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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 5 December 2019 at 1.00 pm
Board Room, Trust Headquarters, Hereford County Hospital 

Present:

Russell Hardy RH Chairman
Glen Burley GB Chief Executive 
Andrew Cottom AC Non-Executive Director (NED)
Lucy Flanagan LF Director of Nursing
Christobel Hargraves CH Non-Executive Director (NED) 
Richard Humphries RH Non-Executive Director (NED)
Jane Ives JI Managing Director
David Mowbray DM Medical Director
Frank Myers, MBE FM Non-Executive Director (NED)
Howard Oddy HO Director of Finance & Information 

In attendance:
Jon Barnes JB Chief Operating Officer
Alan Dawson AD Director of Strategy and Planning
Rebecca Gratton RG Associate Non-Executive Director (ANED)
Erica Hermon EH Associate Director of Corporate Governance 
Val Jones VJ Executive Assistant (For the minutes)
Grace Quantock GQ Associate Non-Executive Director (ANED) 
Sue Smith SS Director of Human Resources
Nicola Twigg NT Associate Non-Executive Director (ANED)

The Going the Extra Mile Award – Employee of the Month – This had been awarded to Christine Anstey. The 
Chairman read out a precis of the reasons why Christine had been put forward for this award.

The Going the Extra Mile Award – Team of the Month - was awarded to Estates Department WVT/Sodexo. The 
Chairman read out a precis detailing the reasons why Lydia Phillips and Dale Meek had been put forward for this 
award.

Minute Action

BOD01/12.19 Apologies for Absence

There were no apologies received. 

BOD02/12.19 Quorum

The meeting was quorate.

BOD03/12.19 Declarations of Interest

Mr Myers made a new declaration of interest - Independent Member for the Health and 
Social Services Audit and Risk Assurance Committee - Welsh Government.
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BOD04/12.19 Minutes of the meeting held on 7 November 2019

Resolved – that the minutes of the meeting held on 7 November 2019 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/12.19 Matters Arising and Action Log

BOD11/10.19 – (B) – The Director of Finance & Information (DFI) advised that further 
meetings are being held to discuss SLRs. 

BOD10/11.19 – (C) – The Director of Human Resources (DHR) confirmed that the 
Trust has linked with Coventry and Warwickshire Trusts regarding funding 
opportunities for international nurses.  The Trust will continue with the Health 
Education England global learning programme. 

BOD14/11.19 – (B) – The Chairman suggested that a Board Workshop held on cyber 
security to provide further assurance to the Board of Directors.  

HO

Resolved – that:

(A) The action log be noted.

(B) A Board Workshop will be held on cyber security in the New Year. HO

BOD06/12.19 Chief Executive’s Report

The Chief Executive (CEO) presented his Report and the following key points were 
highlighted:

(a) Our Latest CQC Inspection – The Care Quality Commission (CQC) had carried 
out the main clinical element of their inspection with the Well Led inspection 
being carried out mid-December. A letter is sent after each element of the 
inspection which is put in the public domain and included within the report. A 
further letter was received from week two and will be included in the next Board 
of Directors meeting. The CEO has formally responded to their letter with a 
number of matters raised responded to. 

(b) Election – We are currently in purdah. The “manifesto” drawn up by NHS 
Providers is attached in the report which provides a summary statement of NHS 
issues. 

(c) Digital Pathology Development – The report included an update on digital 
pathology both nationally and locally. The Trust is still in discussions regarding 
creating the right Network that meets our needs with colleagues in 
Worcestershire Acute Hospitals NHS Trust but also Coventry and 
Warwickshire Trusts. The Trust is likely to lead the procurement process for 
digital pathology.

(d) Mr Humphries (NED) extended the Board of Directors congratulations to South 
Warwickshire NHS Foundation Trust for being the first Trust in the West 
Midlands to be rated as outstanding by the CQC.

GB
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(e) Mr Cottom (NED) referred to the appendix in regards to NHS Providers, 
advising that he found the idea of the NHS as an anchor institution not one he 
had considered before and felt that this should be discussed further, especially 
around the work being done in urban settings. The CEO advised that there are 
many ways that we are an anchor organisation, with discussions held in the 
Board Workshop from the Council around their part in this. A local hospital is 
at the heart of the community and if this is lost, the community itself starts to 
shut down. The Chairman advised that this should be discussed further early 
next year, post the election. 

EH

Resolved – that:

(A) The Chief Executive’s report be received and noted.

(B) The letter sent from the Care Quality Commission following the second 
week of their inspection at the Trust would be included within the January 
Chief Executive Report.

(C) A Board Workshop would be held early in 2020 to discuss the NHS being 
an anchor institution.

GB

EH

BOD07/12.19 Integrated Performance Report

The Managing Director presented the review of Key Performance Indicators and the 
following key points were noted:

(a) Discussion was held at the last Board Workshop on how to improve reporting 
information to the Board of Directors. The end columns on the KPI charts 
suggest whether we are going to pass or fail that particular indicator. The trend 
indicator looks in a more statistical way to understand whether there has been 
a sustained improvement or deterioration. This makes better use of the data 
including any normal variations and improvement. 

(b) A positive improvement had been within the quality section with sustained work 
around enabling patients to spend more time at home, with patients being 
discharged home sooner due to the Trust jointly working with the Local 
Authority to achieve this service change. A negative KPI was an increase in 
patient falls which was not due to natural variations, which required further 
investigation. 

(c) The Trust met the 62 day cancer target this month, but this needed to be a 
sustained achievement.

(d) Emergency Department (ED) – The Trust is failing the 4 hour target and will 
continue to do so with the current number of attendances but a huge amount 
of work is being carried out to try to improve this and all the A&E targets. Dr 
Ian Sturgess, who is working nationally and internationally on systems 
improvement, had visited the Trust and reviewed the work we are doing on the 
urgent care pathway. He was very impressed with this work and around the 
level of staff engagement and enthusiasm. Particularly in ED, he found every 
member of staff knew the four core questions and the answers for each patient 
without having to refer to their notes. This had been a real focus for the last few 
months within #Wyevalleyway. The CEO advised that Dr Sturgess had 
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reiterated his positive findings and noted that we are working on the capacity 
pathway to try to reduce the strain on the ED, although more investment in 
Community Services is need in this area. 

(e) Financial performance – There has been a small deterioration but we are still 
predicting to meet our control total at the end of the year. 

(f) International nurse recruitment – The data is now showing we are using less 
agency staff due to this recruitment. Staff have fed back around the high quality 
of work from these new recruits.

(g) Mr Humphries (NED) felt that the 20% rate of discharge to Care Homes seems 
high. The Managing Director advised that this was due to the Ledbury 
Community Hospital being run by Shaw Nursing Home taking low acuity 
patients. After this was recommissioned, it is now a discharge to assess 
pathway 3 facility with patients highly likely to be discharged to a Care Home 
or Residential Home. This prevents patients being in an acute environment 
whilst their discharge is being arranged. The data from the first three months 
was with GPs running this facility which is now being covered by our 
Consultants. The latest data since the Consultant model has been in place is 
at 64% which is much more in line for this model This is a fourteen bedded unit 
with only ten to eleven beds used on average which needs to improve. 

Resolved – that the review of Integrated Performance Report be received and 
noted.

BOD08/12.19 Quality 

The Director of Nursing (DON) presented the Quality Report and the following key 
points were noted: 

(a) Sepsis was of concern around eighteen months ago but mortality related to 
sepsis was now the lowest it had been for a long time. Performance against 
the Sepsis 6 care bundle is improving month on month.  

(b) Information was included around our year to date performance for gram 
negative blood stream infections and C-Dif. 

(c) A conference was held two weeks ago to raise awareness in caring for persons 
with dementia and learning disabilities. This was well received and well 
attended by Trust staff. 

(d) There had been an unusually high number of Serious Incidents in the previous 
month with no obvious trends. The figures for this month are back within 
expected levels. 

(e) A Never Event had been reported regarding a patient who had attended the 
Ophthalmology Department for an injection into their eye for a long standing 
problem. They received the injection in the incorrect eye; no harm was caused. 
The DON and Medical Director visited the Department a few days after the 
event to review the incident. This occurred as one of the images taken of the 
patient’s eyes was of poor quality which was then deleted. The machine 
uploads the pictures in a sequential way and this deletion caused the pictures 
to be transposed. The Department believe that they followed the technical 
guidance and this is not a Never Event. We are awaiting a decision from our 
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Commissioners as this may be downgraded. The Standard Operating 
Procedure is being updated regarding the management of images. 

(f) Mr Myers (NED) queried whether we were at 100% compliance for the Sepsis 
care bundle. The DON advised that this was improving but had not yet 
achieved full compliance.  

The Chief Operating Officer (COO) presented the deep dive on Discharge Planning 
and the following key points were noted: 

(g) Valuing Patients Time – A programme of work across all Divisions around this 
area was commenced last month. A number of workshops were held over the 
summer to review how we can better value our patients’ time. At the last three 
workshops, it was agreed to define what each ward and department could do 
to improve this area but not stipulate how this was achieved. Each area would 
define their own methology on how to improve. Most inpatient wards have 
chosen the “red to green” system. This will be launched on 11 December. It is 
important that both patients and staff are aware and able to answer the four 
key questions to help enable this. 

(h) SCBU are trialling parent led ward rounds. ED have a twice daily workshop 
station on wheels where they ask their own version of the four key questions. 
Redbrook Ward decided to implement their changes in the summer with a new 
huddle which has made real improvements on this ward already. The DON 
advised on a recent Patient Safety Walkabout on Redbrook Ward and AMU, 
all patients asked were able to answer the four key questions which was very 
positive. The CEO was also very impressed on the last visit he undertook with 
staff attitude and culture and empowering staff to make these changes. 

(i) The Trust are around a quarter of the way through this piece of work. All six 
planned changes across the Trust will be implemented by the end of the winter, 
but this will take time to embed. All the detail is included in #Wyevalleyway. 

(j) The DON advised that Dr Sturgess noted the importance of valuing patients 
time by the amount of time spent away from their own bed. This is helpful in 
changing the mind-set of staff and patients. 

(k) Mr Humphries (NED) endorsed the COO’s point of valuing patients’ time noting 
that we must ensure that we do not expect too much too soon but questioned 
when it would be realistic to measure the impact on these changes. The COO 
confirmed that teams has built metrics into the reports so that these can be 
measured on an ongoing basis. The Chairman was reassured that we are 
doing the right things with the data catching up over time. 

(l) The COO advised that the plan is to roll out changes to prevent hospital 
acquired functional decline. The COO confirmed that he is meeting with the 
Foundation Group to share these plans.   

Resolved – that the Quality Report be received and noted. 
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BOD09/12.19 Activity Performance

The COO presented the Activity Performance Report and the following key points were 
noted: 

(a) A&E attendances are returning to more expected levels but the department is 
still very busy. 

(b) October’s conveyances were the highest month with over one hundred more 
than the previous month. Admissions are not reducing but medical outliers are 
remaining static which is positive. We are holding our position although this is 
very challenging.

(c) RTT is slowly improving although lists had to be cancelled due to ITU capacity. 
RTT against plan for this year compared to last year is included in the report to 
enable a view of changes over this period. 

(d) There were two 52WW breaches at month end which were not preventable. A 
huge amount of work is involved in trying to prevent these breaches with the 
cohort reducing each month with a number of complex patients remaining. This 
situation will remain vulnerable until the maximum wait reduces to around 40 
weeks. 

(e) Mr Cottom (NED) advised that elective activity had been raised previously, but 
was above last year which is positive but felt that it would be useful to get more 
information around why we are not reaching the planned target, although we 
are getting more income this still does not cover costs. The Chairman asked 
the COO and DFI to review how to include this information. 

(f) Mr Cottom (NED) noted that we were below target but working hard to achieve 
the 4 hour target. The CEO noted that this standard needing improvement as 
this is a good indicator of safety in the system, although we are in a better 
position than last year which is positive. The number of medical outliers is also 
an informative indicator. The overall national performance has continued to 
deteriorate but we are still not in a positive position. Demand has gone up 
higher in this group of patients than any other and we need to continue to work 
to get patients on the right pathway. 

(g) The Managing Director noted that national benchmarking is against system 
performance that include Walk-in Centres and Minor Injury Units to support 
A&E performance along with the Trust having a higher proportion of ambulance 
conveyances. 

(h) Revd Hargraves (NED) questioned regarding the offer for anyone waiting over 
26 weeks for surgery an appointment at another Trust, whether this had had 
any impact for the Trust. The Chairman advised that this was not for all patient 
pathways. The COO advised that there was no methodology on how to report 
this and he was not aware of any other Trusts taking up this offer. 

JB/HO

Resolved – that:

(A) The Activity Performance Report be received and noted. 
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(B) The Chief Operating Officer and the Director of Finance & Information will 
review how to include information around planned activity against target 
and the financial implications in future performance reports. 

JB/HO

BOD10/12.19 Workforce 

The DHR presented the Workforce Report and the following key points were noted: 

(a) There has been sustained core skills compliance with appraisals at 87.6%. 

(b) The reduction in agency and turnover remains stable. There is concern that 
vacancies have not improved and sickness absence is at 5%. It was discussed 
at the last Board Workshop around the Health & Wellbeing Strategy being 
launched. 

(c) Mr Humphries (NED) noted in the Reason For Leaving table, that around a 
third of staff cited work/life balance as the reason. The DHR advised that 
flexible working was being offered as an option for staff along with HR offering 
1-2-1 meetings with managers on how to approach vacancies in a flexible way 
eg annualised hours, job share etc. 

(d) Mr Cottom (NED) found the graphs very helpful but they showed that out of the 
six indicators, we are not meeting four and these are not improving either. The 
DHR advised that vacancies are flat lining which is concerning and are not 
where they were planned. The learning from international nurse recruitment is 
being transferred to other areas. Agency is improving slightly along with 
appraisals with the other areas previously discussed. 

(e) The DON advised that a small working group are looking at nursing 
requirements for next year to obtain a real understanding of what the vacancy 
position is likely to be and therefore the subsequent requirement for 
international recruits. In addition, the senior nursing team are also reviewing 
the number of nursing associates required. Both international and nursing 
associate requirements will be built into business planning 

Resolved – that the Workforce Report be received and noted. 

BOD11/12.19 Finance Performance

The DFI presented the Finance Performance Report and the following key points were 
noted: 

(a)  At the end of month 7, we have a deficit of £12.5m which has deteriorated by 
£214k and is £1.5m behind budget. The main deterioration in month relates to 
income and a shortfall on elective pay. Pay and non-pay are underspent for 
nurse agency which is positive. 

(b) The level of savings made were counteracted by continued reliance on 
Thornbury. It is of concern that the progress made in October did not continue 
in November and with medical agency seeing the highest month so far this 
year. 
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(c) It is still possible to deliver the year end figure but there are a number of 
concerns around achieving this. One issue is around the £4.3m difference on 
our contract with Herefordshire Clinical Commissioning Group. All sides are 
working towards a solution but we will not achieve our year end target if this is 
not resolved. The use of Thornbury nurses needs to be reduced along with the 
reduction in planned agency staff in budget. The CPIP also needs to be 
achieved.

(d) Elective activity – This has missed plan for a few months and is unlikely to be 
achieved again for November. 

(e) The Chairman questioned with the increasing volume of elective work, what 
the possibility of achieving this target was. The COO advised that he expected 
that the plan would be delivered for the remainder of the year, although there 
were risks associated with this. The original plan at the beginning of the year 
was changed again at month 6 which needs time to embed; this is the issue of 
not being able to set a longer term elective plan. 

(f) The Chairman queried the reasons for the excessive use of Thornbury. The 
DON advised they were required for difficult to cover areas such as Maternity, 
Paediatrics, CAMHS and Critical Care with the processes around usage being 
tightened up. We are also working closely with our Master Vend to try to use 
their staff for these difficult areas. 

(g) The Medical Director advised that medical agency had been down about 60% 
on last year until October which slipped due to vacancies and restricted duties 
for a member of staff. This will improve if the vacancies are recruited to as 
planned, with slippage on trajectory for medicine but surgery are on track. 

(h) Mr Cottom (NED) queried if the areas requiring Thornbury nurses were due to 
vacancies or special reasons. The DON advised that each area was different. 
Paediatrics do not have Mental Health Nurses, Maternity has a high level of 
maternity leave and sickness, Critical Care have vacancies along with 
additional patients from theatre recovery requiring Critical Care nurses to care 
for them when ITU is full. 

(i) The Medical Director advised that, due to our contract, we lose money on most 
areas if we work over plan. The DFI advised that due to our underlying deficit, 
we can increase planned activity in some areas and reduce the loss per patient. 

(j) The Board of Directors are asked to approve the loan totalling £1,800k, a 
capital loan of £3,882k and a capital loan of £676k. 

Resolved – that:

(A) The Finance Performance Report be received and noted.

(B) The Board of Directors approved the loan totalling £1,800k and the capital 
loans of £3,882k and £676k. 

BOD12/12.19 One Herefordshire - Urgent Care Programme Board Update

Resolved – that the One Herefordshire - Urgent Care Programme Board Update 
be received and noted. 
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BOD13/12.19 Digital Systems Development Update

The DFI presented the Digital Systems Development Update and the following key 
points were noted: 

(a) The main areas to highlight were included within the Executive Director 
opinion. 

(b) Good progress is being made on EMIS with the Hospital at Night app, 
Outpatient Patient Arrival Kiosks and Nurse eOBS apps all being received well 
by staff and patients. 

(c) Mr Myers (NED) queried the cost of the Arrival Kiosks and if the plan was to 
adopt these across the Trust. The DFI confirmed that the intention was to 
extend their use which was included in the overall EPR Business Case. The 
DFI will provide Mr Myers (NED) on the background to the Arrival Kiosks. 

(d) The DON advised that we are in Week 2 of the roll out of eOBS on Arrow Ward. 
Following the resolution of technical issues, staff are embracing this new 
system. There will be double running on paper and eOBS which will be 
switched off this week. Due to the positive trial, the programme is going to be 
rolled out more rapidly than planned. 

HO

Resolved – that:

(A) The Digital Systems Development Update be received and noted.

(B) The Director of Finance & Information will provide Mr Myers (NED) more 
background information on the Outpatient Patient Arrival Kiosks. 

HO

BOD14/12.19 Mortality Report

The Medical Director presented the Mortality Report and the following key points were 
noted: 

(a) There has been a small rise in the HSMR of 0.25 to 95.4. The SHMI has 
increased by 2.4 to 103.6. This is possibly due to issues around post discharge 
with outlier groups stable or improved. 

(b) The Primary Care networks in the east of the country are starting mortality 
reviews to see if there are any trends. There has been a spike in congested 
cardiac failure of ten deaths against an expected three. A thematic review is 
being undertaken. 

(c) An external review of our fracture neck of femur pathway is being undertaken 
as the standard timeframe is 33.6 with the Trust at 35.6 (this was 39.6 
previously). 

(d) A full time Bereavement Officer has been appointed and will start in December. 
The supporting administrative role interviews are being held on 18 December. 

(e) Learning from deaths reviews by the Medical Examiners continue to be very 
effective with the number of first and second stage reviews achieved above 
target. 
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(f) Revd Hargraves (NED) questioned what difference the appointment of the 
Bereavement Officer will make to clinicians and relatives. The Medical Director 
advised that they will co-ordinate the death certificate process along with the 
main point of contact for relatives with concerns regarding the process and they 
will also have direct access to the Medical Examiners. This may prevent 
unnecessary post mortems with liaison between the Bereavement Officer and 
the Coroner. Revd Hargraves (NED) felt this may also reduce the number of 
complaints received. 

(g) Revd Hargraves (NED) questioned if the one avoidable case found on the 
second review of the learning from deaths will now become a Serious Incident. 
The Medical Director advised that this has been asked to be put on Datix with 
the Serious Incident Panel undertaking a thematic review as he felt that there 
have been a few incidents of oxygenated events. Revd Hargraves (NED) 
queried if a death is found to be avoidable if this could automatically become a 
Serous Incident. The Medical Director advised that a process was established 
to enable this to happen but was not sure why this did not occur on this 
occasion. 

DM

Resolved – that:

(A) The Mortality Report be received and noted.

(B) The Medical Director would review why the avoidable case found on the 
second review of learning from deaths did not automatically become a 
Serious Incident. 

DM

BOD15/12.19 Workforce Improvement Plan

The DHR presented the Workforce Improvement Plan and the following key points 
were noted: 

(a) The three key priorities for the next quarter are Temporary Workforce, Health 
& Wellbeing and Changing How We Work. 

(b) The DHR confirmed that this will be shared with our Foundation Group 
colleagues. 

(c) Revd Hargraves (NED) queried if the action plan related to the Strategy was 
available to review progress. The DHR will provide a copy of the action plan for 
information. 

(d) Mr Myers (NED) asked for more detail to be included around Exit Interviews. 
The DHR will provide more information in the next Workforce Improvement 
Plan. 

(e) Mr Cottom (NED) noted the limitations of our workforce and felt it would be 
useful to have information included around the radical changes made to work 
around these difficulties. The DHR would include this in the Workforce Plan to 
be presented to the January Board Workshop. The Medical Director confirmed 
that the possibility of employing scientists in the Microbiology Department is 
being reviewed. 

SS

SS

SS
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Resolved – that:

(A) The Workforce Improvement plan be received and noted. 

(B) The Director of Human Resources will provide a copy of the action plan 
for the Workforce Improvement Plan to Revd Hargraves (NED).  

(C) The Director of Human Resources will include more information around 
Exit Interviews in the next Workforce Improvement Plan. 

(D) The Director of Human Resources will include more information around 
the radical changes made regarding recruitment in the Workforce Plan 
being presented to the January Board Workshop. 

SS

SS

SS

BOD16/12.19 WVT Self-Assessment against EPRR 2019

The COO presented the WVT Self-Assessment against EPRR 2019 and the following 
key points were noted: 

(a) The appendices are available separately for review if required. 

(b) The Trust are substantially compliant with three core standards partially 
compliant – Duty to maintain plans, Training and exercising and Business 
Continuity. These should be fully compliant by next year’s self-assessment. 

(c) Revd Hargraves (NED) queried when the standards were last used in a major 
incident and what issues arose. The COO confirmed that this information was 
included within the report, with only one incident occurring since he had joined 
the Trust. Lessons learnt included the need to exercise and train correctly. The 
Chairman noted that this was an important piece of work and to contact the 
COO if any further detail was required. 

(d) Mr Myers (NED) questioned who triggered the emergency process for the 
recent floods. The COO advised that the Trust triggered this but this can be the 
ambulance or police with the ED or ED on-call the main points of contact. 

Resolved – that WVT Self-Assessment against EPRR 2019 be received and 
noted.  

ITEMS FOR APPROVAL

BOD17/12.19 Realising the Group Approach to Leadership

The DHR presented the Realising the Group Approach to Leadership and the following 
key points were noted:

(a) The Chairman advised that this item had been discussed at the Board 
Workshop held that morning. 

(b) Mr Cottom (NED) highlighted that the authenticity of leaders had been 
discussed at the Board Workshop. The DHR will discuss this with the Head of 
Organisational Development at South Warwickshire NHS Foundation Trust. 

SS

11/13 11/139



 

(c) The Managing Director advised that the process describes your type of 
management style, noting the need to be aware of the effect this has on others. 
The Chairman advised that the Executive Directors had previously undertaken 
this process and suggested that this be added to the Board Workshop agenda 
for 2020.

(d) The DHR advised of the positive impact the Head of Organisational 
Development had and found he was empowering taking leadership forward in 
the Trust. 

SS

Resolved – that: 

(A) The Realising the Group Approach to Leadership be received and 
approved. 

(B) The Director of Human Resources will discuss the authenticity of leaders 
with the Head of Organisational Development at South Warwickshire NHS 
Foundation Trust.

(C) A Board Workshop will be held to advise the Board of Director on their 
management styles. 

SS

SS

ITEMS FOR NOTING AND INFORMATION 

COMMITTEE SUMMARY REPORTS

BOD18/12.19 Quality Committee Summary Report 31 October 2019

Resolved – that the Clinical Committee Summary Report 31 October 2019 be 
received and noted.  

COMMITTEE MINUTES

BOD19/12.19 Quality Committee – 26 September 2019

Resolved - that the Quality Committee minutes – 26 September 2019 be received 
and noted. 

BOD20/12.19 Any Other Business

There was no further business to discuss.  

BOD21/12.19 Questions from Members of the Public

Q1.  Outpatient appointments – On discharge (after undergoing surgery in Hereford) I 
was informed that, in due course, I would receive a post-operation outpatient 
appointment. It is now five months since my surgery and I have not yet received an 
appointment, should I be concerned? Should the Board be concerned?

A1. The Managing Director asked if the timescale within which this appointment would 
be was advised. The member of public advised that this had not. The Managing 
Director noted that it was reasonable to expect on discharge a timeframe to be given. 
The Board of Directors however are not able to comment on a personal query. The 
Medical Director advised that the COO was currently working on ensuring that patients 
need to know what happens once they go home which obviously has not occurred in 

JB
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this instance. The Chairman apologised on behalf of the Trust regarding this incident. 
The COO advised that patients are tracked past their see by date and prioritised. The 
COO and member of public will meet outside of the meeting to discuss this further. 

