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Minutes of the meeting: Quality and Risk Committee

PART ONE
Thursday 26" March 2026 — 14:00-15:30
Chair: Graham Martin
(Quarter 4, Month 3)

In Person (HLRI 88) and Microsoft Teams

Present Role Initials
Martin, Graham (Chair) Non - Executive Director GM
Wilkinson, lan Non - Executive Director W
Fadero, Amanda Non - Executive Director AF
(left the meeting at 3pm for
10 minutes)
Screaton, Maura Chief Nurse MS
Glenn, Tim Deputy Chief Executive Officer & Executive Director of TG
Commercial Development, Strategy and Innovation
Smith, lan Medical Director IS
Meek, David Associate Medical Director Clinical Governance DM
Howard-Jones Larraine Deputy Director of Workforce & Organisational Development | LHJ
Palmer, Louise Deputy Director for Quality & Risk LP
Elwood, Jonthan Associate Director of Corporate Governance JE
Platten, Lynsey (Minutes) Executive Assistant to Chief Nurse and Deputy Chief Nurse | LPL
In Attendance
Whisken, Jennifer Deputy Chief Nurse JW
Brown, Simon Head of Digital SB
(left the meeting at 3pm)
Parrish, Stephen (attended | Palliative Care Education Facilitator/Clinical Nurse SP
For agenda item 7 only) Specialist
Hotchkiss, Marlene Public Governor MK
Cooper, Deborah Governor (Observing) DC
Apologies
Raynes, Andrew Chief Information Officer AR
Midlane, Eilish Chief Executive Officer EM
Hurst, Rhys Staff Governor (Observing) RH
Item Action
by
whom
1 Welcome & Apologies

papers.

The Chair welcomed Committee members and attendees to the meeting;
introductions were made, and those present confirmed receipt of meeting

Apologies were noted as above




Declarations of Interest

There were no further declarations of interest raised

3. Committee Member Priorities
GM advised that the pain management service has been referred to the
committee by the trust Board and Council of Governors for review as a result
of the similarities in recent patient stories. The committee noted that
assurance was required regarding the overall pain management process.
MS discussed the findings of the previously commissioned acute pain service
review, which highlighted gaps in resources, training, capability and alignment
with guidelines. Work on the recommendations is being led by the consultant
anaesthetist for acute pain, with support from the ALERT team and clinical
leaders, focusing on improving systems and the use of existing staff.
Options have been developed, with further meetings scheduled to agree the
preferred approach. MS recognised that this needs to be addressed urgently,
so an update on progress will be prepared for the April's Q&R Committee
meeting and will also feed into the governance process ahead of the next
Council of Governors meeting.
AF asked whether the immediate action previously agreed that no patient
should leave Intensive Therapy Unit (ITU) without pain management
medication written up, had already been implemented.
MS confirmed that this was in place.
ACTION:

e MS to provide an update on the pain management service MS

4 Ratification of Previous Minutes Part 1
The minutes of the meeting dated 26™ February 2026 were AGREED to be
a true and accurate record of the meeting, subject to the following
amendments; the number of complaints received was 8 and not 18.

5 Matters Arising — Part 1 Action Checklist
The Committee NOTED the Action Log from the meeting held on 26"
February 2026.

6 Quality and Safety

6.1 Quality and Risk Management Group (QRMG) and Safety Incident

Executive Review Panel (SIERP) Highlight and Exception Paper
The paper was taken as READ

LP provided an overview of the key highlights:

e The was a National drug call for one of the Ramipril 5mg capsules,
the trust review concluded that there was no evidence that the
affected batch was ever stocked in the trust.

e There has been progress in managing overdue incidents, noting a
continued focus from previous discussions and the benefit of
additional quality governance support now in place, with further
capacity in place. It was reported that recent targeted work has
improved understanding of incident management processes,
leading to better alignment of incidents to the correct departments




and clearer allocation for investigation. Early data indicates
improving incident closure rates during the first quarter of the year,
with divisional governance arrangements and cross-divisional
support contributing positively. It was noted that this approach is
showing improvement and will be extended to patient experience
governance.

