing the model to help support the system 
work and also help sustain the underlying position during the first year, whilst the work starts to look at a 
longer term financial plan in order to address the deficit position in future.  

 
13.3 In relation to planning guidance Mrs Skidmore advised she had taken a paper to the Finance Committee 

to discuss planning guidance further and some figures had been drafted based on what the CCGs were 
aware of regarding the cost base along with some assumptions made around the income the CCGs may 
receive.  Mrs Skidmore confirmed approval was being sought for these plans and stated plans had been 
put in place for the quarter 1 operating budget whilst the planning guidance was awaited.  Work on this 
basis would allow the management team to spend within limits whilst giving a mandate they could work 
against.  It was noted that no new investments were anticipated.   

 

13.4 Mr Timmis confirmed the Finance Committee supported the approach that has been taken, however the 
Finance Committee remained extremely concerned over this item and of the savings that have got to be 
achieved over the next financial year.  Mr Timmis noted that he had met with Mr Braden as the new Chair 
of the Finance Committee and Mrs Skidmore last week regarding these issues and it was highlighted that 
approximately £13 million of savings would need to be found in year, but the level of plans that were in 
place to support these savings were only around £4 or £5 million, adding these plans were not as robust 
as they would normally be at this time of year.  Mr Timmis added the CCGs would need to focus on 
where the savings were going to be made from as this was a key area, if significant savings were needed 
in order to share the burden as part of the system.  Mr Timmis commented it was important the CCGs 
looked at the list of schemes to ensure savings were met whilst also raising concerns about time 
constraints and serving notice for some schemes.   

 
13.5 In response, Mrs Skidmore advised that with the quarter 1 position it was anticipated QIPP would be fully 

operational and things would be increased.  For the annual period Mrs Skidmore confirmed a paper would 
be taken to the Finance Committee which would describe how the CCGs were planning to address these 
issues and this would also be reported on at the next Governing Board meeting.  It was suggested that 
session on QIPP planning be added to agenda for the next Board Development Session due to be held at 
the end of March 2021.  Mrs Skidmore agreed to keep Board Members briefed through informal channels 
as well as the formal routes. 

 
 RESOLVE: NHS Shropshire CCG NOTED the information contained in the report and supported 

the 2021/22 Q1 operational budget for use within the CCG until guidance is received based on Q1 
figures contained within the report.   
 
RESOLVE: NHS Telford and Wrekin CCG NOTED the information contained in the report and 
supported the 2021/22 Q1 operational budget for use within the CCG until guidance is received 
based on Q1 figures contained within the report.   

 
ACTION:  Mrs Skidmore agreed to keep Board Members briefed on QIPP Planning progress through 

informal channels as well as the formal routes. 
 
Minute No. GB-21-03.043 – COVID-19 Update 
 
14.1 Mrs Tilley, Dr Davies and Mr Trenchard presented a verbal update on the current position of the response 

to the COVID-19 pandemic and the following key points were raised:   
 
14.2 Dr Povey noted that a written update would be useful for the Governing Board meeting but appreciated 

things were fast moving and constantly changing. 
 
14.3 Mrs Tilley advised the situation remained dynamic and fluid but the picture was improving.  The 

prevalence rates were improving with Telford and Wrekin having a rate of 51 per 100,000 of the 
population and for Shropshire it was 49.8 per 100,000 of the population.  Work was proceeding with note 
of caution and with the awareness that as lockdown eases this may impact on a downward trajectory.  
Mrs Tilley confirmed that all planning work was with this caveat in mind.   

 
14.4 Mrs Tilley reported the position at SaTH was improving and cases tracking through from the community 

were improving in terms of rates with improvements being seen within the Trust, particularly in ITU.  The 
de-escalation plans and triggers around restoring services and repatriating staff back to their usual 
positions were in place and this was being initiated in line with the CCGs plans.  Mrs Tilley confirmed the 
community capacity position was currently good and Covid-19 figures within community hospital settings 
were now into low single figures.   
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14.5 Mrs Tilley updated members regarding the vaccination programme and noted there was a significant 

amount of activity as the programme moved forward.  The current vaccination figures as of midnight last 
night were that just over 208,000 people had been vaccinated and the figure was nearing the 50% of the 
population mark having been vaccinated.  In relation to the vaccination cohorts and percentages of 
people vaccinated, as set out in the JCVI guidance, all people in the cohort aged 65 years and above, 
data showed that the uptake was above 90% with some cohorts reaching 100%.  For the 60-64 age 
group cohort, the percentage was now above 80% vaccinated and for the 55-59 age group cohort, which 
commenced this week the uptake was above 45%.  The 50-54 age group cohort was expected to open 
up next week with the ambition that all of the 50s would be vaccinated by the end of March 2021.  Mrs 
Tilley confirmed vaccination supplies were expected to increase by next week and at that point there 
would be a further ramp up with the activity going through the programme which would include the 
commencement of second doses, which was also now fully part of the vaccination programme.  Further 
planning was also being done in relation to rolling out the vaccination programme to the under 50s group 
and it was envisaged that as autumn and winter approached the vaccination programme would be 
aligned with the flu vaccination programme alongside looking at the best longer term model with looking 
at how to deliver the vaccinations into the future.   

 
14.6 Mrs Noakes confirmed that in Telford & Wrekin there was good news in terms of infection rates declining 

and there had been a 64% reduction in cases over the last week, however, it was noted that caution 
needed to be applied.  Mrs Noakes advised in Telford there had been a long slow decline of rates and 
there had been significant outbreaks in workplaces over the last few weeks and months, and these would 
likely to be continued going forward.  The importance of following the rules was noted and Mrs Noakes 
commented that the all public sector organisations needed to work closely with workplaces to ensure 
workplaces are Covid-19 secure and that any cases get reported and contacts isolated as appropriate.  
Dr Povey agreed it was important for everyone to stick to the advice and guidelines even if they have had 
their immunisations. 

  
14.7 Dr Davies raised demand and capacity work and commented the de-escalation plan was on schedule 

with the Acute Demand and Capacity Meeting continuing to meet once a week until the end of April 2021, 
at which point it would be reviewed.  Underlying trends would continue to be monitored as there was still 
some anxiety around potential Covid-19 cases increasing, particularly within the workplace and with 
schools going back and lockdown easing.  Rates would continue to be monitored alongside the effects of 
the impact of the vaccination programme.   

 
14.8 Dr Davies confirmed that in relation to the restore and recovery work, providers had now restarted their 

restore and recovery weekly meetings and at the end of the month there would be a System Elective and 
Cancer Recovery Meeting to consolidate provider positions and to look at responsible population with 
patients going out of area for treatment.  This work would be reporting formally through the committee 
structure from April 2021 onwards in terms of the restore and recovery programme. 

 
14.9 Dr Pepper commented this was very good news about the covid-19 prevalence rates and vaccinations 

advising communication had been received from Amanda Pritchard recently asking to look at the staff 
uptake for vaccinations due to some areas being low with uptake.  Dr Pepper enquired as to whether any 
work had been done to look into staff vaccination uptake figures to ensure a clear message was going out 
about vaccinations and also focussing on IPC.  Mrs Tilley confirmed the staff vaccination uptake was 
good and a human resources group were continuously working on this to ensure these messages were 
getting out to staff to ensure they had taken up the vaccine.  The same was being done with all groups of 
the population and continuing to revisit and look at the figures and members of population who had not 
had their vaccination.  New guidance had been issued from NHSE as to how certain groups of staff could 
be managed in terms of people that have so far declined to take the vaccine and how supportive 
conversations could be put in place for staff.  Risk assessments were being looked at to help staff work in 
an appropriate way if they had not been vaccinated. 

 
14.10 Mrs Noakes raised inequalities and noted that a system wide group had been set up to look at vaccine 

hesitancy within the population, advising she would be chairing this group.  Mrs Noakes advised this 
meeting would be supported by a range of partners and there was some innovation in that area 
highlighting the CCGs also had health inequalities funding to support the uptake of the vaccinations for 
the most hesitant groups of our population.  Helen Onions, Bernie Lee and Claire Parker were currently 
working on this and looking at producing a plan together which looked at ways of using that funding. 

 
14.11 Dr Shepherd asked about the delivery of the second vaccination as part of the vaccination programme 

and Mrs Tilley confirmed that as part of the modelling work being done there was currently sufficient 
workforce to deliver this, however this would continue to be monitored closely with this being an ongoing 
piece of work. 
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14.12 Mr Vivian raised the supply of vaccines and asked if there were any issues with supply.  Mrs Tilley 

advised the supply had been slightly less over the last couple of weeks, however, this was made known 
to the CCGs as nationally it was identified that the supply may reduce for 2-4 weeks, but then increase 
again and this was a national position.  Supplies would increase back to prior levels and supplemented 
with additional supplies given that second doses would need to be factored in, plus the expansion into the 
under 50 cohort, which is a large group of the population.  Mr Vivian expressed his thanks to Mrs Tilley, 
Mrs Noakes and Ms Robinson for the fantastic work with the vaccination programme.  Dr Povey 
seconded this and gave his thanks to all staff, volunteers and anyone involved in the vaccination 
programme with all the venues being set up and the logistics of this programme.  Dr Povey also 
confirmed the weekly numbers from 2.6 million to 4 million nationally of vaccines was an increase to take 
account of the second doses and the next cohort of the population. 

 
14.13 Mrs MacArthur agreed it was great news regarding the uptake of figures for the vaccine and asked if 

there was any further breakdown data for the uptake of the vaccine for some of the BAME community and 
the most deprived population.  Mrs Tilley confirmed an update regarding vaccination figures were sent to 
the Governing Body every Tuesday evening and figures relating to this were in this update periodically.  
The uptake in BAME communities was now looking good and as mentioned previously by Mrs Noakes 
there was now a group looking at some of these inequalities and how these issues would be addressed 
going forward.  Mrs Tilley reported the last set of figures she had seen, it was reported that the uptake 
figures was above 75% in BAME communities showing that significant progress had been made with 
approximately a few hundred people left to vaccinate in that group.  Mrs Tilley confirmed that work with 
the inequalities elements and would be ongoing and data would continue to be supplied.   

 
14.14 Dr Matthee confirmed for information purposes that Practices were still getting lots of phone calls 

regarding the vaccinations and second dose queries which centred around venues.  Dr Matthee raised 
the virtual ward and asked if this was still being utilised.  Mrs Tilley confirmed the virtual ward was still 
running and there was a review currently taking pace which would be reported on next week to look at 
how we may expand the use of this.  Work was ongoing with regional colleagues, NHSE and also locally 
with clinicians and managers in order to progress this review and to understand how we increase the 
usage of the virtual ward to the level of what we expected when we put it in place.  Dr Pringle asked for 
clarification of the age limit and if it was for the over 65s or vulnerable people only and why this was 
limited to a certain subsection of the population.  Mrs Tilley advised the referral criteria was currently 
being looked at as it was felt this had been too restrictive and this was part of the review. 

 
RESOLVE: NHS Shropshire CCG noted the content contained in the verbal report. 

 
RESOLVE: NHS Telford and Wrekin CCG noted the content contained in the verbal report. 

 
DECISION-MAKING 
 
Minute No. GB-21-03.044 – Bridging arrangements for GP IT Futures 
 
15.1 Dr Povey reported there was a potential conflict of interest with GP Partners for this item and on reflection 

and following discussions with Mr Evans and Mr Timmis, it had been agreed with the assumption Mr 
Braden was happy with these arrangements from a Telford perspective that GP Partners would be able to 
contribute to the discussion but they would not be able to vote on this item.   

 
15.2 Mrs Skidmore presented this item and updated members about the GP system of choice framework 

advising the national NHS digital team had decided to rename and revamp this system and it was now 
named the GP IT Futures framework.  The planning work for the transition to the new framework had 
been progressing over the last 2 years with some arrangements being put in place in January 2020 and 
some time-limited agreements put in place so that CCGs had time to progress and put procurement 
arrangements in place and for NHS digital to put things in place too.  Mrs Skidmore advised that due to 
the impact of COVID-19 there had been insufficient time to enable a full national procurement process as 
originally envisaged in the Framework and therefore NHS Digital had been working to secure an interim 
arrangement to allow time for a full process to occur.  The digital team were working closely with our IT 
team and the bridging plan was not suggesting any changes to our current arrangements for the interim 
period, however Governing Body sign off and support was required for this work so that contractual 
bridging arrangements could be put in place ahead of a 2021/22 full procurement process.    

 
15.3 Mrs Skidmore highlighted the cost pressures associated with this work noting that previously the budget 

was held centrally but now the budgets had been passed to the CCGs for funding for the existing service.  
Mrs Skidmore confirmed there was a large scale review taking place with IT budgets. 
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15.4 Mr Timmis gave his support for the contractual bridging arrangements and asked for clarification about 
the wording in the paper in relation to paragraph one stating “no legally compliant route to extend”.  Mrs 
Skidmore clarified the position noting there was no legal arrangement for us to extend the current 
arrangements but the production of the new arrangements is the lawful way to do it. 

 
15.5 Mrs MacArthur also supported this way forward and timings for any procurement and whether this could 

be noted within the timeframe.  Mrs Skidmore confirmed the CCG were working very closely with NHSD 
to secure a start date and this work was in the plans. 

 
RESOLVE: NHS Shropshire CCG APPROVED the sign off of call off order forms for the suppliers listed 
in Table 1 in order that contractual bridging arrangements can be put in place ahead of a 2021/22 full 
procurement process.    

 
RESOLVE: NHS Telford and Wrekin CCG APPROVED the sign off of call off order forms for the 
suppliers listed in Table 1 in order that contractual bridging arrangements can be put in place ahead of 
a 2021/22 full procurement process.    

 
Minute No. GB-21-03.045 – Update on the System Improvement Plan 
 
16.1 Mr Evans presented the verbal update on the System Improvement Plan (SIP) previously and noted this 

was linked to SaTH’s Care Quality Commission (CQC) requirements and to SaTH’s Improvement Plan.  
Work was ongoing and progress was being made and this was being overseen by SOAG. 

 
16.2 Mr Trenchard reported on the decision that had been made with the Integrated Care Systems (ICS) to 

align the SIP with the ICS submission and key pieces of work which feed into the SIP.  A single plan 
overseen by SOAG which would incorporate a number of elements and alignment with the first 6 months 
along with the winter schemes were currently being evaluated and would come to the UEC Delivery 
Group.  David Stout would be leading on the alignment of the key programmes for system transformation 
on behalf of all the Chief Executives and there were also a number of pieces of work where schemes 
were being developed rapidly.  Mr Trenchard advised in future, a paper would come to the Governing 
Board meeting updating members on future schemes and a report regarding aligning the schemes into 
one plan would come to the May Governing Board meeting.   

 
16.3 Dr Matthee asked where Futurefit sat within the SIP.  In response, Mr Evans confirmed that in terms of 

long term plans, the Hospital Transformation Programme (previously named Futurefit) had now moved 
into the Trust so that the clinical model could be developed and implemented.  It was noted the Trust had 
been given £6 million to develop the outline business case and there had been several meetings over the 
last couple of weeks with SaTH, NHSE/I and the system regarding how this work could be progressed.  
Mr Evans confirmed this work would include schedules of accommodation to a certain degree and 
implementing the clinical model which addresses some concerns in relation to CQC and sustainability of 
clinical services in the longer term, however, some issues would need to be addressed in the shorter term 
too.  Progress was being made and the Trust would be looking at the outline business case shortly. 

 
RESOLVE: NHS Shropshire CCG noted the content contained in the verbal report. 

 
RESOLVE: NHS Telford and Wrekin CCG noted the content contained in the verbal report. 
 
ACTION:  Mr Trenchard to bring a report back to the May Governing Board meeting detailing the 

alignment of schemes with the SIP. 
 