Q2. CCG/WVT financial disagreement – I was under the impression that NHSI/~E was 
to mediate/adjudicate in the financial dispute between the Clinical Commissioning 
Group and Wye Valley Trust. Can the Board please clarify and explain, simply, what 
is going on and when it will be resolved. 

A2. The CEO advised that there were different disputes each year on financial 
discussions due to the Clinical Commissioning Groups financial position and ours. We 
recently met with our counter parts and agreed a number of areas. The Clinical 
Commissioning Group appreciate that if we achieve our control total this brings 
additional money into the system. They have a responsibility to resolve this not just by 
giving more money but by being more efficient. We are trying to resolve this without 
the need for NHSI/E involvement. The Chairman advised that the problems we face 
with our Clinical Commissioning Group colleagues is working in a system of 
Commissioners and Providers which is not well designed which results in continued 
discussions and does not help the outcome of the patient but causes a phenomenal 
amount of work. 

Q3. In the letter from the CQC it states “The proportion of Consultant staff working in 
the Emergency Department did not meet the Royal College of Emergency Medicine 
guidance for Consultant presence”. What was the shortfall in Consultant presence and 
is there a reason for this shortfall?

A3. The CEO advised that this was a challenge faced for a number of years and not 
easily solved. A number of Trusts are not staffed in line with Royal College guidance. 
A further eight to ten Consultants are needed in ED which is not possible to achieve in 
the foreseeable future. Discussions have been held around different workforce 
solutions which will allow us to build different roles in a slightly hybrid arrangement. 
We are part of the Rural Hospitals Network, with other hospitals in the same position, 
where discussion is held around finding different ways of trying to solve these issues, 
which the Clinical Commissioning Group accept. 

The member of public asked how many Consultants the Trust currently has. The 
Medical Director advised that we have five Consultants including locums. 

Resolved – that:

(A)  The Questions from the Members of Public be received and noted. 

(B) The Chief Operating Officer to meet with the member of public to discuss 
their awaited follow up appointment. 

JB

BOD22/12.19 Date of next meeting

The next meeting was due to be held on 9 January 2020 at 1.00 pm in the Board 
Room, Trust Headquarters.  

13/13 13/139



 

WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 9 JANUARY 2020

AGENDA ITEM ACTION LEAD COMMENT
BOD05/09.19
Matters Arising and Action Log
05.09.19

(B) A further update on theatre productivity would be 
provided to the November Board of Directors meeting.  

JB Completed – On January Board Workshop 
agenda.

BOD05/12.19
Matters Arising and Action Log
05.12.19

(B) A Board Workshop will be held on cyber security in 
the New Year.

HO Completed – On January Board Workshop 
agenda. 

BOD06/12.19
Chief Executive’s Report
05.12.19

(B) The letter sent from the Care Quality Commission 
following the second week of their inspection at the Trust 
would be included within the January Chief Executive Report.

GB Completed – Included within report. 

BOD09/12.19
Activity Performance
05.12.19

(B) The Chief Operating Officer and the Director of 
Finance & Information will review how to include information 
around planned activity against target and the financial 
implications in future performance reports.

JB/HO Completed - Included in the Activity and Finance 
reports. 

BOD13/12.19
Digital Systems Development 
Update
05.12.19

(B) The Director of Finance & Information will provide Mr 
Myers (NED) more background information on the Outpatient 
Patient Arrival Kiosks.

HO Completed - Information provided.

BOD15/12.19
Workforce Improvement Plan
05.12.19

(B) The Director of Human Resources will provide a copy 
of the action plan for the Workforce Improvement Plan to 
Revd Hargraves (NED).  

SS Completed – Workforce Strategy and 
underpinning action plan circulated.

BOD17/12.19
Realising the Group Approach to 
Leadership
05.12.19

(B) The Director of Human Resources will discuss the 
authenticity of leaders with the Head of Organisational 
Development at South Warwickshire NHS Foundation Trust.

SS Completed - Discussed as part of planning 
process 2020/21 for Group leadership 
development programme.

BOD21/12.19
Questions from Members of the 
Public
05.12.19

(B) The Chief Operating Officer to meet with the member 
of public to discuss their awaited follow up appointment.

JB Completed. 

ACTIONS IN PROGRESS
BOD16/07.19
Board of Directors Workplan
04.07.19

(C) The Chief Executive would discuss at the Group 
Strategy meeting, whether the IMT Strategy should be added 
to the Board of Directors Workplan for Wye Valley Trust, and 
advise of their decision.

GB To address in a Board Workshop during 
2019/20.
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AGENDA ITEM ACTION LEAD COMMENT
BOD05/11.19
Matters Arising and Action Log
07.11.19

(B) The Chief Operating Officer will reflect the information 
on theatre productivity from the Internal Auditors report in his 
December report to the Board of Directors.

JB Final report due to Audit Committee in March 
2020.  

BOD06/12.19
Chief Executive’s Report
05.12.19

(C) A BWS would be held early in 2020 to discuss the 
NHS being an anchor institution.

EH Due early 2020.

BOD15/12.19
Workforce Improvement Plan
05.12.19

(C) The Director of Human Resources will include more 
information around Exit Interviews in the next Workforce 
Improvement Plan.

SS Next Workforce Improvement Report scheduled 
for March 2020 and update circulated in interim.

BOD15/12.19
Workforce Improvement Plan
05.12.19

(D)      The Director of Human Resources will include more 
information around the radical changes made regarding 
recruitment in the Workforce Plan being presented to the 
January Board Workshop.

SS Board workshop now scheduled for February.

BOD17/12.19
Realising the Group Approach 
to Leadership
05.12.19

(C) A Board Workshop will be held to advise the Board of 
Director on their management styles.

SS Board workshop scheduled for July 2020.
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Report to: Board of Directors 
Date of Meeting: 9th January 2020
Title of Report: Chief Executive’s Update Report 
Status of report:  (Approval, position 
statement, information,  discussion)

For Information

Report Approval Route: Board of Directors
Lead Executive Director: Glen Burley, Chief Executive 
Author: Glen Burley, Chief Executive
Appendices:

1.  Purpose of the report

To update the Board on the reflections of the CEO on current operational and strategic issues.
2. Recommendations

For information.
3. Executive Director Opinion

Assurance can be provided that the information within this update report is accurate and up to date at the 
time of writing.  

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to:
1.  Quality Improvement:  Continuously 

improve quality of care by delivering on 
our quality priorities, focussing on our 
patients and the time they spend in our 
care.

x 6. Sustainability: Deliver improved 
efficiency as a Foundation Group of 
Trusts by collaborating on IT, 
procurement and identifying further 
benefits.

2.   Quality Improvement: Improve urgent 
care by making a consistent 
improvement in delivering the A&E 
standard and increasing the range of 
services provided across 7 days.

x 7.  Integration: Care for more people 
closer to home by integrating our 
community services with our One 
Herefordshire Partners.

3.  Quality Improvement: Reduce patient 
waiting times by increasing our 
productivity, delivering our activity plans 
and taking a consistent foundation 
group approach to capacity planning.

x 8.  Integration: Actively increase our role 
in health promotion and the prevention 
of ill health with our local communities.

x

4.  Sustainability: Improve our financial 
sustainability by addressing our 
structural deficit.

x 9. Workforce and Leadership:  Deliver 
our workforce plan, recruiting and 
retaining more staff and ensuring that 
they are enabled to work at their full 
potential. 

x

5.  Sustainability: Improve our effectives 
and efficiency by implementing our 
Digital Strategy.

10.  Workforce and Leadership: 
Enhance our leadership potential 
through a joint Foundation Group 
approach to leadership and service 
improvement.

x
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1) National CEOs Meeting

Shortly after the election, provider and commissioner chief officers were invited to attend one of 
two national events with Simon Stevens and other national and regional leaders to discuss our 
priorities for the remainder of the year and the latest plans to implement the NHS Long Term 
Plan. Simon reminded us all that we were planning for a five year horizon but that there was a 
renewed sense of urgency linked to the NHS becoming a significant election issue. 

There was now much more of a focus on delivering the increased nurse recruitment and retention 
numbers as well as following through on capital investment pledges. The specific staffing 
numbers in the draft People Plan had helped to get more understanding from politicians about 
the scale of what needs to be done next. 

In addition to the existing funding pledges, there had been some further unexpected 
announcements on things like car parking charges even though these had not been flagged as 
significant public priorities. There had also been a pledge for capital investment plan to increase 
car parking capacity, to the tune of £93m nationally. The other key additional funding pledges 
were £759m on nurse recruitment, retention and training and £399m on primary care staffing. 

We should now expect a strong Government focus on people, infrastructure, technology, 
prevention and primary care. Later on that week was The Queen’s Speech which committed that 
the £33.9bn per year additional funding by 2023/24 would be enshrined in law. The NHS Bill is 
also expected to cover the issues previously discussed at the NHSE and I Boards including some 
legislation on the governance of ICSs and the removal of some NHS competition law. It would 
also create legislation to support a formal NHSI and E merger and to facilitate the Long Term 
Plan being embedded. 

At the CEO meeting there was also an update on NHS performance, particularly focusing on 
winter pressures. Whilst the NHS is clearly ‘full’ Simon Stevens was keen to argue that the 
diagnosis is that we have not kept up with demand increases rather than a hypothesis that we 
are not necessarily managing the work efficiently. By international standards we do not have high 
demand, we have fewer beds and generally lower hospitalisation levels. 

We should now also expect the final NHS People Plan to be published. This would contain 
implementation details on how we will deliver 50,000 ‘extra’ nurses, 6,000 more GPS and 26,000 
other primary care staff. Linked to this we heard of an imminent announcement on a maintenance 
grant for nurse students. Having argued for reform on this earlier in they year I am particularly 
pleased to see this change. We will also see more coordinated national effort on oversees 
recruitment and permanent pension tax reform. 
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We were also promised that we would see the publication of next year’s tariff before Christmas, 
which we did, and that we would receive guidance on Strategic and Operational Planning for 
2020/21 in January. The expectation from the centre is that next year’s contracts should be a 
more detailed articulation of year one of the Long Term plan submissions already made. There 
will also be an expectation that this will deliver the financial trajectories already issued by NHSI 
and E. 

Julian Kelly, national Director of Finance made a further observation that he was expecting that 
there would not be any significant changes to the financial architecture next year.  But he did 
express a hope that they would be able to make some progress on write off of borrowing. We 
have already made a submission on this to the national team. He also indicated that the updated 
tariff would include some provisions to support modernisation. This includes a blended tariff for 
outpatients to support fixed cost recovery whilst digital solutions and other innovations reduce 
demand for follow up and new attendances. 

2) Managing Winter Pressures

This winter is already a significantly challenging one for the NHS nationally and locally. We have 
already seen record attendance levels in A&E and experienced the impact of flu. So we can 
expect to see an extended period of higher admissions and longer length of stay associated with 
sicker patients. Recent regional data showed that we have seen the biggest year on year 
increase in emergency admissions this winter compared to any other acute hospital. This showed 
a 24.9% increase compared to the same period last year, ambulance conveyances were also up 
by 9.5%, almost double the regional average. The regional data indicates a much higher burden 
of demand increases in rural areas, potentially linked to an aging demographic. This may help to 
explain the particularly high increases in our Herefordshire and Powys catchment area.

The dedication and hard work of our staff through the festive period should not go unrecognised, 
particularly in this most pressured period in the year when staff in many other sectors are not 
required to work. 

3) CQC Inspection 

Further to my note to last month’s Board meeting, please find attached a further letter from the 
CQC which captures some of the issues from the second half of their clinical inspection carried 
out this winter. 

As a result of the inspection the CQC issued a Section 29a notice. This notice instructs the Trust 
to make some changes to improve safety. This mainly, although not exclusively, related to the 
matters covered in the letter already shared with the Board. As a number of these relate to the 
culture in our operating theatres, we convened an immediate safety summit with theatres and 
elective care teams. This response was outlined in the letter that we sent to the CQC which was 
shared with the Board last month. 
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Between 17th and 19th December the CQC carried out the Well Led element of the inspection. 
This provided an opportunity for us to demonstrate the significant progress that the Trust has 
made since the last inspection but also to show how we have responded to the concerns raised 
in their inspection. We should receive a draft report and ratings later this month.
 

4) Latest Going the Extra Mile Awards (GEM) Winners – November 2019

Employee of the Month – November – Natalie Beaman – Emergency Department 

“Natalie and her team kindly came to help us in ED on the 13th November when we only had one doctor 
to cover the whole of the emergency department. She looked through the list of patients and accepted 
many patients under the medical team directly, which helped the ED team immensely, on this extremely 
busy night shift. The ED team are extremely grateful and very impressed by her kindness and support.”

“13th/14th November on the night shift ED was extremely busy and short of staff. Natalie whilst seeing 
patients, who had previously been referred to the medical team, saw how busy we were and started 
taking patients straight from symphony, who from the history would have eventually been under the 
medical team. Natalie recognised the extreme pressure ED were under. By doing this patients were 
seen quicker and were able to receive treatment quicker. Patients then were safer and moved to correct 
wards. Natalie was also have to make referrals direct from triage nurse.  This was a fantastic example of 
how the ED and Medical Team can work together.”

Team of the Month – November – Falls Prevention Service

“Each staff member has gone the extra mile (and more) to support each other and ensure smooth 
running of the service for their patients whilst a full time clinician has been absent from work for the past 
4 months. They have modelled exemplary demonstration of the trust’s values as well as ensuring the 
service stays responsive and accessible over a highly pressured time.
The clinical impact on the team was huge as 5 full clinic days per week for the this period have needed 
to be cancelled, rearranged, supported in other ways and taken on as extra cases. Over 400 patients 
have been affected. Each team member has taken their share of this work which has included early 
starts to prepare for the work they are covering, late finishes to sort and organise the notes and clinical 
admin, adopting new ways of working to boost efficiency as much as possible and keeping in touch with 
each other to ensure everyone feels supported and their workload is manageable. 

Their increase in energy and effort has moved and impressed me and I would greatly appreciate them all 
to receive some recognition of their efforts to go above and beyond for their team and their patients.  As 
well as all the shared tasks I mention above a few of the other things they have all been doing include:
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Every single one of them is demonstrating compassion, accountability, respect and excellence in 
everything they do and more amazingly they have continued to do this through a highly pressurised and 
stressful period.”
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Sent by email  
 
 
Our reference:  INS2-5747256271 
Glen Burley 
Chief Executive 
Wye Valley NHS Trust  
County Hospital 
Union Walk 
Hereford. 
HR1 2ER 
 
 
20 December 2019 
 

CQC Reference Number:  INS2-5747256271 
 
Dear Glen 
 
 
Re: CQC inspection of Wye Valley NHS Trust  
 
Following your feedback meeting with Charlotte Rudge, Inspection Manager; Sam 
Harrison, Inspector; Iam Tombleson, Executive Reviewer and myself on 19 
December 2019. I thought it would be helpful to give you written feedback as 
highlighted at the inspection and given to you and your colleagues Jane Ives, 
Managing Director; Lucy Flanagan, Director of Nursing; Jon Barnes, Chief Operating 
Officer; Dr David Mowbray, Medical Director; Howard Oddy, Director of Finance and 
Resources; Sue Smith, Director of Human Resources and Organisational 
Development; Erica Hermon, Associate Director of Corporate Governance/Company 
Secretary; Christobel Hargraves, Non-Executive Director; Alan Dawson, Director of 
Strategy and Planning; Helen Byard, Deputy Director of Nursing; Catherine Davies  
Deputy Director of Quality Governance at the feedback meeting.  
 
This letter does not replace the draft report and evidence appendix we will send to 
you, but simply confirms what we fed-back on 19 December 2019 and provides you 
with a basis to start considering what action is needed.  
 
We would encourage you to discuss the findings of our inspection at the public 
session of your next board meeting. If your next board meeting takes place prior to 
receiving a final or draft inspection report and evidence appendix, this 
correspondence should be used to inform discussions with the board. When 
scheduling a discussion of this letter, or the draft report, please inform your CQC 
Regional Communications Manager, who is copied in to this letter. 
 
An overview of our feedback 

Care Quality Commission 
Citygate 
Gallowgate 
Newcastle Upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
 
www.cqc.org.uk 
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The feedback to you was: 
 
Leadership 

• Leaders had the skills and abilities to run the service. 

• Leaders were visible and approachable in the acute setting. We are aware 
that leaders did visit the community however these staff did not feel the 
leaders were visible.  

• Leaders supported staff to develop their skills and take on more senior roles 
and had undertaken a talent scoping exercise. 

• Leaders were in the process of gaining a clear oversight of the priorities and 
issues faced and acting to address.  
 

Vision and Strategy 

• The trust had a vision for what it wanted to achieve and a strategy to turn it 
into action developed with relevant stakeholders. 

• The vision and safety were focused on sustainability of services and aligned to 
plans with the local economy.  

• The trust recognised the strategic objectives were not easily measurable in 
their current format. 

 
Culture 

• There was some inconsistency between what staff told us with regards to 
feeling respected, supported and valued and the findings from the staff survey 
which was more positive. There was mixed evidence of staff confidence in 
speaking up. 

• Staff were focused on the needs of patients receiving care.  

• Leaders were managing poor staff performance. 
 
Governance 

• Leaders operated governance processes, though the trust leaders recognised 
that this was not yet mature, and that further review and alignment was 
required.  

• Leaders understood their roles and responsibilities.  

• Many of the items on the board and sub committee papers were received and 
noted with few actions clearly identified. 

• In the mortality review policy all the protected characteristics are noted as not 
relevant we would suggest that some are in particular, but not exclusively, 
religion, disability, pregnancy and carer. 

 
Management of risk, issues and performance 

• Leaders and teams used systems to manage performance however they were 
not always effective.   

• There were arrangements in place for identifying, recording and managing 
risks, issues and mitigating actions which were mostly effective.   

• There was inconsistent dissemination of learning from incidents to all staff.  

• Recorded risks were aligned with what staff said were on their ‘worry list’. 
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Information management 

• The service collected and analysed reliable data.  

• Staff could find the data they needed in easily accessible formats to 
understand performance.  

• Systems were not yet integrated, this was recognised by the trust and there 
were plans to achieve this.  

• Staff were well engaged in the design of the EPR, however there was an 
extended length of implementation.  

 
Engagement  

• Leaders and staff actively and openly engaged with patients, staff and partner 
organisations to plan services.  

• Equality and diversity initiatives were at an early stage of development. 
However, the recruitment of the international nurses had been well planned to 
support the individual.  

 
Learning, continuous improvement and innovation 

• There was a good understanding of quality improvement methods and staff 
were given opportunities for quality improvement training  

• Leaders encouraged innovation and were empowering staff to do this. 
 

A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report. I am also copying this letter to Dale Bywater at NHS Improvement 
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organize the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely 
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Bernadette Hanney  

Head of Hospitals Inspection 

 

c.c.  Russell Hardy, Chair of Trust  

        Dale Bywater, Zena Young, NHSE/I 

 Louise Grifferty, CQC regional communications manager 
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Report to: Board of Directors
Date of Meeting: January 9th 2020
Title of Report: Integrated Performance Report & Dashboard 
Status of report:
(Approval, position 
statement, information,  
discussion)

Information 

Report Approval Route:
Lead Executive Director: Jane Ives, Managing Director
Author: Jane Ives, Managing Director

Lucy Flanagan, Director of Nursing
Jon Barnes, Chief Operating Officer
Sue Smith, Director of Human Resources and Organisational 
Development
Howard Oddy, Director of Finance

Appendices: None
1.  Purpose of the report

To inform the Board of the performance of the Trust against a range of indicators, including operational 
performance against NHS Constitution targets, as at the end of November 2019 (Month 8).

2. Recommendations
For the Board to consider performance against a range of Key Performance Indicators (KPIs) and to note 
the actions that are being taken to address areas of non-compliance.

3. Managing Director Opinion
During the recent CQC inspection they raised issues of compliance in some areas with infection 
prevention, risk assessments and drug administration recording. Every member of registered staff in the 
organisation has received a personal letter reminding them of their responsibilities and very regular 
audits are taking place to ensure we attain and remain compliant. For VTE risk assessment due to the 
change from paper to electronic capture of the assessment we instigated a backup audit of compliance 
with prescribing prophylaxis for VTE which has shown ongoing high levels of compliance.
 
There is good system and trust focus on improving end of life care with rollout of the ReSPECT tool and 
an agreed plan to functionally integrate end of life community services with a single point of access by 
the new financial year.

Despite the ongoing pressure on beds due to emergency demand it is good to see that non-clinical bed 
moves have continued to improve. The improvement in patients experience in ED is also notable given 
the pressure of demand in the department and is a testament to the dedication of the staff working in ED.

The four hour performance in November was 71.9% and has deteriorated further in December and is 
directly related to increased demand, in particular much higher numbers of patients conveyed by 
ambulance which signifies the higher acuity of an increasing number of patients. The other urgent care 
pathways metrics i.e SDEC, numbers of medical outliers, DTOC and length of stay have shown 
continuous progress as the momentum of the improvement work is sustained.
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Stemming the increase in emergency demand is a focus for the integration of primary, community and 
social care services. The draft PCN specifications have now been published and they are cautious about 
the pace of delivery. Of the five published only two are required to be implemented in full in 2020/21 – 
these are structured medicine reviews and enhanced care in care homes. (The other specifications to be 
phased in by 2023/24 are early cancer diagnosis, personalised care and anticipatory care with a further 
two specifications to be released later this year) We will continue to work closely with the PCN and 
primary care leaders to implement the specifications and are anticipating that there will be national 
changes to the community contract to support the PCN’s with associated resources. It is positive that we 
are supporting the council with employing and clinically supervising a new nurse led care home quality 
improvement team. We are also interviewing for the single managerial lead role for the home first and 
hospital at home services this week, a move that will see functional integration of the teams that will 
support more patients to stay at home and be discharged earlier with support. 

RTT performance remains around 80% with 2 x 52 week breaches in November but none in December. 
The number of patients waiting over 40 weeks continues to reduce and is around 200 people or 1.5% of 
our open pathways.

Whilst the 62 day cancer target remains challenging and performance is around the same as last year, 
on the other cancer targets, 2ww, Breast symptomatic, 31 day, 31 day subsequent treatment and 62 day 
screening have all improved over last years performance.

The financial position has improved further by £186k in November and needs to improve by a further 
£1.35m over the last 4 months of the year. Over performance in emergency care has off set income lost 
to under performance in elective care and operationally the two are connected by an increase in 
cancellations due to capacity. The £6m CPIP plan is on plan to be delivered but around 40% is non-
recurrent and will create a further challenge in next year’s system cost out target.

We have received the early results of the national staff survey and it shows some significant 
improvements that are borne out in the HR metrics with a sustained reduction in turnover and vacancy 
rates, however, sickness levels are still running above national average rates. The staff survey results 
will be published in the near future.

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to:
1.  Quality Improvement:  Continuously improve 

quality of care by delivering on our quality 
priorities, focussing on our patients and the 
time they spend in our care.

X 6. Sustainability: Deliver improved efficiency as 
a Foundation Group of Trusts by collaborating 
on IT, procurement and identifying further 
benefits.

X

2.   Quality Improvement: Improve urgent care 
by making a consistent improvement in 
delivering the A&E standard and increasing 
the range of services provided across 7 days.

X 7.  Integration: Care for more people closer to 
home by integrating our community services 
with our One Herefordshire Partners.

X

3.  Quality Improvement: Reduce patient waiting 
times by increasing our productivity, delivering 
our activity plans and taking a consistent 
foundation group approach to capacity 
planning.

X 8.  Integration: Actively increase our role in 
health promotion and the prevention of ill 
health with our local communities.

X
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4.  Sustainability: Improve our financial 
sustainability by addressing our structural 
deficit.

X 9. Workforce and Leadership:  Deliver our 
workforce plan, recruiting and retaining more 
staff and ensuring that they are enabled to 
work at their full potential. 

X

5.  Sustainability: Improve our effectives and 
efficiency by implementing our Digital 
Strategy.

X 10.  Workforce and Leadership: Enhance our 
leadership potential through a joint 
Foundation Group approach to leadership 
and service improvement.