e There were audits result represented at QMRG which will be
discussed in the audit section of the meeting.

e The are no escalations regarding formal complaints.

e Itis volunteer's month in June, and it was recognised that it has
been a difficult few months for the volunteers due to the death of a
long standing volunteer. The Patient Experience Team are looking
to commemorate the memory of the volunteer as part of Volunteer
week in June. They are now 76 volunteers in the trust.

e There were two inquests heard within the month

DM provided an overview of two incidents involving broken chest drains
during removal. It was reported that the surgeries took place on two different
days and were performed by different surgeons, using the same approach
to sternotomy, but for two different surgical procedures. Both cases involved
chest drains from the same batch. The current hypothesis is that the drains
may have been caught in the sternal wires during wound closure.

DM summarised the questions posed to the surgical and nursing teams and
the discussions undertaken to identify the potential root cause. Areas
explored included the size of the chest drain cut, confirmation of the correct
drain being used, the closure procedure, and training related to chest drain
use., The Medicines and health Care products Regulatory Agency (MRHA)
has been advised of the incidents.

LP advised that both cases remain open investigations, with reviews
ongoing across all relevant areas and learning being actively considered. IW
asked whether there were any manufacturing instructions stating that the
drain should not be cut. DM confirmed that, according to the manufacturer’s
guidance, the drain can be cut at both ends.

In relation to one of learning responses, IW identified that there was only
limited learning from the organ space infection, noting the SSI rate at that
period in time. LP explained that it was noted that, while the harm to the
patient was recognised, particularly in terms of impact on recovery and
outcomes, it was difficult to clearly define and evidence the specific
contributing factors to that harm.

In regard to Inquest part of highlights report, IW noted one of the inquest’s
listed which did not mention in the cause of death that the patient had
metastatic bowel cancer. LP advised that she would look into the detail of
the inquest further with the Clinical Governance Manager.

GM noted that clinical audit findings were mixed, with some providing
assurance and others highlighting areas requiring further attention. It was
agreed that, while the audits formed part of the original plan, the results
indicate a need for additional oversight and review. Particular concern was




6.2

6.3

6.4

noted in relation to the stroke pathway audit, which was affected by delays
in securing stroke specialist input from another trust. GM noted that the key
issue appears to relate to resourcing and capacity, and that current internal
actions may be limited while an external agreement remains
unimplemented.

MS noted that IS and MS will have conversations with other trust to
establish if this plan was still viable or if another plan needs to be
considered by the trust.

IW enquired about the findings relating to arterial blood gas sampling, noting
that the report stated nine percent of samples were repeated, which was
attributed to reduced clinician confidence in sample quality or analyser
output. IW queried whether there had been any change to the analyser or
equipment, commenting that the finding appeared unusual and suggested a
possible lack of confidence in the results.

IS advised that the introduction of venous blood gas testing as an alternative
to arterial sampling, supported by a mathematical conversion programme,
had previously been explored with a view to establishing it as a service. It
was confirmed that this would not be progressed, following commercial
decisions and the availability of competing alternatives

MS advised that she had enquired into the actions from the Acute Coronary
syndrome (ACS) clinical audit and advised the actions were based around
how they are being triaged, in light of negative testing but positive
symptoms. IW recognised the potential impact of the findings. MS concurred
with IW and suggested the recommendations from the audits should be
reviewed and risk assessed by a senior post holder within the trust.

AF enquired into the process for the response to audits. MS advised that
the audit in question has asked the consultant overseeing the audit for a
response. LP advised that audits are reviewed mainly through the divisions
at present. IS discussed that the audits are largely being undertaken by
resident doctors who are required to do quality improvement projects, but
are then not necessarily in post to see through the recommendation and
close the loop.IS also noted that some of the projects listed are not true
audits.