Minute No. GB-21-03.046 – Single Strategic Commissioner – Vision and Strategic Objectives 
 
17.1 Mr Evans presented this item and took the paper as read.  The following points were noted: 
 
17.2 Mr Evans advised the report set out the current position and sought ratification and Governing Board 

approval for the next stage in becoming a single strategic commissioner organisation from 1 April 2021.  
Mr Evans reported that workshops had been held jointly with the two CCG Boards since August last year 
and had been facilitated by Deloitte.  Governing Board approval was required for the purpose statement 
and strategic priorities such as ensuring we understand the health needs of our population, addressing 
health and inequalities in moving forward as a single strategic commissioner.  To ensure the CCG 
participates, supports and facilitates joint system working with a shared vision, purpose and narrative for 
the system financial balance both as a single strategic commissioner and for the system overall and that 
the CCG commissions improvements in health outcomes in terms of quality and safety. 
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17.3 Dr Shepherd commented on the purpose statement and proposed to amend the narrative to qualify or 
describe health outcomes the CCG were aiming for.  Dr Shepherd suggested adding some narrative to 
describe the CCG would be identifying health outcomes and looking for improved health outcomes.  
Members agreed this narrative should be added to the purpose statement to ensure clarity.  Mrs Noakes 
agreed with the comments suggesting that all the words were there but not quite in the right order.  Mrs 
Noakes advised it was not just about commissioning of services but also about partnership working, the 
role as an anchor institution adding there were various ways the CCGs could reduce health inequalities.  
Partnership working was not truly reflected in the outcomes.   

 
17.4 Mr Vivian commented about the language used in the statement and suggested using present tense 

rather than past tense.  Mr Vivian proposed replacing the term ‘ensuring’ with ‘we strive to’ and also 
suggested taking out the word ‘will’ all the way through the document.  Mr Vivian commented that the 
strategic priorities felt a bit mixed and suggested there should also be some narrative in their regarding 
holding healthcare providers to account. 

 
17.5 Mr Evans confirmed presently the two CCGs were operating as two CCG Governing Boards meeting 

jointly in trying to shape the vision and purpose of the new organisation.  The challenge is getting the 
balance right for the new organisation and recommended the strategic priorities be reviewed fairly quickly 
in the first couple of Governing Board meetings so that the new organisation can review them and 
establish whether they are still appropriate for the new organisation.   

 
17.6 Dr Povey noted the comments and highlighted that time constraints was a major factor agreeing the 

strategic principles were not perfect but they were the initial strategic outcomes which could be developed 
and changed.  Dr Povey confirmed that CCGs Board workshops had focussed on this previously and had 
given input towards the strategic outcomes.  It was now for the new CCG to look at and adapt them.  Dr 
Povey therefore suggested approving the purpose statement and strategic priorities with the 
recommendation that the new CCG review them as soon as possible.  It was therefore agreed to add in 
the narrative regarding improving healthcare outcomes and support the recommendation for the new 
CCG to review the strategic priorities to ensure they were still appropriate.   

 
17.7 Dr Pepper commented that he supported this approach and of the recommendation that the statement 

and priorities should be actively looked at within a further Board development workshop in April so that 
they could be ready to be represented in May.  Mr Vivian also gave his support for this approach and 
proposed that a small group of members be set up to look at the strategic priorities further.  Mr Trenchard 
added this was an opportunity to co-produce the strategic priorities with staff and gave his support for 
health improvement and partnership working which was critical for the new ICS.   

   
RESOLVE: NHS Shropshire CCG NOTED the recent development work the Governing Body members 
have undertaken and the outputs of these discussions 
  
RESOLVE: NHS Telford and Wrekin CCG NOTED the recent development work the Governing Body 
members have undertaken and the outputs of these discussions. 
 
ACTION:  It was agreed to add in the narrative regarding improving healthcare outcomes and support 

the recommendation for the new CCG to review the strategic priorities as soon as possible to 
ensure they are still appropriate. 

 
Minute No. GB-21-03.047 - Update on NHS Patient Safety Specialist   
 
18.1 Mrs Young presented this item and the following points were noted: 
 
18.2 Mrs Young advised this was an update further to a paper which was brought to Governing Board meeting 

in November 2020.  The CCGs had recruited to the post of patient safety specialist and since November 
2020 there had been a national review, which was published in February (appended in papers) which 
shifted the scope of the role to recognise the wider determinants around health inequalities and diversities 
and inclusion of references to certain groups.  Mrs Young commented the national update was there for 
information purposes and noted that some of the ambition had been amended to take account of this.  It 
was envisaged there would be a module which all staff would need to undertake with further modules for 
the patient safety specialist specifically. 

 
18.3 Mrs Young reported in terms of a local update, the CCGs had secured funding for this post substantively; 

however recruitment had been delayed due to management of change.  It was noted that as a system the 
local system meeting had been maintained which would deliver the strategy and report to the ICS Quality 
and Safety Committee in due course.  
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18.4 The CCG Governing Body were asked to note the content of the report and acknowledge the delay in 
recruitment to the role of patient safety specialist due to CCG Management of Change and approve the 
recommendation of an update being presented to the Governing Board meeting on a bi-annual basis.  
Members noted all the information and approved the recommendation. 

 
RESOLVE: NHS Shropshire CCG NOTED the content of the report and acknowledged the delay in 
recruitment to the role of patient safety specialist and APPROVED the recommendation of an updated 
being presented at the Governing Board meeting on a bi-annual basis.      

 
RESOLVE: NHS Telford and Wrekin CCG NOTED the content of the report and acknowledged the delay 
in recruitment to the role of patient safety specialist and APPROVED the recommendation of an updated 
being presented at the Governing Board meeting on a bi-annual basis.      
 
GOVERNANCE 
 
Minute No. GB-21-03.048 - Joint Board Assurance Framework (BAF) 
 
19.1 Ms Smith presented this item and reported there had been several discussions at the Audit Committee 

meetings in common regarding how risks are allocated on the joint interim BAF to Committees where it is 
pertinent or whether to retain them at Governing Body meetings and the new Governing Body going 
forward.  Ms Smith commented that the Audit Committee would take a view for the whole BAF but each 
Committee would look at their own individual risks and look at their own BAF risks. 

 
19.2 The Governing Body were asked to accept and note the content of this report; to support appendix A for 

assurance purposes; review the updated strategic risk position and confirm that the current level of risk 
was acceptable in line with actions outlined and discuss and approve the suggested allocation of BAF 
risks to Committees as outlined in section 1.4. 

 
19.3 Mrs Young highlighted that on page 131 (risk number 2, column 7) under section 2 had not quite made it 

to print and there was text missing from the document.  Mrs Young apologised and agreed to send the 
rest of the narrative to Ms Smith so that the document could be amended.  Ms Smith advised that when 
Committee meeting papers were PDF’d the format of the reports changed.  Ms Smith suggested that the 
BAF be sent out in word version in future so that the Governing Body could view the whole document.   

 
19.4 The Governing Body noted the context of the report and approved the suggestion of allocating BAF risks 

to Committees as outlined in section 1.4. 
 
RESOLVE: NHS Shropshire CCG NOTED the content of the report and APPROVED the recommendation 
of allocating BAF risks to Committees as outlined in section 1.4.  
 
RESOLVE: NHS Telford and Wrekin CCG NOTED the content of the report and APPROVED the 
recommendation of allocating BAF risks to Committees as outlined in section 1.4.  
 
Minute No. GB-21-03.049 - CCG Wellbeing Guardian 
 
20.1 Ms Smith presented this item for other NHS approval and noted there was a requirement for a Wellbeing 

champion to be appointed in NHS Trust and organisations and this had been outlined in the NHS Peoples 
Plan 2020-21.  Mr Vivian had volunteered to undertake this role for the two CCGs and the report 
proposed Mr Vivian was formally appointed to it. 

 
20.2 Discussion was held around the role of the Wellbeing Guardian and Ms Smith confirmed she had 

attended a webinar regarding the role of a Well-being Guardian and it was a developing picture with no 
prescribed definition of the role.  The Well-being Guardian role could be developed by organisations so 
that it can be aimed at their staff and related to the organisational risks.  The role would be the voice on 
the Governing Body relating to the wellbeing of CCG staff. 

 
20.3 Mr Vivian commented that as well as continuing his role as lay member for Patient and Public 

Involvement (PPI) and being Deputy Chair, he confirmed he had also volunteered for this role of Well-
being champion, advising the role would look at what or if any changes were impacting on the CCG staff.  
Mr Vivian proposed it would be useful to see a report being presented to the Governing Board meeting, 
twice a year reporting on the well-being of the CCG staff and discussions were ongoing about this.  Dr 
Povey acknowledged it was about how well-being was measured and much of this work would be linked 
to the staff surveys. 
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20.4 The Governing Body approved the appointment of Mr Meredith Vivian, Lay Member PPI and Deputy 
Chair, as the existing CCGs and new CCG Well-being Guardian until the end of his tenure as a 
Governing Body member. 

 
RESOLVE: NHS Shropshire CCG APPROVED the appointment of Mr Meredith Vivian, Lay Member PPI 
and Deputy Chair, as the existing CCGs and new CCG Well-being Guardian until the end of his tenure as 
a Governing Body member.      

 
RESOLVE: NHS Telford and Wrekin CCG APPROVED the appointment of Mr Meredith Vivian, Lay 
Member PPI and Deputy Chair, as the existing CCGs and new CCG Well-being Guardian until the end of 
his tenure as a Governing Body member.      

 
OTHER / COMMITTEE REPORTS FOR INFORMATION ONLY 
 
21.1 The following reports from the Chairs of the Governing Body Committees were received and noted for 

information only:   
 
NHS Shropshire CCG and NHS Telford and Wrekin CCG Joint reports: 
Minute Nos. GB-21-03.050 to GB-21-03.053  

 
 Audit Committees in Common – 20 January 2021 
 Joint Strategic Commissioning Committee – 20 January 2021 
 Finance & Performance Committees in Common – 27 January 2021  
 Quality & Performance Committees in Common – 27 January 2021 
 

For: NHS Shropshire CCG Only: 
Minute Nos. GB-2020-03.054 to GB-2020-03.056 
 

 South Shropshire Locality Forum – 6 January 2021 
 Shrewsbury and Atcham Locality Forum – 21 January 2021 
 North Shropshire Locality Forum – 28 January 2021 
  

For: NHS Telford and Wrekin CCG Only: 
Minute No. GB-21-03.057 

 
 Telford and Wrekin CCG Practice Forum – 19 January 2021  
  
21.2 Mr Vivian referred to the Joint Strategic Commissioning Committee (JSCC) notes from the meeting held 

on 20 January 2021 and asked for an update on the Shropshire care closer to home service which in the 
notes referred to this being under the Shropshire Integrated Place Partnership (ShIPP).  Dr Shepherd 
confirmed the ShIPP Board had not met since the first meeting in January 2021 and the next meeting was 
scheduled for April 2021.  Dr Shepherd advised care closer to home would be overseen and delivered by 
the ShIPP Board, however, there had been a slight delay due to an awaited decision from the JSCC as to 
whether a procurement process was needed or this service could be commissioned from providers.  It 
was noted the new chairs would meet in April and look at what actions would need to be taken forward.  
Work had been done on the terms of reference and actions would now be progressed.  Mr Trenchard 
commented that one of the big areas of work for the system was the out of hospital community model 
which aligns with the Futurefit work and in terms of investment; this was being looked at through the 
System Sustainability Committee. 

 
RESOLVE:  NHS Shropshire CCG Governing Body RECEIVED and NOTED for information the 
Committee Chairs’ reports as presented above.   
 
RESOLVE:  NHS Telford and Wrekin CCG Governing Body RECEIVED and NOTED for information the 
Committee Chairs’ reports as presented above.   
 
Minute No. GB-21-03.058 – Any Other Business  
 
22.1  Ms Smith raised an item of any other business and updated the members in relation to the registered 

nurse position for the CCG.  Ms Smith reported that Mrs Julie McCabe had resigned from her post as 
registered nurse from the two CCG Governing Bodies in January 2021 which left the CCG with a vacancy.  
Ms Smith confirmed that Ms Audrey Warren has been offered the post as registered nurse and asked for 
members' approval and support of this appointment advising all appointments would be ratified at the new 
CCG Board meeting in April.  The Governing Board noted the information and approved the appointment 
of Ms Audrey Warren as registered nurse.  
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RESOLVE:  NHS Shropshire CCG Governing Body RECEIVED and NOTED the information and approved 
the appointment of Ms Audrey Warren as the new registered nurse.     
 
RESOLVE:  NHS Telford and Wrekin CCG Governing Body RECEIVED the NOTED and approved the 
appointment of Ms Audrey Warren as the new registered nurse.     
 
22.2 Dr Pepper took the opportunity to highlight the departure of Dr Povey noting this was Dr Povey’s last CCG 

Board meeting.  Dr Pepper gave thanks to Dr Povey for all his hard work and took members through Dr 
Povey’s achievements since first joining the PCT in 2009, with the shadow CCG work in 2012 and then 
promotion to the Chair position of the CCG in 2015.  Dr Pepper advised that over the last 12 years Dr 
Povey had made many notable achievements and more recently with bringing the two CCGs together.  Dr 
Povey had been involved in work which included Futurefit from pre consultation stage and onwards, 
taking part in the development of the STP with it moving into an ICS including being part of the process of 
appointing an independent chair and in primary care settings encouraging premises development.  Dr 
Pepper confirmed there had been multiple procurement and commissioning achievements such as the 
community pain clinic service, community ophthalmology, orthopaedic pathways, end of life care, and 
overseeing change in mental health services from a hospital to a community based model and the 
procurement of 0-25 mental health services provision.   

 
22.3 Dr Pepper advised the Chair position was much more complex noting that Dr Povey had also been co-

chair of the Shropshire Health and Well-being Board and a member of the West Midlands Clinical Senate.  
Dr Pepper highlighted Dr Povey’s commitment and support to the development of leadership and 
encouragement of people, commenting the leadership that had been promoted within the CCG 
membership team with two cohorts of GPs having been through the leadership programmes and 
producing 12 individuals who had gone on to do leadership roles within the health economy including Dr 
Pepper.   

 
22.4 Dr Pepper went on to say that Dr Povey had made a huge contribution, with clinical leadership locally and 

the relationships with the membership, with CCG staff and the organisation as a whole.  Dr Povey has 
been a CCG chair alongside five Accountable Officers and has provided continuity and knowledge 
alongside being a practising GP.  Dr Povey is very highly respected in our healthcare community and has 
demonstrated ability and effectiveness across clinical and organisational domains, remaining articulate 
and providing challenge when needed, being a true leader.  Dr Pepper advised the bar had been set high 
and Dr Povey had consistently put healthcare of the population at the forefront.  Dr Pepper said as a 
friend, fellow board member, and as a GP he wanted to thank Dr Povey for all his hard work.  The 
Governing Board joined Dr Pepper in thanking Dr Povey for all his contributions and showed appreciation 
for all his hard work giving Dr Povey best wishes for his return to full time General Practice. 

 
22.5 Dr Povey thanked Dr Pepper and the Governing Board for their kind words and said it had been a joy and 

a great pleasure working with everyone, thanking everyone for all their help over his time whilst being at 
the CCG.   

 
DATE OF NEXT MEETING  
 

It was confirmed that the date of the next scheduled Governing Body Part 1 meeting is:  Wednesday 12 May 
2021 – time, venue and modality of the meeting to be confirmed nearer the time.    
 
Dr Povey officially closed the meeting at 12.45 pm.  