X
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Wye Valley NHS Trust
Trust Key Performance Indicators (KPIs) - 2019/20   

Regulatory Performance Measures CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Responsiveness Cancer 62 days urgent referral to treatment Responsive Chief Operating Officer 85% 85,0% 79,0% 79,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 days urgent referral to treatment (38 day breach reallocation) Responsive Chief Operating Officer 85% 85,7% 78,0% 80,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 100,0% 100,0% 91,3% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Faster Diagnosis Standard - 28 days Responsive Chief Operating Officer Mandatory from April 2020, WVT to shadow monitor in 2019/20

Referral to Treatment - Open Pathways (92% in 18 weeks) - English Standard Responsive Chief Operating Officer 92% 79,8% 80,3% 80,1% Expectedc
onsistentF
ail

Improvem
ent - High

Referral to Treatment - Open Pathways (95% in 26 weeks) - Welsh Standard Responsive Chief Operating Officer 95% 86,4% 86,1% 87,8% Expectedc
onsistentF
ail

Improvem
ent - High

Diagnostic waiters, 6 weeks and over - DM01 Responsive Chief Operating Officer 1% 0,0% 0,0% 0,0% Expectedc
onsistentP
ass

Common
Cause

A&E maximum 4 hour wait from arrival to departure Responsive Chief Operating Officer 95% 78,9% 72,0% 71,9% 78,3% Expectedc
onsistentF
ail

Concern -
Low

Financial Compliance CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Value for Money I&E surplus margin (NHSI oversight measure) Well Led Director of Finance Breakeven /
Surplus -£1 893 -£506 -£591 -£13 154 Achieve_F

ail_dueto
RandomV
ariation

Common
Cause

I&E surplus margin (actuals versus deficit plan) Well Led Director of Finance
Fav / (Adv)
Variance vs

Plan
-£3 086 -£2 344 -£2 369 -£23 068

Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

I&E surplus margin (actuals versus plan) Well Led Director of Finance Actual v Plan -£289 -£250 £208 -£1 360 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Total income (actual versus plan) Well Led Director of Finance Actual v Plan -£529 -£367 -£505 -£2 575 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan -£36 £114 £200 £468 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £276 £2 £512 £744 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

CIP (actual versus plan) Well Led Director of Finance Actual v Plan £251 £126 -£13 -£465 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Financial
sustainability

Capital service capacity - Degree to which the provider's generated income covers its financial
obligations Well Led Director of Finance Actual 4 4 4 Expectedc

onsistentF
ail

Common
Cause

Liquidity (days) - Days of operating costs held in cash or cash-equivalent forms including wholly
committed lines of credit available for drawdown Well Led Director of Finance Actual 4 4 4 Expectedc

onsistentF
ail

Common
Cause

Financial
efficiency

I&E margin - I&E surplus or deficit  / total revenue Well Led Director of Finance Actual 4 4 4 Expectedc
onsistentF
ail

Common
Cause

Financial controls Distance from financial plan - Year-to-date actual I&E surplus/deficit in comparison to Year-to-date
plan I&E surplus/deficit Well Led Director of Finance Actual 4 4 4 Expectedc

onsistentF
ail

Common
Cause

Agency Spend - Distance from provider's cap Well Led Director of Finance Actual 4 4 4 Expectedc
onsistentF
ail

Common
Cause

Type Item Description

Pass/Fail The system is expected to consistently Fail the target

Pass/Fail The system is expected to consistently Pass the target

Pass/Fail The system may achieve or fail the target subject to random variation

Trend Variation Special cause variation - cause for concern (indicator where HIGH is a concern)

Trend Variation Special cause variation - cause for concern (indicator where LOW is a concern)

Trend Variation Common cause variation

Trend Variation Special cause variation - improvement (indicator where HIGH is GOOD)

Trend Variation Special cause variation - improvement (indicator where LOW is GOOD)

Performance Against Target (Status) Activity Performance Only
Meeting Target Over 5% above Target

Not Meeting Target 5% above to 2% below Target

More than 2% below Target to 5% below Target

Over 5% below Target
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Activity CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Urgent Care Type 1 & Type 3 ED attendances (activity v plan) Responsive Chief Operating Officer < Plan 4,7% 8,3% 5,3% 3,4% Common
Cause

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan 13,5% 20,8% 10,0% 16,0% Common
Cause

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan 0,0% 10,9% 28,6% 2,0% Common
Cause

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan 2,7% 2,5% -15,6% 2,4% Improvem
ent - Low

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan 10,1% 17,5% 11,2% 12,4% Common
Cause

Planned Care -
Acute &
Community

Referrals (MAR - 2019/20 v 2018/19) Responsive Chief Operating Officer 2019/20 v
2018/19 2,8% 5,5% -2,7% Common

Cause
Outpatient Activity - New attendances Responsive Chief Operating Officer Plan -1,5% -4,8% -7,7% -1,9% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan -0,2% 3,7% -4,2% 0,0% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan -0,5% 1,3% -5,1% -0,5% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan -5,4% -18,9% -14,6% -9,8% Concern -

Low
Daycase Activity Responsive Chief Operating Officer Plan 9,9% 1,0% 10,6% 3,5% Common

Cause
Total Elective Activity Responsive Chief Operating Officer Plan 8,0% -1,9% 7,3% 1,8% Common

Cause
Community Contacts Responsive Chief Operating Officer 2018/19

Outturn -12,1% 2,1% -6,8% -10,6% Concern -
Low

Community Bed Days Responsive Chief Operating Officer 2018/19
Outturn -1,9% -1,4% 0,4% -3,8% Concern -

Low

Access CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

A&E Quality
Indicators

Ambulance turnaround within 30 minutes (WMAS) Responsive Chief Operating Officer 98% 56% 54% 52% 58,0% Expectedc
onsistentF
ail

Concern -
Low

Ambulance turnaround over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 1% 4% 5% 2,0% Expectedc
onsistentF
ail

Common
Cause

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer < 15
minutes 1:41 1:52 1:46 Expectedc

onsistentF
ail

Common
Cause

A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 1 0 2 6 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

A&E - % of admitted patients admitted within 4 hours (arrival to discharge) Responsive Chief Operating Officer 90% 53% 44% 40% 55,4% Expectedc
onsistentF
ail

Common
Cause

Cancer Cancer 2 week GP referral to 1st outpatient appointment Responsive Chief Operating Officer 93% 98% 95% 94,8% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer Urgent referrals for breast symptoms Responsive Chief Operating Officer 93% 90% 98% 94,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cancer 31 day diagnosis to treatment Responsive Chief Operating Officer 96% 93% 90% 94,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 31 day second or subsequent treatment (drug) Responsive Chief Operating Officer 98% 100% 94,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 31 day second or subsequent treatment (surgery) Responsive Chief Operating Officer 94% 83% 100% 92,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer consultant upgrade (62 days decision to upgrade) Responsive Chief Operating Officer 85% 100% 84% 87,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days Responsive Chief Operating Officer 0 5 5 40 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancelled
Operations

% Last minute non-clinical cancelled ops (elective) Responsive Chief Operating Officer 0,80% 1,60% 4,23% 2,42% 2,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Breaches of the 28 day readmission guarantee (%) Responsive Chief Operating Officer 0% 6% 2% 27% 9,6% Expectedc
onsistentF
ail

Common
Cause

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 2 2 14 32 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause
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RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 0 2 2 8 Expectedc
onsistentF
ail

Improvem
ent - Low

RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 230 197 245 Expectedc
onsistentF
ail

Improvem
ent - Low

Responsiveness Delayed Transfers of Care (acute only; pts as % of occ beds) Effective Chief Operating Officer 3,5% 4% 4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Delayed Transfers of Care (community only; pts as % of occ beds) Effective Chief Operating Officer 3,5% 17% 19% Expectedc
onsistentF
ail

Common
Cause

Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 73% 73% 86% 81,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 36% 49% 42% 41,1% Expectedc
onsistentF
ail

Common
Cause

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 100% 93% 94% 94% 95,0% Expectedc
onsistentF
ail

Common
Cause

% of people who have a TIA who are scanned and treated within 24 hours Caring Chief Operating Officer 60% 42% 42% 33% 32,2% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Local Performance Targets and Measures CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Inpatients Emergency 0 day LOS - General & Acute specialties (Adults only) Effective Chief Operating Officer 35% 31,1% 30,2% 31,1% 30,0% Expectedc
onsistentF
ail

Improvem
ent - High

ALoS - General & Acute Emergency Inpatients (Acute episodes only) Effective Chief Operating Officer 4,5 3,9 3,9 3,8 3,9 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2,5 2,0 2,0 2,0 2,3 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 72,8% 73,5% 75,5% 75,7% Expectedc
onsistentF
ail

Common
Cause

Elective - Daycase Rate Effective Chief Operating Officer 85% 88,1% 88,5% 88,7% 87,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 57,1% 52,9% Expectedc
onsistentF
ail

Improvem
ent - High

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 99,5% 102,2% 102,9% 99,3% Expectedc
onsistentF
ail

Concern -
High

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 89,8% 89,4% 92,8% 90,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 6,2% 6,5% 6,3% 6,2% Expectedc
onsistentF
ail

Improvem
ent - Low

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 92,7% 93,4% 91,3% 92,1% Expectedc
onsistentF
ail

Improvem
ent - High

% of patients waiting over 6 weeks without a date (month end snapshot) Effective Chief Operating Officer 0% 11,6% 10,4% 9,4% Expectedc
onsistentF
ail

Improvem
ent - Low

Number of patients waiting longer than 16 weeks over their due appt date Effective Chief Operating Officer 0% 6,1% 6,6% 5,7% Expectedc
onsistentF
ail

Common
Cause

Maternity -
achieving the national
ambition to reduce
stillbirths, neonatal and
maternal deaths in
England by 50% by 2030

Smoking at Delivery (6% by 2022) Effective Director of Nursing 11% 10% 16% 14% 13,0% Expectedc
onsistentF
ail

Common
Cause

% of women who have seen a midwife by 12 weeks and 6 days of pregnancy Effective Director of Nursing 90% 74% 82% 90% 81,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

% of women inititating breastfeeding Effective Director of Nursing 80% 80% 82% 80% 83,1% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Caesarean section - Elective Effective Medical Director 13% 14% 18% 20% 16,3% Expectedc
onsistentF
ail

Common
Cause

Caesarean section - Emergency Effective Medical Director 15% 26% 15% 21% 19,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause
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Workforce Measures CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation
Workforce Turnover (rolling 12 months - Trust Level) Well Led Director of Human

Resources 10% 10,4% 10,6% 11% Expectedc
onsistentF
ail

Improvem
ent - Low

Sickness Absence (%) Well Led Director of Human
Resources 3,5% 4,7% 5,0% 5,1% Expectedc

onsistentF
ail

Common
Cause

Vacancy Rate Well Led Director of Human
Resources 5% 9,4% 9,4% 7,7% Expectedc

onsistentF
ail

Improvem
ent - Low

Agency (agency spend as a % of total pay bill) Well Led Director of Human
Resources 6,4% 9,8% 8,7% 9,4% Expectedc

onsistentF
ail

Common
Cause

Appraisal rate - all Well Led Director of Human
Resources 90% 88,1% 87,6% 88% Achieve_F

ail_dueto
RandomV
ariation

Common
Cause

Mandatory Training Safe Director of Human
Resources 90% 92,1% 92,6% 92% Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:30 Expectedc
onsistentF
ail

Common
Cause

Clinical Outcomes CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation
Quality - reduce
avoidable death rates

Mortality - SHMI Effective Medical Director 100 103,58 Expectedc
onsistentP
ass

Improvem
ent - Low

Mortality - HSMR Effective Medical Director 100 95,4 Expectedc
onsistentP
ass

Improvem
ent - Low

Number of emergency calls Responsive Director of Nursing 65 79 436 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of in hospital cardiac arrests Responsive Medical Director 5 2 39 Expectedc

onsistentF
ail

Concern -
Low

Out of hospital cardiac arrest Responsive Medical Director 2 0 0 18 Expectedc
onsistentF
ail

Common
Cause

% compliance with NEWS e learning Caring Director of Nursing 86% 87% 89% Expectedc
onsistentP
ass

Common
Cause

% compliance with NEWS practical assessment Caring Director of Nursing 83% 83% 84% Expectedc
onsistentP
ass

Improvem
ent - High

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 0 2 4 Expectedc
onsistentF
ail

Concern -
High

Sepsis Sepsis screening - A&E (% screened) Caring Medical Director 100% ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDAntibiotics within 1 hour Caring Medical Director 100% ERROR -

KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDReduce Infection

Rates - to reduce
infection rates and to
achieve the Gram
negative bacteraemia
target reduction of 50%
by 2021 (WVT target 9)

Number of hospital acquired bacteraemia (overall) Safe Director of Nursing n/a 3 5 2 25 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of >AD+1 MRSA Bacteraemia  Safe Director of Nursing 0 0 0 0 0 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Number of MSSA Bacteraemia  Safe Director of Nursing 0 1 0 0 2 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Gram Negative Bacteraemia Safe Director of Nursing 14 1 1 0 10 Expectedc
onsistentP
ass

Common
Cause

Number of E.Coli Bacteraemia Safe Director of Nursing 0 1 1 0 10 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of Pseudomonas bacteraemia Safe Director of Nursing 0 0 0 0 0 Expectedc
onsistentP
ass

Common
Cause

Number of Klebsiella Safe Director of Nursing 0 1 0 0 1 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 1 4 3 16 Expectedc
onsistentP
ass

Common
Cause

Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed Safe Director of Nursing 36 2 3 0 12 Expectedc
onsistentP
ass

Improvem
ent - Low

Hand Hygiene Safe Director of Nursing 95% 98% 96% 98% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Bare Below the elbow Safe Director of Nursing 95% 95% 93% 95% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 87% 90% 91% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cleaning Standards: Private Contract Safe Director of Nursing 85% 80% 78% 86% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 91% 89% 95% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 86% 90% 92% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Expected
consistent
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Patient Experience CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Experience Complaints resolved within agreed timeframe Caring Director of Nursing 90% 86% 45% 72% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of complaints Caring Director of Nursing <301
 (2018/19) 28 31 50 209 Expectedc

onsistentP
ass

Concern -
High

Number of complaints reopened Caring Director of Nursing <54
 (2018/19) 2 6 33 Expectedc

onsistentP
ass

Common
Cause

Number of complaints referred to Ombudsman Caring Director of Nursing 6 0 0 0 3 Expectedc
onsistentP
ass

Common
Cause

Duty of Candour - move to section with serious incidents Responsive Director of Nursing 0 9 5 20 67 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDFriends and Family Test - Response Rate (A&E) Caring Director of Nursing 25% 9% 7% 4% Expectedc

onsistentF
ail

Common
Cause

Friends and Family Test - Response Rate (Inpatients) Caring Director of Nursing 30% 26% 24% 25% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Friends and Family Test - Response Rate (Community) Caring Director of Nursing 30% 93% 38% 77% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Friends and Family Test - Response Rate (Maternity) Caring Director of Nursing 30% 53% 29% 27% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Friends and Family Test Score - A&E recommended by Patients Caring Director of Nursing 95% 92 95 97 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Friends and Family Test Score - Inpatients recommended by Patients Caring Director of Nursing 95% 99 99 98 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Friends and Family Test Score - Community recommended by Patients Caring Director of Nursing 95% 99 100 99 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Friends and Family Test Score - Maternity recommended by Patients Caring Director of Nursing 95% 98 99 99 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Reduce the
proportion of non
value added time
when patients are in
hospital

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 9,8% 9,4% 8,1% 10,0% Expectedc
onsistentF
ail

Improvem
ent - Low

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 12 15 11 106 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 91% 92% 0% 90,8% Expectedc
onsistentP
ass

Concern -
Low

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5,9% 7,2% 7,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Reducing Harm CQC Domain Responsible
Director Standard sep-19 okt-19 nov-19 Year to

Date
Pass/Fai

l
Trend

Variation

Safety Occurrence of any Never Event Safe Director of Nursing 0 0 1 0 5 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Safety Thermometer - Harm Free Safe Director of Nursing 95% 97% 98% 98% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

VTE Risk Assessment Safe Medical Director 95% 91% 91% 92% Expectedc
onsistentF
ail

Improvem
ent - High

Number of hospital acquired thrombus Safe Medical Director 1 9 4 58 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 69 72 77 Expectedc
onsistentF
ail

Common
Cause

Pressure ulcers (confirmed avoidable Grade 3,4) Safe Director of Nursing 0 0 1 0 4 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Total number of deep tissue injury Safe Director of Nursing 12 19 29 123 Expectedc
onsistentF
ail

Concern -
High

Total number of moisture associated skin damage Safe Director of Nursing 41 59 72 470 Expectedc
onsistentF
ail

Common
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19)

58 67 43 425 Expectedc
onsistentP
ass

Improvem
ent - Low

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19)

17 21 28 160 Expectedc
onsistentP
ass

Common
Cause

Number of patient falls in inpatient areas (per 1000 bed days acute) Safe Director of Nursing 6,63 5 8,6 5,1 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of patient falls in inpatient areas (per 1000 bed days community) Safe Director of Nursing 8,6 7,8 9,6 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause
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Number of falls with moderate harm and above Safe Director of Nursing 0 0 6 1 12 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Dementia assessment and referral: the number and proportion of patients aged 75 and
over admitted as an emergency for more than 72 hours: Caring Director of Nursing

The proportion of patients aged 75 and over to whom case finding is applied within
72 hours following emergency admission with a length of stay > 72 hours Caring Director of Nursing 90% 46% 41% 31% Expectedc

onsistentF
ail

Concern -
Low

The proportion of those identified as potentially having dementia or delirium who are
appropriately assessed, Caring Director of Nursing 90% 100% 0% 100% Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

The proportion of those with a diagnostic assessment where the outcome was
positive or inconclusive who are referred on to specialist services Caring Director of Nursing 90% 100% 0% 0% Achieve_F

ail_dueto
RandomV
ariation

Concern -
Low

Number of SIs reported Safe Director of Nursing <75
(2018/19)

7 8 4 49 Expectedc
onsistentP
ass

Common
Cause

Medication Errors (with harm) Safe Director of Nursing <10% 11,4% 7,7% 9,1% Expectedc
onsistentF
ail

Common
Cause

% compliance with WHO checklist Safe Director of Nursing 100% 100% Expectedc
onsistentF
ail

Concern -
Low
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This report is split into 4 sections as follows:

1. Quality Priorities contained within the quality account
2. Other quality indicators
3. Staffing (inclusion of the NHSE staffing return as this is a mandatory requirement)
4. Quality priority deep dive – End of Life

1 Quality priorities

 Reducing avoidable death rates by:

a. Improved identification, treatment and management of the deteriorating patient 
b. Improve compliance with care bundles 
c. Improved compliance with VTE prevention 

Mortality - SHMI Effective Medical Director 100 103.58 Expected
consistent

Improve
ment - 

Mortality - HSMR Effective Medical Director 100 95.4 Expected
consistent

Improve
ment - 

Number of emergency calls Responsive Director of Nursing 65 79 436 ERROR - 
KPI NOT 

ERROR - 
KPI NOT 

Number of in hospital cardiac arrests Responsive Medical Director 5 2 39 Expected
consistent

Concern - 
Low

Out of hospital cardiac arrest Responsive Medical Director 2 0 0 18 Expected
consistent

Common 
Cause

% compliance with NEWS e learning Caring Director of Nursing 86% 87% 89% Expected
consistent

Common 
Cause

% compliance with NEWS practical assessment Caring Director of Nursing 83% 83% 84% Expected
consistent

Improve
ment - 

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 0 2 4 Expected
consistent

Concern - 
High

Sepsis screening - A&E (% screened) Caring Medical Director 100% ERROR - 
KPI NOT 

ERROR - 
KPI NOT 

Antibiotics within 1 hour Caring Medical Director 100% ERROR - 
KPI NOT 

ERROR - 
KPI NOT 

Expected
consistent

VTE Risk Assessment Safe Medical Director 95% 91% 91% 92% Expected
consistent

Improve
ment - 

Number of hospital acquired thrombus Safe Medical Director 1 9 4 58 Achieve_
Fail_dueto

Common 
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 69 72 77 Expected
consistent

Common 
Cause

The VTE quality project incorporates a number of elements for improvement including increasing compliance 
with electronic VTE assessment, undertaking timely reviews of hospital acquired thrombosis and ensuring 
learning is cascaded from any avoidable cases of thrombosis.  The CQC raised concerns relating to our 
compliance with the electronically recorded VTE assessment.  We have further refined our reporting during 
the last month to include not only the nationally mandated reporting element – VTE assessment recorded 
during admission but to enable reporting against the elements of NICE guidance which include assessment 
within 14 hours and a further assessment at 48 hours, neither of these are nationally mandated but we will 
commence reporting on these elements formally in January.

The quality and safety team have been undertaking regular VTE prophylaxis audits on a bi-monthly since 
March 2019 of randomly selected patients, following a deep dive audit in October 2019 the frequency of 
auditing has increased to monthly.  These audits demonstrate high levels of compliance with the prescribing 
and administration of prophylaxis even in patients who do not have an electronically recorded VTE 
assessment.

Reduce the proportion of non-value added the time when patients are in hospital:

a. Reduce the number of non-clinical ward moves

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 9.8% 9.4% 8.1% 10.0% Expected
consistent

Improve
ment - 

b. Improve discharge planning making home first the default discharge pathway – this is the 
subject of a deep dive 
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% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 91% 92% 0% 90.8% Expected
consistent

Concern - 
Low

c. Improve patient involvement when making choices towards the end of life including 
advanced care planning – see section 4

d. Reduce infection rates

Number of hospital acquired bacteraemia (overall) Safe Director of Nursing n/a 3 5 2 25 Achieve_
Fail_dueto

Common 
Cause

Number of >AD+1 MRSA Bacteraemia Safe Director of Nursing 0 0 0 0 0 Achieve_
Fail_dueto

Improve
ment - 

Number of MSSA Bacteraemia Safe Director of Nursing 0 1 0 0 2 Achieve_
Fail_dueto

Common 
Cause

Gram Negative Bacteraemia Safe Director of Nursing 14 1 1 0 10 Expected
consistent

Common 
Cause

Number of E.Coli Bacteraemia Safe Director of Nursing 0 1 1 0 10 Achieve_
Fail_dueto

Common 
Cause

Number of Pseudomonas bacteraemia Safe Director of Nursing 0 0 0 0 0 Expected
consistent

Common 
Cause

Number of Klebsiella Safe Director of Nursing 0 1 0 0 1 Achieve_
Fail_dueto

Common 
Cause

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 1 4 3 16 Expected
consistent

Common 
Cause

Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed Safe Director of Nursing 36 2 3 0 12 Expected
consistent

Improve
ment - 

Hand Hygiene Safe Director of Nursing 95% 98% 96% 98% Achieve_
Fail_dueto

Improve
ment - 

Bare Below the elbow Safe Director of Nursing 95% 95% 93% 95% Achieve_
Fail_dueto

Common 
Cause

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 87% 90% 91% Achieve_
Fail_dueto

Common 
Cause

Cleaning Standards: Private Contract Safe Director of Nursing 85% 80% 78% 86% Achieve_
Fail_dueto

Common 
Cause

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 91% 89% 95% Achieve_
Fail_dueto

Common 
Cause

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 86% 90% 92% Achieve_
Fail_dueto

Common 
Cause

Last month further detail was provided in relation to the Trusts overall infection rates.  The focus during 
December has been on improving compliance with infection prevention and control practices in relation to 
hand hygiene and in particular bare below the elbow.  The table below shows compliance within our inpatient 
areas.

Hand Hygiene May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19
Bromyard 95% 95% 80% 100% 100% 95% 90%

Leominster 95% 95% 80% 100% 100% 100% 100%
Ross 100% 100% 100% 100% 90% 95% 100%
AMU 100% 100% 90% 95% 100% 100% 100%
CAU 100% 95% 100% 100% 100% 95% 100%

ED 90% 90% 85% 95% 100% 90% 100%
Arrow 100% 100% 100% 100% 85% 100% 100%

Medical Day Case 100% 95% 100% 100% 100% 90% 95%
Gilwern 100% 100% 100% 100% 100% 100% 100%

Wye 90% 90% 90% 100% 100% 100% 95%
CCU 100% 100% 100% 100% 100% 100% 100%

Frome 80% 95% 95% 100% 100% 100% 95%
Lugg 85% 100% 90% 100% 95% 90% 95%

Redbrook ward 95% 90% 100% 95% 95% 70% 100%
Teme ward 90% 90% 95% 90% 100% 95% 90%

Monnow ward 100% 90% 90% 100% 100% 95% 95%
Leadon ward 100% 90% 95% 95% 100% 100% 95%

Theatres 100% 100% 90% 100% 100% 100%
Daycase 100% 90% 95% 95% 100% 100% 100%

ITU 100% 100% 95% 100% 100% 100%
childrens ward 95% 95% 95% 95% 95% 100%

delivery suite 100% 90% 100% 100% 100% 100% 100%
maternity 90% 95% 90% 100% 100% 100%

SCBU 100% 100% 95% 100% 100% 100%
womens health 100% 90% 100% 90% 100% 100% 100%

BBE May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19
Bromyard 80% 80% 40% 100% 100% 80% 60%

Leominster 80% 80% 40% 100% 100% 100% 100%
Ross 100% 100% 100% 100% 60% 80% 100%
AMU 100% 100% 100% 80% 80% 100% 100%
CAU 100% 100% 100% 100% 100% 100% 100%

ED 80% 80% 80% 80% 100% 80% 100%
Arrow 100% 100% 100% 100% 100% 100% 100%

Medical Day Case 100.00% 100% 100% 100% 100% 80% 80%
Gilwern 100.00% 100% 100% 100% 100% 100% 100%

Wye 80.00% 60% 60% 100% 100% 100% 80%
CCU 100.00% 100% 100% 100% 100% 100% 100%

Frome 60.00% 80% 80% 100% 100% 100% 80%
Lugg 60.00% 100% 60% 100% 80% 80% 80%

Redbrook ward 80% 80% 100% 80% 100% 40% 100%
Teme ward 80% 100% 100% 60% 100% 80% 100%

Monnow ward 100% 80% 90% 100% 100% 80% 100%
Leadon ward 100% 100% 100% 100% 100% 100% 100%

Theatres 100% 100% 100% 100% 100% 100%
Daycase 100% 80% 80% 80% 100% 100% 100%

ITU 100% 100% 100% 100% 100% 100%
childrens ward 80% 80% 80% 80% 80% 80%

delivery suite 100% 100% 100% 100% 100% 100% 100%
maternity 60% 100% 100% 100% 100% 100%

SCBU 100% 100% 100% 100% 100% 100%
womens health 100% 100% 100% 100% 100% 100% 100%

This reported data is peer review data and not the results of self-audit, nationally this level of compliance for 
peer review would be deemed as above average, despite this we recognise we are not where we want to be.  
Given this we have issued a letter to all clinical staff reminding them of their responsibilities in relation to hand 
hygiene and BBE, we have increased signage and posters in clinical areas and are in the process of providing 
additional floor signage to highlight when you are entering a clinical area.  We have also increased the 
frequency of peer audit to weekly during December and January.  Given the CQC’s finding that staff were at 
times afraid to challenge we have also developed and publicised escalation flows for any individual who does 
not get the appropriate response when challenging below standard practice.   
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Support people to improve their health outcomes 

a. Demonstrate progress against the national Learning Disability Standards

We have finally secured full time specialist nurse input for patients with learning disabilities through 
a service level agreement with the local community based learning disability team.  This cover will 
enable us to make further progress against the national standards.

b. Contribute to the system childhood obesity reduction target

Target April May June July August Sept Oct Nov
% of women 
breast 
feeding 80% 82.8% 79.6% 88.5% 83.3% 88.2% 80.0% 81.5%

% of women 
b/f at 14 days 66% 64.50% 60.10%
% of women 
b/f at 8 weeks 55% 64.70% 55%

c.  Improve staff health and well being

The plan for supporting health and wellbeing was discussed at the last Board workshop with the 
focus being ‘Helping you to help yourself’.  The Board discussed and agreed a set of actions for 2020, 
Health and wellbeing will be the subject of a deep dive in January 2020.