Safety Incident Executive Review Panel (SIERP) minutes
(03.02.26, 10.02.26, 17.02.26 & 24.02.26)

The minutes were taken as READ.

Health and Safety Highlights Report

Report taken as READ

Surgical Site Infection (SSI) Quality Monitoring Dashboard
Dashboard taken as READ

MS provided an overview noting that performance continues to fluctuate

around an average rate of 5 to 6%. It was reported that Hannah Kiziltug
(HK) who is leading the stakeholder panel, attended the recent Executive




6.5

Directors meeting to provide an update on the current strands of work
underway, including environment, innovation, practice, and culture. This was
received as a helpful update on the breadth of activity in progress.
Reflection was offered that, despite continued support for some
resource-intensive interventions, there is not yet clear evidence that these
have translated into a measurable reduction in surgical site infections. It was
questioned whether an impact might reasonably be expected by this stage,
prompting the need for further discussion on effectiveness and timing.

It was noted that many of the improvement actions are a continuation of
existing work rather than new initiatives, with the key difference being the
introduction of dedicated divisional leadership to improve engagement
across multiple areas. It was highlighted that HK contribution brings added
value through expertise in quality improvement and detailed statistical
analysis of the data. HK is due to attend the Quality and Risk committee
meeting at the end of April, where further detail will be shared. MS noted
that there will be a further review of the Ventilation taking place on 15™" April
and results from this will be shared with the committee.

IW noted the SSI rate being at 6% and its’ need to improve.

GM concluded that overall, it was observed that while performance is not
demonstrably improving at this stage, it is also not deteriorating, and the
additional detail within the updates was considered helpful.

Mycobacterium Abscessus (M Abscessus) Dashboard
Dashboard taken as READ

IW enquired whether assurance could be provided that, given the increase
in non-related cases now representing the majority, there is ongoing
monitoring to ensure there is no evidence of clonality as the dataset
continues to build. IS noted that this question is raised periodically to avoid
assumptions that the current pattern reflects a single strain that's particular
to RPH. It was confirmed that this is reviewed regularly and continues to be
kept under close surveillance.

Patient Experience

71

Patient Story — End of Life Care

The Patient Stories were presented by Stephen Parish

Case one:
o SP presented a case involving a patient on a cancer diagnostic
pathway,

o Within days of admission, the diagnostic pathway became irrelevant
as the patient’s condition deteriorated rapidly, and the focus shifted
from investigation to end-of-life care sooner than anticipated.




Care appropriately transitioned to supportive and palliative
management, with uncertainty around prognosis communicated to
both the patient and their partner.

Significant pain from metastatic disease was managed through
escalation of opioids. Early discussions explored the patients
understanding of the situation and support was offered to both the
patient and partner. A ReSPECT form was completed to confirm no
escalation of treatment beyond ward level.

The case was selected because of the impact on the inpatients and
family’s experience during the rapid shift from diagnostic
investigation to end-of-life planning. When prognosis was discussed,
it was explained honestly—but with uncertainty—that deterioration
suggested the timeframe might be weeks but could be days.

The patient and partner were shocked but appreciative of the clarity
provided. The patient emphasised that realistic conversations were
important to prioritise what mattered most.

Anticipatory medications were prescribed that day with a review
planned for the following morning. However, the patient deteriorated
suddenly that evening and died within hours. The partner was
present at the bedside, and there was very little time between
recognising that the patient might be dying and their subsequent
death.

Patient Story Presented by SP — Second Case

SP described a case reflecting a more typical palliative care journey
within the service. The patient, aged 76 with longstanding
bronchiectasis, had been known to the lung defence team for several
years and had previously received complementary therapies,
symptom management support and advance care planning as
admissions for infective exacerbations increased.

During the final admission, it became clear that treatment was no
longer effective and that survival beyond the admission was unlikely.
A joint decision was made with the patient and family to stop
intravenous antibiotics and non-invasive ventilation.

Although a rapid deterioration was expected, the patient lived for
approximately 10 further days, during which they were able to eat,
drink, spend meaningful time with their family and receive ongoing
support.