 
 

SIGNED ………………………………………………….. DATE ………………………………………… 
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NHS Shropshire and NHS Telford and Wrekin CCGs  
Extraordinary Governing Body Part 1 Meetings in Common 

 
Wednesday 24th March 2021 at 10am 

Via Microsoft Teams 
 
Present from Shropshire CCG 
 
Mr Meredith Vivian Deputy Chair and Joint Member for Patient and Public 

Involvement  
Mrs Claire Skidmore Joint Executive Director of Finance for Shropshire and Telford 

and Wrekin CCGs 
Mrs Rachael Bryceland Joint GP/Healthcare Professional Governing Body Member 
Ms Fiona Smith  Joint GP/Healthcare Professional Governing Body Member 
Dr Pepper    Joint GP/Healthcare Professional Governing Body Member 
Dr Pringle  Joint Vice Clinical Chair and GP/Healthcare Professional 

Governing Body Member 
Mr Steve Trenchard Joint Interim Executive Director of Transformation for 

Shropshire and Telford Wrekin CCGs 
Mrs Donna MacArthur  Joint Lay Member, Primary Care 
Mr Ash Ahmed Joint Lay Member, Patient and Public Involvement - Equality, 

Diversity and Inclusion 
Mr Keith Timmis  Lay Member, Governance, Shropshire CCG  
 
Present from Telford and Wrekin CCG 
 
Mr Meredith Vivian Deputy Chair and Joint Member for Patient and Public 

Involvement  
Mrs Claire Skidmore Joint Executive Director of Finance for Shropshire and Telford 

and Wrekin CCGs 
Mrs Rachael Bryceland Joint GP/Healthcare Professional Governing Body Member 
Ms Fiona Smith  Joint GP/Healthcare Professional Governing Body Member 
Dr Pepper    Joint GP/Healthcare Professional Governing Body Member 
Dr Pringle  Joint Vice Clinical Chair and GP/Healthcare Professional 

Governing Body Member 
Mr Steve Trenchard Joint Interim Executive Director of Transformation for 

Shropshire and Telford Wrekin CCGs 
Mrs Donna MacArthur  Joint Lay Member, Primary Care 
Mr Ash Ahmed Joint Lay Member, Patient and Public Involvement - Equality, 

Diversity and Inclusion 
Mr Geoff Braden  Lay Member, Governance, Telford and Wrekin CCG  
 
 
Attendees for both CCGs: 
 
Dr Julie Davies Joint Director of Performance for Shropshire and Telford and 

Wrekin CCGs 
Miss Alison Smith Joint Director of Corporate Affairs for Shropshire and Telford 

and Wrekin CCG 
Mrs Sam Tilley Joint Director of Planning for Shropshire and Telford and 

Wrekin CCGs 
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Ms Claire Parker Joint Director of Partnerships for Shropshire and Telford and 

Wrekin CCGs 
Dr Deborah Shepherd Joint Interim Medical Director for Shropshire and Telford and 

Wrekin CCGs 
Mrs Sonja Corfield  Minute Taker 

 
 
 Mr Vivian welcomed members to the NHS Shropshire CCG and NHS Telford and 

Wrekin CCG Governing Body meetings in common. 
  
Minute No. EGB-21-03.058 – Apologies 
 
1.1 Apologies noted from: 
 

Mrs Zena Young, Joint Executive Director of Nursing and Quality for Shropshire and 
Telford and Wrekin CCGs. 
Dr Martin Allen, Joint Secondary Care Doctor for Shropshire and Telford and Wrekin 
CCGs. 

 
Minute No. EGB-21-03.059 - Declarations of Interests 
 
2.1  Mr Vivian requested any declarations of interests for today’s meeting and Dr Pringle 

advised that he had completed a few days of locum working which has been 
submitted via email. Mr Vivian thanked Dr Pringle for his input. 

 
2.2 Mr Vivian checked with Miss Smith and confirmed that this declaration did not conflict 

with any item on the agenda. 
 
Minute No. EGB-21-03.060 – Single Strategic Commissioner – Close Down and 
Transition Plan 
 
3.1 Mr Vivian requested Miss Smith to set the scene and assist in any queries or 

questions and first outlined that the transition process had been an enormous 

exercise to get two organisations in to the position where a wholly new organisation 

could emerge. Miss Smith has led the line on this project and Mr Vivian went on to 

congratulate Miss Smith on driving the project forward. Mr Vivian sent his many 

thanks to all the directors and staff involved for all their hard in their own areas of 

expertise.  

3.2 Mr Vivian went on to hand over to Miss Smith to discuss the papers and any areas 

which may need particular attention.  

3.3 Miss Smith advised that she assumed everyone has read the report but wished to 

highlight the following points: 

 In December 2020 both Governing Bodies delegated to their respective Audit 

Committees the oversight of the due diligence and transition process. There 

has been a robust process of giving progress updates to Audit Committee 

which was documented in the report. Audit committees have been fully cited 

on all of the issues that arose and actions taken for addressing these.  
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 In section 2 - Governing Body Membership the AO position will be filled on a 

short term basis by Mrs Skidmore. This has now been issued to NHS England 

together with Mrs Clare as the interim Executive Director for Finance 

deputising for Mrs Skidmore whilst she is fulfilling the Interim AO role. 

 NHSE/I are due to imminently issue the Grant of Merger documents within the 

next few days. 

3.4 In terms of the staff due-diligence process this has been a huge piece of work which 

MLCSU HR team had been working on. Most of the staff records are kept on the 

ESR which makes the process of creating staff transfer documents more 

straightforward. However there have been additional lines of work that has been 

undertaken around things that are not captured on the ESR system such as 

secondment arrangements, excess mileage etc. but this has all been captured 

manually as part of the due-diligence process. The TUPE consultation has been 

completed with staff on Monday 22nd March 2021; this process ensured that staff 

transfer across to a new organisation with the same terms and conditions. Two 

issues have been identified from the consultation feedback; a difference in how 

annual leave is calculated in the annual leave policies between the two CCGs and 

that Shropshire CCG has a long service policy which Telford and Wrekin CCG does 

not. To address these issues the new Annual leave policy for the new CCG will use 

the Shropshire CCG calculation of rounding up to the nearest hour and the 

Shropshire CCG Long Service Policy will be adopted for the new CCG. 

3.5 Miss Smith highlighted that some Audit Committee members had sat on a panel 

meeting with the Head Internal Audit to scrutinise the due diligence process to 

ensure that workstreams were progressing eh work required and any issues were 

identified early in the process. A number of issues where identified which are have 

been or are being addressed. Audit Committee have also provided oversight to the 

due diligence tracker over the course of three meetings to look at the detail of 

progress which was attached for the Governing Bodies information. Miss Smith 

advised that some of the lines are showing ‘still in progress’ some of these are 

ongoing pieces of work with will not end until the 31st March 2021, for instance any 

disciplinary which might arise in this short period would need to be captured. Some 

items are ongoing due to the nature of the pieces of work for example the 

construction of a new ledger and ESR structure. 

3.6 Miss Smith went onto note that the NHS England Mergers Due-Diligence check point 

happened over the course of two days the 18th and the 25th February 2021 the 

outputs of which were very positive. The finding was the Due-Diligence process was 

very robust and no further detail was required. Mrs Sullivan, Regional Mergers Lead 

NHSEI response to Miss Smith and Mr Evans via email advised that this was the 

best Due-Diligence process that Mrs Sullivan had experienced in overseeing seven 

mergers that she had supported previously. Miss Smith went on to congratulate the 

teams involved across the two CCGs as they had done tremendous job in a very 

short space of time. 
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3.7 A further report to Audit Committees in the March meetings had included further 

information on the progress of reviewing and preparing new policies. There were a lot 

of policies still being reviewed and all policies had been captured on a policy tracker. 

Clearly Covid has meant that capacity within the teams to undertake these reviews 

was being focussed instead upon supporting the Covid 19 Vaccinations centres as a 

priority. This meant that there will be policies that will need aligning after the creation 

of the new CCG,  but a plan is in place which has been shared with the Audit 

Committee and there has been a risk analysis done on those in terms of finance, risk 

to patients, quality etc. The risk ratings have been documented within the report. It 

was agreed with the Audit Committees that post 1st April 2021 that progress against 

the policy tracker would be presented to the new Audit Committee on a regular basis 

to highlight any areas of concern that require intervention or escalating for further 

action or focus.  

3.8 Finally, Miss Smith highlighted that the commissioned report from Mills and Reeve 

who are legal advisers to both CCGs on the due-diligence process, had not yet been 

received but was expected by close of business on 24th March 2021. However, the 

feedback received verbally has been  that all information has been received apart 

from a handful of minor issues of checking accuracy of information provided which 

has now been completed. Mills and Reeve have also advised that what they have 

seen is robust, meeting all the due-diligence questions in the due-diligence tracker 

and do not foresee any issues of concern.  

3.9 Miss Smith added that the next steps are for NHSEI to issue the grant of merger, 

formal property transfer agreement and staff transfer agreement which is imminent 

this week so are prepared for transfer 1st April 2021 and also have a comprehensive 

programme of communication that is planned for the 1st April to all stakeholders, 

Governing Body members, practice membership and staff members of the CCGs. 

 
Questions and Queries 

 
3.10 Mr Vivian thanked Miss Smith and opened up to questions. 

3.11 Dr Pepper mentioned the due diligence process and particularly about data 

abstraction, systems migration, IT, security. Our IT infrastructure was completed in 

terms of listing but the part about how all the data held on the systems would migrate 

was stating “in progress” and 50% complete. Did Miss Alison Smith advise that is 

now much more progressed. Are the IT records going to transfer smoothly in the 

process?  

3.12 Miss Smith answered with this was on track and the issue was stated in the report to 

the Governing Body as a live issues at that point but by the 31st March.21 these 

issues will have been resolved. Mrs Skidmore added the assurance that all of the 

actions are in place to happen or have happened by now. It is where the information 

sits in the very background of the systems and making sure the data is assigned to 

the new organisation code and stored appropriately. 
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3.13 Miss Smith added that this is one area which NHSEI had focussed upon in the check 

point meetings as this was an area which has been acknowledged as not going 

smoothly in other CCG transition arrangements and they had asked specific 

questions around this area of planning to seek a greater level of assurance. Dr 

Pepper thanked Miss Smith for the information provided. 

3.14 Mrs Bryceland asked if there was going to be a joint website for the pathways and all 

the clinical information available from the 1st April 2021? 

3.15 Miss Smith advised the new website with look similar to Shropshire and Telford & 

Wrekin existing websites in terms of content. Design wise the content set out on the 

website will have a separate section for clinical policies so it would be readily 

available and easy accessible for clinical colleagues to access.  

3.16 Mr Vivian asks for any further comments or queries on the Due-Diligence process but 

there were no further comments made. 

3.17 Mr Vivian asked members of the Audit Committees specifically if there were any 

comments they wished to add.  

3.18 There were no comments from the Audit Committee members. 

Communications 

3.19 Mr Vivian asked that the communication out to stakeholders and the membership 

included both a vote of thanks to those that had enabled the CCGs to complete this 

transition and also a clear message as to the benefits of creating a single CCG for 

patients and the wider health system. Miss Smith agreed to ensure that the 

communication included these points. 

Policy Alignment 

3.20 Mr Vivian talked about some policies will require significant amount of work and 

possibly engagement with the population effected, which could not be done overnight 

and some policies, such as the IVF may be highly controversial. These would need to 

be managed very carefully and asked the Governing Bodies to note that policy 

alignment would need to continue to have regular oversight by the new Audit 

Committee. 

3.21 Dr Shepherd added that clinical policies are being reviewed; the fertility policy 

specifically is sitting with Dr Shepherd at the moment. And she was planning to take 

it to the Strategic Commissioning Committee for discussion next month and will be 

subject to discussion and if appropriate patient engagement and consultation.  

3.22 Dr Davies wanted to discuss in terms of the correspondence to staff about the new 

employment arrangements, when are the letters going to be circulated to staff? 

3.23 Miss Smith responded to Dr Davies that there are two letters that go out, one letter 

will go out in the next few days from the current employer to the member of staff to 

confirm that they will be transferred.  The member of staff will then receive a second 

letter from the new organisation to confirm they have been received into the new 

organisation as an employee. 
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3.24 Miss Smith thanked all staff across the two CCGs for their efforts in completing a 

significant piece of work in a short amount of time which had been recognised as an 

exemplar. 

3.25 Mr Vivian then proceeded to take the recommendation for each Governing Body in 

turn: 

NHS Shropshire CCG Governing Body noted the content of the report and agreed 
that sufficient action and planning had taken place to provide assurance that the 
CCG will by the deadlines set, have completed a robust due diligence process to 
support the transition to a single CCG in April 2021. 

 

NHS Telford and Wrekin CCG Governing Body noted the content of the report and 
agreed that sufficient action and planning had taken place to provide assurance that 
the CCG will by the deadlines set, have completed a robust due diligence process to 
support the transition to a single CCG in April 2021. 

 

Minute No. EGB-21-03.061 – Any Other Business 

4.1 There were no further items raised for discussion. 

4.2 Mr Vivian thanked everyone for their time and trouble and attending the meeting. Mr 

Vivian thanked Miss Smith for getting the CCG’s to the point of transition.  

Mr Vivian closed the meeting at 10:33am  
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NHS Shropshire, Telford and Wrekin CCG  
Governing Body's Extraordinary Part 1 Meeting 

 
Wednesday 14th April 2021 at 11:00am 

Via Microsoft Teams 
 
Present from Shropshire, Telford and Wrekin CCG 
 
Dr John Pepper Chair  
Mr Meredith Vivian Deputy Chair and Lay Member for Patient and Public 

Involvement  
Mr Geoff Braden Lay Member for Governance 
Miss Alison Smith Director of Corporate Affairs  
Mrs Donna MacArthur  Lay Member, Primary Care 
Mrs Claire Skidmore Interim Accountable Officer 
Dr Julie Davies Director of Performance  
Mr Steve Trenchard Interim Executive Director of Transformation  
Ms Claire Parker Director of Partnership  
Dr Martin Allen  Secondary Care Doctor Governing Body Member 
Dr Deborah Shepherd Interim Medical Director 
Dr Stephen James Interim Chief Clinical Information Officer  
Dr Adam Pringle  Vice Clinical Chair and GP/Healthcare Professional Governing 

Body Member 
Dr Michael Matthee  GP/Healthcare professional Governing Body Member 
Dr Mary Ilesanmi  GP/Healthcare professional Governing Body Member  
Mrs Rachael Bryceland GP/Healthcare Professional Governing Body Member 
Ms Fiona Smith GP/Healthcare Professional Governing Body Member 
Mrs Laura Clare Interim Executive Director of Finance 
Mrs Audrey Warren  Registered Nurse Governing Body Member 
Ms Vanessa Barrett Chair, Healthwatch Shropshire 
 
Mrs Sonja Corfield  Minute Taker 
 
Minute No. GB-21-04.01 – Apologies 
 
Apologies noted from: 
 
Mrs Zena Young Executive Director of Nursing and Quality  
Mrs Sam Tilley Director of Planning 
Mr Ash Ahmed Lay Member for Patient and Public Involvement - Equality, 

Diversity and Inclusion 
 
 
 
 
Minute No. GB-21-04.02 – Members Declarations of Interests 
 
  Dr Martin Allen has been invited to attend the NHSEI Working Group looking at the 

use of the new blended payments and incentive of payments of innovation. Dr Allen 
will update his Declaration of Interests accordingly 



2 

 

. 
 

Minute No. GB-21-04.03 – Adoption of Key Transition Documentation: 
 
 Miss Alison Smith advised that the purpose of this item was to present the 

documentation which has been issued to NHS Shropshire, Telford and Wrekin CCG, 

by NHS England and NHS improvement following the completion of the due diligence 

process and the discharge of the conditions that were imposed following the 

successful application process. The documentation is for the new Governing Body of 

the new CCG to receive and note, and Miss Smith asked the Governing Body to note 

particularly the grant of merger and legal transfer of all staff and property assets and 

liabilities from the two pre-existing CCGs, NHS Shropshire CCG and NHS Telford & 

Wrekin CCG to the new CCG. This also included the new delegation agreement 

between the new CCG and NHS England for the delegated responsibility to 

commission primary care services across the whole geographical foot print of 

Shropshire, Telford & Wrekin.  

Miss Smith drew Governing Body Members’ attention to the Constitution and 

Governance Handbook which was also attached to the report and reminded the 

Governing Body that there had been a lengthy process of a consultation with the two 

then memberships of the two existing CCGs on the content of both of these 

documents culminating in a vote to approve, which resulted in the Constitution and 

Governance Handbook being submitted to NHS England and NHS Improvement. 

During the consultation period, one area of disparity between the Governance 

Handbook and the Constitution was highlighted. The Governance Handbook, which 

included the scheme of reservation and delegation, had included a delegation from 

the Governing Body to the Audit Committee to approve the final accounts and annual 

report on behalf of the Governing Body. However, the terms of reference of the Audit 

Committee outlined in the Constitution that the Governing Body still retained the 

approval process for final accounts and annual reports. Given the current way of 

working at the time of the two CCGs, which was to have delegation to the Audit 

Committees to approve the annual accounts and annual reports, the Constitution was 

changed in line with the scheme of reservation and delegation in the Governance 

Handbook and following membership approval submitted to NHSE/I. On receipt of 

the documents NHSE/I have asked in the letter to the Accountable Officer 

accompanying the Grant of Merger document that the CCG reconsiders this 

delegation which they believe is contrary to best practice and amend both documents 

so that the Governing Body approves final accounts and annual report. 