2 Other quality indicators 

Smoking at Delivery (6% by 2022) Effective Director of Nursing 11% 10% 16% 14% 13.0% Expected
consistent

Common 
Cause

% of women who have seen a midwife by 12 weeks and 6 days of pregnancy Effective Director of Nursing 90% 74% 82% 90% 81.4% Achieve_
Fail_dueto

Common 
Cause

% of women inititating breastfeeding Effective Director of Nursing 80% 80% 82% 80% 83.1% Achieve_
Fail_dueto

Common 
Cause

Caesarean section - Elective Effective Medical Director 13% 14% 18% 20% 16.3% Expected
consistent

Common 
Cause

Caesarean section - Emergency Effective Medical Director 15% 26% 15% 21% 19.4% Achieve_
Fail_dueto

Common 
Cause

The maternal and neonatal safety collaborative is now well underway despite some slippage with 
project milestones in the early stages of the project.  The project aim is to increase the number of 
smoke free pregnancies and smoke free homes. 
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Complaints resolved within agreed timeframe Caring Director of Nursing 90% 86% 45% 72% Achieve_
Fail_dueto

Common 
Cause

Number of complaints Caring Director of Nursing <301
(2018/19)

28 31 50 209 Expected
consistent

Concern - 
High

Number of complaints reopened Caring Director of Nursing <54
(2018/19)

2 6 33 Expected
consistent

Common 
Cause

Number of complaints referred to Ombudsman Caring Director of Nursing 6 0 0 0 3 Expected
consistent

Common 
Cause

Duty of Candour - move to section with serious incidents Responsive Director of Nursing 0 9 5 20 67 ERROR - 
KPI NOT 

ERROR - 
KPI NOT 

Friends and Family Test - Response Rate (A&E) Caring Director of Nursing 25% 9% 7% 4% Expected
consistent

Common 
Cause

Friends and Family Test - Response Rate (Inpatients) Caring Director of Nursing 30% 26% 24% 25% Achieve_
Fail_dueto

Common 
Cause

Friends and Family Test - Response Rate (Community) Caring Director of Nursing 30% 93% 38% 77% Achieve_
Fail_dueto

Common 
Cause

Friends and Family Test - Response Rate (Maternity) Caring Director of Nursing 30% 53% 29% 27% Achieve_
Fail_dueto

Common 
Cause

Friends and Family Test Score - A&E recommended by Patients Caring Director of Nursing 95% 92 95 97 Achieve_
Fail_dueto

Common 
Cause

Friends and Family Test Score - Inpatients recommended by Patients Caring Director of Nursing 95% 99 99 98 Achieve_
Fail_dueto

Improve
ment - 

Friends and Family Test Score - Community recommended by Patients Caring Director of Nursing 95% 99 100 99 Achieve_
Fail_dueto

Improve
ment - 

Friends and Family Test Score - Maternity recommended by Patients Caring Director of Nursing 95% 98 99 99 Achieve_
Fail_dueto

Common 
Cause

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 9.8% 9.4% 8.1% 10.0% Expected
consistent

Improve
ment - 

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 12 15 11 106 Achieve_
Fail_dueto

Improve
ment - 

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 91% 92% 0% 90.8% Expected
consistent

Concern - 
Low

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5.9% 7.2% 7.4% Achieve_
Fail_dueto

Common 
Cause

The emergency department and paediatric patient experience surveys were presented to the Quality 
Committee in December 2019.  For ED, Wye Valley Trust had improved in 5 out of the 8 domains this 
year, yet need to focus on improving communication, particularly in relation to leaving the 
department and what to expect.  The department have been focussing on improving communication 
as part of the Trust’s Valuing Patients time campaign, introducing ‘WOW’ rounds and safety 
walkabouts, incorporating the ‘four questions’ tailored for ED and in the New Year will be looking to 
review and overhaul the written information that is available for patients.

The paediatric survey had a very low response rate and many of the responses were provided from 
the parent’s perspective.  In order to improve feedback from the child and adolescent perspective a 
number of initiatives have been implemented including the ‘monkey wellbeing survey’ which is 
designed to elicit feedback from young children about their experiences.  The Young Ambassadors 
have also developed a ‘young inspectors’ survey.  The paediatric ward will display the findings on the 
monkey wellbeing board.  Since the survey ‘Mr Noisy and Mr Quiet’ posters have also been 
introduced following feedback that the ward was too noisy at times.

Occurrence of any Never Event Safe Director of Nursing 0 0 1 0 5 Achieve_
Fail_dueto

Common 
Cause

Safety Thermometer - Harm Free Safe Director of Nursing 95% 97% 98% 98% Achieve_
Fail_dueto

Common 
Cause

VTE Risk Assessment Safe Medical Director 95% 91% 91% 92% Expected
consistent

Improve
ment - 

Number of hospital acquired thrombus Safe Medical Director 1 9 4 58 Achieve_
Fail_dueto

Common 
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 69 72 77 Expected
consistent

Common 
Cause

Pressure ulcers (confirmed avoidable Grade 3,4) Safe Director of Nursing 0 0 1 0 4 Achieve_
Fail_dueto

Improve
ment - 

Total number of deep tissue injury Safe Director of Nursing 12 19 29 123 Expected
consistent

Concern - 
High

Total number of moisture associated skin damage Safe Director of Nursing 41 59 72 470 Expected
consistent

Common 
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19)

58 67 43 425 Expected
consistent

Improve
ment - 

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19)

17 21 28 160 Expected
consistent

Common 
Cause

Number of patient falls in inpatient areas (per 1000 bed days acute) Safe Director of Nursing 6.63 5 8.6 5.1 Achieve_
Fail_dueto

Common 
Cause

Number of patient falls in inpatient areas (per 1000 bed days community) Safe Director of Nursing 8.6 7.8 9.6 Achieve_
Fail_dueto

Common 
Cause

Number of falls with moderate harm and above Safe Director of Nursing 0 0 6 1 12 Achieve_
Fail_dueto

Improve
ment - 

Dementia assessment and referral: the number and proportion of patients aged 75 
and over admitted as an emergency for more than 72 hours: Caring Director of Nursing

The proportion of patients aged 75 and over to whom case finding is applied 
within 72 hours following emergency admission with a length of stay > 72 hours Caring Director of Nursing 90% 46% 41% 31% Expected

consistent
Concern - 

Low
The proportion of those identified as potentially having dementia or delirium who 
are appropriately assessed, Caring Director of Nursing 90% 100% 0% 100% Achieve_

Fail_dueto
Improve
ment - 

The proportion of those with a diagnostic assessment where the outcome was 
positive or inconclusive who are referred on to specialist services Caring Director of Nursing 90% 100% 0% 0% Achieve_

Fail_dueto
Concern - 

Low
Number of SIs reported Safe Director of Nursing <75

(2018/19)
7 8 4 49 Expected

consistent
Common 

Cause
Medication Errors (with harm) Safe Director of Nursing <10% 11.4% 7.7% 9.1% Expected

consistent
Common 

Cause
% compliance with WHO checklist Safe Director of Nursing 100% 100% Expected

consistent
Concern - 

Low
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Quarterly falls and pressure ulcer updates were provided to the Quality Committee in December 
2019.  The number of falls occurring in our care are within expected levels when benchmarked 
nationally and fortunately the vast majority of patients do not sustain an injury from their fall.  We 
do have very small numbers of falls resulting in moderate or significant harm, only 12 year to date.  
Each of these are the subject of a full case review to capture any learning from the event, of the 12 
falls this year there were 5 cases with associated learning, the themes from the learning relate to full 
completion of the second stage of the falls risk assessment and in some instances the assessment 
and use of bedrails.  The bedrails policy was revised in 2019 and an audit is planned for January 
2020. 

During the last quarter the trust has been focussing on improving compliance with the falls CQUIN, 
the CQUIN is aimed at identifying patients at risk of falls.  Whilst we are compliant with 3 of the 4 
elements of the CQUIN we have struggled with the recording of a lying and standing blood pressure.  
We have introduced a compliance monitoring report to prompt staff of the requirement.   We are 
due to audit our compliance with this at the end of quarter 3 and due to current changes in practice 
we are hopeful we will see increased compliance in this area.  Additionally, we have built the option 
to record this within our electronic observations module of EPR.

Although the number of pressure ulcers (category 2, 3 and 4) are increasing overall, we continue to 
see a reduction in the number of category 3 and 4 pressure ulcers acquired in our care, as seen in 
the graphs below.   Our numbers continue to be well within expected levels when benchmarked 
nationally.  
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Embeded Improvement
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We do continue to see an increasing number of moisture associated skin damage particularly in 
patients in their own homes as seen in the chart below.  Given that care may be provided by 
multiple care givers and agencies, we have therefore suggested this should be a system wide quality 
priority and as such will be a focus for discussion at the integrated care and place based quality 
forums.
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3 Staffing

The NHS England staffing return is detailed below.  

The fill rate for inpatient areas is provided below.  Where some fill rates fall below 100% these have 
not led to reported safety, quality or patient experience concerns.  For Teme ward the reduced fill is 
a managed response due to reduced bed capacity within that area.   Redbrook ward and Bromyard 
increased fill at night relates to the Surgical Assessment Area being open as escalation capacity and a 
patient with complex needs at Bromyard.

RN Fi l l HCA Fi l l NA fi l l TNA fi l l RN Fi l l HCA Fi l l NA fi l l TNA fi l l Overa l l  CHPPD
Women's Health 90.3% 83.9% 100.0% 83.9% 11.1
Maternity Ward 100.0% 100.0% 100.0% 100.0% 7.1
Childrens Ward 85.8% 97.1% 100.3% 84.2% 10.3

Lugg Ward 100.0% 96.4% 100.8% 110.8% 6.0
Arrow Ward 107.4% 93.0% 100.0% 100.5% 7.1
Wye Ward 106.4% 97.1% 109.7% 99.2% 7.6

Frome Ward 113.0% 83.2% 108.0% 110.2% 6.9
Cardiac Care Unit 101.6% 100.7% 8.8

Leominster 
Community Hospital 94.3% 91.4% 100.0% 97.8% 5.6

Bromyard 
Community Hospital 99.8% 98.3% 100.1% 135.7% 7.1

Ross Community 
Hospital 95.7% 116.2% 99.6% 99.2% 6.2

Leadon Ward 114.2% 102.9% 100.4% 103.2% 6.6
Teme Ward 98.4% 80.3% 96.8% 71.1% 10.3

Monnow Ward 82.5% 93.4% 100.4% 64.5% 6.5
Redbrook Ward 99.2% 76.8% 77.4% 164.5% 7.8

Special Baby Care 
Unit 91.4% 95.7% 12.8

Intensive Care Unit 87.7% 79.0% 23.2
Gilwern Assessment 

Unit 113.1% 89.2% 100.0% 100.0% 7.8

Acute Medical Unit 96.4% 105.0% 97.7% 106.5% 7.3

Day Night 

4 Quality Priority – Reduce the proportion of non-value added the time when patients are in 
hospital: End of life Care

Following a recent review of the Trusts Clinical Governance arrangements a decision was taken to 
form a trust End of Life Forum. Across Herefordshire there is a system wide End of Life group, 
however, it was felt the Trust need a forum dedicated to addressing issues within the Trust.

The first meeting was held in September and a draft terms of reference were reviewed and 
amended to reflect views of the group. The group has now met three times and membership 
continues to develop with representation from each of the divisions, mortuary, bereavement, 
palliative care and chaplaincy. The group is chaired by the Director of Nursing and its focus is on 
improving care delivered by Trust staff in community and acute settings.      

The Palliative care team leads on participating in the National Audit of Care at End of Life (NACEL) 
on behalf of the Trust. This benchmarks WVT services with other Trusts in England and Wales 
against the five priorities for care set out in ‘One Chance to get it Right’ (2014) and NICE Quality 
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Standard 13 and so identifies areas of good practice and also those requiring improvement.  The 
findings of the NACEL audit were presented to a Board workshop earlier this year and are detailed 
below.  

The new End of Life Forum will initially focus on:

 Addressing the audit findings from within the NACEL audit
 Advanced care planning 
 Use of the Multidisciplinary Care Record for adults for the Last Days of Life 
 Palliative care coding – reviewing practice and related policies
 Incidents and complaints related to end of life care
 Support to take forward actions from learning from deaths
 Community hospital participation in the NACEL audit
 Gap analysis against the NICE guidance

There have been practice issues raised in relation to ‘last offices’, as a consequence the Care after 
Death policy was revised, preceptorship and care certificate training now includes last offices and 
the group have just agreed to introduce and pilot a ‘Last Offices box’ containing all the equipment 
and the associated guidance for carrying out last offices.  This has proven useful and will be rolled 
out to all clinical areas.
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In line with learning from deaths we have identified additional resource to expand bereavement 
services to further support the Medical Examiner role with appointment of a Medical Examiner 
Support Officer.   The intention is that the additional resource will be able to provide more than a 
death certification service and support bereaved families in line with best practice guidance.  The 
new role will be a member of the forum and provide valuable feedback on family experiences to 
inform practice changes. 

ReSPECT is a national initiative within England to support peoples’ decision making regarding their 
end of life care and from October 1st the Trusts DNACPR form was replaced with the ReSPECT 
document. Reporting on progress with training and implementation has been provided to the 
group.  Over 3000 Trust staff have been trained in ReSPECT.   An audit of ReSPECT was undertaken 
on the 2nd December, the audit requires further analysis but the headline findings demonstrated 
that the majority of the forms 54/55 audited were initiated within the Trust rather than primary 
care or nursing homes.  Compliance with the DNACPR element of the form was good.  The audit 
identified that the ‘summary’ part of the form could be better utilised, this part includes religious 
and cultural needs and was rarely completed, whilst the ‘personal preference’ section was 
completed for 73% of the cases this could be better utilised to guide the plan, particularly in 
relation to advance planning for care in emergency situations.  Finally, whilst a judgement about 
‘capacity’ was made in all cases, for those individuals who did not have capacity to make decisions 
about care there were only a small proportion where a full capacity assessment had been 
documented.  There is a plan to conduct a further audit in 8 weeks time, in the meantime the 
teams have reviewed the educational sessions to ensure there is a focus on capacity assessment 
and discussions regarding personal preferences.

Although Powys Health Board are not introducing ReSPECT we have provided training and 
education to Powys GP’s as they will receive patients discharged from the Trust with these forms.  
The Powys GP’s welcomed the training and are currently endeavouring to influence the Health 
Board to introduce ReSPECT in Wales. 

Guidance on spiritual care has also been reviewed and further developed and is ready to be shared 
across the organisation, this will be accessible through the Intranet.  There has been a particular 
focus on updating guidance for all faiths following feedback from some clinical settings identifying 
a gap in this area.

System wide changes to End of Life Care

Through one Herefordshire and under the leadership of WVT Managing Director the development 
of an integrated model of care for palliative and end of life care is underway with the broad aims 
of:

 Improving the experience for patients and relatives at the end of life
 Providing consistent access to quality end of life services
 Provide a workforce appropriately skilled to support people at the end of their life
 Improve coordination, personalised care and support planning for those at the end of life
 Increase numbers of patients on Frailty and End of Life registers
 Increase numbers of patients identified as severely frail through Rockwood Scoring

9/10 42/139



 Increase numbers of patients discussed at MDT on the end of life register who have 
appropriate personalised care and support planning in place

 Reduce duplication and ensure integrated working facilitates care and support by the right 
person at the right time

To date the operational teams have developed the integrated model of care and a mobilisation 
task group has been established, the development of and workforce capacity for a coordination 
hub has also been identified.  Processes to manage telephone triage and rapid response are under 
development.  Community EMIS and data sharing went live in November 2019.  Further work is 
required to align Fast Track services with the new integrated model and this work is being led by 
the CCG.  
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Activity Summary for November 2019:

Activity across both planned and unplanned care is greater than the same period last financial year.
 
Planned care has overall not achieved the activity plan year to date whilst unplanned care has 
exceeded the expected levels of demand

3a. Acute activity: (RTT and non-RTT)

Contract Activity Monitoring

Year-on-Year Activity Variance (RTT)
(The following data excludes community and endoscopy cases)

‘Total elective’ (inpatient and day-case) activity this year to date is 5.5% (852 admissions) over the 
same period in 2018/19. Total Outpatient activity is 2.9% over 18/19 with 4,566 more appointments 
to date. 

Month 18/19 19/20 18/19 19/20 18/19 19/20 18/19 19/20 18/19 19/20 18/19 19/20 18/19 19/20
Apr 1,739 1,879 1,478 1,523 261 356 67 89 17,976 19,480 5,740 6,286 12,236 13,194
May 1,910 2,004 1,598 1,649 312 355 62 74 20,258 20,763 6,448 6,943 13,810 13,821
Jun 1,934 1,981 1,551 1,650 383 331 67 67 19,343 19,384 6,268 6,516 13,075 12,871
Jul 1,969 2,212 1,609 1,861 360 351 28 74 19,625 21,473 6,251 7,002 13,374 14,504
Aug 1,800 1,911 1,533 1,605 267 306 12 35 18,801 19,177 5,819 5,758 12,982 13,490
Sep 1,810 2,010 1,492 1,681 318 329 26 29 18,727 20,312 5,935 6,426 12,792 14,221
Oct 2,142 2,145 1,804 1,815 338 330 30 10 21,188 20,312 7,014 6,759 14,174 15,691
Nov 2,093 2,107 1,680 1,785 413 322 59 13 20,730 20,313 6,697 6,645 14,033 14,792
Dec
Jan
Feb
Mar

YTD 15,397 16,249 12,745 13,569 2,652 2,680 351 391 156,648 161,214 50,172 52,335 106,476 112,584
Variance

Total Outpatient New Follow Up

2.9% 4.3% 5.7%

OutsourcedElective

5.5% 6.5% 11.4%1.1%

Total Elective Day Case

Section 3 - Chief Operating Officer, Performance Exceptions
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3b. A&E standard:  

In November, 71.9% of A&E attendances (3,868 of 5,379) achieved the 4 hour target against a 
national standard of 95% and 14.4% below the recovery trajectory proposed to NHSI (86.3%).
 
Eye Casualty and Minors achieved the 95% standard however, Resus (56.5%), Majors (55.8%) and 
Paeds (93.2%) did not. Paeds last achieved the standard in September while both Majors and Resus 
performances were an improvement on last month’s position (0.8% and 3.5% increases 
respectively).
 
The following two graphs demonstrates the continued pressure on both the Emergency 
Department and acute inpatient bed base.

ED Attendances

Emergency Adult admissions
(adult admissions with a length of stay of one or more nights)

Ambulance Conveyances

2,000 patients were conveyed by ambulance to the Trust through November. The previous record 
before October’s 2,095 attendances was 1,969 in December 2018 while the average through 2019 
has risen to 1,942. 81.2% of conveyances had a handover of 30 minutes while 41 patients also had 
to wait over 1 an hour for an ambulance handover, 2 fewer than October.
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One Herefordshire Urgent Care Programme Board (UCPB)

 The UCPB continues to work on the Same Day Emergency Care (SDEC) pathways and protect 
the Trust’s emergency assessment areas from escalation, despite the increase in attendances 
and admissions there has been a  steady increase in the number and proportion of ‘0-day’ 
Length of Stay (LOS) patients

November saw an increase in the percentage of patients being treated as 0-day LOS through the 
Trusts Ambulatory areas; joint 3rd highest number of patients treated on an Ambulatory pathway 

 As part of the Trust Winter Plan the Trust have undertaken a number of operational strategies 
in order to prepare ourselves for the Festive period:

o Additional Nurse / Medical support to ED –  targeted ED medics and nursing shifts 
through the Winter planning monies 

o Increased Surgical presence across the Emergency floor, therapies across 7 days both 
Acute and Communities and Pharmacy support

o Consultant ward rounds and additional medical ward support across weekends over 
Christmas period

o Festive Assurance plan developed capturing Herefordshire Health system plans and on 
call rotas

o ‘Perfect week’ conducted w/c 16th December

o During this week the Trust ED experienced it’s highest ever amount of ambulance 
conveyances (530), 32 more than ever before and the second highest amount of 
patients in our history were admitted (429), just 7 fewer than that record.

o However the beginning of December [up to the 20th December] did see:

 Highest [MTD] percentage of patient through Ambulatory pathways [32%]
 

 93% of patients having 1 or no ward moves our highest ever (at 1.4 moves per 
patient)

 LOS across the Trust has reduced particularly for Medical and Community.
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Medical outliers:

‘Medical outliers’ are patients under the care of ‘medical’ specialties cared for on ‘non-medical’ 
wards because no space is available on the medical ‘base’ wards. The numbers of medical outliers 
rose in early December, outside of the reporting period owing to bed pressures.
 

c. RTT 18 week standards:

English commissioned performance:

The Trust’s (English) performance for the month was 80.1% (80.3% in October) against an agreed 
trajectory of 82.2% and standard of 92% of incomplete pathways waiting under 18 weeks. 

Welsh commissioned performance:

The Trust’s (Welsh) performance for August was 87.8% (86.1% last month) against a standard of 
95% of incomplete pathways waiting under 26 weeks. 
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Patients waiting for treatment over 40 weeks: 

The graphs below show the number of patients (English and Welsh) waiting over 40 weeks since 
April 2017.  At month end, there were 313 patients waiting 40 weeks or more, 19 more than 
October. Incomplete pathways account for 75%, admitted pathways 17% and the remaining 8% 
non-admitted.

The Trust has secured £212k of additional funding from NHSE/I to treat 312 additional patients (over 
the existing activity plan) to reduce the maximum waiting times for treatment down to 40 weeks by 
financial year end. This will be achieved by a mixture of ‘on-site’ and ‘out-sourced’ treatments.

Patients waiting for treatment over 52 weeks: 

There were 2 patients waiting over 52 weeks for treatment for the second consecutive month. In 
both months, there was 1 patient each from General Surgery & Urology (different patients each 
month).