On the day of death, the patient remained communicative and
expressed a wish to maintain personal appearance, which was an
important part of their identity. A nurse supported this by helping with
hair and makeup. Later that evening, the patient lost consciousness
and died within minutes, with the final phase of life occurring
unexpectedly quickly.




o The case was recently brought back to mind as the patients family
returned to thank the ward team, noting that a legacy had been left
to the trust.

SP highlighted that, although the two patient stories differed significantly,
both reinforced the same key issue; from the perspective of patients and
families, communication, relationships and feeling supported during an
uncertain and often very brief window are as important as clinical
management. Even when there is time to build rapport, the final hours can
still be rapid and unpredictable. The committee noted that although the trust
has relatively few expected deaths, many involve a very rapid final phase,
particularly in non-malignant conditions where patients receive high levels of
intervention before a sudden transition to dying. Audit data showed that
many expected deaths occurred within hours and often outside normal
working times. This highlighted the challenge for a highly specialised centre
focused on advanced treatments, as staff may find the shift from curative to
palliative care abrupt and difficult, especially when deterioration happens
quickly. The discussion centred on how best to support staff to provide
clear, timely communication, and to ensure that patients’ and families’
emotional, spiritual and cultural needs are recognised and met consistently

AF thanked SP for the clear and thoughtful presentation, noting the value of
the case studies and the need to balance proactive treatment with proactive
recognition and management of end-of-life care in line with patient wishes.
AF asked whether, in the two cases presented, Papworth had been chosen
as the preferred place of death.

SP advised the first patient, came in quite quickly on a diagnostic pathway,
so it probably wouldn’t have been their preferred place of death. However,
the patient passed sooner than expected and it would have taken time to

safely discharge due to the interventions required. Th trust was the second
patients, chosen place of death as they had built up a report with the staff.

MS discussed that the End-of-Life Steering group would like staff to
complete a mandatory training type of baseline training so that all staff are
prepared to deal with sudden end of life care for patients. SP is working on
how to promoting the essential training on EoLC to clinical staff.

AF emphasised that identifying patients approaching end of life and
providing high-quality palliative care is a core part of the Trust’s role,
supporting both patient experience and staff delivering care. Wider national
system challenges were highlighted, including limited access to hospices
and insufficient support for people to die at home, which were described as
significant gaps across the health service. AF stressed that there is an
important strategic opportunity for the Trust to engage in more open




dialogue and to explore different ways of managing care, drawing on
existing experience and expertise, with a view to strengthening this area of
work. The End-of-Life Steering Group has a clear role in advising and
making recommendations, and emphasised the value of its proposals
around educating staff and providing opportunities for practical experience.
Capacity issues would also require consideration.

GM enquired into where the end-of-life discussion would be addressed
within the governance structure of the trust. TG discussed that this work is
still emerging within the development of the trust’s strategy and aligns with
both clinical excellence and regional partnership priorities. It was noted that
executive-level discussion is needed to clarify ownership and structure,
while being mindful of competing priorities and capacity. The importance of
understanding practical barriers to care delivery, particularly across acute
and community interfaces, was highlighted as a key area for further
exploration.

ACTION:
e MS and TG to discuss further how the Trust strategy will
support EoLC strategy.

Performance

Performance Reporting: PIPR M10
Paper taken as READ

GM raised concern regarding the decline in supervisory sister time
compliance, noting that performance has reduced to 61%. GM emphasised
the importance of this measure for overall assurance and governance and
noted that the underlying reasons for the decline are understood. Reference
was made to further analysis indicating that while some areas are
performing above target, this masks significant underperformance in other
areas, which requires ongoing attention and remedial action.