Miss Smith went onto explain that, in light of the request form NHSE/I to reconsider 

this issue the report proposes to change the Governance Handbook on page 9 to 

reflect that the Governing Body still retains the approval for final accounts and final 

report. Miss Smith confirmed that under the Constitution the Governing Body has the 

ability to amend the content of the Governance Handbook without further ratification 

from the Membership. 
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The report also proposes to amend the Constitution as shown on pages 43-44 as 

track changes. Miss Smith confirmed that under section 1.4.2 of the Constitution the 

Governing Body could approve, on the recommendation of the Accountable Officer,  

non-material changes to the Constitution where these will not be changing the 

reserved powers of the membership. Miss Smith confirmed that the report 

recommended that the proposed change was made under this clause in the 

Constitution as it was neither a material change not amending the reserved powers 

of the membership and would align with the Governing Body retaining the approval of 

annual accounts and the annual report in the Governance Handbook.  

 Mr John Pepper confirmed there were no questions on the content of the paper and 

the Governing Body: 

 Received the grant of merger 

 Received and adopted the property transfer scheme 

 Received and adopted the staff transfer scheme 

 Received and adopted the Constitution and Governance Handbook with 

highlighted amendments as outlined in the report; and 

 Received and adopted the primary care delegation agreement 

 
Minute No. GB-21-04.04 – Confirmation of Key Roles 
 
 Miss Alison Smith highlighted that appointment to the Governing Body roles outlined 

in the paper had been reported to the Governing Body meetings in Common of NHS 

Shropshire CCG and NHS Telford and Wrekin CCG in the last financial year and the 

purpose of the paper was for the Governing Body of the new CCG to ratify these 

appointments. 

 Miss Smith highlighted two amendments; one in section 3 where the title ‘Health and 

Wellbeing Guardian’ should read ‘Wellbeing Guardian’ which Mr Meredith Vivian had 

been appointed to and the second was a miss-spelling of Dr Deborah Shepherd’s 

name which Miss Smith apologised for. 

 Mr Meredith Vivian raised a query regarding the Primary Care Commissioning 

Committee as a statutory body delegated from NHSE/I and asked if the Lay Member 

for Primary Care was required to be a statutory role.   

Miss Alison Smith explained that the statutory roles on the Governing Body were the 

Lay Members for Governance and the Lay Member for Patient and Public 

Involvement as these are set out in the legislation. The Lay Member linked to Primary 

Care is described as a mandated role by NHSE, because it had delegated the 

Commissioning of Primary Care to the CCG and the requirements in the delegation 

agreement was to create a standalone Primary Care Commissioning Committee that 

had a Lay member chairing it.  
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The majority of CCGs at the time of taking the delegation for primary care, only had 

two Lay Members under the legislation which resulted in the CCG recruiting an 

additional Lay Member to be solely focused on the primary care agenda.  

There were no further questions and the Governing Body approved the appointments 

outlined in the report. 

Minute No. GB-21-04.05 – Due Diligence Assurance Report 

Miss Alison Smith introduced the report and reminded the Governing Body that this 

information had been presented to the previous Governing Body meetings in 

common of the two previous existing CCGs.  

 Miss Smith drew the Governing Body Members’ attention to the reference to the legal 

advisors; Mills and Reeve report which had not been available for presentation at the 

Governing Body meetings in common in March. Mills and Reeve had been 

commissioned by the two previous CCGs to have oversight of the due-diligence 

process and were provided with all the due diligence information so they were fully 

conversant with the full details. The conclusion from Mills and Reeve report was 

there has been a very comprehensive robust due diligence exercise undertaken.  

However, the report outlined three areas which were also included in the risk and 

issue section of the Governing Body report. These issues were as follows: 

 Harmonisation of policies was presented and discussed at the Governing Body 

meetings in common in March. Work had already taken place prior to the Mills and 

Reeve recommendation in their report around prioritisation and rag rating. This 

action was still on-gong. The Corporate Affairs Manager was taking an oversight 

of the policies and liaising with each of the policy owners for those who still had 

yet to be aligned and ratified. They will keep a close watch on this and it had been 

agreed to bring a regular report to the Audit Committee to show progress against 

the policy tracker to provide assurance through that mechanism. 

 There were some contracts that the two CCGs had with the same suppliers but on 

different terms which would need to be aligned. However, the Deputy Director for 

Contracting had compiled two registers of both health care contracts and goods 

and services contracts and will be working with each of the contract owners to 

look at the contracts and find out which can be aligned and how this could be 

achieved. The approach will need to be pragmatic as the CCG is unlikely to exist 

beyond April 2022, so they will need to be prioritised in line with available staff 

capacity. 

 Conditions, recommendations and due diligence tracker all needed to be 

completed. Miss Alison Smith and Ms Kate Owen were following up on all of the 

outstanding actions and outstanding areas of work that were forecast to go 

beyond the 31st March 2021, such as setting up the new ESR staffing structure, 

creating the new ledger etc. which. Miss Smith agreed to monitor this process and  

produce a report to the Audit Committee to give a full update on any outstanding 

actions.  

Dr Adam Pringle raised a concern on the risk matrix, particularly the policy 
disinvestment item which was categorised as a high risk and asked for clarification on 
the type of risk identified.  
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Mrs Claire Skidmore confirmed that the risk related to the absence of policy describing 
how disinvestment is calculated. Mrs Claire Skidmore added that there is mitigation in 
place as the work to harmonise and re-draft that policy is already underway. The plan 
for that policy is to be presented to the Strategic Commissioning Committee at the end 
of April 2021. Mrs Skidmore acknowledged there was a short timeframe for mitigating 
that risk and ensuring that policy was in place. 
 
Dr John Pepper noted that NHS England/Improvement now has to be sighted on all 
investments and disinvestments. Mrs Skidmore responded that the system process is 
in place now, but that this policy is internal to the CCG and is still needs to be followed 
in parallel with the system process. 

 
Dr John Pepper thanked Mr Adam Pringle and Mrs Claire Skidmore for their 
contributions. 
 
Dr John Pepper thanked Miss Alison Smith for her hard work, and noted the positive 
comments in the Mills and Reeve report. He went onto note that this had been a huge 
piece of work. Miss Smith responded by thanking all those members of staff in both 
CCGs who had contributed to the transition process. 
 

The Governing Body noted the report. 

 

 
Minute No. GB-21-04.06 – Next Meeting 

Wednesday 12th May 2021 at to be confirmed via MS TEAMS. 

Meeting closed at: 11:23am.  



 
 

 
 

  
Actions from the Part I SCCG and TWCCG Governing Body meetings in common – 10 March 2021           Agenda Item – GB-2021-05.063 

Shropshire Clinical Commissioning Group (SCCG) and Telford and Wrekin CCG (TWCCG) 

ACTIONS FROM THE GOVERNING BODY PART 1 MEETINGS IN COMMON – 10 MARCH 2021 

Agenda Item Action Required By Whom By When Date Completed/ 
Comments 

GB-21-03.055 – 
Minutes of the Previous 
Meeting – 13 January 
2021 

 
Ms Parker to circulate the Partnership Board terms 
of reference and feedback to the Governing Body 
and Healthwatch following the Partnership Board 
meetings. 
 

 
Ms Claire Parker 

 
Next meeting 

 
 

GB-21-03.055 – 
Minutes of the Previous 
Meeting – 13 January 
2021 

 
The agreed amendments to be made to the draft 
minutes as noted in paragraph 6.1. 

 
Mrs Sandra Stackhouse 

 
 

 
Completed 

GB-21-03.036 –  
Matters Arising 
b/f GB-21-01.004 – Draft 
ICS Application 
 

 
Mr Evans to arrange for a copy of the draft ICS 
application to be circulated to Members for 
information. 
 
Mr Evans to double-check whether the draft ICS 
application can be published in the public domain. 
   
 
 
 
Mr Evans to update Governing Body Members on the 
ICS application and the outcome following the 
regional and national panel meetings. 
  

 
Mr David Evans  
 
 
 
Mr David Evans 
 
 
 
 
 
Mr David Evans 
 

 
 
 
 

 
Completed 
 
 
 
The draft ICS 
application could not 
yet be published due 
to it being a draft 
application. 
 
Feedback not yet 
received from the 
national panel.  
Some feedback had 
been received from 
the regional meeting 
and actions were 
being taken forward.  
There was nothing of 
significant concern. 
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Agenda Item Action Required By Whom By When Date Completed/ 
Comments 

GB-21-03.036 – 
Matters Arising 
[b/f GB-20-01-010 –  
Shropshire CCG Strategic 
Priorities] 
 
 
 
 
 
 
 
 

 
Dr Davies to share the data on the ambulance crew 
on-scene timings with Members when received. 
[Updates provided by Dr Davies:  
09.09.20 Information has been requested to include 
data from April, which was expected to be received 
for presentation at the next meeting. 
11.11.20 WMAS have still not provided the data 
requested – this has been escalated to the Regional 
Commissioner]  
13.1.21 - Data has now been received and the CCG 
BI team are currently analysing it. Verbal update on 
findings to be given at the meeting. 

 
Dr Julie Davies / 
Mr Steve Trenchard 
 
 
 
 
 
 
 
 
 
 
 

 
Next meeting 
 
 
 
 
 
 
 
 
 
 
 

 
Further analysis was 
ongoing in order to 
take out site to site 
transfers of patients 
done by ambulance.  
A paper would be 
brought back to the 
next Governing 
Board meeting in 
May to formally close 
this action. 
 

GB-21-03.036 – 
Matters Arising 
b/f GB-20-07.084 – 
[Update on SEND 
Inspection Report] 
 

 
The Executive Team to agree a process for 
providing the Governing Body with assurance 
around SEND. 
 

 
Ms Claire Parker 
 

 
May meeting 
 

 

GB-21-03.036 – 
Matters Arising 
b/f GB-20-11.123 – 
[Quality and Performance 
Report] 

 
Mrs Young to bring back findings from the Niche 
consultancy report into the SI processes at SaTH 
and the system deaths analysis.  
 

 
Mrs Zena Young 

 
May meeting 

 
The Niche report is 
delayed due to 
COVID-19 activity 
impacting on staff 
availability.   
 
Report on the May 
Board Meeting.  
Action closed 
 

GB-21-03.036 – 
Matters Arising 
b/f GB-20-11.123 – 
[Quality and Performance 
Report 
 

 
Mrs Young confirmed that the work on the case 
reviews had just taken place and a report would be 
presented to the next meeting.     
 

 
Mrs Zena Young 

 
May meeting 
 

 
The Niche report is 
delayed due to 
COVID-19 activity 
impacting on staff 
availability.  
 
Report on the May 
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Agenda Item Action Required By Whom By When Date Completed/ 
Comments 

Board Meeting.  
Action closed. 

GB-21-03.036 – 
Matters Arising 
b/f GB-21-01.010 – 
[Quality and Performance 
Report] 
 

 
Mrs Young and Ms Cawley to meet to further discuss 
Healthwatch running a ‘Hot Topic’ on Neurology. 
13.1.21 - A meeting has been arranged with a Quality 
Team member. 
 

 
Mrs Zena Young / 
Ms Lynn Cawley 

 
May meeting 
 

 
Ms Cawley was still 
due to meeting with a 
quality team 
member.   Ms 
Cawley and Mrs 
Young to liaise in 
relation to the current 
position with the 
system quality 
oversight 
arrangements which 
are under review 
from an ICS 
perspective. 
 
Action closed. 
 

GB-21-03.036 – 
Matters Arising 
b/f GB-21-01.016 – 
[Digital Update  Report] 

 
Dr James to arrange to have the information on the 
digitised ReSPECT form re-circulated to practices, for 
information. 
13.1.21 - Dr James confirmed that the Integrated Care 
Record, CareCentric, contains a module called Care 
Flow Connect which supports case management and 
multidisciplinary team (MDT) working. It is accessible 
to MDT members via the web or an app. 
 
 
Dr James to present a Digital Update Report to the 
Governing Body meetings on a quarterly basis. 
 
Digital Update Report to be included on the Governing 
Body May agenda. 
 

 
Dr Stephen James 
 
 
 
 
 
 
 
 
 
Dr Stephen James 
 
 
Mrs Sandra Stackhouse 

 
As soon as possible 
 
 
 
 
 
 
 
 
 
May meeting 
 
 
May meeting 

 
Dr James gave his 
apologies noting that 
the information on 
the digitised 
ReSPECT form 
would be re-
circulated to 
Practices 
immediately.   
 
Included on May 
agenda 
   
Complete 
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GB-21-03.036 – 
Matters Arising 
b/f GB-21-01.017 – 
[Update on System 
Improvement Plan] 

 
Mr Trenchard to arrange to include in the Primary 
Care Newsletter the link to further information on 
psychological health and well-being support for staff. 

 
Mr Steve Trenchard/ 
Ms Claire Parker 

 
As soon as possible 

 
Ms Parker to check 
whether information 
had been included in 
the Primary Care 
Newsletter with a 
link to further 
information on 
psychological health 
and well-being 
support for staff.  
 

GB-21-03.036 – 
Matters Arising 
b/f GB-21-01.018 – 
[SEND Inspection Report 
and Written Statement of 
Action (WSOA)] 

 
Ms Parker to present an update on SEND to the 
Governing Body’s meeting in May. 
 
An item on SEND to be included on the May agenda. 
 

 
Ms Claire Parker 
 
 
Mrs Sandra Stackhouse 

 
May meeting 
 
 
May meeting 

 
 
 
 
 
 

GB-21-03.036 – 
Matters Arising 
b/f GB-21-01.019 – 
[Integrated Urgent Care 
Implementation Review 
Final report] 

 
Ms Parker to confirm whether the palliative care 
service is commissioned by SaTH or the CCGs. 

 
Ms Claire Parker 

 
As soon as possible 

 
Ms Parker confirmed 
she had asked Mrs 
Tracey Jones who 
was the lead for the 
end of life work to 
clarify this 
information and to do 
a breakdown of the 
service.  Ms Parker 
would feedback to 
the Governing Board 
once the detail was 
available.   
 

GB-21-03.038 – NHS 
Shropshire CCG and 
NHS Telford and Wrekin 
CCG Quality and 
Performance Report 
 

 
Dr Davies to raise 14 day rule for paediatrics and 
children at the Cancer Group meeting and liaise with 
Dr Matthee on how to take this work forward. 
 

 
Dr Julie Davies 

 
May meeting 
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Performance 
 

GB-21-03.038 – NHS 
Shropshire CCG and 
NHS Telford and Wrekin 
CCG Quality and 
Performance Report 
 
Quality 
 

 
Mr Trenchard to liaise with MPFT regarding Dr 
Matthee receiving feedback and responses.  
 
Agreed the error on page 52 of the quality report 
relating to the never event be amended to read ‘the 
never event identified there was an immediate 
learning point’.  Also agreed the error in section 2.3 of 
the quality report be amended so that the information 
was moved from section 2.3 to 2.9 of the report 
relating to MPFT.  It was agreed these errors be 
captured and the amendments made for future 
reports.  
 

 
Mr Steve Trenchard 
 
 
Mrs Sandra Stackhouse 

 
May meeting 
 
 
May meeting 

 
 
 
 
Action closed 

GB-21-03.040 – 
Maternity Update 

 
Mrs Young agreed to look at the MVP website to see 
what material was detailed there. 
 
Following discussion regarding the target for 
caesarean sections, clarification was requested in 
relation to the figures.  Mrs Young agreed to look at 
these figures and clarify the data. 
 

 
Mrs Zena Young 
 
 
Mrs Zena Young 

 
May meeting 
 
 
May meeting 

 

GB-21-03.041 – NHS 
Shropshire CCG and 
NHS Telford and Wrekin 
CCG Finance and 
Contracting Report 
including Quality, 
Innovation, Productivity 
and Prevention (QIPP) 
schemes 

 
Mrs Skidmore agreed to look at the point regarding 
savings in neurology and the interpretation of the 
narrative. 

 
Mrs Claire Skidmore 

 
May meeting 
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GB-21-03.042 – 2021/22 
Plan Update 

 
Mrs Skidmore agreed to keep Board Members briefed 
on QIPP Planning progress through informal channels 
as well as the formal routes. 

 
Mrs Claire Skidmore 

 
Ongoing 

 

GB-21-03.045 – Update 
on the System 
Improvement Plan 

 
Mr Trenchard to bring a report back to the May 
Governing Board meeting detailing the alignment of 
schemes with the SIP. 