Harm Reviews 

Status of Harm Reviews – July 2017 to end of November 2019

Commissioner
Total Patients 
Identified for 
Harm Review

Harm Reviews 
Completed

Harm Reviews 
Overdue (TCI 
in the past)

Harm Reviews 
Not Yet Due 
(TCI or OPA 
on future 

date)

Harm Reviews 
not required 

(patients 
DNA’d, 

declined 
surgery etc)

Patients 
assessed as 

having come to 
harm

English 1054 734 13 2 305 0

Welsh 286 191 11 1 83 0

Total 1340 925 24 3 388 0

3d. Diagnostics:

The Trust achieved the Diagnostic standard of less than 1% of patients waiting over 6 weeks at month 
end with performance at 0 % after reporting no breaches.  
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3e. Cancer standards (August 2019): 

Measure Std Type Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 19/20 18/19
Trajectory 93.2% 93.5% 93.0% 94.0% 92.9% 94.0% 94.6% 94.9% 93.0% 93.1% 94.0% 94.5%
Actual 95.3% 92.1% 91.8% 94.5% 94.7% 97.8% 96.7% 94.8% 91.3%

Trajectory 66.2% 80.0% 94.2% 93.8% 94.4% 94.6% 93.0% 93.4% 93.3% 94.2% 94.0% 93.9%
Actual 93.7% 95.7% 95.7% 100.0% 84.4% 89.8% 97.8% 93.9% 28.0%

Trajectory 95.6% 96.4% 96.0% 96.3% 95.7% 96.0% 96.8% 96.1% 96.4% 96.6% 96.7% 96.2%
Actual 97.9% 95.6% 94.6% 95.1% 97.1% 92.5% 90.0% 94.7% 90.6%

Trajectory 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0%
Actual 93.3% 70.6% 100.0% 88.9% 100.0% 83.3% 100.0% 87.7% 86.1%

Trajectory 85.0% 85.9% 85.1% 85.2% 85.2% 86.2% 85.4% 85.2% 85.7% 85.3% 85.2% 85.3%
Actual 80.5% 78.1% 74.8% 81.8% 77.4% 85.0% 79.0% 79.5% 80.5%

Breast 85% Actual 82.6% 100.0% 100.0% 93.3% 91.3% 87.5% 71.4% 90.6% 91.5%
Gynaecology 85% Actual n/a 100.0% 100.0% 0.0% 100.0% 57.1% 100.0% 77.3% 84.5%
Haematological 85% Actual 66.7% 50.0% 100.0% n/a 33.3% n/a 0.0% 58.3% 82.7%
Head & Neck 85% Actual 100.0% 0.0% 0.0% 33.3% 66.7% 100.0% 0.0% 35.7% 30.8%
Lower GI 85% Actual 81.8% 92.3% 35.3% 40.0% 62.5% 66.7% 54.5% 62.0% 63.2%
Lung 85% Actual 80.0% 62.5% 57.1% 66.7% 54.5% 83.3% 100.0% 67.4% 74.5%
Sarcoma 85% Actual 33.3% n/a n/a n/a n/a n/a 0.0% 25.0% 20.0%
Skin 85% Actual 94.7% 92.3% 95.5% 97.1% 100.0% 95.5% 100.0% 96.6% 95.4%
Upper GI 85% Actual 50.0% 75.0% 0.0% 50.0% 60.0% 40.0% 100.0% 62.1% 70.2%
Urological 85% Actual 66.7% 65.0% 68.4% 76.9% 66.7% 84.6% 71.4% 70.9% 74.0%
Other 85% Actual 100.0% 0.0% 100.0% n/a n/a n/a n/a 80.0% 83.3%

Trajectory 100% 92% 100% 94% 96% 100% 100% 100% 94% 100% 100% 100%
Actual 100.0% n/a 66.7% 100.0% 66.7% 100.0% 100.0% 91.3% 79.4%

Trajectory 92% 85% 88% 88% 86% 86% 86% 85% 86% 87% 87% 88%
Actual 90.6% 88.2% 87.0% 93.3% 73.7% 100.0% 84.4% 86.9% 90.2%

Trajectory 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Actual n/a n/a n/a n/a n/a 100.0% n/a 100% 100.0%

2019/20

Cancer 62 Days Screening 90%

Cancer 62 Days Upgrades 85%

Cancer 31 Days Rare cancers 85%

Cancer Two Week Waits 93%

Two Week Waits (Breast 
Symptomatic)

93%

Cancer 31 Days 96%

Cancer 31 Days Subsequent 
Treatments

98%

Cancer 62 Days 85%

The Trust achieved the following Cancer Targets:

 Two Week Wait 
 Two Week Wait Breast Symptomatic 
 31 Days Subsequent Treatments 
 62 days screening

The Trust failed the following Cancer Targets:

 31 days 1st treatment
 62 days
 62 days upgrades

31 days 1st treatment 

81 out of 90 patients in total were treated for their cancer within 31 days of decision to treat. There 
were 9 breaches as the Trust failed to meet the 96% standard (90%). Breaches occurred in Breast (1), 
Colorectal (1), Skin (5) + Urology (2).

62 day treatment

10.5 out of 50 patients in total were not treated within the 62 day standard. The Trust failed to meet 
the 85% standard (79%). 

The breaches occurred in Breast, Haematology, Head + Neck, Colorectal, Sarcoma and Urology. 
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RCAs & Harm Reviews - 62 and 104 day breaches:

RCA and Harm Review position Jun-Aug 2019:

Month 62 day breaches – RCAs
104 day breaches – RCA + 

harm review
Harm outcome

August 14 8 No harm – 7. Tertiary - 1

September 10 4 No harm – 3. Tertiary – 1. 

October 15 4 Not completed - 4

Total 39 16

Site 62 days 104 days Breach reasons Actions

Breast 3 0 Theatre + OPA capacity Nil

Colorectal 6 3 Mix of theatre capacity, WVT 
diagnostics (endoscopy and radiology), 
pathway processes, tertiary, OP 
capacity, MDT and patient instigated 
delays

Team are having regular meetings 
with the executive team to look at 
ways of improving the pathway. 28 
day faster diagnostic project 
managers working with team.

Dermatology 1 0 Tertiary Capacity being reviewed on an 
ongoing basis

Gynaecology 3 0 1 OPA/TCI, 1 OP hysteroscopy + 1 
complex

Nil

Head & Neck 4 1 Complexity of pathway, processes 
within pathway + tertiary

Working with Worcester to improve 
pathway

Haematology 5 0 Complexity + delayed referral on from 
other pathways

Lung 4 2 Complexity of pathway, patient 
instigated delays, PET CT + tertiary

Reviewing faster diagnosis pathway

Upper GI 3 0 All tertiary None

Urology 9 10 Diagnostic capacity (template  + TRUS 
biopsies, radiology, pathology), 
processes, OP capacity, patient 
instigated delays, WVT TCI, MDT and 
radical prostatectomy capacity at 
Cheltenham

Agreed process to improve pathway 
timing starting to show an 
improvement from December. 
Increased robotic time at Cheltenham 
agreed.

Outstanding harm reviews – 2 Colorectal (sent for completion 25/11) + 2 Urology (sent for 
completion 18/11).
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3f. Cancelled Operations:

52 procedures were cancelled on day in November from 2,148 episodes, which equates to 2.4% and 
is a failure of the standard (below 0.8%).  There were 14 failures of the 28-day booking standard 
(26.9%).  

3g. Stroke/TIA: 

Stroke performance (% of time spent on Stroke Unit) is calculated using national SSNAP data. 

 86.1% (31 of 36) patients spent 90% of their time on a Stroke ward in month, an increase in 
performance over 73.2% in September. Performance for the financial year is currently at 
81%.

 33.3% (10 of 30) of ‘high-risk’ TIA patients were scanned and treated within 24 hours of 
their referral in November. The Trust has not achieved the 60% standard in the past 2 years.  
Year to date position is 34.5%.

3h. Long Length of Stay (Stranded & Super Stranded) Patients:

Stranded Patients

A Stranded patient is defined as having a Length of Stay of 7 days of more while a Super Stranded 
patient has a LOS of 21 days or more.

At month end, there were 154 ‘stranded’ patients across the Trust, which was 10 more than 
October. 96 patients were in an acute setting with 58 in a community bed. The range through the 
month was 137 to 175 which was marginally higher than last month.

58 patients were defined as Super Stranded at month end with 25 patients in an acute bed and 33 
in Community Hospitals. 

The graphs below show a summary of each measure with a rolling 3 month average:

Acute Community Total

Acute Community Total

7 Day Stranded

21 Day Stranded
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Long Length of Stay Discharge Patient Tracking List (LLOS DPTL)

From 27th June this Trust has been submitting weekly updates to NHSI regarding patients with a 
LOS of 21 days or more. This return also reviews patients with a LOS of 50 days or more and 100 
days or more.

Below is a summary from the most recent submission on Thursday 14th October:

CCG LOS - 21 Days LOS - 50 Days LOS - 100 Days Age LOS - 21 Days LOS - 50 Days LOS - 100 Days
NHS HEREFORDSHIRE CCG 56 16 3 30 to 39 2 1 0
NHS SOUTH WORCESTERSHIRE CCG 4 0 0 50 to 59 9 5 2
NOT RESIDENT IN ENGLAND 4 0 0 60 to 69 9 2 0
NHS SHROPSHIRE CCG 7 0 0 70 to 79 17 5 1
Grand Total 71 16 3 80 to 89 22 1 0

90+ 12 2 0
Grand Total 71 16 3

3i. Delayed Transfers of Care (DTOC) (November 2019)

649 bed days were lost to delayed transfers of care in November, which is 90 fewer than last month 
and 41 less than November 2018. 285 days were lost in the Acute setting and 364 in the 
Community. 366 (56.4%) days were lost to patients out of the county with 244 from Wales.

Care Packages in Own Home (E) held the largest delay reason with 195 reported days lost in month. 
Further Non-Acute NHS Care (C) was the second largest cause of delayed days with 156 while 
Completion of Assessments (A) and Patient Choice (G) were almost identical with 111 and 110 days 
respectively. Key Actions:

 DTOC shows an improving picture with real traction being shown from the integrated 
discharge team who are managing the DTOC and complex patients more actively from within 
the acute hospital.

 The Integrated Discharge Team (Hospital Liaison and Complex Discharge) continues to 
support the reduction in Herefordshire ASC delays

 21-day LOS community review continues and this month shows a large increase in out of 
county delays and noticeable long stayers over 50 days.

 Out of County delays are impacting our community hospital LOS. The numbers of OOC 
patients is not increasing but their LOS is.

Total Delays Acute Community Health Social

A (Completion of Assessment) B (Public Funding) C (Further non-acute NHS care) D (i) (Residential Home) D (ii) (Nursing Home)

E (Care Package in Own Home) F (Community Equipment) G (Patient or Family Choice) H (Disputes) I (Housing)

Herefordshire Gloucestershire Shropshire Wales Worcestershire

Headline

By Code

By Local Authority
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5.2  Integrated Performance Report – Workforce – Wye Valley Trust 
 

 
 
As forecast, this month there has been a demonstrable improvement in vacancy levels – attributable to the impact of the Internatioanl nurse recruitment 
programme and also ongoing work to maintain Health Care Assistant fill.  The main area of concern remains sickness absence, which will be a focus this year 
as part of the implementation of the Health & Wellbeing Compact. 
 
 

 
   

16/17 17/18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19
Staff Numbers (FTE)
Budgeted Establishment 2947.6 3005.7 2969.0 2975.7 2988.3 2987.8 2993.8 3012.4 3025.6 3043.0 3067.0 3074.5 3082.6 3112.3 3119.6
Substantive Staff in Post 2638.3 2707.8 2708.3 2696.4 2711.2 2719.5 2743.6 2732.6 2738.5 2755.2 2770.7 2788.9 2792.5 2820.4 2878.7
Vacancy 309.3 297.9 260.7 279.4 277.1 268.2 250.2 279.8 287.1 287.8 296.3 285.6 290.2 291.9 240.9
Starters (Includes FTC/JnrDrs) 589.6 498.2 33.1 25.4 39.3 47.2 41.9 36.3 35.0 38.0 47.9 105.3 73.1 64.3 56.3
Leavers (Excludes FTC/JnrDrs) 372.7 346.0 26.6 32.4 17.3 14.9 38.1 25.2 18.2 16.6 24.1 24.1 40.7 18.0 27.9
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I&E Performance against Budget Plan YTD
Headline Position

Year to Date

The Trust has a deficit control total of £17.254m. Available PSF and FRF funding totals 
£17.993m, meaning that the Trust’s gross control total is a deficit of £35.246m.  

As at the end of November, the year to date position improved by £186k. This level of 
recovery had been forecast last month and it thus kept the cumulative deficit to £13.154m.  
Year to date performance funding of £9.897m has been recognised in this position.  

The Trust is currently £2,590k behind the income plan, £469k underspent on Pay budgets and 
an aggregate £767k underspent across all Non-pay budgets.  These form the overall variance 
against plan of £1.354m.  

The activity profile over recent months has impacted on both income and cost.  Year to date 
elective activity (which in financial terms is driving much of the financial adverse income 
variance) was 9.8% behind plan, Daycase 2.5% behind plan and Outpatient 1.6% behind plan 
averaged across New and Follow-Ups.  Conversely, A&E was 2% higher than plan and 
Emergency Admissions 12.4% higher than plan.  This performance has fed through to the 
financial variance, with costs following the pattern of less elective activity than plan and 
higher non elective; i.e. underspends on planned elective and overspends on urgent pathway 
care and treatment.

The position has, non-recurrently, been contained to a large degree through slippage in 
planned developments.  This has been used to mitigate the risk of under delivery against the 
cost-out CPIP plan in order to achieve the required level of £6m.

Forward Look

At the end of month 8, the Trust faces the challenge of recovering the £1.354m deficit year to 
date variance over the remaining four months of the year (while at the same time preventing, 
or managing, any further deterioration).   

Section 5 - Director of Finance, Performance Exceptions

STATEMENT OF COMPREHENSIVE INCOME - To Month 8  - 30th November 2019 - 2019/20

CURRENT MOVEMENT
ANNUAL IN
BUDGET CURRENT

PLAN BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract & PbR Income 168,470 111,833 114,049 2,217 414
Contract Overperformance 7,401 4,350 0 (4,350) (773)
PbR Excluded Drugs 18,383 12,255 11,673 (582) (54)
Non Contracted Activity (NCA's) 1,767 1,169 1,420 251 (7)
Other Income for Patient Care 7,704 5,104 5,050 (54) (70)
Donations For Non Current Assets 400 267 267 0 24
Other Non Patient Income 6,202 4,309 4,237 (72) (42)
 Total Operating Income 210,326 139,286 136,696 (2,590) (508)

Pay Expenditure 150,864 98,754 98,285 469 200
Non Pay Expenditure 62,303 40,624 40,488 136 458
Excluded Drugs 17,955 11,970 11,406 564 41

 Total Operating Expenditure 231,122 151,348 150,179 1,169 699

 EBITDA (20,797) (12,062) (13,483) (1,421) 191

Depreciation 5,278 3,519 3,495 24 1
Gain or loss on asset disposal 0 0 0 0 0
Interest Receivable 57 38 53 15 4
Interest Payable on Loans 3,469 2,313 2,292 21 12
Interest Payable on PFI 5,776 3,851 3,851 (0) 0
Dividends on PDC 0 0 0 0 0

Operating Surplus/ (Deficit) (35,263) (21,706) (23,068) (1,362) 208

Technical Adjustments

Donated Assets - Additions 400 267 267 (0) (24)
Donated Asset Depreciation (417) (276) (284) 8 3
Donated Assets Adjustment (17) (9) (18) 8 (21)

Adj. financial performance retained 
Surplus/ (Deficit) (35,246) (21,696) (23,051) (1,354) 186

PSF 3,186 1,753 1,753 0 0
FRF 14,807 8,144 8,144 0 0

Additional PSF Funding 17,993 9,897 9,897 0 0

(17,254) (11,800) (13,154) (1,354) 186

YEAR TO DATE

1/24 55/139



`

Outturn 

The outturn forecast trajectory made last month was delivered in respect of month 8, with the deficit contained to the level forecast for the month.  This has been an 
important factor which has resulted in the forecast outturn remaining constant.  At this late stage in the year, and with an improvement trajectory to meet i.e. to close £1.3m 
of adverse variance, it is essential to avoid any further unplanned in-month deterioration over any of the remaining months.

The current forecast in the table below assumes (i) payment of £140.3m in relation to the HCCG contract (£3.8m more than the contract value); (ii) containment of the net 
deficit, i.e. no further month-on-month deterioration; and (iii) full delivery of CPIP. The forecast, based on these assumptions, reduces the current adverse variance of £1.3m 
down to balance at year end.  Consequently, this forecast recognises the gain of quarter 4 performance funding of £6.3m, which in turn results in a deficit of £17.2m and 
therefore achievement of the plan.  

Control 
Total Variance

All Values in £000s M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Totals
Income 16,963 17,220 16,251 17,824 16,412 16,918 17,621 17,485 17,726 17,970 17,277 18,426 208,093 209,814 (1,721)

Pay 12,328 12,065 12,124 11,983 12,326 12,704 12,274 12,480 12,770 12,811 12,811 12,919 149,597 150,326 729
Non Pay 4,997 5,110 4,833 5,878 5,285 4,746 4,907 4,731 5,109 5,358 5,471 5,452 61,877 62,331 454
Excluded Drugs 1,519 1,323 1,389 1,328 1,450 1,352 1,589 1,456 1,521 1,521 1,521 1,521 17,489 17,955 466

EBITDA (1,882) (1,278) (2,096) (1,365) (2,649) (1,884) (1,149) (1,182) (1,674) (1,720) (2,526) (1,466) (20,869) (20,797) (72)

Depreciation & Interest 1,187 1,204 1,199 1,211 1,198 1,202 1,195 1,188 1,207 1,207 1,207 1,207 14,411 14,466 55
Donated Asset Adjustment 7 (10) (10) (10) 16 7 (37) 21 (6) 7 (3) (13) (34) (17) 17

Deficit Prior to PSF and FRF (3,076) (2,472) (3,284) (2,566) (3,863) (3,093) (2,306) (2,391) (2,874) (2,933) (3,729) (2,659) (35,247) (35,247) 0
PSF 159 159 160 212 212 213 319 319 318 372 372 371 3,186 3,186 0
FRF 740 740 741 987 987 987 1,481 1,481 1,480 1,727 1,727 1,729 14,807 14,807 0
Deficit including PSF & FRF (2,177) (1,573) (2,383) (1,367) (2,664) (1,892) (506) (591) (1,076) (834) (1,630) (559) (17,254) (17,254) 0

ForecastActuals 

Financial Risks

There are a number of financial risks to the position reported at the end of month 8.  

Critical components of this will be:

o HCCG pays the forecast income over-performance of £3.8m. The Trust and the CCG are currently working together in order to find an acceptable way to 
resolve this matter.
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o Delivering activity in line with the plan, in order to maintain income levels. Income and activity levels have a far more variable profile month on month than the 
Trust’s relatively fixed cost base and so activity and income are a principal driver in determining the deficit level each month, along with cost of delivery.

o The latest operational and financial plan assumes that there will be no patients waiting more than 52 weeks at each month end. There is a ‘system’ penalty of 
£5k per patient, split 50:50 between commissioner and provider, if there are patients waiting more than 52 weeks at month end. The additional capacity 
allocated to the Divisions mitigates the forecast risk of 52 week breaches occurring, which would generate fines for the Trust of c£300k for the remainder of 
the year. It is important therefore that activity volumes and zero tolerance of 52 week occurs.

o Managing the budget relationship between the additional £2m RTT activity/income and cost budgets, particularly as some work will now require switching 
from internal to out-sourced.  Also, if there is any shortfall in delivery of the extra activity, budget managers must ensure that they are ending the year with 
matching pay and non-pay underspends on the additional budget allocations awarded. 

o There is no further deterioration of community data capture from that experienced to month 7 (the situation greatly improved in month 8 and now requires 
maintaining).

o The CQUIN forecast under-performance of c.£400k does not deteriorate further. Efforts are being made to reduce the forecast income loss.

o Containment and control of expenditure on all temporary staffing, especially in terms of a reduction in volume and a reduction in off framework provision of 
nurse agency.  This should also include a reduction in volume and average price of high cost, or non-direct engagement, arrangements for the supply of medical 
agency.

o Optimising the additional overseas nurses to ensure the maximum benefit is secured in the early part of next financial year, at the correct side of the in-year 
break-even point.  

Additional Financial Risk Mitigation

1. Full scrutiny and accountability of Budget Manager performance (to contain the current position) and being followed up through the F&PE structure. – Actioned and 
ongoing.

2. Balance sheet/technical gains and optimisation (options being assessed but strictly subject to audit approval).  Options currently being pursued.

3. Further containment of earmarked reserves for planned budget increases (as per Business Plan) to provide non-recurrent benefit where slippage.  - Fully Actioned
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4. A further potential mitigation could still be the anticipated income that would result from a contractual agreement with Sensyne, once that transaction has been 
approved by NHSI - Currently with NHSI for approval

5. Deferment of capital expenditure and/or revenue to capital transfers (subject to increased capital allocation from NHSI).  – Valued at £48k and currently within the 
current outturn forecast.

6. Further local CPIP stretch and acceleration, being considered as part of the county-wide/STP plan (at £1m) but currently thought to be high risk (given the time 
remaining and the absence of new high value schemes with sufficient part-year impact, ready to immediately implement).

7. Community activity data capture and completeness check (to ensure all activity is being charged for) – full reconciliation between those staff employed in community 
services with patient contact roles to the community data capture systems in use (payroll to systems check).
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Income Performance and Contracting – Point of Delivery 

2019-20 
ANNUAL 
BUDGET

MOVEMENT 
IN CURRENT 

MONTH

FORECAST 
OUT TURN

FORECAST 
OUT TURN

BUDGET ACTUAL VAR. % VAR. VAR.
£ 000's £ 000's £ 000's £ 000's Var £ 000's £ 000's £ 000's

Contract Income
Daycase 19,511 13,071 12,491 (581) -4% (57) (871) 18,640
Elective 13,937 9,149 8,427 (721) -8% (329) (709) 13,228
Emergency 52,365 33,831 35,232 1,401 4% 294 2,843 55,208
Outpatients 23,992 15,834 15,785 (49) 0% 13 (73) 23,919
Accident & Emergency 10,800 7,253 7,557 304 4% 74 456 11,257
Pathology 3,415 2,277 2,487 210 9% 96 315 3,730
Diagnostics 2,902 1,935 1,887 (48) -2% 22 (72) 2,830
Critical Care 4,201 2,801 3,039 238 8% 26 357 4,558
PbR Excluded Drugs 12,443 8,295 7,138 (1,157) -14% (152) (1,035) 11,407
Other Variable & Blocked 10,906 7,463 5,636 (1,826) -24% (452) (3,052) 7,854
Community Contract 37,576 25,051 24,250 (801) -3% (43) (1,192) 36,384
HCCG Pace of Change (2,198) (1,465) (1,465) 0 0% 0 0 (2,198)
Any Qualified Provider 229 153 153 (0) 0% (0) (0) 229

Non Contract Income
Inter Trust SLAs - Cross Charges 6,809 4,539 4,898 358 8% (37) 533 7,343
Central Funds 4,395 2,898 2,898 0 0% 0 0 4,395
Business Unit Service Income 6,202 4,309 4,237 (72) -2% (42) 35 6,237
Named Patient Panel Drugs 2,440 1,627 1,780 154 9% 53 230 2,671
Donations For Non Current Assets 400 267 267 0 0% 24 0 400
Radiology MES 0 0 0 0 0% 0 0 0
24 Bedded Ward 0 0 0 0 0% 0 0 0

Total Operating Income 210,325 139,286 136,696 (2,591) -2% (508) (2,234) 208,091

FRF, PSF 17,993 9,897 9,897 0 0% 0 0 17,993

TOTAL OPERATING INCOME INCLUDING STF 228,318 149,183 146,593 (2,591) -2% (508) (2,234) 226,084

INCOME

YEAR TO DATE

At the end of month 8, there was an adverse variance 
of (£2,591k) in income, with an in-month adverse 
movement of (£508k).

The year to date adverse variance related largely to the 
estimates of PbR excluded drugs being less than 
forecast, particularly for Lucentis treatment, 
generating a corresponding underspend in the drugs 
cost budget. 

Income generated by activity was less than forecast in 
month and also year to date. A higher number of 
elective and daycase cancellations were experienced in 
month, for the second month running, as a result of an 
increase in emergency admissions. Offsite private 
sector activity was also lower than planned during 
November. It is expected that the private sector 
activity shortfall will be recovered in future months. 
The acute based component of the income forecast 
assumes that the income run rate will be delivered 
from month 9 onwards, but not necessarily reflecting 
planned volumes due to the operational pressures 
described above. The next section within this report 
explains this in more detail.

A&E and emergency activity continued to increase. The 
National Tariff Blended Payment calculation means 
that the Trust is not getting 100% tariff reimbursement 
for the level of activity undertaken, despite having to 
mobilise additional staff to meet the increase in 
demand.

Community activity is now being funded under a cost 
per case regime. The forecast outturn assumes that the 
original budget plan will not be achieved due to (i) the 
final contract negotiation pricing change and (ii) an 
under delivery of activity as the plan for physiotherapy 
contacts was set too high. However, improvements in 
data capture now mean that community income 
forecasts from month 8 onwards should be achieved.
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Income Performance and Contracting – Elective Performance (Activity, RTT, Income & Cost)

As indicated in the previous section, elective activity is behind plan, by 297 (9.8%), despite a strong start to the year. Following a review of delivery in August 2019 and the requirement to 
maintain a zero 52 week waiting list position, the Trust reset the operational and finance plan and mobilised additional capacity for both onsite and offsite delivery.

Chart 1 below records the actual performance to date along with the revised plan requirement. Despite plans being deployed, emergency activity has risen since September resulting in a sharp 
increase in on site ‘on the day’ cancellations (see Chart 2).  

This factor, coupled with a decision to stop outsourcing from the end of July onwards given Herefordshire CCG’s overall contract affordability concerns, has created a year to date under-
performance on elective activity. Previous experience has also noted both a 3 month exit and entry lag with any private sector outsourcing arrangements. 