MS discussed that while the reasons for the decline in supervisory sister
time are understood, there is a need to refocus efforts to address this. MS
highlighted that when supervisory time begins to reduce, this often leads to
decline across other performance metrics due to reduced role modelling,
supervision, and visible leadership. It was noted that work is underway with
matrons to re-emphasise the importance of this role. MS reflected that,
when pressures arise, clinical staff may naturally revert to more
task-focused activity, which can quickly become habitual. It was emphasised
that supervisory presence is not about being office-based, but about
visibility, support, and supervision for both staff and patients, and that
supervisory nurses play a key role in maintaining standards and embedding
core practices across the trust.

GM asked the Committee to consider what actions it may wish to take to
provide support in this area and whether there are any matters that should
be escalated or taken back to the Board for further discussion or assurance




MS discussed that greater value would come from focusing on the
effectiveness of supervisory sister time rather than solely on compliance
figures. MS suggested that understanding the impact of supervisory roles on
quality outcomes, visibility, and support would provide better insight,
including exploring how sisters themselves perceive the effectiveness of
their supervisory function. It was noted that this approach would help
reinforce the importance of maintaining supervisory time and support the
Committee’s understanding of its role in sustaining wider performance and
quality standards.

LP noted that overall data indicates low supervisory time, with assurance
that basic requirements are being met but limited capacity to focus on
improvement and embedding change. It was highlighted that achieving the
existing target is challenging, with the highest performance reported at 83%,
and that reaching 90% would require realistic consideration of practical
steps and constraints. LP suggested that further exploration of both the
challenges and benefits of supervisory time, including feedback from staff,
would help inform monitoring and support future improvement.

TG concluded that the issue requires a collective organisational response,
highlighting the clear link between sickness absence and supervisory time. It
was noted that, despite strong recruitment and an overall improved
workforce, sickness levels remain a significant pressure. TG emphasised
that supervisory time is integral to supporting staff wellbeing and managing
sickness, and that there is a risk of undermining this by focusing too heavily
on performance numbers alone. It was acknowledged that breaking this
cycle requires a shared commitment to maintaining supervisory presence,
even during periods of pressure, in order to achieve longer-term
improvement.

IW advised questioned the reason for the decline in the VTE rate. LP
advised that performance continues to fluctuate and has not stabilised,
despite previous efforts that had raised compliance into the 90% range. LP
noted that variation between areas remains a key issue, with some
performing consistently well and others pulling overall performance down. It
was highlighted that the drivers are multifaceted, largely linked to workforce
pressures and timeliness

Risk

Cover: Board Assurance Framework (BAF)
Appendix 1: BAF Report

The BAF report was taken as READ
Appendix 2: BAF Tracker

The tracker was taken as READ

GM noted that BAF 3779 listed on the report is associated with the
workforce committee.

MS advised that the current BAF risks are up to date and there are no
changes to the two BAF risks associated with the committee.




GM highlighted that improving the consistent implementation of
evidence-based care is a key risk and an area requiring more structured
focus from the committee. GM noted this as a longer-term priority, with TAVI
suggested as a useful test case to explore effectiveness and equity, and
emphasised the need for clearer understanding of decision-making
boundaries where NICE guidance is not available and commissioner
expectations apply.

IW question process for receiving the funding for TAVI, TG provided and
overview for the procedure and where current issues lie. MS summarised
that discussions at the Performance Committee highlighted delivery risks
within the operational plan and the need to better align oversight between
performance and quality and risk functions. MS noted that improving the
interface between these committees is important, particularly in relation to
shared risks around effectiveness, to ensure more coordinated and effective
management.

10

Governance and Compliance

10.1

10.2

Quality and Risk Terms of Reference
Taken as READ

The Terms of Reference circulated were a previous version.
The TOR should be ratified by the Trust Board

ACTIONS:
e JE to circulate before April’s meeting the Q & R Terms of
Reference to be signed off virtually.

Internal Audits/Assessment
BDO Patient Property Audit
Paper taken as READ

LP provided further detail on the audit relating to patient property. LP
explained that, unlike standard audits which primarily focus on
documentation review and interviews, this audit deliberately adopted a
practical and observational approach. The external auditor spent significant
time on site, accompanied by matrons and ward sisters, to understand how
processes operate in practice. This included observing ward environments,
storage arrangements, and staff workflows, which enabled a more detailed
understanding.