 
Mr Steve Trenchard 

 
May meeting 

 

GB-21-03.046 – Single 
Strategic Commissioner 
– Vision and Strategic 
Objectives 

 
It was agreed to add in the narrative regarding 
improving healthcare outcomes and support the 
recommendation for the new CCG to review the 
strategic priorities as soon as possible to ensure they 
are still appropriate. 
 

 
Dr John Pepper 

 
May meeting 
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NHS Shropshire, Telford and Wrekin CCG  
Governing Body Part 1 Meeting  

 
Wednesday 14th April 2021 at 11:00am 

 

 Agenda  
Item 
 

Action Actioned 
By 

Date 

1. GB-21-04.02 
Members  
Declaration of  
Interests 

 
Dr Allen to update his declaration of interest form to include his new conflict of interest. 

 
Dr Martin Allen 

 
 

 
Complete 

 

2. 

GB2-21-04.04 
Confirmation of 
Key Roles 

 

Miss Smith to arrange the amendment in Section 3 of the report from ‘Health and Wellbeing Guardian’ to 

‘Wellbeing Guardian’.  Also to amend the spelling of Dr Shepherd’s surname. 

 
Miss Alison 

Smith  

 
Complete 
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REPORT TO: NHS Shropshire, NHS Telford and Wrekin CCG Governing Body meeting on 12th May 2021 
 

Item Number: Agenda Item: 

GB-21-05.014a Performance Report 
 

 

Executive Lead (s): Author(s): 

Julie Davies 
 
Director of Performance 
julie.davies47@nhs.net 

 

 

Action Required (please select): 

A=Approval  R=Ratification  S=Assurance x D=Discussion  I=Information x 

 

History of the Report (where has the paper been presented: 

Committee Date Purpose  

(A,R,S,D,I) 

Quality & Performance Committee 

 

28th April 2021 S, D, I 

 

Executive Summary (key points in the report): 

 

Due to exceptional circumstances for this month only the performance report being presented to Governing Body is the same one that went to the 
last Quality & Performance Committee in April. 
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As a result of the ongoing pandemic situation, the scope and detail of this report are limited due to suspension of many of the data flows. 
Performance against certain indicators is expected to continue to deteriorate in this period (for example, RTT waiting lists). Recovery planning is 
now underway as Covid demand has reduced to very low levels. The draft recovery plans for the first half of 21/22 (referred to as H1) will available 
in early May and final plans are due to be submitted to NHSEI in early June. It is not clear yet how and when the performance reporting will recover 
and how the elective recovery will be routinely monitored by NHSEI. The CCG will of course adapt its reporting to meet the regulator requirements.  

 

The CCG Governing Body, at a recent board development workshop, agreed to adopt the ‘Making Data Count’ Methodology for its data reporting. 
This will take a few months to implement as staff require training, new reports will need to be constructed and it will also require enough data points 
of any new metrics to be collected for the statistical process control (SPC) methodology to be applied.  

Performance measures related to the Urgent and Emergency Care environment locally remain challenging in particular in relation to the 4 hour 
treatment standard for A&E though there has been an improvement through March as a result of some of the process changes being enacted. 
Ambulance handover delays in excess of 1 hour have also improved notably at PRH. 

The NHS111 First Initiative continues to show positive indications of achieving objectives even though true measurement of impact is difficult in the 
current circumstances. 

Elective activity at local providers has continued to recover gradually following the January Covid wave. Redeployment of staff to the Covid 
vaccination programme and staff taking of deferred leave will continue to limit capacity for the next few months. Consequently, waiting times for 
Elective care and Diagnostics continue to show high numbers of long waiters. Planning is underway for the first half of the 2021/22 financial year 
aiming to restore as much elective capacity as possible, deal with the most urgent cases first whilst still providing capacity for any future Covid 
upsurge. 

In general, cancer performance has held up reasonably. Staffing and capacity shortages have impacted since Christmas but recovery plans are in 
place to achieve performance standards in the summer months.  

IAPT activity remains well below targeted levels due to lower levels of presentation and the CCGs recovery in this will be dependent on the mental 
health priorities for investment to be agreed for the 2021/22 year. 
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Implications – does this report and its recommendations have implications and impact with regard to the following: 

 

1. Is there a potential/actual conflict of interest? 

 

No 

2. Is there a financial or additional staffing resource implication? 

 

No 

3. Is there a risk to financial and clinical sustainability? 

 

No 

4. Is there a legal impact to the organisation? 

 

No 

5. Are there human rights, equality and diversity requirements? 

 

No 

6. Is there a clinical engagement requirement? 

 

No 

7. Is there a patient and public engagement requirement? 

 

No 

 

Recommendations/Actions Required: 

 

The Governing Body is asked to note:- 

 the content of the report,  

 that the Quality & Performance Committee agreed as it will take several months to develop the new Making Data Count Report, during that 
time, the interim reports will be a combination of the old and new methodologies at programme level until all staff have been trained and the 
all data flows are in place 

 the current actions being taken to address the issues identified. 
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1 Key Performance Challenges 

At month 11 of 2020/21, unless otherwise indicated 

Area Indicator Target or 
National 

rate 

Latest Position Change from 
last period 

Headline issues/actions 

SCCG TWCCG SCCG TWCCG 

A&E 4-hour A&E  
(SaTH, M12) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

95% 71.3% 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Walk-in attendance to ED at both sites increased markedly during March. 
This seems particularly to have been associated with resumption of schools 
at the beginning of the month as a substantial part of the increase is in the 
under 16 age bands. The increase is more noticeable at the PRH site. 
 
Ambulance attendances have, by contrast, remained relatively stable with 
comparatively little variation. This would add support to a view that suggests 
there is a core level of ‘serious’ need which are delivered by ambulance and 
which has remained quite stable before and during the Covid pandemic, 
albeit with significant day to day variances. The variable factor in A&E 
activity would therefore appear to be the Walk In activity at the less serious 
end of the severity spectrum. It is this section of demand which has shown 
most volatility and responsiveness to external events. 
 
Performance against the 4 hour standard has improved at both sites during 
March particularly at PRH. This follows from some of the work being done 
with ECIST to improve operational processes including MADE (Multi Agency 
Discharge Event) reviews at both sites 
 
In March, the SaTH reported 23 over-12-hour breaches which were mainly 
linked to volumes of arrivals, overall flow and the complexity of managing 
varying numbers of COVID +ve and –ve within the emergency departments. 
Despite much lower levels of Covid generally, the trust clearly needs to 
continue to operate these IPC processes to ensure risk is minimised. 
 
The initiatives identified under the Winter Plan umbrella have been reviewed 
and recommendations made as to which should be incorporated into 
business as usual. Planning for next winter has commenced and a 
workshop is being scheduled for early May to identify potential initiatives to 
deal with demand for the winter of 21/22.  
 
The NHS111 First project continues to operate and will be migrated into 
business as usual as the work has now settled into a standardised set of 
processes and arrangements. Numbers continue to be encouraging and 
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there remains no evidence that the process has increased propensity for the 
local population to call NHS111, nor that more callers are being directed 
toward the ED. 

 Over 1 Hour 
Ambulance handover 
delays (SaTH, M11) 

0 177  
 
 
 
 

In March, SaTH reported 177 ambulance handover delays of over 1 hour 
with 72% (127) of these occurring at RSH. This represents an improvement 
in performance which is most noticeable at PRH. Preliminary data indicates 
this improving position has been continued into April. Delays do still tend to 
occur but these are more likely to be concentrated into a smaller number of 
individual days when concentration of ambulance arrivals is particularly 
problematic.  

RTT 

Referral to Treatment 
within 18 weeks 

92% 59.3% 60.7% 

  As the impact of emergency demand from the Covid pandemic has reduced 
since the January peak, elective services are beginning to be restored 
across both main providers. Elective capacity is still limited in terms of 
Theatre capacity primarily due to staffing availability and capacity is further 
reduced by the need for staff to take some well-earned and deferred annual 
leave. 
 
The CCG and providers are currently planning the level of activity that is 
realistically achievable for the first 6 months of the 2021/22 financial year. 
This will focus on ensuring there is adequate coverage for any further Covid 
wave but will concentrate more on the restoration of elective capacity. Plans 
will include making some use of Independent Sector providers.  
In this planning process priority will still be given to provision of cancer care 
and other urgent elective care arrangements including diagnostic capacity.  
 
Between 75% and 80% of the CCGs total of over 52 week waiters are at 
SaTH or RJAH, the remainder being at out of county providers. 
 
 
Given the scale of the backlog, it must be anticipated that recovery in the 
waiting times and reduction in waiting numbers will take some time to make 
any significant headway. Although routine referrals from Primary Care 
remain around 30% lower than pre-Covid levels, the planning assumption is 
that this will gradually return to normal levels over the summer months. This 
will add numbers to the waiting list at an increasing rate and as capacity is 
likely to be below normal levels for some time, the expectation unfortunately 
has to be for an increase in numbers waiting for a period before any 
reduction is observed. 

Referral to Treatment 
waits > 52 weeks 

0 2594 1396 
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Diagnostic waits of 
more than 6 weeks 

1% 32..6% 33.6% 
 

 
 

Imaging capacity enhancements remain in place and activity levels have 
been maintained at an encouraging level over the past few weeks. 
Endoscopy capacity, however, is still challenged due to the aerosol 
generating nature of many of the procedures.  Good progress is being made 
in reducing waits over 6 weeks for diagnostic tests. Continued progress with 
this is dependent on retaining existing levels of capacity which is being 
supplemented by additional external and in house provision. Plans for the 
first half of the 21/22 financial year are being constructed on the assumption 
that the additional facilities are retained.  Current expectations are for 
replacement scanning facilities to come on line at PRH in May and for a new 
Imaging Pod to be operational from August. A business case is being 
progressed through SaTH to extend the external contract for a mobile CT 
scanner, although this may now be at risk due to the mobile capacity being 
managed at a national contract level. 
 
Staffing resources for Imaging remain a risk for this and other health 
economies. 
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Cancer 
waits 

2 week wait  
from urgent referral 

93% 84.5% 80.6% 

  2ww cancer (and 2 week symptomatic breast) performance deteriorated due 
to the capacity issues in the breast cancer service due to IPC requirements 
now addressed by the completion of estates work. An improvement trajectory 
to address the metrics for both the suspected cancer and symptomatic 
pathways has been put forward that shows the performance being recovered 
by the beginning of July. The breast team have reported that they believe this 
will be met. The team are putting on extra WLI capacity wherever possible 
and have been discussing with the CCG how the referral pathway can be 
best used by general practice, especially regarding women presenting with 
breast pain only as a symptom.  
 
 
 
62 day cancer performance is coming under increasing pressure due to the 
impact of the Covid surge. The CCG requested an impact assessment from 
SaTH to understand the potential consequences of this. SaTH continue to 
have weekly calls with West Midlands Cancer Alliance (WMCA) to explore if 
there is any additional capacity Out of County. SaTH was responsible for 3.5 
waits of at least 104 days for English patients at M11. A number of 62 day 
and 104+ day breaches are due to complex cases which the various teams 
are working proactively to address. 
 
Referrals decreased substantially during the Covid 19 peak but now 
recovering to just slightly below normal levels. An issue that affects most 
pathways is the pressure on radiology access, with the team putting in place 
streamlined pathways to make sure that the most urgent patients are seen 
first. Significant capacity issues in diagnostics are impacting performance but 
cancer and other urgent cases are being given priority.  
 
Cancer Assurance Meetings continue, with Commissioner attendance as 
required.  
 

2 week wait from 
breast referral 

93% 11.9% 16.4% 

  

31 days to cancer 
treatment (surgery) 

94% 86.4% 81.8% 

  

62 days from referral 
to cancer treatment 

85% 69.8% 69.6% 

  

62 days, referral from 
screening to treatment 

90% 83.3% 66.7% 

  

Dementia  
Dementia Diagnosis 
Rate 

66.7% 62.3% 59.8% 

  Both sides of the county remain below target level for this measure. The 
expectation is that performance will improve as Covid related issue decrease. 
 

Mental 
Health 

IAPT Access 
25% at 
year End 

10.98% 
(YTD, 
M11) 

11.66% 
(YTD, 
M11) 

  Access levels for IAPT have been slowly recovering month on month since 
the Covid Wave 1 period but numbers presenting are still significantly below 
normal levels despite efforts to encourage more presentation. Planning for 
the first half of the 21/22 will be focussed on improving the performance on 
this metric 
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1.1 Much of the remaining reporting topics that would normally form part of the report have been suspended during the Covid 19 crisis. It is not yet 

clear when these will resume. 

1.2 Appendix 1 shows further detail on the indicators reported here. Future reporting to the Governing Body will be structured around the key 

metrics within the Oversight Framework identifying metrics where performance is Good, Average and Poor. Focus will be on those metrics 

where the rating is Poor and those where performance has deteriorated over a number of successive periods. This will be developed when the 

Performance Team is in place after the Management of Change Process is concluded. 
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Appendix 1 Exception Reporting: Priority Areas at end of February 2021 

1. A&E Waits at Shrewsbury and Telford Hospitals (month 12, 2020/21) 

Local 
Lead 

Key Performance Indicator Target 
Latest Position Change 

from last 
period 

Last 
achieved Official Un-validated 

SC/EP 

A&E attendances admitted/ treated/ discharged in 4 hours 95% 71.3%   n/a 

Ambulance handover delays > 1 hour 0 177    

A&E patients waiting more than 12 hours for admission 0 23    

2. RTT and Diagnostic Waits 

Local 
Lead 

Key Performance Indicator Target 

Latest Position: SCCG Latest Position: TWCCG 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

AP Referral to Treatment within 18 weeks 92% 59.3%  
 

Nov ‘18 60.7% 
  

Dec ‘18 

AP Referral to Treatment > 52 weeks 0 2594  
 

Feb ‘20     1396 
  

Mar ‘20 

AP Diagnostic test waits > 6 weeks 1% 32.6%  
 

Jun ‘19 33.6% 
  

Feb ‘19 
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3. Cancer Waits 

Local 
Lead 

Key Performance Indicator Target 

Latest Position: SCCG Latest Position: TWCCG 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

HR 2WW Urgent referral 93% 84.5%  
 

Aug ‘20 80.6%  
 

Sep ‘20 

HR 2WW Breast (cancer not suspected) 93% 11.9%  
 

Aug ‘20 16.4%   Jul ‘20 

HR 31-day wait for cancer treatment 96% 94.3%  
 

Jan ‘21 95.7%  
 

Dec ‘20 

HR 
31-day wait for subsequent treatment 
(surgery) 

94% 86.4%  
 

May ‘20 91.7%  
 

Oct ‘20 

HR 
62-day wait from GP referral to cancer 
treatment 

85% 69.8%  
 

July ‘20 69.6%  
 

Dec ‘18 

HR 
62-day wait for treatment after referral from 
cancer screening 

90% 83.3%  
 

Nov ‘20 0%  
 

Nov ‘20 

4. Dementia Diagnosis Rate  

Local 
Lead 

Key Performance Indicator Target 

Latest Position: SCCG Latest Position: TWCCG 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

FS 
Dementia Diagnosed, as a proportion of 
estimated prevalence in over-65s 

66.7% 62.3%  
 

Apr ‘20 59.8% 
  

Mar ‘20 

5. IAPT Access Rate (YTD, month 11) 

Local 
Lead 

Key Performance Indicator Target 

Latest Position: SCCG Latest Position: TWCCG 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

Official 
Un-

validated 

Change 
from 

previous 

Last 
achieved 

CD 
Access to IAPT services for the section 
of the at-risk population 

25%  
by year end 

10.98% 
YTD 

 
 New target 

level  for 
20/21  

11.66% 
YTD 

  
Dec ‘19 
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REPORT TO: Shropshire, Telford and Wrekin CCG Governing Body    
   Meetings in Common held in Public on 12th May 2021 

 
Item Number: Agenda Item: 

GB-21-05.014b  Quality Exception Report (summary  QPC March and April 2021)  

 

 

Executive Lead (s): Author(s): 

Zena Young  

Executive Director of Nursing & Quality 

Zena.young@nhs.net  

Tracey Slater 
Associate  Director of Quality  
Tracey.slater4@nhs.net  

 

Action Required (please select): 

A=Approval  R=Ratification  S=Assurance x D=Discussion x I=Information x 

 

History of the Report (where has the paper been presented: 

Committee Date Purpose  

(A,R,S,D,I) 

 

 

  

 

Executive Summary (key points in the report): 

 

Quality 
 

o An update on quality impacts of commissioned services is provided. SaTH remain the most 

challenged provider and cause for concern within the health system.  