In order to recover the elective position, the solution has been to increase the volumes of patients planned to be outsourced to the private sector as shown in Table 1, by 158 patients. The 
overall financial consequence to the income and expenditure plan of this approach is a net increase of £395k in income, a pay reduction of £134k due to less WLI’s now planned to be delivered 
through on site activity and non pay outturn increasing by £529k reflecting the net increase in private sector outsourcing.

Chart 1 Chart 2
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Table 1

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Full Year

Original Outsource Plan 58 30 116 79 36 24 28 28 28 28 28 28 511
Revised Plan Developed in Dec 58 30 116 79 36 24 28 28 18 78 84 90 669
Change in Outsourcing Plan From Dec - additional 158 patients planned to be outsourced -10 50 56 62 158
Actual 88 73 68 74 39 34 11 10 18 78 84 90 667
Variance (Actuals vs Revised Plan 30 43 -48 -5 3 10 -17 -18 0 0 0 0 -2

Daycase & Elective Outsourced
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Income Performance and Contracting analysis – contracts

INCOME - BY CONTRACT

2019-20 
ANNUAL 
BUDGET

MOVEMENT 
IN CURRENT 

MONTH

FORECAST 
OUT TURN

FORECAST 
OUT TURN

BUDGET ACTUAL VAR. % VAR. VAR. ACTUAL
£ 000's £ 000's £ 000's £ 000's Var £ 000's £ 000's £ 000's

CCG Commissioning SLAs
NHS Herefordshire CCG - Current MOU 136,302 79,259 79,540 281 0% (483) 4,349 140,651
NHS Herefordshire CCG Over Performance 7,401 3,577 0 (3,577) -100% (779) (7,401) 0
NHS Shropshire CCG 5,543 3,213 3,596 383 12% 139 750 6,293
NHS Worcestershire CCG 2,892 1,674 1,996 322 19% 54 596 3,488
NHS Gloucestershire CCG 1,334 777 911 134 17% 58 250 1,584
NHS Telford & Wrekin CCG 181 106 72 (33) -31% (1) (57) 124
Non Contracted Activity (NCA's) 1,767 1,020 1,278 258 25% 62 423 2,190
Any Qualified Provider (AQP) 229 134 134 (0) 0% (0) (0) 229

LHB Commissioning SLA's
Powys LHB 16,900 9,829 9,276 (553) -6% 21 (598) 16,303
Aneurin Bevan LHB 2,054 1,199 1,200 1 0% 15 41 2,095
Welsh Specialised Commissioning 135 80 83 3 4% (6) 11 146

Other Commissioning SLA's
NHSE - Specialised 5,465 3,191 3,386 195 6% (96) 476 5,941
NHSE - Local Area Team 3,915 2,291 2,265 (26) -1% 22 (33) 3,882
NHSE - Armed Forces 258 150 132 (18) -12% 5 (31) 226
Public Health 2,494 1,455 1,455 (0) 0% (0) (0) 2,494
MRET 1,433 836 836 0 0% 0 0 1,433
Commissioner Overperformance 1,370 629 462 (167) -27% 121 (1,322) 48
Contract Variations 158 92 364 273 298% 273 0 158

Inter Trust SLAs (Cross Charge)
NHS Herefordshire CCG 0 0 0 0 0% 0 0 0
Gloucestershire Hospitals FT 5,215 3,042 3,445 403 13% 125 691 5,906
Overperformance Excluded 0 0 0 0 0% 0 0 0
Powys Trust 959 559 573 14 2% 4 20 979
2gether MH Trust 250 146 146 0 0% 0 0 250
Other Cross Charges 246 144 122 (22) -15% (12) (86) 160

Central Funding & Training
National & Regional Funding 0 0 0 0 0% 0 0 0
Education & Training 4,395 2,523 2,523 0 0% 0 0 4,395

Other
Business Unit Service Income 6,078 3,710 3,680 (30) -1% 57 (119) 5,959
Named Patient Panel Drugs 2,440 1,423 1,525 101 7% 86 173 2,614
Donations For Non Current Assets 400 233 209 (24) -10% (33) 0 400

Total Operating Income 209,814 121,292 119,209 (2,082) -2% (368) (1,866) 207,948

FRF & PSF 17,993 8,097 8,097 0 0% 0 0 17,993

TOTAL OPERATING INCOME INCLUDING STF 227,807 129,389 127,306 (2,082) -2% (368) (1,866) 225,941

INCOME

YEAR TO DATE

Contract Summary

All English NHS Standard Contracts are now 
signed. Negotiations with Welsh 
commissioners are still ongoing with contract 
signature imminent. The previous HRG4+ risk 
noted with Welsh Commissioners has been 
resolved. Welsh commissioners will now pay 
HRG4+ prices for 2019/20. 

Whilst the contract signature with HCCG is a 
positive step, the forecast outturn for HCCG is 
£3.8m more than the contract value.  Work is 
ongoing to try to mitigate wider system costs 
but (i) demand pressures and (ii) the 
requirement to improve treatment access 
times for patients and eradicate the long 
waiting, limits the options for reducing 
healthcare expenditure at present.

Out of County payment challenges are 
increasing. The most material is from Powys 
Local Health Board, where the commissioner is 
challenging the payment for patients 
transferred into community hospitals in 
Herefordshire. The commissioner is stating 
that Powys patients should be transferred 
back to community hospitals but the Trust 
maintains that this is not always possible to do 
so (primarily due to lack of capacity).

.
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Performance against Cost Budgets

Pay 

Although the run rate for pay (actual monthly expenditure) increased as forecast in month, this 
expenditure moved closer to budget plan by £200k.  There are a number of factors within this, 
including the cost not spent on completing the planned level of elective activity (£61k in 
month), the premium cost incurred servicing the non-elective pathway levels of activity, and 
the budget release of reserves for expenditure which was planned but has now slipped non-
recurrently.

The year to date position of a favourable variance of £469k includes £130k of underspends on 
pay budgets allocated to enable the £2m of additional elective work.  It is expected in future 
months that some of this resource will be used for increased outsourcing, on a cost neutral 
basis (resulting in a reduction in the adverse variance on income and reduction of the current 
favourable variance on pay).

Non-pay

Overall, non-pay moved favourably in month closer to the non-pay element of the overall 
budget plan by £499k to a cumulative position of £700k underspent.  

Within this year to date underspend, £564k relates to the pass through cost of excluded Drugs 
(neutral overall to the plan).

The favourable variance of £700k also includes £169k of underspends on non-pay budgets 
allocated to enable the £2m of additional elective work.  It is expected in future months to use 
some of this resource for increased outsourcing, on a cost neutral basis (resulting in a 
reduction in the adverse variance on income and reduction of the current favourable variance 
on non-pay).

COST POSITION BY CATEGORY  - To Month 8  - 30th November 2019 - 2019/20

MOVEMENT
ANNUAL IN

CURRENT
BUDGET ACTUALVARIANCE BUDGET BUDGET ACTUAL VARIANCE MONTH

WTE WTE WTE £000 £000 £000 £000 £000
Pay

58 54 4 Directors & Sen. Managers =>Band 8 4,814 3,188 3,102 86 7
367 360 7 Medical & Dental 41,819 27,571 28,058 (487) (51)

0 0 0 WLI 2,307 1,446 1,342 104 56
1468 1483 (15) Nurses & Midwives 59,430 39,654 39,891 (237) (35)

283 273 10 AHPs 11,903 7,904 7,514 390 18
30 29 1 Pharmacists 1,758 1,066 1,135 (69) 1

226 210 16 Professional, Technical, Scientific 7,819 5,175 4,937 238 (11)
66 58 7 Managers/Technical >Band 5 3,028 2,023 1,973 50 16

591 582 9 Clerical <=Band 5 14,624 9,704 9,548 156 19
29 23 6 Other Pay 704 466 429 37 (7)

0 0 0 Apprenticeship Levy 527 356 355 0 0
0 0 0 Earmarked Reserves - Pay 2,131 201 0 201 187

3,120 3,075 45 150,864 98,754 98,285 469 200
Non Pay

Drugs 3,791 2,540 2,700 (160) 75
Excluded Drugs 17,955 11,970 11,406 564 41
Excluded Devices 1,138 775 916 (141) (43)
Med & Surg Supplies 11,755 7,587 7,361 226 79
Implants & Accessories 2,132 1,383 1,361 22 27
Other Clinical Supplies 1,782 1,190 1,130 61 4
Clinical Services contracts 5,463 3,578 3,562 16 64
Private Sector Sub-Contracting 2,330 1,816 1,880 (64) 60
PFI Contract 10,616 7,085 7,041 44 54
Transport & Travel 1,582 1,072 1,045 27 10
Establishment expenses 5,096 3,318 3,317 1 17
I.T. 2,126 1,429 1,459 (30) 11
Trust Overheads (inc. Insurance) 7,066 4,707 4,805 (98) 9
Other Non Pay 5,036 3,141 3,147 (6) (68)
Hoople 1,156 771 764 6 1
Earmarked Reserves - Non Pay 1,233 231 0 231 158

80,259 52,594 51,894 700 499
Depreciation 5,278 3,519 3,495 24 1
(Gain) or loss on asset disposal 0 0 0 0 0
Interest Received 57 38 53 15 4
Interest Payable on Loans 3,469 2,313 2,292 21 12
Interest Payable on PFI 5,776 3,851 3,851 (0) 0
Dividends Payable 0 0 0 0 0
Sub Total 14,466 9,644 9,585 59 17

0 3,075 (3,075) GRAND Total Expenditure 245,589 160,992 159,764 1,228 716

YEAR TO DATE
HEADING

MANPOWER POSITION
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DIRECTORATE POSITIONS - To Month 8  - 30th November 2019 - 2019/20

Surgical Medical
integrate

d Care
Clinical 

Support

Estates 
and 

Facilities PFI Corporate
£000 £000 £000 £000 £000 £000 £000

Income NHS Income (834) (174) (304) (196) 19 0 (37)
Non NHS Income 0 79 (9) 6 32 0 (67)
PbR Income 0 0 0 0 0 0 (539)
Excluded drugs (1,452) (37) 1 921 0 0 15

(2,285) (133) (312) 731 51 0 (628)

Pay Directors & Sen. Managers =>Band 8 (23) (36) 11 0 2 0 133
Medical & Dental (302) (371) (4) 213 0 0 (23)
WLI (11) 26 0 89 0 0 0
Nurses & Midwives (287) (40) (10) 3 (2) 0 97
AHPs 48 (13) 200 164 0 0 (7)
Pharmacists 0 0 0 (89) 0 0 21
Professional, Technical, Scientific 52 (15) 3 229 (17) 0 (31)
Managers/Technical >Band 5 24 (13) 0 (1) 9 0 57
Clerical <=Band 5 33 (17) 8 (7) (9) 0 128
Other Pay (28) (6) (3) 0 78 0 83
Cost Pending Capitalisation 0 0 0 0 0 0 (77)
Redundancy Pay 0 0 0 0 0 0 0
Unallocated CPIP - Pay (24) 246 41 (154) (72) 0 0
Undelivered CPIP - Pay 0 0 0 0 0 0 0
Earmarked Reserves - Pay 0 0 0 0 0 0 151

(518) (239) 245 447 (10) 0 546

Non Pay Drugs (7) (138) 3 (19) 0 0 1
Excluded Drugs 1,420 10 (2) (864) 0 0 0
Excluded Devices (45) (96) 0 0 0 0 (57)
Med & Surg Supplies 115 115 2 51 (24) 17 7
Implants & Accessories 23 (0) (0) (0) 0 0 (1)
Other Clinical Supplies (6) 2 (0) 66 (1) 0 3
Clinical Services contracts (19) 10 (1) 24 3 0 (3)
Private Sector Sub-Contracting (73) 9 0 0 0 0 44
PFI Contract 0 0 0 0 (11) 55 (19)
Transport & Travel 14 9 (32) 11 0 0 20
Establishment expenses 24 (11) (25) (7) 29 5 (20)
I.T. (15) (18) 12 (24) (2) 5 8
Trust Overheads (inc. Insurance) (42) (23) (6) (38) (6) 0 159
Other Non Pay (5) (83) (6) (65) 0 (0) 6
Hoople 0 0 0 0 0 0 21
Interest Received 0 0 0 0 0 0 (0)
Interest Payable on Loans 0 0 0 0 0 0 24
Depreciation 0 0 0 0 0 (0) 0
Unallocated CPIP - Non Pay 0 0 0 0 0 0 0
Undelivered CPIP - Non-pay 0 0 0 0 0 0 0
Earmarked Reserves - Non Pay 0 0 0 0 0 0 231
(Gain) or loss on asset disposal 0 0 0 0 0 0 0

1,383 (214) (55) (864) (11) 82 426

Subtotals (1,421) (586) (122) 315 30 82 343
Total Variance from Plan Prior to 
PSF and Donated Dep'n
Donated Assets
Impairment
A&E
Financial Control
Total PSF Funding
Total Variance from plan

8

(1,353)

468

747

(1,361)

0

0
0

0

(2,575)

Variance from Plan £000's

Directorate Performance – Variance against Budget Plan

This table summarises the distribution of the variance from budget plan and the resulting performance by 
area.

The Excluded Drugs variance is driving some large variances between income and cost, which are largely 
cost neutral.  This is particularly pronounced in Ophthalmology, within Surgery.  

Elective and Daycase activity shortfalls are reflected in the acute divisional positions along with significant 
overspends on the nursing and medical staffing budget lines in Surgery and Medicine.

Pay underspends occurring in Integrated Care have been insufficient to offset income shortfalls and non-
pay cost overspends in the Division.

Income that is not fully devolved is resulting in a bottom-line adverse variance across corporate (although 
pay and non-pay budgets remain underspent).
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Agency Ceiling Controls

 The Trust has an agency ceiling cap which has remained at £8.39m for the current year.  The graph above shows a rolling 12 month view of monthly expenditure levels for 
commercial agency.  Year to date in this financial year, the Trust has spent £9.4m on agency which exceeded the capped level of expenditure by £3.8m. 

10/24 64/139



`

Key variances from Substantive Budgeted Establishment £k

A & E (495)
Arrow Ward (238)
Ross - Nursing (234)
AMU (Acute Medical Unit) (204)
Theatre Suite (186)
Frome (183)
Medical CPIP (170)
Bromyard - Nursing (131)
Wye Ward (121)
Leadon (Surgical) Ward (110)
Maternity Ward/Delivery Suite Pay (95)
CAU (92)
Leominster - Nursing (82)
Redbrook Ward (78)
Lugg Ward (78)
McMillan Renton Unit (64)
Maternity - Outpatients (60)
MS - Respiratory 37
CNS Gastroenterology 50
NW - Leominster 51
Other 58
Virtual Ward - Hospital at Home 66
Nurse Leadership 77
Theatres - Recovery 87
City Locality Team - City 96
Nursing Staffing Premium 1,865
Total (237)

Nursing Cost Run Rate

M9 M10 M11 M12 M1 M2 M3 M4 M5 M6 M7 M8 YTD Totals
Commercial Agency 522 649 534 608 570 685 728 647 661 616 457 486 4,850
Bank 247 256 251 258 237 231 257 237 270 290 260 289 2,071
Substantive & Overtime 3,860 3,993 3,901 3,961 4,286 4,030 3,995 4,015 4,077 4,148 4,195 4,223 32,969
Nursing Expenditure 4,629 4,898 4,686 4,827 5,093 4,946 4,980 4,899 5,008 5,054 4,912 4,998 39,890

Nurses & Midwives £'000s
2018/19 Run Rate 2019/20 Run Rate

The table above shows that the rolling run rate of nursing costs increased marginally to just under £5m.  Agency expenditure was successfully held down for a second month 
with a switch to increased proportion of substantive cost driven by volume change.

The graph below monitors the relationship between substantive, overtime and bank against agency trends. It also shows the step change in month 1 (from the pay award to 
substantive).  It shows a significant step reduction in the use of agency, initially falling last month and remaining relatively 
low for a second consecutive month. 

                                            

The table shows key areas of financial budget 
variance year to date.  The overall cost of nursing 
(substantive, sickness, agency, overtime) is 
shown against the budgeted cost of a fully 
substantively staffed establishment, including 
funded time-out.  The non-recurrent agency 
premium budget is held centrally to offset the 
marginal premium cost of commercial agency (up 
to planned levels).

A significant part of this agency premium budget 
set for the second half of the year, is now being 
fully utilised and front-loaded, to fund the invest-
to-save initiative of the recruitment of overseas 

nurses.  Use of agency in the second half of the year must continue to reduce significantly to match the current budget plan 
in the Medical and Surgical Divisions and to ensure that the investment in overseas remains as close to cost neutral as 
possible in the current financial year. 

11/24 65/139



`

Off Framework Nurse Agency Usage

The run rate for off framework agency usage is shown in the graphs above.

Use of a single high cost supplier is now reducing again as supply through the new Master Vendor increases.  Further incremental savings (beyond those made in the previous 
financial year) can only be made once use of this high cost alternative is reduced to the average level of the prior year (i.e. no more than 4%, which was the baseline for budget 
setting).
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Key variances from Substantive Budgeted Establishment
MS - A & E (789)
MS - Medicine (545)
MS - Anaesthetics (409)
MS - Gen Surg (319)
MS - Acute Medicine (153)
MS - Geriatrics (149)
Medical CPIP (139)
MS - Community Paeds (114)
MS - Ophthalmology (96)
MS - Ear/Nose/Throat (83)
Other (81)
EPOD consultant rota (78)
MS – Medical Outliers (77)
MS - Discharge Registrar (70)
Surgical CPIP (61)
MS - Paediatrics (60)
Podiatric Surgery 80
PDS - Gaol Street 83
MS - Radiology 180
Medical Staffing Premium 2,496
Total (383)

Medical Staffing Cost Run Rate

M9 M10 M11 M12 M1 M2 M3 M4 M5 M6 M7 M8 YTD Totals
Commercial Agency 460 443 418 484 425 439 403 503 392 488 535 545 3,730
Substantive, locum and extra hours 3,110 3,251 3,189 3,415 3,148 3,156 3,160 3,005 3,297 3,471 3,224 3,210 25,671
Medical Expenditure 3,570 3,694 3,607 3,899 3,573 3,595 3,563 3,508 3,689 3,959 3,759 3,755 29,401

Medical Staffing £'000s
2019/20 Run Rate2018/19 Run Rate

The table above shows the rolling run rate for Medical Staffing costs by month.  The overall run rate cost remained relatively flat with agency increasing marginally to the 
highest value in year.

 

The graph  shows the trend line of agency cost.  The national backdated pay award was made to medical staffing 
during month 6 which accounts for the run rate step cost in substantive staff.  The trend line on agency  reflects the 
second month of increase (£10k up in month). 
The table shows the full costs against approved budgeted establishment (at substantive rates). The Divisions centrally 
hold a separate budget to fund the marginal premium cost of commercial agency, based on prior year outturn less 
CPIP.
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Substantive Medical Staffing Additional Payments

Payments of WLI reduced in month increased but within normal variation.

Payments to substantive staff for additional (non WLI) sessions reduced.
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Cost & Productivity Improvement Plan (CPIP) 

The CPIP level was set within the financial plan at 2.5% of cost base.  The requirement for this to 
be above the national tariff deflation assumption of 1.1% was driven in part by the need to offset 
planned developments.

The containment plan developed earlier in the year maintained the requirement of delivery of 
£6m whilst also requiring new schemes to be identified of sufficient value to close the gap with 
part year impact.  This approach has helped to incentivise the identification of a further £159k of 
schemes since last month.

Emphasis will continue to close the residual shortfall of £66k and at the same time ensure there 
is no further slippage on the delivery of existing programme lines between now and the 31st 
March.

The table shows under-performance by programme type.  Key areas of forecast under-
performance were recruitment (£414k), further incremental gains on Master Vend (£342k).  
Programme areas of Procurement and Estates have also delivered significantly lower levels of 
savings in this financial year and these are receiving renewed attention in the remainder of the 
financial year.

CIP Performance By Programme
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Apprentices 78 0 60 60 0
Best Practice Tariff 38 (30) 38 8 (30)
Bowel Screening Increase 110 0 73 73 0
Cap B income 58 0 58 58 0
Contract reduction 141 0 96 96 0
Cost Reduction 83 (27) 62 45 (17)
Current Vacancy 38 0 38 38 0
Delay in band 7 recruitment 12 0 12 12 0
Delayed recruitment 8 0 8 8 0
Demand reduction 30 (67) 19 6 (13)
Direct Engagement 27 (3) 18 15 (3)
Drugs reduction 92 (33) 70 48 (22)
Electricity recharge 77 21 50 71 21
EMIS Savings 57 0 29 29 0
Energy 27 (60) 56 3 (53)
Full cost recovery of service provided to Gloucester FT 90 0 60 60 0
GP rental 3 0 2 2 0
Hold Non-pay 8 0 3 3 0
Hold Recruitment 176 (40) 163 141 (22)
Income Generation 10 0 6 6 0
IT System 5 (0) 4 3 (0)
JB Admin Review (0) (10) 7 (0) (7)
Ledbury Shaw Healthcare 50 0 33 33 0
Legal Fees 15 5 5
Master Vend 60 (342) 268 28 (240)
Med and Sug red 24 0 16 16 0
Microsoft Licence Savings 45 0 27 27 0
Mobile Phone Review 3 0 2 2 0
Non-Pay 161 0 72 72 0
Non-recurrent hold recruitment 72 0 72 72 0
Nursing 6 0 6 6 0
Overhead element 7 0 4 4 0
Pool Car review 1 0 1 1 0
Post removal/reduction 35 0 22 22 0
Price negotation 77 0 37 37 0
Prior Year 649 0 454 454 0
Procurement 209 (64) 173 106 (67)
Rates review 52 (27) 54 52 (2)
Recruitment 1,415 (414) 943 784 (159)
Reduction in outsourcing 8 0 0 0 0
Reduction in Price through controls 12 (1) 9 8 (1)
Reduction in pull print 4 0 2 2 0
Rental Income 7 0 4 4 0
Restructure 17 0 11 11 0
Retire & Return 8 (10) 5 2 (3)
SLA 135 0 86 86 0
SLA negotiations 79 0 51 51 0
Subsidy of software licence 11 0 9 9 0
Take out paid breaks 38 0 0 0 0
Transfer agency to bank 20 0 7 7 0
Urology session in Gloucester 7 0 3 3 0
VAT Optimisation 300 (36) 224 115 (109)
Financial Containment Plan 1,241 1,077 164 414 250
YTD Plan Gap 0
Totals 6,000 5,934 (66) 3,694 3,214 (480)

Month 8 Year To Date Performance1920 Current Forecast 
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CIP Performance By Area
£000's
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Surgical Division 2,003 2,032 1,598 434 29 (434) 1,115 1,078 (37)
Medical Division 1,379 1,488 1,065 423 109 (423) 1,067 779 (288)
Integrated Care Division 629 633 291 343 4 (343) 377 348 (29)
Clinical Support Services 978 495 265 230 (483) (230) 375 351 (24)
Corporate 454 358 350 8 (95) (8) 318 145 (173)
Estates 558 274 129 145 (283) (145) 278 244 (34)
Financial Containment Plan 653 653 653 (653) 164 269 105
Totals 6,000 5,934 3,698 2,235 (66) (2,235) 3,694 3,214 (480)

Month 8 Year To Date PerformanceCurrent Forecast Outturn

The table below shows area performance by plan both in-year and recurrently.  The Trust is now almost on plan to deliver to the £6m non-recurrently in year.  Against this 
same recurrent requirement, the Trust is delivering £3.7m.  The current recurrent shortfall of £2.3m will present a further challenge in respect of next year.