LP advised that this approach helped identify weaknesses and variation in
how patient property and cash are handled, including issues around the
availability, size, and use of safes, as well as processes for transferring cash
to the cash office, particularly out of hours. While the overall number of
patient property losses remains low, LP emphasised that the instances
involving missing money were of particular concern and unacceptable,
necessitating focused improvement work.

As a result of the findings, LP confirmed that a short, targeted task and
finish group will be established to address these issues and improve
consistency and safety across the organisation. The group will focus on
achieving better alignment and clarity around responsibilities, storage

JE

10




10.3

10.4

arrangements, and procedural compliance. LP noted that staff engagement
during the audit was positive, with nursing teams welcoming the opportunity
to contribute and valuing the practical nature of the review.

LP confirmed that delivery of the agreed actions will be monitored through
the Audit Committee, with progress updates provided as required.

It was proposed that a further update be brought back to Q & R Committee
once the task and finish group has completed its work, to provide assurance
that changes have been embedded, procedures updated, and new ways of
working formally implemented

GM advised of concern that their would be extra items for the matrons and
ward managers to sign off.

AF discussed the importance of the audit findings, emphasising that patient
property is often perceived as secondary to clinical care, when in fact it is a
fundamental aspect of the patient experience. AF noted that for patients,
knowing where their personal belongings are and having confidence that
they are safe is a significant source of reassurance. It was highlighted that
respect for individuals and respect for their property go hand in hand, and
that a positive patient experience cannot be achieved if basic concerns
about personal belongings are not addressed. AF reflected that, while
policies and processes are important, it is the everyday attention to these
seemingly small but personal details that demonstrates dignity and respect
in care.

ACTION:
¢ Upon completion of the Task and Finish Group, an update is to
be provided to give assurance that changes have been
embedded, procedures updated, and new ways of working
formally implemented. (expected reporting date is July)

Clinical Audit Evaluation Report of 2025/2026
Paper taken as READ

LP summarised the annual audit plan and evaluation, noting that 43 audits
were agreed and largely completed during the year, which marks a
significant improvement compared to previous years. It was highlighted that
Trust-wide and national audits are now more robust, with clearer standards,
formal reporting, and regulatory publication in place. LP advised that the
next phase is to strengthen governance around ad hoc divisional audits to
ensure focus on the right quality and risk priorities. It was proposed to retain
the same core set of audits for the coming year, building further strength
and depth into these rather than increasing overall volume

Clinical Audit Forward Plan for 2026/2027
Planner taken as READ

LP summarised the proposed audit plan for the coming year, confirming a
total of around 45 audits. This includes 20 national clinical audits with

LP
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established standards and benchmarking requirements, alongside 25
Trust-wide priority audits that largely mirror the previous year’s programme.
LP noted that the focus remains on providing robust assurance around
quality and risk, rather than increasing audit volume. It was acknowledged
that additional specialty or outcome-focused audits may be required in
future, but these would need to be considered within governance
arrangements and formally incorporated into the audit plan

IW queried why the same areas are audited annually. LP advised that these
audits form part of established QMRG, sub-groups, whose terms of
reference require ongoing annual audit to provide assurance. The audits
enable regular review of performance against standards, consideration of
incidents and emerging risks, and alignment with current evidence and
guidance, which is why the same 25 Trust-wide audits have been retained

IW advised that he felt the Audits should look at areas where the trust need
to develop or improve upon each year and base the audits on these areas,
as auditing the same areas consistently could be misleading in time.