 

o The CCG continue to request assurances that learning from all incidents is embedded in practice 
over time and is working with the trust to undertake selective review of historical incidents at SaTH 
that pre-date the current Director of Nursing & Quality. 

 

o The CCG have reviewed staff survey results for all of our four major providers.   

 
o Quality Assurance visits across most providers are being reinstated from April. Assurance from 

internal QA processes is being sought via CQRM’s. 
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Implications – does this report and its recommendations have implications and impact with regard 
to the following: 

1. Is there a potential/actual conflict of interest? 
(If yes, outline who has the potential conflict of interest, what it is and recommendation of how this might be 
mitigated). 

 

 

No 

2. Is there a financial or additional staffing resource implication? 
(If yes, please provide details of additional resources required). 

 

 

No 

3. Is there a risk to financial and clinical sustainability? 
(If yes, how will this be mitigated). 

 

 

No 

4. Is there a legal impact to the organisation? 
(If yes, how will this be mitigated). 

 

 

No 

5. Are there human rights, equality and diversity requirements? 
(If yes, please provide details of the effect upon these requirements).  

 

 

No 

6. Is there a clinical engagement requirement? 
(If yes, please provide details of the clinical engagement). 

 

 

No 

7. Is there a patient and public engagement requirement? 
(If yes, please provide details of the patient and public engagement).  

 

 

No 

Recommendations/Actions Required: 

 
That CCG Governing Body note the content of this report 
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1.0 Quality 

Areas of concern, current position and actions 

1.1 Shrewsbury and Telford Hospitals NHS Trust: 

Shrewsbury and Telford Hospitals NHS Trust (SaTH) remains the most challenged provider and cause for 
concern within the health system.  

 CQC visit February 2021 (unannounced): Mental health services for Children and Young People were 

inspected; the trust has been served with a further Section 31 relating to CYP. There is on-going 

system work to address the remaining elements of the improvement notice.  

 CQC has published a report following a focused inspection of critical care services at PRH relating to 

the provision of out of hour’s anaesthetic cover. The shortage of anaesthetists is a recognised national 

issue and the trust is mitigating this. SaTH remain rated ‘Inadequate’ overall.  

 There are some challenges within the trust to achieve the expected 95% target for sepsis screening. 

Performance in relation to patients screened as ‘high risk’ having had the appropriate action taken as 

per Sepsis 6 remains below target, this is being monitored monthly  via CQRM 

 Paediatric triage time has decreased at RSH average of 78% at RSH and 80% at PRH. Reasons for 

lower compliance are discussed and monitored via CQRM  

 Stroke Sentinel National Audit Programme – February 2021 reported best level results since August-

November 2016 with a SSNAP rating of ‘B’. 

 The CCG have been made aware a number of senior midwifery leadership staff are not currently at 

work, coupled with senior vacancy at departmental level and has asked for assurances on the 

thresholds for safe staffing and mitigating actions. 

 SaTH continue to report 12 hour breaches. The CCG continues to work with the Trust on reviewing 

assurance of care received by patients waiting extended periods for admission to include cross 

reference with a Sis reported.  

 A number of concurrent Covid-19 outbreaks have been reported across the trust site and these have 

been managed in accordance with the Incident Management process. An outbreak of pseudomonas 

reported previously involving PRH ITU has been downgraded. 

 SaTH staff survey results are better and above the mid-point peer group for safe environment. They 

are predominantly lower than the benchmarked peers and towards the level of the worst benchmarked 

peers for health and wellbeing; immediate managers; morale; quality of care; safety culture; staff 

engagement and team work. 

 The provision of neurology services commenced on at RWT on 1st May 2021. The transfer of care will 
be monitored by CCG Quality Team  
 

1.2 Robert Jones and Agnes Hunt Orthopaedic Hospital  

 There are no significant quality concerns to report by exception  

 RJAH staff survey results show the trust has generally performed marginally better than benchmarked 

peer groups across the parameters for equality and diversity; health and wellbeing and morale,  ‘safety 

culture’, was very slightly below the benchmarked peer group.  

 

1.3 Midlands Partnership FT 

 

 MPFT have been supporting with the recent SaTH S31 notice, there has been extra support provided 

to SaTH by MPFT and work is under way across the systems to find solutions and potential options.  

 MPFT have continued to request extensions for their SI’s, the CCG are working with the trust in line 

with the NHSE/I SI framework.  
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 Staff survey results show there has been a slight improvement in morale and safe environment. The 

Shropshire Group results are slightly lower than the average within the trust but morale and team 

working are comparable.  

 

1.4 Shropshire Community Healthcare NHS Trust  

 There are no significant quality concerns to report by exception. 

 SCHT staff survey identified that they achieved the highest score for Community Trusts for Equality, 

Diversity and Inclusion ,close to average percentage rates in all the domains either above or below 

compared to other Trusts 

 

 

1.5 GP led Out of Hours Services (SCHT leads on OOH contract, subcontracting Shropdoc since 1st 
Oct ‘18.) 

 There are no significant quality concerns to report by exception. 

1.6 Primary Care 

 The CCG and partners are continuing work to improve the uptake and quality of Annual Health Checks 
for people with Learning Disabilities. There is significant variation in uptake of AHCs across the 
system. A multi-agency approach is being developed to ensure system buy-in to improve this area 
with a focus on the 14-18 year age group. 

1.7 West Midlands Ambulance Service (WMAS) 

 There are no significant quality concerns to report by exception. 

1.8 Care Homes 

 There are currently no care homes under level 4 scrutiny. The CCG's continue to provide the care 
sector with infection prevention & control advice and support in collaboration with Public Health 
England, CQC and Local Authorities. 

1.9 Independent Providers 

 Nothing to report by exception. 

2.0 Safeguarding 

 The section 31 notice has created system challenges to ensure adherence to the notice in relation to 

children presenting in ED without a physical health need. The notice has created a number of system 

wide review meetings to ensure Executive oversight and scrutiny of processes in relation to children 

attending ED who require mental health support. The CCG Safeguarding / LAC Team is engaged in 

seeking assurance in terms of any identified areas of risk. The numbers of children that are coming 

into care continues to rise. There are currently 921 looked after children (LAC) pan Shropshire, in 

addition our hosted LAC population is 778. Recent data for Quarter 3 submitted to CQRM 

demonstrated that the completion of review health assessments is above trajectory which is positive.  

 

2.1 Infection prevention and control  

 The CCG IPC service continue to support the local health & social care response to the Covid-19 
pandemic with a number of specific work streams including facilitating the IPC work stream and the 
provision of advice & support to primary care and the care sector. As the prevalence level of COVID-
19 continues to fall within the community and the impact and pressures on providers continues to 
reduce, the IPC service is offering IPC assurance audits, training and support for care homes.  This 
IPC restoration plan will support care home providers with contingence planning ahead of winter 
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2021/22 for outbreak management, recognition and impact from possible Influenza, Norovirus and 
COVID-19. 

2.2 Serious Incident  Review 

 A report on serious incidents was presented to QPC March meeting. There are a number of thematic 
reviews underway to include deteriorating patient, a delayed diagnosis.  

2.3 Niche Review of Mortality 

 To be presented as a separate report  

2.4 Patient Experience 

 The CCG continue to work closely with patient experience leads from our provider organisations.  
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REPORT AND MONITORING  

 

Agenda item GB-21-05.015 

Committee: Governing Body  

Date: 12 May 2021 

  

Title of report: Niche Independent Review of Deaths and Serious Incidents  

Responsible Director: Zena Young, Executive Director of Nursing & Quality  
 

Author of report: Charlotte Dunn, Quality & Performance Monitoring Officer 
Zena Young, Executive Director of Nursing & Quality 

Presenter: Zena Young, Executive Director of Nursing & Quality 
Deborah Shepherd, Interim Medical Director 

 
 
Purpose of the report: 
 
The purpose of this report is to summarise the key findings of a recent independent review 
into serious incidents and deaths which was commissioned by Shropshire and Telford and 
Wrekin CCGs in 2019. The review was undertaken by an external organisation; Niche Health 
and Care Consulting and focussed on a system wide case note review of a cohort of patients 
who had been admitted through and discharged from Shrewsbury and Telford Hospital NHS 
Trust during the last episode of their care.   
 
 
Key issues or points to note: 
 
The review looked at a cohort of 167 randomly selected patients receiving care as an in-
patient at SaTH or had been provided with services pre-or post-admission from other health 
care organisations in Shropshire between the dates of January - June 2020, and had either 
died whilst an inpatient or died within 30 days following discharge. 
 
The overall quality of care judgements across the health system (based on 124 ratings) 
showed: excellent, good or adequate care in 77 cases (62%). Good or excellent ratings were 
given in 52 cases (42%) and poor or very poor ratings were given in 47 cases (38%). 
 

The report identified the following high level findings:  
 
There is evidence that the very elderly experience delays in the admission pathway. The 
older the age bands, the more patients being admitted between 22:00 and 06:00.  
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Initial management and admission saw excellent care in 87% 
of cases with rapid initial assessment, good sepsis management and good documentation. 
ICU and timely emergency care also featured in the excellent ratings.  
  
There was a marked difference in the quality of care of patients with a severe mental illness 
and some evidence of poorer quality of care for those patient with or showing signs of 
dementia. 
 
23 patients were identified with Type 2 Diabetes. 39% of cases were rated as poor or very 
poor care overall. The breakdown of care ratings by age shows the poorest quality of care 
among the very elderly. 
 
Additional findings are identified, categorised at the various phases of care level. 
 
The system reflected on the study approach in order to inform our maturing system approach 
to quality governance. 
 
 
Next steps: 
 

 The Steering Group met to consider the findings and next steps and agreed to 
distribute the report within their own organisations’ Learning from Death’s governance 
groups. 

 

 The report will be presented to the system End of Life Care Group to consider relevant 
findings in the development of an overarching End of Life Care strategy. 

 

 The steering group agreed to form a new system-level Learning from Deaths group to 
bring together best practice and agree improvement areas, some of which arise from 
the findings of this report. 

 
 
Actions required by Governing Body: 
 
The Governing Body are asked to note the contents of the report and the next steps for STW 
system approach to Learning from Deaths. 
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Monitoring Form 
Agenda item: GB-21-05.015 
 
 
 
Does this report and its recommendations have implications and impact with regards to the 
following: 
 

1 Additional staffing or financial resources implications No 

 
 
 

2 Health inequalities No 

 
 
 

3 Human Rights, equality and diversity requirements No 

 
 
 

4 Clinical engagement Yes 

 
The project steering group had participation from system NHS 
provider clinical representatives. 
 
 

5 Patient and public engagement No 

 
 
 

6 Risk to financial and clinical sustainability No 
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Niche Independent Review of Deaths and Serious 
Incidents  
 
1. Background  
 
In October 2019 Shropshire and Telford and Wrekin CCGs jointly commissioned Niche 
Health and Social Care Consulting (Niche) to undertake an independent review into deaths 
and serious incidents. They recognised that their residents received care from a range of 
services including primary care, ambulance services, acute hospitals and community 
hospitals and wanted to gain a system wide view of the quality of that care. 
 
The review involved two phases; Phase 1 to look at the process or reporting deaths and 
serious incidents at Shrewsbury and Telford Hospitals NHS Trust (SaTH) and Phase 2 to 
carry out a system wide patient case note review for those patients who had been through 
SaTH during their last episode of care.  
 
Due to several serious incident reviews taking place at SaTH in 2020, the decision was made 
to remove this aspect of Phase 1 and re-define the approach so that there was more focus on 
the Learning from Deaths (LfD) process both within SaTH and at the other 3 main providers 
across the system (Midlands Partnership Foundation Trust (MPFT), Robert Jones and Agnes 
Hunt Orthopaedic Hospital (RJAH) and Shropshire Community Health NHS Trust (SCHT)). 
Phase 2 was to remain the same.     
 
Phase 1 findings have been reported back to SaTH’s Learning from Deaths group and 
assurances sought by the CCG on improvements required as part of the Phase 1 report 
recommendations. The CCG remain sighted on that improvement work which has largely 
been completed. 
 
This report will focus on Phase 2 of the review only.    
 
2. Methodology and Patient Cohort  
 
Niche used an adapted structured judgment review (SJR) methodology with input from the 
providers at the Steering Group. Software was provided by Clarity Informatics (widely known 
for use in Mortality Reviews).  
 
In addition to the conventional Royal College of Physicians case note review, additions 
included a preadmission phase and an end of life phase of care. There were therefore a total 
of 8 phases of care that were considered as part of the review:  
 

 Preadmission 

 Initial Management and Admission 

 Ongoing care 

 Procedure care 

 Perioperative care 

 Readmission 

 Discharge 

 End of life care 
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The review looked at deaths from January to June 2020 for those who had been an inpatient 
at SaTH hospitals, those who had died as an inpatient or those who had died within 30 days 
after discharge, who had been provided with services pre-or post-admission from other health 
care organisations in Shropshire. 
 
1061 patients were identified as having died as an inpatient at SaTH between January and 
June 2020; 578 via Royal Shrewsbury Hospital (RSH) and 483 via Princess Royal Hospital 
(PRH). A further 603 patients were identified as having died within 30 days of discharge; 391 
discharged from RSH and 212 from PRH.  
 
From the above, a cohort of 200 patients was randomly selected and from a process of 
elimination of those under 18 years of age (x1), registered with an out of area GP (x33) or 
duplicates (x1) there were 165 patients remaining. 56 patients were known to SCHT, 33 to 
MPFT and 6 to RJAH.  
 
The patients were registered with 42 different GP practices across Shropshire, Telford and 
Wrekin and were aged 18 years and over (50% under 65, 35% aged 66-84 and 15% aged 
over 85).  
 
Records were accessed either electronically or in hard copy from the 4 main providers, the 
patients’ GP practices, Out of Hours providers and West Midlands Ambulance Service, where 
available within the records. 
 
It was agreed from the outset that any cases identifying immediate concerns would be raised 
directly to the lead for each provider or practice.  
 
3. Findings  
 
The review found that care varied from excellent, when the system provided timely and 
coordinated care, and very poor, with delay and lack of escalation and where patient wishes 
were not respected. 
 
The overall quality of care judgements across the health system (based on 124 ratings) 
showed: excellent, good or adequate care in 77 cases (62%). Good or excellent ratings were 
given in 52 cases (42%). Poor or very poor care ratings were given in 47 cases (38%). 
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There were a number of themes identified within the 8 phases of care, each will be discussed 
in turn.  
 
3.1 Preadmission 
 

 There was a lack of coordination of care, even where patients were known to the 
system.  

 

 There was a lack of ongoing planning for patients with known chronic diseases, 
especially for oncology patients where there was ineffective access to care noted. 

 

 There was a limited use of admission avoidance processes and these are not 
streamlined across the county. 

 

 The structure for specialist nurses was not clear and the use of the specialist nurse 
appeared to be haphazard. 
 

 
The percentage of cases with adequate, good or excellent care for Preadmission was 77%. 
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3.2 Initial Management and Admission   
 

 Initial Management and Admission was the highest rated phase of care with 87% of 
cases rated as adequate, good or excellent. These cases included rapid initial 
assessment, good sepsis management and good documentation. However, caring for 
patients with a variety of mental health needs raised a number of issues for this patient 
group including capacity assessment. 

 

 ICU care and timely emergency care also feature in the excellent ratings. These cases 
include pre-alerts, immediate emergency preparation and emergency operations all 
promptly and efficiently delivered. Involvement of critical care outreach and 
multidisciplinary team input were characteristics of these cases and fast access to 
diagnostic scanning was also apparent. 
 

 There is evidence that the very elderly (and those more likely to be suffering 
from dementia) are experiencing delays in the admission pathway. The 
older the age band, the greater the proportion of patients who are admitted 
between 22:00 and 06:00. This is suggestive of delays in preadmission 
pathways. 

 

 More admissions of patients who died occurred on Tuesdays. There is no 
clear reason for this evident from the review. However, it may be an impact 
of weekend care requiring Monday review before patients are admitted. 

 
The percentage of cases with adequate, good or excellent care for Initial Management and 
Admission was 87%. 
 