This graph illustrates the current outturn and the application of the containment plan.  Full delivery of £6m is expected and factored into all overall outturn assumptions for the 
Trust.
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YTD 
Actual 

M8 (£k)

Backlog maintenance 716 200 200 316 716 0 716 116
HDU/ Endoscopy development 1,100 103 997 0 1,100 0 1,100 83
Repair lifts at Leominster and Ross 0 0 0 0 0 0 0 0
Capital Estates PM 250 216 34 0 250 0 250 159
SCBU transitional care project 100 0 44 56 100 0 100 0
Improve traffic flow outside ED 60 8 52 0 60 0 60 0
Completion of second lift at Ross (part donated) 55 55 0 0 55 0 55 33
Estates - other 622 167 39 416 622 0 622 96
LED Lighting (NEEF funding) 304 0 0 0 0 304 304 304 0
Hutted Ward Replacement 3,203 676 0 0 676 2,527 2,527 3,203 392
Total Estates 6,410 0 1,425 1,366 788 3,579 2,831 2,831 0 6,410 879

Rolling Instrument replacement in Theatres 200 41 0 159 200 0 200 29
Respiratory lung function module 125 0 125 0 125 0 125 0
Bladder scanners - trust wide 114 0 114 0 114 0 114 12
Endoscopy rolling replacement 101 0 101 0 101 0 101 0
Faxitron DAAX replacement 76 0 76 0 76 0 76 0
Rolling Instrument replacement in Podiatric surgery 52 52 0 0 52 0 52 0
Clinical Equipment - other 1,217 323 630 264 1,217 0 1,217 23
Total Clinical Equipment 1,885 0 416 1,046 423 1,885 0 0 0 1,885 64

Windows server 2008 & SQL 2008 537 537 0 0 537 0 537 12
Data centre phase 2 380 0 380 0 380 0 380 0
E-rostering & E-job-planning implementation 358 0 358 0 358 0 358 0
Device replacement & Windows 10 1,500 985 15 500 1,500 0 1,500 439
OPMAS replacement 122 122 0 0 122 0 122 17
Community Scheduler (Malinko) 74 8 66 0 74 0 74 7
IM&T other 303 20 143 140 303 0 303 0
Community EMIS implementation 1,029 42 28 448 11 487 500 500 1,029 336
EPR phase 2 development and implementation 2,942 1,115 0 0 1,115 1,827 1,827 2,942 1,382
EPMA purchase and implementation 705 124 0 0 0 0 581 581 705 155
Total IM&T 7,950 166 2,815 1,410 651 4,876 2,908 2,908 0 7,950 2,348

Finance Lease additions - Radiology MES 4,139 0 0 0 4,139 4,139 0

Donated and granted assets 475 0 0 475 475 209

Total Gross Capital Expenditure 20,859 166 4,656 3,822 1,862 10,340 5,739 5,739 4,139 475 20,859 3,500

Planned funding Source (£k)
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Capital - Overview

Capital Summary

During the first eight months of 
this financial year, the Trust has 
spent £3,500k on capital 
schemes, as detailed in the YTD 
Actual column.

The planned sources of financing 
for this year’s schemes are shown 
in the table.

This plan includes a second 
emergency loan request for 
£1.862m, which originated from 
the STP capital control total 
process in August. The Trust is 
still awaiting approval of this 
latest request.

In addition to the £10.34m loan 
requirement for capital 
expenditure, the Trust also has to 
borrow £5.765m, in the form of 
capital loans, in order to:

a) Repay (£3.998m) of revenue 
borrowing utilised in 2018/19 
to fund 2018/19 capital (in lieu 
of capital loan approval),

b) Fund the shortfall (£1.767m) 
in depreciation covering PFI 
principal, capital loan and 
finance lease repayments.
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Core capital schemes
NHSIE forwarded our second emergency capital bid (£1.86m) to DHSC within the November batch of financing applications. The Trust anticipates approval shortly.

The Trust is not committing to progress with schemes which require funding from the second emergency capital bid, until DHSC approval is given.

Hutted Ward Replacement scheme
Following approval by the Trust Board last month, the joint Outline Business Case (OBC)/Full Business Case (FBC) has been submitted to NHSI for approval.

This scheme was announced as part of the STP wave 4b funding. It is expected that, once the business case has been approved by NHSI/E, DHSC and Her Majesty’s Treasury 
(HMT), the Trust will be able to access the full PDC financing. 

In the meantime, the Trust has drawn down £0.676m of loan funding, which is enabling the continuation of detailed design work. This loan funding was approved by HMT as an 
advance against this scheme.

EMIS
Implementation of EMIS is continuing and we have now completed three of the four roll out phases. After receiving £500k in 2018/19, the Trust had to re-apply for the 
2019/20 element of the Health Service Led Investment (HSLI) PDC funding (£750k). However, in the last few weeks, the Trust has been notified that only £500k will be available 
in 2019/20. The Trust has thus reassigned existing core capital funding to cover the £250k shortfall in this financial year. 

However, it should also be noted that the Trust has still not actually received any of the HSLI funding in 2019/20. In the interim, the Trust is having to utilise the existing 
2018/19 emergency capital loan as the financing source until the PDC can be drawn down.

Capital Programme Risks
The fundamental risk to the Trust this year is the uncertainty as to how and when the Trust will gain access to the full amount of capital funding required. Until then, this risk is 
being managed through CPEC and escalated up to the Trust Management Board as and when appropriate. 

With the £3.822m loan having been approved, the main risk relates to the central PDC funding. This is described in more detail on the following page.
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Global Digital Exemplar (GDE) – Fast Follower schemes (EPR and EPMA)

2019/20
The first Financial Assurance Review (FAR) has recently been undertaken by NHSD (which is a requirement at each milestone in order to access the GDE PDC). At the time of 
writing, the Trust is awaiting approval of this FAR for the first draw down (£1m) to be made in this financial year. 

£k Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Forecast expenditure 265 501 717 197 685

Proposed funding;
Carried forward from previous months (43)
Anticipated PDC draw down 1,000 1,408
Project funding (43) 1,000 0 1,408 0
(Shortfall)/ surplus by month (308) 499 (717) 1,211 (685)
(Shortfall)/ surplus cumulative (308) 191 (526) 685 0

2020/21

Based on the forecast, the Trust requires 
£1.6m less central PDC in this financial year 
and £1.6m more PDC in 2020/21. 

However, NHSD are not yet able to confirm 
that funding can be carried across financial 
years, therefore leaving the Trust with the 
risk of losing £1.6m of central funding.

The Trust has also requested a further 
extension of the draw facility of an existing 
EPR loan into 2020/21 (of £1.3m). DHSC 
have yet to provide agree this.

The financing position is being discussed 
with NHSI/E.

Due to the nature of the process to be able to draw down PDC, on this programme, 
the Trust is having to temporarily utilise other capital sources to manage the monthly 
cash flow. This is shown in the table [right]. This timing issue is expected to arise again 
during 2020/21.

In 2020/21 the Trust will require an interim financing facility to ensure cash cover 
between PDC draws. This is being discussed with NHSI/E. 

Total GDE programme 18/19 19/20 20/21 Total 18/19 19/20 20/21 Total 18/19 19/20 20/21 Total

Forecast Capital Expenditure 3,454 5,793 753 10,000 2,323 3,647 4,030 10,000 1,131 2,146 (3,277) (0)

Funding sources 18/19 19/20 20/21 Total 18/19 19/20 20/21 Total 18/19 19/20 20/21 Total

Local - EPR loan approved 3,204 1,456 4,660 2,197 1,115 1,339 4,651 1,007 341 (1,339) 9

Local - EPR loan not yet approved 340 340 0 0 349 349 0 340 (349) (9)

PDC Cfwd 0 (124) 124 0 124 (124) 0 0

Total Local Funding 3,204 1,796 0 5,000 2,073 1,239 1,688 5,000 1,131 557 (1,688) (0)

GDE Fast Follower PDC 250 3,997 753 5,000 250 2,408 2,342 5,000 0 1,589 (1,589) (0)

Total Funding 3,454 5,793 753 10,000 2,323 3,647 4,030 10,000 1,131 2,146 (3,277) (0)

Original Plan £k Forecast £k Change £k
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Cash Flow Position

Actual Actual Actual Actual Actual Actual Actual Actual Plan Plan Plan Plan
Cashflow Analysis Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 2019/20

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
Surplus / (Deficit) from Operations (2,247) (218) (1,536) (272) (1,891) (1,103) 193 182 (591) (87) (543) 297 (7,816)
Adjust for non-cash items:
Depreciation 400 473 435 437 438 435 440 437 446 447 446 445 5,279
Income recognised in respect of capital donations 0
Impairments 0 0 0 0 0 0 0 0 0 0 0 0 0
Provisions (33) (34) (33) (109) 0 0 0 (58) (32) (33) (32) (36) (400)
Operating Cash flows before working capital (1,880) 221 (1,134) 56 (1,453) (668) 633 561 (177) 327 (129) 706 (2,938)
Working capital movements:
(Inc.)/Dec. in inventories 0 126 (136) (58) 65 (90) 27 (284) 41 41 41 43 (184)
(Inc.)/Dec. in current assets (2,939) (2,391) (1,238) (3,374) 1,945 3,297 (5,681) 1,854 768 (973) 871 870 (6,991)
Inc./(Dec.) in trade and other payables 964 (788) 1,140 (2,105) (2,003) (2,136) 365 (36) (1,684) 341 (1,685) (1,683) (9,308)
(Inc.)/Dec. in current provisions 0 (11) 0 (10) 0 0 (11) 0 9 9 5 9 0
Net cash inflow/(outflow) from working capital (1,975) (3,064) (234) (5,547) 7 1,071 (5,300) 1,534 (866) (581) (768) (760) (16,483)
Capital investment:
Capital expenditure (250) (277) (718) (480) (238) (329) (497) (780) (4,031) (4,630) (3,676) (4,716) (20,621)
Capital receipts 33 34 33 109 0 0 0 58 51 51 51 57 475
Net cash inflow/(outflow) from investment (217) (243) (685) (371) (238) (329) (497) (722) (3,980) (4,579) (3,626) (4,659) (20,146)
Funding and debt:
Interest Received 5 7 3 6 9 8 6 8 5 6 6 7 75
Interest Paid (1,730) (284) (1,729) (300) (770) 190 (762) (758) (524) (1,970) (524) (523) (9,684)
PDC Received 0 0 0 0 466 0 (18) (448) 1,115 1,712 562 2,350 5,739
DH loans - received 3,092 3,056 5,011 10,677 3,118 5,198 5,100 2,266 3,182 13,362 3,838 3,362 61,261
DH loans - repaid 0 (859) 0 0 (658) (4,193) 0 (1,095) (258) (6,749) 950 (2,493) (15,356)
Capital element of finance lease rentals 0 0 0 0 0 0 0 0 (162) (162) (161) (164) (649)
PFI/LIFT etc capital (861) 286 (287) (860) (581) 579 (287) (284) 0 (1,150) 0 0 (3,445)
Net cash inflow/(outflow) from financing 506 2,206 2,998 9,523 1,584 1,782 4,039 (311) 3,357 5,049 4,671 2,538 37,941
Net cash inflow/(outflow) (3,566) (880) 944 3,661 (100) 1,856 (1,125) 1,062 (1,665) 216 149 (2,176) (1,625)

Cash at Bank - Opening 4,767 1,201 321 1,265 4,926 4,826 6,681 5,556 6,618 4,953 5,169 5,317 4,767
Cash at Bank - Closing 1,201 321 1,265 4,926 4,826 6,681 5,556 6,618 4,953 5,169 5,317 3,142 3,142

This table summarises the cash flow position reported to NHSI for the year to date and the forecast for the remainder of 2019/20.  It identifies in-year cash 
movements, including the impact of the deficit on cash together with movements in working capital and capital expenditure.  It also includes repayments of 
capital loans and loans taken out to enable the Trust to maintain liquidity.

At month 8, the operating deficit, capital expenditure and working capital improvement totalled £25.4m, funded by borrowing from DHSC of £37.5m.  £9.2m of 
DHSC loans related to the 2018/19 outturn was utilised to improve the Trust's working capital position. Other working capital movements include the draw-
down of PDC and capital loans for which capital expenditure is pending.

In future months, operating deficits and capital expenditure will be funded by loans including revenue support and capital loans.
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Board Resolution required to support DHSC revenue loans

Board Resolution

Statement from the Managing Director and Director of Finance of Wye Valley NHS Trust 
regarding the Trust Board approval to part repay loan DHPF/ISUCL/RLQ/2016-11-04/A

Due to the need to take an urgent decision on the 5th December 2019 and submit the relevant 
paperwork to the Department of Health, we have acted on behalf of the Trust Board. This is in 
accordance with the Trust's Standing Orders.

We recommend that a loan repayment totaling £1,163,000 is repaid on 16th December 2019, 
and to approve the repayment on behalf of the Board.

In line with Schedule 1 of the loan documentation, we also:

• approve the terms of, and the transactions contemplated by, the Finance Documents to 
which it is a party and resolving that it execute the Finance Documents to which it is a 
party;

• authorise the Director of Finance to execute the Finance Documents to which it is a 
party on its behalf; and

• authorise the Director of Finance to sign and dispatch all documents and notices 
including the Utilisation Request.

• Confirm our undertaking to comply with the Additional Terms and Conditions.

It is also anticipated that further loans to support the revenue deficit will be required in 
January 2020 in accordance with the annual plan. Trust Board is requested to authorise the 
Managing Director and Director of Finance to take action to execute those loans.

Jane Ives, Managing Director, Wye Valley NHS Trust

Howard Oddy, Director of Finance, Wye Valley NHS Trust
5th December 2019.

Revenue Loans

In order for the Trust to continue to operate whilst 
incurring a deficit, it is necessary to draw down loans 
from the DHSC in order to enable sufficient cash 
availability.  The Trust’s annual financial plan identifies 
revenue loans to be drawn on a monthly basis.

In order to draw down monthly loans, the Trust Board is 
required to provide a resolution to confirm their 
agreement to the loan.  The resolution detailed identifies 
borrowing requested for December 2019 and also 
identifies the requirement for loans to be taken in 
January 2020.

The December borrowing was comprised as follows:

 19/20 PSF - £318k
 Repayment of 19/20 FRF (£1,481k)
 Net Total – (£1,163k)

The Trust Board is requested to note and approve the 
repayment.
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Summary of DHSC Loans received during 2019/20.

The Trust is in receipt of loans from the DHSC.  This includes revenue borrowing to meet the Trust’s deficit on a monthly basis.  The Trust also utilises a borrowing facility in 
order to address phasing issues relating to the payment of the PFI unitary charge on a quarterly basis.

Trust Loans and Borrowing

Month Loan Ref
Revenue 

Loan Capital Loan PDC Total
£k £k £k £k

Apr-19 DHPF/ISUCL/RLQ/2019-03-04/A 3,092 3,092
Apr-19 DHPF/ISCIL/RLQ/2019-03-20/A 3,998 3,998
May-19 DHPF/ISUCL/RLQ/2019-03-05/A 3,056 3,056
May-19 DHPF/ISUCL/RLQ/2018-08-01/A -2,114 -2,114
May-19 DHPF/ISUCL/RLQ/2018-10-31/A -1,884 -1,884
Jun-19 DHPF/ISUCL/RLQ/2019-06-06/A 5,011 5,011
Jul-19 DHPF/ISUCL/RLQ/2019-07-04/A 8,982 8,982
Jul-19 DHPF/ISUCL/RLQ/2017-11-29/A 1,115 1,115
Jul-19 DHPF/ISCIL/RLQ/2019-03-20/A 581 581
Aug-19 DHPF/ISCIL/RLQ/2019-08-01/A 3,117 3,117
Aug-19 DHPF/ISCIL/RLQ/2019-03-20/A 466 466
Sep-19 DHPF/ISUCL/RLQ/2019-09-05/A 1,200 1,200
Oct-19 DHPF/ISUCL/RLQ/2019-10-01/A 3,398 3,398
Oct-19 DHPF/ISCIL/RLQ/2019-03-20/A 1,702 1,702
Nov-19 DHPF/ISUCL/RLQ/2019-10-31/A 1,800 1,800

Total New Loans YTD 25,658 7,862 0 33,520

Loan Repayments
May-19 Loan Repayments -171 -171
May-19 Loan Repayments -688 -688
Aug-19 Loan Repayment -659 -659
Sep-19 Loan Repayment -195
Nov-19 Loan Repayment -1,095

Sub Total - Loan Repayments 0 -2,808 0 -2,808

Total Net Loans and PDC YTD 25,658 5,054 0 30,712

 The Trust has drawn down revenue loans totalling £25.7m for 
the year to date.  This includes £9.7m identified in relation to 
the Trust exceeding its outturn in 2018/19.  The Trust has also 
repaid £3,998k of revenue borrowing provided in 2018/19 for 
capital expenditure.  This has been offset by the award of a 
capital loan for the same value.

In addition to borrowing to support deficits incurred, the Trust 
is also utilising the timing of revenue loans in order to borrow 
in advance of receipt of FRF and PSF; borrowing which is then 
repaid on receipt of funds.

Capital borrowing in October related to the drawdown of 
resources against emergency capital investment funding.
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SoFP (Balance Sheet)

2018/19
Month 8 Accounts M8 Plan M8 YTD M8 Var. Plan Actual Variance

£000s £000s £000s £000s £000s £000s £000s
NON-CURRENT ASSETS:
Property, Plant and Equipment 78,205 85,867 82,298 3,569 92,954 86,682 6,272
Intangible Assets 11,091 9,790 7,940 1,850 18,221 18,221 0
Trade and Other Receivables 264 0 0 0 0 0 0
TOTAL Non Current Assets 89,560 95,657 90,238 5,419 111,175 104,903 6,272
CURRENT ASSETS:
Inventories 3,028 3,212 3,378 (166) 3,212 3,212 0
Trade and Other Receivables 10,677 15,365 18,539 (3,174) 18,964 18,964 0
Cash and Cash Equivalents 4,767 1,000 6,618 (5,618) 1,000 3,140 (2,140)
TOTAL Current Assets 18,472 19,577 28,535 (8,958) 23,176 25,316 (2,140)
TOTAL ASSETS 108,032 115,234 118,773 (3,539) 134,351 130,219 4,132
CURRENT LIABILITIES
Trade and other payables (25,551) (22,776) (16,065) (6,711) (22,776) (12,408) (10,368)
Borrowings: PFI obligations (3,445) (3,445) (3,624) 179 (3,445) (3,710) 265
Borrowings: finance leases (76) 0 0 0 0 0 0
Borrowings: DH revenue loans (38,172) (27,850) (79,466) 51,616 (27,850) (90,737) 62,887
Borrowings: DH capital loans (3,425) (3,265) (3,898) 633 (3,265) (3,616) 351
Other financial liabilities (44) 0 (4,696) 4,696 0 0 0
Provisions 0 (50) (50) 0 (50) (50) 0
Total Current Liabilities (70,713) (57,386) (107,799) 50,413 (57,386) (110,521) 53,135
NET CURRENT ASSETS/(LIABILITIES) (52,241) (37,809) (79,264) 41,455 (34,210) (85,205) 50,995
TOTAL ASSETS LESS CURRENT LIABILITIES 37,319 57,848 10,974 46,874 76,965 19,698 57,267
NON-CURRENT LIABILITIES:
Borrowings: PFI/LIFT obligations (41,786) (40,922) (39,313) (1,609) (38,338) (38,076) (262)
Borrowings: finance leases (861) 0 (936) 936 0 (4,312) 4,312
Borrowings: DH revenue loans (91,749) (104,363) (76,308) (28,055) (117,743) (72,713) (45,030)
Borrowings: DH capital loans (13,964) (18,470) (18,545) 75 (33,258) (26,217) (7,041)
Other financial liabilities 0 0 0 0 0 (860) 860
Provisions (989) (958) (951) (7) (958) (942) (16)
Total Non-Current Liabilities (149,349) (164,713) (136,053) (28,660) (190,297) (143,120) (47,177)
ASSETS LESS LIABILITIES (112,030) (106,865) (125,079) 18,214 (113,332) (123,422) 10,090
TAXPAYERS EQUITY
Public dividend capital 26,617 27,124 26,617 507 30,137 32,356 (2,219)
Revaluation reserve 14,092 17,520 14,214 3,306 17,520 14,214 3,306
Income and expenditure reserve (152,739) (151,509) (165,910) 14,401 (160,989) (169,992) 9,003
TOTAL (112,030) (106,865) (125,079) 18,214 (113,332) (123,422) 10,090

2019/20 Year to Date 2019/20 Full Year
Non-Current Assets
The year to date position differs from the plan due to the impact of impairments 
and reduced capital expenditure on the 2018/19 outturn position.

Current Assets
Trade receivables reduced in month 8 by £2,277k largely due to changes in:
VAT Debtors - (£877k)
PFI tariff prepayment - (£1,750k)
Manual Accruals - (£233k)
Sales Ledger Control - £620k
The cash position increased by £1m compared to month 7.

Current Liabilities
Liabilities relating to pay expenditure such as tax and NI increased by £88k. 
Trade payables value stayed consistent with the previous month.

Borrowing/Loans
Revenue loans have increased by £1.67m in month 8 relating to the revenue 
loan drawn in November, plus a change in the value of accrued interest.  Capital 
loan values reduced by a net £629k which included a significant loan repayment.

Taxpayers Equity
The I&E reserve changed by the value of the deficit incurred in month 8.

Overall, the Trust's net liabilities increased by £1.04m in November.  
Net liabilities include £42.9m of PFI liabilities, £22.4m of capital loans, 
£155.8m of revenue loans and £1.9m of lease liabilities and provisions.  Set 
against this, the Trust has £90.2m of tangible assets and £7.8m of working 
capital and cash.
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Accounts Payable and Receivable Performance

BETTER PAYMENT PRACTICE CODE

NHS Non-NHS NHS YTD
Non-NHS 

YTD NHS Non-NHS

Number of Invoices paid in Period 118 4829 847 38380 1,334 50,547
% of Invoices paid within target 66.95% 75.36% 45.45% 57.35% 25.94% 44.44%

Value of Invoices paid in period (£000s) 850 6,766 7,153 75,439 10,204 105,205
% of value paid within target 86.94% 76.23% 74.61% 67.39% 55.95% 57.06%

OUTSTANDING DEBTS

Host Other Welsh Non-NHS Private Total
£000s £000s £000s £000s £000s £000s £000s

Current 208 996 210 531 11 1,956 1,419
1 Month 25 230 120 37 17 429 636
2 Months 21 344 87 63 7 522 355
Over 3 Months 9,630 789 1,230 604 6 12,259 12,609
Unallocated Credits (255) (250) (813) (2) 0 (1,320) (1,794)
Total Value Outstanding 9,629 2,109 834 1,233 41 13,846 13,225

Last Month 9,529 1,832 827 978 60

Age of Debt

2018/19

Debt outstanding as at end of the Month Previous 
Month

Accounts Payable
Performance against the PSPP target of 95% of invoices paid within 
30 days remains poor due to the Trust’s challenging working capital 
position.
The Trust paid 76.2% of non NHS expenditure within the target in 
month 8 (67.4% YTD).  NHS Expenditure PSPP performance was 
86.9% for month 8 (74.6% YTD).  In both cases, the performance 
measure by invoice volume is lower.  
The Creditor Payments Section was up to date in terms of invoice 
processing against target date.
The Trust remains keen to ensure that invoices are paid in line 
within timescales set out in established principles however it can 
only do so within the constraints of its cash position.

Accounts Receivable
The total value of accounts receivable due increased by £0.6m in 
month 8 compared to the previous month.  This relates mainly to 
current month invoices, spread across a number of organisations.
Most of the outstanding debt relates to the host CCG with 
significant amounts also relating to other NHS bodies and Welsh 
NHS organisations.
The clearance of debt continues to be a priority in order to assist 
the Trust's cash position.
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Report to: Board of Directors 
Date of Meeting: 9 January 2020 
Title of Report: Digital Systems Development Update 
Status of report: 
(Approval, position 
statement, information,  
discussion) 

Information  

Report Approval Route: Digital Programme Board
Lead Executive Director: Howard Oddy – Director of Finance & Information 
Author: Associate Director of IM&T 
Appendices:  

1.  Purpose of the report 
To provide an update on key aspects of the Windows 10 project, the EPMA project, the Community EMIS 
project, and the GDE/FF programme.  
 
The more detailed monthly report, including the status of the EPR programme, will be presented next 
month. 

2. Recommendations 
The Board is asked to note the contents of the report. 
 

3. Executive Director Opinion 
The key issues to highlight this month are as follows: 

• A procurement exercise is being undertaken by the Windows 10 project, which will require Board 
authorisation at the February meeting, on account of its estimated total value; 

• There has been a positive outcome to the Funding Assurance Review for the GDE/FF 
programme, conducted by NHS Digital in November 2019. 

 
4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to: 

1.  Quality Improvement:  Continuously improve 
quality of care by delivering on our quality 
priorities, focussing on our patients and the 
time they spend in our care. 

 6. Sustainability: Deliver improved efficiency as 
a Foundation Group of Trusts by collaborating 
on IT, procurement and identifying further 
benefits. 

x 

2.   Quality Improvement: Improve urgent care 
by making a consistent improvement in 
delivering the A&E standard and increasing 
the range of services provided across 7 days. 

 7.  Integration: Care for more people closer to 
home by integrating our community services 
with our One Herefordshire Partners. 

 

3.  Quality Improvement: Reduce patient waiting 
times by increasing our productivity, delivering 
our activity plans and taking a consistent 
foundation group approach to capacity 
planning. 

 8.  Integration: Actively increase our role in 
health promotion and the prevention of ill 
health with our local communities. 

 

 

4.  Sustainability: Improve our financial 
sustainability by addressing our structural 
deficit. 

 9. Workforce and Leadership:  Deliver our 
workforce plan, recruiting and retaining more 
staff and ensuring that they are enabled to 
work at their full potential.  

 

5.  Sustainability: Improve our effectives and 
efficiency by implementing our Digital 
Strategy. 

x 10.  Workforce and Leadership: Enhance our 
leadership potential through a joint 
Foundation Group approach to leadership 
and service improvement. 
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5. Windows 10 Project

Hoople, on behalf of the Trust, is currently upgrading approximately 2,500 computers to Windows 10.  
The current target agreed by the Project Board is to upgrade 1,000 devices by 31st March 2020.  To date, 
700 devices have been upgraded across many Trust departments including Radiology, Oxford Suite and 
Pathology.