MS highlighted that the volume and scope of audit activity had prompted
valuable discussion, demonstrating its importance in guiding organisational
focus. MS noted that there is a shared responsibility to use audit findings to
inform strategic and operational direction, rather than this resting solely with
the audit team. It was emphasised that audit outputs should align closely
with clinical effectiveness and operational priorities. MS commended the
quality of the work undertaken and clarified that the audit team’s remit
remains appropriately focused on delivering national and Trust-wide audits.
TG noted that there is an opportunity for the Committee to provide clearer
definition around the risks it holds responsibility for, particularly in relation to
the delivery of effective care. TG suggested it would be helpful for the
Committee to articulate how these risks are framed and to offer direction to
the audit team by identifying a small number of areas where there is
emerging or residual risk.

GM requested that the committee were able to preview the audit plan next
year before the plan was finalised so that the committee could contribute.

LP to bring the draft action plan for audits for 2027 to Q & R, so that the
committee can make recommendations for audits that should be carried out,
if not already captured on the plan.

11

Quality Accounts

11.1

Quality Accounts Priorities Update for Q3
Paper taken as READ

MS noted that quarter three reporting shows clear progress against the
quality priorities. MS reflected that earlier work during the year, particularly
the harm reviews on the RTT pathway, had prompted significant discussion
about impact and use of time, which led to a revised approach. By focusing
reviews on higher-risk patient groups, including structural cardiology and
TAVI patients, the work became more targeted and was reported to have
had a positive impact on clinical decision-making. This was cited as a clear
example of quality priorities translating into meaningful improvement in
practice.

12




GM acknowledged that the Quality account priorities are carefully
considered.

LP identified that some of the improvement to a service comes outside of
the reporting period, so the success can be overlooked.

12 Policies & Procedures
12.1 Cover Paper for all Documents
Paper taken as READ
LP provided an overview of the key changes for the policy
12.2 DN306 Consent Policy-V13.2
The committee RATIFIED the DN306 Consent Policy-V13.2
13 Other Reporting Committees
13.1 Escalation from Clinical Professional Advisory Committee
No escalations reported
13.1 Minutes from Clinical Professional Advisory Committee
Minutes were taken as READ
14 Annual Reports
15.1 No annual reports presented
15 Areas of Escalation and Emerging Risk
15.1 Audit Committee
No escalation required.
15.2 Board of Directors
No escalation required.
15.3 Emerging Risks

AF reflected on the earlier discussion regarding escalation and noted a
broader concern about workforce pressures. AF highlighted that staff survey
findings indicate staff are feeling increasingly pressurised, with significant
workloads and competing demands, and questioned whether there is
sufficient opportunity at Committee level to explore how these pressures
affect quality, safety, and risk. AF suggested there may be value in a future
conversation that brings together the work of the Workforce Committee and
staff survey responses with Quality and Risk considerations. It was
emphasised that, as the organisation considers efficiency and CIP
programmes, there is a need to be explicit about the potential impact on
quality and safety and how any associated risks are identified and mitigated
GM welcomed the discussion and suggested that AF as workforce chair
consider what areas should be raised.

MS advised that the impact of operational initiatives on staff is considered
through the Quality Impact Assessment (QIA) process, which assesses both
patient safety and workforce impact. While schemes are signed off following
initial QIA review, MS highlighted the importance of ongoing monitoring to

13




track delivery and ensure continued oversight of both quality outcomes and
staff experience. It was noted that extending QIA tracking beyond approval
will help identify emerging risks over time and strengthen assurance that
operational decisions do not adversely affect quality, safety, or the
workforce.

16

Any Other Business

No business raised

Date and time of next meeting:

Thursday 30" April 2026, 14:00-16:00 - Microsoft Teams
Thursday 28" May 2026, 14:00-16:00 - Microsoft Teams
Thursday 25™ June 2026, 14:00-16:00 - Microsoft Teams
Thursday 30" July 2026, 14:00-16:00 - Microsoft Teams
Thursday 27" August 2026, 14:00-16:00 - Microsoft Teams
Thursday 24" September 2026, 14:00-16:00 - Microsoft Teams
Thursday 29" October 2026, 14:00-16:00 - Microsoft Teams
Thursday 26" November 2026, 14:00-16:00 - Microsoft Teams
Thursday 17" December 14.00 — 16.00 — in person HLRI
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