 
3.3 Ongoing Care 
 

 Of the 23 patients who were identified as having Type 2 Diabetes, 48% of those cases 
were rated as good or excellent, 13% rated as adequate and 39% rated as poor or very 
poor in relation to diabetes management care across the system. The poorest quality of 
care was seen among the older patients.  

 

 There was some evidence of a poorer quality of care delivered to people 
with or showing signs of dementia. 

 

 There was also a marked difference in the quality of care of patients with a 
severe mental illness. 
 
 

The percentage of cases with adequate, good or excellent care for Ongoing care was 73%  
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3.4 Procedure Care 
 

 There were 36 patients reviewed as part of care during 
a procedure (21% of the 165 total).  

 

 39% of the patients were rated as good or excellent care, 42% were rated as adequate 
and 19% were rated as poor or very poor.  

 
 

3.5 Perioperative Care 
 

 There were 4 cases relating to the perioperative care phase (2% of the 165 total). 75% 
were rated as good and 25% rated as excellent.   

 
 
3.6 Readmission 

 

 There were 17 cases relating to the readmission care phase (10% of the 165 total). 
53% were rated as good or excellent, 18% were rated adequate and 29 were rated as 
poor or very poor.  

 

 Readmission, in some cases, was because of poor planning, medical optimisation or 
lack of consideration of the ongoing end of life care or Advanced Care Plan wishes of 
the patient.  
 

 Where care was rated as excellent, there was coordinated care between all parties 
involved.  

 
 
3.7 Discharge 
 

 Of the 58 cases relating to discharges, 36% of those were rated as good or excellent, 
21% were rated as adequate and 43% were rated as poor or very poor.  

 

 The areas of concern around discharge planning related to poor documentation, lack of 
engagement with primary care and apparent lack of documented engagement with 
community services. It is important to note here that this may be due to Covid-19 and 
the restrictions around access to patients and wards.  

 
 

The percentage of cases with adequate, good or excellent care for Discharge was 57%. 
 

 
3.8 End of life care 
 

 101 cases involved end of life care which is 61% of the total cohort of patient notes 
reviewed. 41% of the care was rated as good or excellent, 24% was rated as adequate 
and 35% was rated as poor or very poor.  
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 Where the care was excellent, it was felt that the staff 
could not have done more. 

 

 However, for those falling into the poor or very poor 
rating there was poor recognition that the patient was 
end of life, thus delaying end of life care plans and implementation of the end of life 
pathway.  
 

 There was poor documentation in relation to decision making and family/patient 
involvement.  
 

 There was a lack of mental capacity assessments for those patients who were dying.  
 

 There was inconsistency in the involvement of palliative care team.  
 

 In relation to ReSPECT forms, they were of poor quality, poorly completed and 
focussed on ceilings of care, not patient wishes.  
 

 
The percentage of cases with adequate, good or excellent care for Preadmission was 65%. 
 
 

4. Recommendations 
 
The following recommendations were made:  
 

 Record management reviews and assessments in relation to accessing information 
from a ward and provider perspective through to the availability of inpatient deaths and 
those within 30 days of discharge across all providers.  
 

 Pathway reviews and audits both in relation to speciality areas such as oncology and 
advance respiratory disease and wider community pathways such as fast track 
discharges and admission avoidance. With the inclusion of Shropdoc, the out of area 
provider, to see where they have had to provide immediate intervention.  
  

 Safeguarding and the need for re-emphasis around the implementation and application 
of the Mental Capacity Act 2005, particularly in relation to vulnerable adults.   

 

 Mental health care review across the system to understand the needs of people 
presenting with difficulties, particularly for patients who are end of life, alcohol 
dependent or have been seen through emergency admission.  

 

 Care of the very elderly so that admissions can be avoided where possible, or 
expedited, to reduce the number of admissions after 22:00.  

  

 Timelier implementation of end of life care plans and palliative care team involvement, 
along with the early use of ReSPECT forms to allow advance planning with 
consideration of the patient’s wishes and preferences.   
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 Urgent diabetic care review for community patients and those being transferred 
between providers, with particular emphasis around monitoring and administration in 
the community.  
 

 Clinical monitoring in relation to sepsis management to ensure early implementation of 
the pathway, and the use of fluid balance charts to allow early identification of acute 
kidney injury for those patients who are end of life.  

 
The above recommendations will be considered from both an independent provider and 
system wide perspective, and whilst there is a reasonable amount of work still to be done, it 
should be acknowledged that many changes have already been made.  
  
For example, SaTH are currently working in collaboration with MPFT to ensure there is more 
support for mental health patients within the acute setting and in terms of discharges, SaTH 
are currently leading on a system wide piece of work looking at how discharges can be 
improved.  
 
 

5. Reflections on process and system learning 
 
The Steering Group were keen to reflect on the approach and process of this review, in order 
to inform our maturing system approach to quality governance.  
 

 Delays due to Covid-19 pandemic influenced and impacted the study design and 
completion within expected timeframe. 
 

 Changes in key personnel - This caused delays at times and made it difficult to know 
who information needed to be sought from. It also allowed for confusion with the 
original scope, roles and responsibilities.  
 

 Learning - Clear documentation and points of contact within organisations (rather than 
relying on the steering group representatives) are key in ensuring projects like this run 
as smoothly as possible in the future.   

 

 Information Governance (IG) processes – IG processes were inconsistent across the 
system which meant a lot of time was spent trying to get access to records and 
systems before the review could take place.  
 

 Learning – Ensuring IG processes are clarified from the outset of a project will prevent 
delays later on. There needs to be early input from those relevant people so that 
expectations and requirements are clear.  It is positive to note that progress has 
already been made in relation to this and the IG teams now have more 
communication.  
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6. Next steps  
 

 The Steering Group met to consider the findings and 
next steps and agreed to distribute the report within their own organisations’ Learning 
from Death’s governance groups. 

 

 The report will be presented to the system End of Life Care Group to consider relevant 
findings in the development of an overarching End of Life Care strategy. 

 

 The steering group agreed to form a new system-level Learning from Deaths group to 
bring together best practice and agree improvement areas, some of which arise from 
the findings of this report. 

 
 
The full report is attached for information. 
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Scope, methodology and patient cohort



Scope
Background to System Review (Phase 2)

Shropshire and Telford and Wrekin Clinical Commissioning Groups (‘the 
CCGs’) recognise that care provided to their residents involves a range of 
organisations that include primary care services, ambulance services and 
community services, as well as acute and emergency care in hospital.

The CCGs commissioned a patient case note review of the health care 
system using a Structured Judgement Review (SJR) approach. This would 
enable the CCGs to secure a wider system view of care of patients admitted 
through and discharged from Shrewsbury and Telford NHS Trust (SaTH) 
hospitals. 

Methodology
We used an adapted SJR methodology for the case review, with the 
adaptions being agreed in advance with the review Steering Group. Clarity 
Informatics provided standard software used widely for Mortality Reviews.

The main additions to the conventional Royal College of Physicians (RCP) 
case note review method was to include a preadmission phase and an end 
of life phase of care. This meant that the overall care rating was made up of 
assessments across all phases throughout a patient’s care. The phases 
were:

We agreed at the outset that should any case cause immediate concern, this 
would be raised directly to the lead for each provider or practice; this 
included specific cases that highlighted a possible need for further, local 
review outside of this system review. 

The review involved accessing notes for those who had been an inpatient 
at SaTH hospitals, those who had died as an inpatient or those who had 
died within 30 days after discharge, who had been provided with services 
pre- or post-admission from other health care organisations in Shropshire. 

This included accessing notes from:

• the patient’s general practice;

• Shropshire Doctors On Call (ShropDoc);

• West Midlands Ambulance Service (where available in other 
records);

• Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation 
Trust (RJAH);

• Shropshire Community Health Care NHS Foundation Trust (SCHCT); 

• Midlands Partnership NHS Foundation Trust (MPFT), the mental 
health care provider. 

Form of records
• SaTH – medical records were all in hard copy. 

• GP records – we had direct access to EMIS or VisionHealth system 
(one practice) for primary care (GP) records. 

• SCHCT provided on-site direct access to aspects of RiO, the 
electronic patient record being rolled out in the Trust.

• RJAH provided pre-downloaded records for patients identified in the 
cohort.

• MPFT provided pre-downloaded records for patients identified in the 
cohort.

• West Midlands Ambulance Service (WMAS) records – where 
available in the SaTH, hard copy medical records were reviewed. 

• Shropdoc letters were almost exclusively available in the GP 
electronic system (EMIS). Where necessary, we spoke with the 
Medical Director of Shropdoc to gain the necessary information for 
out-of-hours primary care.

Scope and methodology
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• Preadmission • Perioperative care

• Initial Management and 
Admission

• Readmission

• Ongoing Care • Discharge

• Procedure Care • End of life care



The patient cohort

1061 patients were identified as having died as an inpatient in SaTH
between January and June 2020: 578 via Royal Shrewsbury Hospital (RSH) 
and 483 via Princess Royal Hospital in Telford (PRH). 603 patients were 
identified as dying within 30 days following discharge between January and 
June 2020: 391 discharged from RSH and 212 from PRH. We were 
informed that the identification of patients who had died within 30 days was 
not a complete picture as SaTH were unable to extract a full and complete 
data set. However, we identified 200 patients from the combined lists 
provided which were randomly selected using the following criteria:

• Age – all deaths under 65 years, representing 50% of the cohort; the 
balance of the cohort was 35% aged 66–84 and 15% aged 85 and over. 
This was to enable the review to take a wider view of types of cases. A 
purely age-based cohort would result in a focus largely on the death of 
frail elderly patients. The sample needed to be sufficient to identify care in 
the older age groups and enable a review of other age bands.

• Specialty – to include 40% of cases in the sample from general medicine 
and 10% from general surgery, which was representative of the total 
deaths.

From past experience of this type of work, a random selection on age alone 
results in a representative age selection that can be overly focussed on the 
very elderly for learning purposes. We therefore restricted the numbers of 
over-65 deaths in order to provide some protection from focussing solely on 
the frail or elderly care pathway. 

Of the 200 patients randomly selected from the list of total deaths, 33 were 
under the care of Welsh GPs and were therefore excluded from the review, 
one was duplicated and one was under 18 years.

The list of patients was shared by the Trust with other provider organisations 
to cross-reference and identify patients known to the other providers.

Of the 165 remaining patients aged 18 and over, the number identified as 
being known to other providers’ Trusts was as follows:

• Shropshire Community Health Care – 56

• Midlands Partnership – 33

• Robert Jones and Agnes Hunt Orthopaedic Hospital – 6

Key characteristics of the final cohort of 165 patients

• The 165 patient cases reviewed were registered with 42 different GP 
practices across Telford and Wrekin and Shropshire. See Appendix 1.

• 98 patients were recorded as admitted via RSH and 63 were recorded 
as admitted via PRH. The remaining cases were unknown, or in some 
cases found to have been discharged in 2019.

• 6 patients (4%) had a learning disability recorded.

• 11 patients (6%) had a diagnosed severe mental health illness.

• 36 patients (22%) had a confirmed or unconfirmed diagnosis of memory 
problems or confusion.

• 4 patients (2%) were referred to the Coroner.

• 26 patients (16%) had a known cancer diagnosis; five patients (2%) had 
a documented direct admission plan to an Oncology ward. 

• 6 patients (4%) were on home oxygen for advance respiratory disease.

• There were 78 (47%) patients with evidence of ReSPECT forms in the 
patient medical records. Of these, were 48 (62%) related to RSH and 30 
(48%) related to PRH patients. 

• None of the patients from RJAH had records from other providers to 
support an overall care rating.

Profile of the patient cohort
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Executive summary



Summary
Our review demonstrated a tale of two halves: care varied between 
excellent, when the system provided timely and coordinated care, 
and very poor, with delay and lack of escalation and where patient 
wishes were not respected.

Our summary of the detailed findings is given below.
The overall quality of care judgements across the health system (based 
on 124 ratings) showed:
• excellent, good or adequate care in 77 cases (62%). Good or 

excellent ratings were given in 52 cases (42%).
• Initial Management and Admission was the most highly rated phase 

of care, with 87% of cases rated as adequate or above.
• Poor or very poor care ratings were given in 47 cases (38%).

Summary of care ratings by phase (numbers)

Of the main (*) care phases, the percentage of cases with adequate or 
better care is as below:
• Preadmission – 77%
• Initial Management and Assessment – 87%
• Ongoing Care – 73%
• Discharge – 57%
• End of Life – 65%

Executive summary
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Rating Preadmission 
*

Initial 
Management 

and 
Admission *

Ongoing Care 
*

Procedure 
Care

Perioperative 
Care Readmission Discharge * End of Life * Overall

Excellent 11 19 16 4 1 1 12 14 11
Good 34 65 34 10 3 8 9 27 41
Adequate 27 22 33 15 0 3 12 25 25
Poor 18 10 24 4 0 3 17 25 37
Very Poor 4 6 6 3 0 2 8 10 10
Total 94 122 113 36 4 17 58 101 124



Summary of care ratings by phase (%)

There are four key phases of care on which to focus improvement 
activity on. These are: 
• Preadmission
• Ongoing Care
• Discharge 
• End of Life.
There were only a small number of perioperative cases (4). 
Readmissions related to 17 cases, although of these, 5 cases 
(32%) were assessed as having provided poor or very poor care.

Executive summary (cont.)
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Rating Preadmission

Initial 
Management 

and 
Admission

Ongoing Care Procedure 
Care

Perioperative 
Care Readmission Discharge End of Life Overall

Excellent 11.7% 15.6% 14.2% 11.1% 25.0% 5.9% 20.7% 13.9% 8.9%

Good 36.2% 53.3% 30.1% 27.8% 75.0% 47.1% 15.5% 26.7% 33.1%

Adequate 28.7% 18.0% 29.2% 41.7% 0.0% 17.6% 20.7% 24.8% 20.2%

Poor 19.1% 8.2% 21.2% 11.1% 0.0% 17.6% 29.3% 24.8% 29.8%

Very Poor 4.3% 4.9% 5.3% 8.3% 0.0% 11.8% 13.8% 9.9% 8.1%



There are five example case studies below where the overall rating provides 
insight into where excellent care was provided.

These cases demonstrate the ability to provide timely, planned and system-
wide coordinated care, with engagement with both family and patient in end 
of life decisions. 

Executive summary (cont.) – Excellent care case studies
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Case study 1
Patient was receiving good care for her end stage chronic liver disease 
with symptomatic treatment from the specialist nurse. Quick and 
thorough assessment and investigations for emergency presentation.

Clear documentation of the decision not for theatre and palliative care 
only. Patient's wishes accommodated with same day assessments and 
discharged with medication and equipment as necessary.

Died at home two days later in accordance with her wishes.

Case study 2
Excellent; a lot was achieved for this patient by a coordinated approach 
to care and the final wish to die at home honoured. 

Case study 4
The initial assessment of the patient was clear and comprehensive with 
senior review immediately and appropriate management of presumed 
sepsis.

It is not clear why this was not on an active sepsis pathway.

Ward care was in accordance with her ReSPECT form and involved both 
oncology and palliative care teams.

There is comprehensive assessment and advice from palliative care and 
there is evidence that the Consultant left their personal phone number to 
contact over the weekend for symptom control issues.

The discharge summary to the hospice is exceptionally detailed and 
includes the names and involvement of the various specialist teams, 
contact numbers and ongoing plan.

Case study 5
The referral and initial assessments are appropriate and the diagnosis 
reached quickly with early senior review.

There is discussion on the day of admission regarding the possible need 
for ventilation etc. and a ReSPECT form done to document patient's 
wishes. There is evidence of involvement in clinical trials of Covid 
therapeutics.

The notes show a clear progression of care from the ward, then Critical 
Care Outreach to ICU admission. Each stage is anticipated and planning 
is in place. On ICU there is clear documentation of progression and 
patient and family are documented as informed.

EoL stage is signposted as a possibility and family were made aware. 
When EoL identified, family are in agreement and allowed to attend 
before withdrawal of ventilatory support.

Case study 3
Rapid assessment, diagnosis of sudden, unexpected stroke.

Appropriate tertiary advice sought. Rapidly communicated to family that 
this was not treatable and likely terminal. EoL pathway started 
immediately and ReSPECT form completed. Anticipatory prescribing 
done. 

Accommodation made during Covid to allow husband to sleep in second 
bed in her room. Excellent documentation of clear conversations with 
family to ensure that they understood that she was dying.



Executive summary (cont.) – ICU and emergency care
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ICU and emergency care – case studies
Clear examples of high quality, prompt and compassionate emergency 
and ICU care management are described below.

Case study 1
He was managed in ICU for all of his stay. Regular and impressive 
evaluation with exclusion of other organ issues were undertaken as well 
as respiratory issues. He was intubated on two occasions and received 
a tracheostomy. Episodes of delirium and AKI managed well. Good 
evidence of end of life issues being discussed with relatives.

Case study 2

ICU notes are comprehensive and legible. Good record of any 
intervention and justification of.

Case study 3

Ward 32C side room which is clinically indicated for query 
sepsis/infective exacerbation of bronchial asthma and a patient who is 
high risk Covid-19. Seen regularly, reviewed by SPR, ICU review 20.00, 
2 hourly obs, EWS escalation frequently and appropriately. ReSPECT 
form completed at appropriate stage.

Case study 4

[April 2020] treated as possible Covid-19 appropriately and ongoing –
Covid positive. Treated in emergency department swiftly, with decision 
to admit by medics within 2 hours. Critical care outreach review early in 
stay, ICU review and started on CPAP. Excellent multidisciplinary 
(MDT) involvement with medics, ICU.

Case study 5

The patient was rapidly admitted with severe sepsis arising from rapidly 
advancing necrotising fasciitis of the leg and abdomen. Raised blood 
glucose suggested undiagnosed T2DM. Immediate resuscitation and 
taken to theatre for debridement. Appropriate use of immunoglobulin, 
antibiotics and circulatory support. Intubated and transferred to ICU from 
theatre.

Case study 6
Patient was seen in Resus – full resus team ready for arrival of patient 
including ICU and anaesthetist. CT head and neck were arranged. Mother 
was seen and spoken to by the Consultant.

There was an appropriate response to the alert – full team was 
assembled and ready for patient arrival. Family was spoken to at the 
earliest point. 



Executive summary (cont.) – Very poor care
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Very poor care case studies
There are seven example case studies below where the overall judgement 
provides insight into the characteristics of care judged to be very poor.

Case study 1
Poor preadmission care – safeguarding concern raised.

Good initial assessment, documentation and treatment, but active 
treatment and interventions continued despite acknowledgement that 
patient was dying. No EoL care plan made. 

Not catheterised for eight days despite initial request to do so. 
Catheterised on day 8 and large volumes drained.

Communication with the relatives about deterioration very delayed – six 
hours before death. No further review by dementia nurse to support 
patient despite periods of distress.

Case study 2
Delay in following up high grade dysplasia – four months later lung and 
bony metastases diagnosed. No Duty of Candour recorded. No clear 
plan of management or palliative/EoL care plan despite admission two 
weeks earlier.

Case study 4
His assessment on admission was brief and inadequate and his blood 
sugar not checked with admission bloods despite longstanding control 
issues.

He was medically fit for discharge as noted on multiple occasions from 
day 3 to day 17 with no plan in the notes and no explanation for the delay 
and this missed opportunity meant that he died in hospital.

His changed insulin regime delays discharge as it cannot be delivered 
three times a day by the District Nurse.

Patient developed hospital-acquired Covid and generally deteriorated.

There is a protracted issue with feeding as he aspirated and then had an 
NG tube which he pulled out – the suggested Best Interests meeting for 
this is not evidenced.

His diabetic control was poor and not well managed while NBM.

The ReSPECT form is done late and is not clear, causing issues when he 
deteriorated. EoL care is not started until within 24 hours of death and 
there was a missed opportunity for advance care planning which 
concluded that it was “too soon”.

Case study 5
The patient lived in a care home and suffered from bipolar, severe 
depression, atrial fibrillation, hypertensive, asthma and previous ICU 
admissions for COPD. Not known to MPFT. Known to SCHCT under 
respiratory medicine. Last respiratory notes refer to an annual nebuliser 
review in February 2020.

A patient who suffered from depression appeared to have been allowed to 
self discharge. There are no notes to suggest this was done safely with 
due regard to safeguarding a vulnerable adult five days before the patient 
died.

Case study 3 
Diabetic control was an issue both pre- and between admissions with 
regime advice given that could not be delivered in the community and 
such poor discharge planning that he had to attend A&E the following 
day to have insulin administered as District Nurses had not been given 
instructions.

Final hospital admission where he died is so poorly documented that full 
assessment is impossible with no evidence of review over the weekend 
after admission on a Friday and very poor nursing documentation.



Executive summary (cont.) – Very poor care

Independent Review of Deaths and Serious Incidents – Phase 2 Final Report
13

These case studies of very poor care demonstrate clear concerns in relation 
to:

• mental health support (see page 17 and 18 for overall assessments in 
relation to mental health care);

• diabetic management and control;

• delays in diagnosis/clinical treatment; and 

• delays in instigating end of life care plans.

We discuss these issues further in subsequent pages.

Case study 6
All interventions were fully recorded and patient had maximum input 
from full cardiac resus team in the emergency department. 

The patient received maximum input and all efforts were made to 
restore the patient. Could not maintain cardiac output, family were 
informed and given the chance to see him on ICU. Therefore, 
although the outcome was death there was very good care offered to 
the patient and family. 

However, there was a statement from the patient's mother that the 
family believed he should have been sectioned. The patient self-
referred to MPFT [November 2019], the Trust wrote to the patient on 
the day after self referral offering an appointment ten days later with 
the community interventions pathway – this was five days before the 
patient committed suicide. The patient had multiple contacts with 
MPFT over the course of November and December 2019 – with 
documented increasing dark thoughts and suicidal ideation, inability to 
cope, pointlessness of life. Patient did not attend appointment made 
after self referral – crisis intervention booked for six weeks after 
contact – documented as not attended – can't see why this patient 
was booked for an assessment slot already under [Consultant 
Psychiatrist] due appointment on [January 2020] – patient completed 
suicide just into the New Year.

There was an abject failure to intervene with the patient's clearly 
deteriorating mental health. No intervention was attempted once the 
patient had waited for six weeks for an appointment and then DNA'd 
despite numerous documented contacts demonstrating patient's 
suicidal ideation. 

Case study 7
Lady living alone with known palliative diagnosis. 

Two admissions in 14 days before death – no plan in place for community 
support.

No palliative community support – request made only five days before 
death despite prognosis and deterioration. 

No EoL plan until 12 hours before death.

Referred to hospice on day of death. 



Initial Management and Admission
This was the highest rated phase of care with 87% of cases rated as 
adequate, good or excellent. These cases included rapid initial assessment, 
good sepsis management and good documentation. However, caring for 
patients with a variety of mental health needs raised a number of issues for 
this patient group including capacity assessment.

ICU care and timely emergency care
A number of cases where patients required ICU support feature in the 
excellent ratings. These cases include pre-alerts, immediate emergency 
preparation and emergency operations all promptly and efficiently delivered. 
Involvement of critical care outreach and multidisciplinary team input were 
also characteristics of these cases and fast access to diagnostic scanning 
was also apparent.

Late admissions for older patients

There is evidence that the very elderly (and those more likely to be suffering 
from dementia) are experiencing delays in the admission pathway. The older 
the age band, the greater the proportion of patients who are admitted 
between 22:00 and 06:00. This is suggestive of delays in preadmission 
pathways.

Diabetes management across the system
23 patients were identified as Type 2 Diabetes. 39% of cases were rated as 
poor or very poor care overall. The breakdown of care ratings by age shows 
the poorest quality of care among the very elderly. See charts overleaf. See 
pages 20, 21 and 22.

Discharge arrangements
25 patient cases showed a poor level of discharge planning which included 
poor documentation, lack of engagement with primary care and an apparent 
lack of documented engagement with community or social services. This 
may be due to Covid restrictions limiting access to patients and wards.

Day of admission
More admissions of patients who subsequently died occurred on Tuesdays. 
There is no clear reason for this evident from the review. However, it may 
be an impact of weekend care requiring Monday review before patients are 
admitted. See pages 33, 34 and 35.

Clinical monitoring
Fluid balance and blood glucose monitoring in particular were areas that 
reviewers commented on as requiring improvement. Nursing documentation 
on the wards was noted as being of generally poor quality.

Care of people with dementia/confusion

There was some evidence of a poorer quality of care delivered to people 
with or showing signs of dementia. See page 15.

Care of people with a severe mental illness

There is a marked difference in the quality of care of patients with a severe 
mental illness. See page 16,17 and 18.

Delays in instigating end of life care plans

This was a clear theme in cases across the cohort with delays in end of life 
care planning, including multiple missed opportunities for advance care 
planning or cases where end of life plans were instigated very late in the 
care episode.

Executive summary – Notable themes
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Presence of memory problem or confusion

Commentary
• Ratings for patients with memory problems (either diagnosed or without a clear diagnosis) were lower than for those without a memory problem.
• 44% of patients with a memory problem or confusion had poor or very poor care, compared with 31% without a memory problem.
• 49% of patients without a memory problem in contrast received good or excellent care (compared with 36% with a memory problem).
• While these are relatively small numbers to draw conclusions from, patients with memory problems represented 30% of patients reviewed and given 

an overall rating.

Presence of memory problem or 
confusion Very Poor Care Poor Care Adequate Care Good Care Excellent Care Total

No 7 17 15 30 8 77

% of care score ratings for people 
without confusion or memory 
problems

9% 22% 19% 39% 10%

Yes – but without clear diagnostic 
definition 0 4 2 4 1

36
Yes – clear diagnostic definition of the 
confusion/memory problems 3 9 5 6 2

% of care score ratings for people 
with confusion or memory problems 8% 36% 19% 28% 8%

Total 10 37 25 41 11

Summary of care ratings comparing patients with and without memory problems or confusion
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Care ratings: learning disability or severe mental illness

Commentary
• Six patients (4%) had an identifiable learning disability. Four could be assessed: care was poor in two cases and good in two cases.
• While 33 patients in the cohort were known to MPFT, 11 were identified as having a severe mental illness. The quality of care was poor with only 

one patient in this group rated as receiving better than adequate care. However, numbers are too small to draw any definitive conclusions.

Summary of care ratings comparing patients with and without a learning disability

Summary of care ratings comparing patients with and without a severe mental illness

Presence of significant mental illness 
(other than confusion/memory problems)

Very Poor 
Care Poor Care Adequate Care Good Care Excellent Care Total

No 5 22 16 37 11 91

% of care score ratings for people 
without a significant mental illness 5% 24% 18% 41% 12%

Yes – clear diagnostic definition of the 
mental illness 4 3 3 1 0 11

% of care score ratings for people with a 
significant mental illness 36% 27% 27% 9% 0%

Total 10 37 25 41 11



Mental health 

11 patients (6%) had a diagnosed severe mental health care need. Not all 
were identified as having care under MPFT.

3 of the patients known to MPFT were reviewed in detail, as their mental 
health diagnosis was relevant to the episode of care before their death. The 
overall care was described as adequate to poor.

Case studies – Mental health poor care cases
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Case 3

The mental health issues are often not preeminent where there are 
significant physical ones present. While these may be seen as second 
order, when they impact on the ability to deliver care effectively a mental 
health assessment should be made.

The care of this patient was generally adequate responding to ongoing 
and often multiple problems. A decision was made to not resuscitate him 
as his prognosis was so poor and all senior clinicians agreed. 

Case 1 

Early discussion with patient about probable cancer diagnosis. Referred 
day 4 to palliative and CNS lung. Patient low in mood, regular Seretide 
was not prescribed from 5 days into admission after referral to mental 
health team. Good nursing care as inpatient including SKIN bundle, CNS 
lung, palliative care daily visit – patient lives alone. No ReSPECT form 
found.

Case 2 

There was a reluctance early on to establish if the patient had the 
potential to recover. His mental health needs were eventually addressed 
over 3 weeks after admission (see MPFT entry). This followed an earlier 
decision for a ReSPECT form to be agreed and filed but no EoL was 
forthcoming until the end of January.

Case 3 [cont]

The patient was however reluctant to have a DNAR but remained non-
compliant with treatment. There is no record of a palliative care 
referral which would have been appropriate to help resolve the 
patient’s concerns (or at least attempt to) There was also no 
assessment of mental health capacity (formal) but notes state he was 
able to contribute to decisions, although a DOL was requested. [the 
completed DOL] explains that the medical opinion was that the patient 
didn't have mental capacity to undergo formal assessment of his 
mental health and the DOL came into force for 7 days. 

He had been referred by his GP for an anxiety avoidance personality 
disorder in Dec 19 with significant concerns about his mental health. 
There is no evidence in the MPFT notes of a contact being made but a 
letter post death stated attempts to engage had been made. 

In all three cases the physical needs were addressed before mental 
health needs and this was reflected in the care rating. 

Other case studies where mental health issues were not addressed 
and that received poor care ratings are shown below.

Case 1 

Assessment of mental capacity undertaken [but] patient didn't want to 
engage in treatment – wanted to go home to die. No mental health 
referral. Patient deteriorated with ?aspiration pneumonia and PE and 
chest sepsis over the 2 weeks prior to her discharge. Decision was 
made for fast track palliative care as per her and family wishes. She 
suffered a fall on the ward and her general care felt unmanaged and 
uncoordinated, the patient should have been identified sooner as EoL 
care and care planned accordingly. 



Case studies – Mental health (cont.)
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Case 2

Emergency department (1) attendance with head injury – stated 
punched by boyfriend. Ambulance crew state “found in bed surrounded 
by alcohol bottle”. MARAC (Multi-Agency Risk Assessment Conference) 
form done for domestic violence referral. patient refused to see police. 

Emergency department (2) arrived peri-arrest after drinking all day and 
had haematemesis. Was seen by ICU Consultant and emergency 
department and ICU SPRs – decision made not suitable for ICU as had 
end-stage liver failure and multiple co-morbidities. ReSPECT form was 
done and she was given (brief) palliative care and died quickly.

From GP record – long history of alcohol addiction and associated liver 
disease…

Patient and friend requested detox referral. Assessed by mental health 
worker and onward referral to the Redwoods Centre for psychosis 
pathway. Is put on psychosis pathway and offered phone number to 
access alcohol services but hung up phone. Discharged by them as not 
a mental health problem.

Difficult to assess – patient was not willing to engage with addiction 
services and when she briefly approached for help no note of this 
happening. Rated as poor care as it is difficult to see what her route to 
help was if she engaged.

Case 3 

[Cause of death – suicide] There was an abject failure to intervene with 
the patient's clearly deteriorating mental health. No intervention was 
attempted once the patient had waited for 6 weeks for an appointment 
and then DNA'd despite numerous documented contacts demonstrating 
patient's suicidal ideation. 

Case 4

GP records – Diabetic – poor control stated in record poor self-
management at times. 

Schizophrenia, end stage renal failure – on dialysis. 

Had admission in December/January for confusion and diabetic 
management.

There is a letter to the patient informing him that he has been removed 
from the renal transplant list – had been suspended before this.

Mental Health Record (there are only two letters and a one-page 
summary of contacts)

Last contact entry – patient was inpatient on medical ward, states he was 
confused but had understanding of need to restrict his fluid and diet –
diagnosis states drug controlled psychosis and delirium. Did not respond 
in December to appointment letter. There is a DNA letter from consultant 
psychiatrist. Patient was in care home that day and admitted to hospital 
the day after.

Case 5

GP record only available. 

Multiple GP contacts – patient had addiction to opiates, cocaine and 
benzodiazepines – refused referral to Recovery services. Had issues with 
requesting Oramorph and other pain medication repeatedly. Multiple 
discharge summaries found for emergency department attendances with 
overdoses. Difficult consultations evidenced – patient refused to give 
practice his address and would not wear a mask. 

Hospital admission emergency department summary only available –
states small bowel obstruction and Covid-19. Was sent to HDU from 
emergency department [died].
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Overall assessment care ratings (diabetic care)

Commentary
• 23 patients had Type 2 diabetes. Of these 11 (48%) had good or 

excellent care. However, 9 (39%) experienced poor or very poor care. 

Points for confirmation
• Further review of diabetic management on transfer between providers 

would be appropriate to refine these findings.
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Overall assessment care by age at death (diabetic care)

Commentary
• Patients over 80 had poorer overall care when diabetic care was 

required.

Points for confirmation
• A review of diabetic management of very elderly patients in particular 

may refine these findings.
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