In order to continue the supply of new PCs and laptops, which are required to replace those older devices 
unable to run Windows 10, the Trust is engaging in a new procurement process for hardware, which also 
includes the option for additional configuration services. If these prove to be cost effective, it would 
enable the transfer of some of the configuration work from Hoople to the hardware supplier.  This 
procurement is being led by Wye Valley Trust as the lead authority and will allow for other named 
organisations, such as Herefordshire Council, to place orders under the same contract to achieve 
additional economies of scale.  

The procurement is being conducted via the Health Trust Europe ICT Solutions Framework (2019).  The 
estimated total value of the contract across all parties is £3m, with the Trust’s portion of this likely to be in 
the region of £1m, over the lifetime of the contract. More precise figures will be available once the 
procurement exercise has been completed.   

The February Board will be asked to review and approve the final result of this procurement in order to 
support project budget spend before 31st March 2020.

6. Electronic Prescribing & Medication Administration (EPMA)
The EPMA project is close to contract signature with the supplier, EPRO.  Contract signature has been 
delayed due to framework supplier sickness and extended negotiations about payment milestones and 
product-specific standards.  However, this has not impeded project progress, as the supplier has 
continued to work with the Trust to support project scoping and defining the infrastructure requirements, 
in preparation for the software to be installed imminently following contract signature. 

The EPMA team has also been continuing to make good progress on the benefits workstream, which has 
received positive feedback from NHS Digital.  Other progress includes device selection work and 
preparations for system configuration, which will help to optimise the system for Trust staff.

The team has also taken part in a shared learning day with Taunton, and an exercise to ‘Buddy up’ their 
counterparts to learn from specific project-related activities.  This has been positively received by both 
Trusts.

7. EMIS Community
The programme has been extended to the end of May to accommodate two additional services and 
additional work required for MSK and Physiotherapy. Data migration and ground work for the original 
phase 4 services has commenced and their deployment will start from 4th February.  

It had become apparent that the syncing of outcomes and appointments, using EMIS Mobile, had not 
been working as expected.  Having investigated the issue, it is clear that processes were not operating as 
planned – consequently, user guides have now been updated, service leads and line managers have 
been briefed and the possibility of making further drop-in sessions available to users is being 
investigated.
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EMIS (Read Only) was deployed in both community and acute parts of the Trust on 29th November 2019.  
Community clinicians have been able to access GP records for their patients since this date.  However, 
there were initial problems accessing the system in the acute because the user guides were based on 
Windows 10 and there remain a significant number of Windows 7 devices in use in acute areas.  This has 
now been resolved by installing the EMIS Web icon on all Trust desktops, although only licensed users 
are able to access the system.   

Further work is taking place to establish the business as usual processes for ensuring that all users of the 
system have up to date IG training which is a condition of the Information Sharing Agreement.

8. Global Digital Exemplar and Fast Follower (GDE/FF) Programme

As part of normal GDE/FF governance procedures, NHS Digital (NHSD) conducted a Funding Assurance 
Review (FAR) visit on 21st November 2019 to confirm the progress reported centrally, and to substantiate 
clinical and benefit outcomes from the FF Digital Programme so far.

The Trust received confirmation on 18th December 2019 that the FAR had been approved by the Funding 
and Delivery Assurance Group in NHSD.  This means that the Trust can now draw down the second 
tranche of GDE/FF funding.

The Integrated Assurance Review meeting with NHSD and the Senior Responsible Owners for the three 
Programmes (EPR, EPMA and EMIS), originally planned for 3rd December 2019, has been rescheduled 
to 17th January 2020, at the request of NHSD.

9. Health System Led Investment (HSLI) Programme

No further update has been received regarding the revised HSLI funding application which will fund the 
EMIS programme activity for this year.

The Trust has, however, received positive news that the recent £180k cyber-security bid to support the 
upgrade of critical IT infrastructure has been partially successful at least – more information will be 
provided once we have received formal notification.

10. Appendices

 None
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Report to: Board of Directors 

Date of Meeting: 9 January 2020 

Title of Report: Medical Revalidation-Annual Board Report and Statement of 
Compliance April 18 - March 19 

Status of report: 
(Approval, position 
statement, information,  
discussion) 

Approval / Position statement 

Report Approval Route:  

Lead Executive Director: David Mowbray – Medical Director 

Author: David Mowbray – Medical Director 

Appendices:  

1.  Purpose of the report 

To enable the Board to monitor the organisation’s progress in implementing the Responsible Officer Regulations 
and to provide evidence for submission of the annual Statement of Compliance.   

2. Recommendations 

The Board is requested: 
To accept this report (noting it will be shared, along with the annual audit, with the higher level responsible 

officer) and to consider any needs/resources. 

To approve the ‘statement of compliance’ confirming that Wye Valley NHS Trust, as a designated body, is in 
compliance with the regulations. 

3. Executive Director Opinion 

This report is significantly delayed due to the temporary reassignment of the revalidation officer to support the 
divisions with rota management. It describes our position with regard to medical appraisal and the improvements 
the Responsible Officer wishes to make in the coming year. This essentially revolves around ensuring complaints 
and clinical incidents are automatically fed into the appraisal process rather than needing a self-declaration from 
the doctor concerned. It summarises our position with regards revalidation the reasons why a minority of doctors 
underwent deferral. 

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to: 
1.  Quality Improvement:  Continuously improve 

quality of care by delivering on our quality 

priorities, focussing on our patients and the 

time they spend in our care. 

X 6. Sustainability: Deliver improved efficiency as 

a Foundation Group of Trusts by collaborating 

on IT, procurement and identifying further 

benefits. 

 

2.   Quality Improvement: Improve urgent care 

by making a consistent improvement in 

delivering the A&E standard and increasing 

the range of services provided across 7 days. 

 7.  Integration: Care for more people closer to 

home by integrating our community services 

with our One Herefordshire Partners. 

 

 

3.  Quality Improvement: Reduce patient waiting 

times by increasing our productivity, delivering 

our activity plans and taking a consistent 

foundation group approach to capacity 

planning. 

 8.  Integration: Actively increase our role in 

health promotion and the prevention of ill 

health with our local communities. 
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4.  Sustainability: Improve our financial 

sustainability by addressing our structural 

deficit. 

 9. Workforce and Leadership:  Deliver our 

workforce plan, recruiting and retaining more 

staff and ensuring that they are enabled to 

work at their full potential.  

X 

5.  Sustainability: Improve our effectives and 

efficiency by implementing our Digital 

Strategy. 

 10.  Workforce and Leadership: Enhance our 

leadership potential through a joint 

Foundation Group approach to leadership 

and service improvement. 

 

 

 

 

 

 

 

 

 

X 
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A Framework of Quality Assurance for 

Responsible Officers and Revalidation 

Annex D – Annual Board Report and 

Statement of Compliance. 
 

 

Designated Body Annual Board Report 

 

 

 

 

A Framework of Quality Assurance for 

Responsible Officers and Revalidation 

Annex D – Annual Board Report and 

Statement of Compliance. 
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The Board of Wye Valley NHS Trust can confirm that: 

1. The Annual Organisational Audit (AOA) for this year has been submitted. 

Date of AOA submission: 05/06/2019 

2. An appropriately trained licensed medical practitioner is nominated or appointed as a 
responsible officer.  

Mr David Mowbray, Medical Director, acts as Responsible Officer for Wye Valley NHS Trust.  

3. The designated body provides sufficient funds, capacity and other resources for the 
responsible officer to carry out the responsibilities of the role. 

The Responsible Officer is supported in his role by a Deputy Responsible Officer and Revalidation 

Officer.  

4. An accurate record of all licensed medical practitioners with a prescribed connection to 
the designated body is always maintained.  

All doctors with a prescribed connection to WVT are listed on the GMC Connect website. The GMC 

Connect website is monitored to ensure that only those doctors with a genuine connection to WVT 

through employment are listed there. The GMC list of prescribed connections is managed by the Deputy 

Responsible Officer and Revalidation Officer. The GMC sends email notifications to the Trust when a 

doctor is added to the Trust’s Designated Body list, these notifications are checked to ensure an accurate 

list of doctors is maintained. 

5. All policies in place to support medical revalidation are actively monitored and regularly 
reviewed. 

Action from last year: To review and update the HR.77 Revalidation Appraisal Policy. 

Comments: The Trust Policy is currently under review to clearly identify and strengthen internal 

processes to enforce stricter adherence to the revalidation frameworks.  

Action for next year: Updated Revalidation Appraisal Policy to be formally ratified via the Trust JLNC 

committee.  

 

6. A peer review has been undertaken of this organisation’s appraisal and revalidation 
processes.   

An external review has not been undertaken since 2015. This last review was by the NHS England 

Revalidation team. The appointment of our Responsible Officer in February 2019 has initiated reviews 

on the Trust’s internal processes and also future action plans to improve and strengthen practices. The 
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Trust has since been approached by George Eliot NHS Trust to link together with South Warwickshire 

Foundation Trust to undertake a peer review across the group. 

Action for next year: To partake in Foundation Group peer review process.  

 

7.   A process is in place to ensure locum or short-term placement doctors working in the organisation, 

including those with a prescribed connection to another organisation, are supported in their continuing 

professional development, appraisal, revalidation, and governance. 

Comments: All locum and short term placement doctors working at Wye Valley NHS Trust form part of 

our appraisal and revalidation processes. Any doctors working via an agency will be subject to their own 

agencies appraisal and revalidation processes.   

 
Effective Appraisal 

1. All doctors in this organisation have an annual appraisal that covers a doctor’s whole 
practice, which takes account of all relevant information relating to the doctor’s fitness to 
practice (for their work carried out in the organisation and for work carried out for any other 
body in the appraisal period), including information about complaints, significant events and 
outlying clinical outcomes.    

Comments: The Annual Organisational Audit (AOA) Comparator Report for 2018-2019 was received in July 

2019. This annual report provides audit information following the Trust’s submission. The AOA is an 

exercise to provide assurance to the Board that the Trust has effective systems in place which abide with 

the Responsible Officer Regulations for medical appraisal and revalidation.  

Following the submission NHS England provide a comparative report for designated bodies in a similar 

sector and also nationwide. The Trust achieved an appraisal rate of 83.3%. The AOA for 2018-19 

demonstrated that appraisal rates for consultants was above national average. However the Trust’s 

overall appraisal rates were lower than the national average of 89.6%. Below are a summary of appraisal 

figures submitted in the AOA for 2018-19. 
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The lack of trained appraisers has significantly affected the appraisal completion rate for medical staff. As 

of 31st March 2019 there were 221 prescribed connections to Wye Valley NHS Trust. Of these 221 doctors 

184 had a completed appraisal within the 2018 – 2019 appraisal year (83.3%). This was a decrease on the 

previous year’s completion rate, within 2018-2019 there had been an increase in the number of 

prescribed connections from 209 to 221.  

Action for next year: The Trust will continue to drive the number of appraisals completed and undertaken 

within the year.  

2. Where in Question 1 this does not occur, there is full understanding of the reasons why 
and suitable action is taken.  

A record has been maintained to identify the reasons why an annual appraisal has not been undertaken 

on time.  

- 16 were due to new starters joining then Trust within the preceding 4 months; in majority these were 
overseas doctors who had no previous NHS appraisal record.  

- 1 doctor was on maternity leave 
- 1 doctor was on long term sickness absence 
- 10 required an appraiser - there has since been a recruitment drive for additional appraisers to avoid 

this situation in future. 
- 9 doctors had not engaged with the appraisal process on time. 
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Action for next year: The Trust will maintain an accurate record of missed appraisals and will ensure 

action is undertaken in response. The successful appointment of a new Deputy Responsible Officer is 

planned to help drive and monitor appraisal rates.  

3. There is a medical appraisal policy in place that is compliant with national policy and has 
received the Board’s approval (or by an equivalent governance or executive group).  

Action from last year: To review and update the Trust policy (HR.77 Revalidation Appraisal Policy).   

Comments: The current policy is compliant with the national policy and has passed Board approval 

previously. However, the policy review deadline has now passed and the policy will be amended to 

incorporate local procedures.   

Action for next year: To update and strengthen the current Trust policy to update on internal processes 

and procedures.  

4. The designated body has the necessary number of trained appraisers to carry out timely 
annual medical appraisals for all its licensed medical practitioners.  

Action from last year: To recruit to additional appraiser roles. 

Comments: The Trust found itself to have a lack of trained appraisers to accommodate the numbers of 

appraisals required to be undertaken in a timely manner within the appraisal year. This has impacted on 

the number of appraisals being undertaken in a timely manner. The numbers of prescribed connections 

has grown due to the increasing recruitment of doctors. During 2018 a large number of the Trust 

substantive trained appraisers stepped down from the appraising role, largely due to retirement or job 

plan requirements. The Responsible Officer identified this as a risk to Board colleagues.  A recruitment 

drive for appraisers was initiated and additional support has been obtained for 2019 by introducing 

support from 5 trained GP appraisers to help with appraisals. The number of appraisers has increased by 

9. There are now a total of 28 appraisers.  

Action for next year: To continue with the drive to appoint further trained appraisers to help increase and 

stabilise appraisal rates. 

5. Medical appraisers participate in ongoing performance review and training/ development 
activities, to include attendance at appraisal network/development events, peer review and 
calibration of professional judgements (Quality Assurance of Medical Appraisers or 
equivalent).  

Action from last year: Action from the previous year was to arrange an internal appraiser update training 

session.  

Comments: Due to changes in Responsible Officer and Deputy Responsible Officer the internal update for 

appraisers was not arranged. Appraisers were advised to arrange their own annual updates and were also 

made aware of recommended e-learning packages. Quarterly group meetings are held for the appraisers 
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where the Deputy Responsible Officer can provide any updates and also best practice can be shared 

amongst appraisers.  

Action for next year: The Deputy Responsible Officer will further define the plans for future appraiser 

updates. The Deputy Responsible Officer will also continue to attend appraiser networks and 

developmental events.  

6. The appraisal system in place for the doctors in your organisation is subject to a quality 
assurance process and the findings are reported to the Board or equivalent governance 
group.   

This information is fed through the Annual Organisational Audit. The Trust uses the Allocate appraisal 

software for all non-training medical appraisals. The software is built around NHS England guidance and is 

responsive to changes in national requirements. 

Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of all doctors 
with a prescribed connection to the designated body, in accordance with the GMC 
requirements and responsible officer protocol.  

Comments: 52 revalidation recommendations were due between 1st April 2018 and 31st March 2019. All 

submissions were submitted to the GMC on time.  

Of these 52 recommendations: 

- 43 positive recommendations were made 
- 9 deferrals were made due to insufficient appraisal evidence. (all 9 of these doctors continued to 

receive a positive revalidation recommendation following intervention from the Deputy RO).  

In order improve on submitting revalidation recommendations further in advance when the doctor 

appears within the ‘under notice’ period on GMC connect the Deputy RO has started to review the 

doctors due for revalidation earlier in the process to help stabilise the process. 

2. Revalidation recommendations made to the GMC are confirmed promptly to the doctor 
and the reasons for the recommendations, particularly if the recommendation is one of 
deferral or non-engagement, are discussed with the doctor before the recommendation is 
submitted. 

Where the reason for recommendation is relating to a deferral this is confirmed with the doctor to clarify 

remedial action to be taken. The Trust has relied on the GMC approval notifications to formally inform 

the doctor of a positive revalidation recommendation. 

Action for next year:  To formally inform doctors when positive revalidation recommendations have been 

made to the GMC.  
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Medical governance 
1. This organisation creates an environment which delivers effective clinical governance for 

doctors.   

Comments: A clinical governance system exists within the Trust and is reviewed on a regular basis. 

Although the medical appraisal system underpins the system of monitoring a doctor’s fitness to practise, 

this is not the only mechanism by which a doctor’s fitness to practise will be scrutinised and it is 

expected that our clinical governance systems would highlight any concerns. 

2. Effective systems are in place for monitoring the conduct and performance of all doctors 
working in our organisation and all relevant information is provided for doctors to include 
at their appraisal.  

Action from last year: To strengthen the process around capturing accurate governance data in 

readiness for appraisals. 

Comments: Although basic systems are in place for reporting complaints and serious incidents, the RO is 

committed to improve reporting processes, especially around conduct and clinical incidents. Complaints 

and Serious Incidents should be discussed and reflected upon as part of the appraisal process. Work has 

been undertaken to establish the most appropriate route for capturing and providing this data for 

appraisal. It has been agreed that the Revalidation Officer will check Datix and HR systems for any 

conduct and performance data, any concerns found will be flagged to the Responsible Officer and 

Deputy Responsible Officer.  

Action for next year: Continue to review and improve on the process of providing accurate data.  

 
3. There is a process established for responding to concerns about any licensed medical 

practitioner’s fitness to practise, which is supported by an approved responding to 
concerns policy that includes arrangements for investigation and intervention for 
capability, conduct, health and fitness to practise concerns.  

Comments: The Trust has currently reverted to following the national MHPS policy, however localised 

interpretations are being followed.   

4. The system for responding to concerns about a doctor in our organisation is subject to a 
quality assurance process and the findings are reported to the Board or equivalent 
governance group.   Analysis includes numbers, type and outcome of concerns, as well 
as aspects such as consideration of protected characteristics of the doctors.   

Comments: In line with MHPS, a board member will be involved in cases to provide assurance and 

oversight. The RO also meets with our GMC Employment Liaison Adviser and part of the purpose of that 

meeting is to ensure that any referral to the GMC has followed the correct process. The RO has created 

a concerns log to also keep track of any issues raised. The Trust is also in the process of developing a 

localised concerns reporting system.  
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5. There is a process for transferring information and concerns quickly and effectively 
between the responsible officer in our organisation and other responsible officers (or 
persons with appropriate governance responsibility) about a) doctors connected to your 
organisation and who also work in other places, and b) doctors connected elsewhere but 
who also work in our organisation.  

The Revalidation Officer monitors the connections made via the GMC and will then initiate and Medical 

Practice Information Transfer (MPIT) form to the previous designated body, if one.  

6. Safeguards are in place to ensure clinical governance arrangements for doctors including 
processes for responding to concerns about a doctor’s practice, are fair and free from 
bias and discrimination (Ref GMC governance handbook). 

Comments: All processes for responding to concerns are managed according to national MHPS guidance 

in absence of a local Trust policy. We have trained Case Investigators to ensure appropriate processes. 

Issues around potential bias and discrimination are considered before any formal process is 

commenced. 

Action for next year: The Trust is yet to benchmark against the GMC governance handbook and will 

ensure this is a priority in the coming year. 

 

 
 
Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background checks are 
undertaken to confirm all doctors, including locum and short-term doctors, have 
qualifications and are suitably skilled and knowledgeable to undertake their professional 
duties. 

Effective recruitment processes and employment checks are essential to ensure the highest standard of 

patient care and safety with the Trust. The Trust recognises that carrying out a full range of pre-

employment checks and required statutory checks is crucial in achieving this.   All doctors employed by 

WVT are subject to the NHS mandatory pre-employment recruitment checks prior to appointment. 

 

Action for next year: The Trust will review the current pre-employment checks in place against national 

standards.   
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Statement of Compliance:  
 

The Board of Wye Valley NHS Trust has reviewed the content of this report and can confirm the organisation is 

compliant with The Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: Wye Valley NHS Trust 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Report to:  Board of Directors  

Date of Meeting:  9 January 2020 

Title of Report:  Freedom to Speak Up Initiative 
Six Monthly Report (Quarters 1 and 2 for 2019/20) 

Status of report: 
(Approval, position statement, 
information,  discussion) 

Information   

Report Approval Route:  N/A 

Lead Executive Director:  Sue Smith, Director of HR & OD 

Authors:  Den MacPherson , Freedom to Speak Up Guardian 

Appendices:   

1.  Purpose of the report 

 
This report provides a bi‐annual update from the Trust’s Freedom to Speak Up Guardian (FTSUG) on progress and 
on‐going plans to continue strengthening arrangements for staff to raise concerns.   
 

2. Recommendations 

 
1. The Trust Board is invited to receive and note the report. 
 
2. WVT Freedom to Speak Up Action Plan ‐ Appendix 1.  This is to be reviewed by the Executive Lead and FTSUG 

in the New Year following new recommendations from the new guidance in July 2019 from the National 
Guardian Office. The NGO advises self‐review every two years. (WVT last reviewed in 2018)  
 

3. Make provision for process audit. There has been no progress on this locally or within our Foundation Group. 
The National Guardian Office lists recommendations after its Case Studies. One option is to review our FTSU 
process and working practices in line with these recommendations. Feedback is requested from each person 
who speaks up via the Survey Monkey. 

 
4. The Trust took part in the in the National Speak Up month in October 2019. There will be a repeat the baseline 

survey that was completed in November 2018 as a follow up to that.  
 
5. Apologies from FTSUG for lack of monthly reporting to Executives and Quality Committee  / Trust 

Management Board (TMB )‐ Reporting moving to TMB has been confirmed at Board (December 19)  Last 
quarterly report to Quality Committee 30.05.19. Latest quarterly report to TMB 20th Dec 2019. Ring fenced 
hours for FTSU Guardian currently under review.   

 

3. Executive Director Opinion 

Effective speaking up arrangements help to improve the experience of NHS workers and by default this will also 
improve the patient experience.   
 
Having a healthy speaking up culture is also an indicator of a well‐led trust.  
 
Within the Trust there is a drive to improve the culture with the signing of a Dignity and Respect Charter, which 
will be launched this month. 
 
 
 
 
 
 
 

1/11 93/139



 

  

 

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to: 

1.  Quality Improvement:  Continuously improve 
quality of care by delivering on our quality 
priorities, focussing on our patients and the 
time they spend in our care. 

x 6. Sustainability: Deliver improved efficiency as 
a Foundation Group of Trusts by collaborating 
on IT, procurement and identifying further 
benefits. 

 

2.   Quality Improvement: Improve urgent care 
by making a consistent improvement in 
delivering the A&E standard and increasing 
the range of services provided across 7 days. 

 7.  Integration: Care for more people closer to 
home by integrating our community services 
with our One Herefordshire Partners. 

 

 

3.  Quality Improvement: Reduce patient waiting 
times by increasing our productivity, delivering 
our activity plans and taking a consistent 
foundation group approach to capacity 
planning. 

 8.  Integration: Actively increase our role in 
health promotion and the prevention of ill 
health with our local communities. 

 

 

4.  Sustainability: Improve our financial 
sustainability by addressing our structural 
deficit. 

 9. Workforce and Leadership:  Deliver our 
workforce plan, recruiting and retaining more 
staff and ensuring that they are enabled to 
work at their full potential.  

 

5.  Sustainability: Improve our effectives and 
efficiency by implementing our Digital 
Strategy. 

 10.  Workforce and Leadership: Enhance our 
leadership potential through a joint 
Foundation Group approach to leadership 
and service improvement. 
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Appendix 1 
Freedom to Speak Up Bi-Annual Report 

 

Concerns raised during Qtr 1 and 2 2019/20 

During the first two Quarters of 2019/20 twenty nine cases have been raised.  They have been raised by 
nursing staff Including midwifery staff and HCAs  (Qu 1 Eight / Qu 2  Eleven) Consultants (Qu 1 One) 
administrative and clerical staff (Qu 1 two / Qu 2 five ) across all Divisions, including Corporate). The 
highest reporting Division being Surgical (Qu 1 seven / Qu 2 Eleven) Table 1 below shows reporting to 
date by quarter and shows a comparison with last year.   
National comparative data is shown in the National Update section. 
 

Table One 
Data from 25.11.19 

18/19 19/20 18/19 19/20 18/19 19/20 18/19 19/20

 Q1 Q1 Q2 Q2 Q3 Q3 Q4 Q4 

Total No. Concerns Raised   
Total 2018/19              21 
Total 2019/20 to date 45*      
*Now includes cases where advice only 
required too. 

11       14  3 15  3 17 to 

date  
 4  

No. of those raised anonymously  3 1 0 0  0 0  0  

Cases with elements of patient 
safety/quality.  

6 

(54.5%)

3 

(23%)

1 

(33.3%)

3 

(20%)

 2 

(66.6%)

2 to date 
 
(13.3%)  

 2 

(50%)

 

Cases related to behaviours, 
including bullying/harassment 
(Note NGO data asks for cases with 
Bullying and Harassment so return data is 
lower) 

1 

(9%) 

9 

(69%)

0 12 

(80%)

 0 14 to 

date 
(87.5%)  

 2 

(50%)

 

Cases where people indicate that 
they are suffering detriment as a 
result of speaking up that are 
known at the time of the report. 

0 0 0 0  0 0 to 
date 

 0  

 
Lessons Learned  

 Managers need support and training for promotional roles – Managers Tool kit now in place 
 Not all concerns progress or reach a satisfactory conclusion due to various reasons – This is 

disappointing but a fact. Individuals withdraw from process, don’t provide the required 
information, do not have their expectations reached sometimes due to these being unrealistic.  

 Reporters say that progress is too slow. Again reasons vary, but the main reason is the 
confidentiality of all parties needs to be up-held, so when progress is being made it rightly cannot 
be shared.  

 Best results are when concerns are dealt with “in house” directly with line managers. 
 Advice mainly for staff who are finding their line managers, disrespectful or bullying. Advice given 

is for them to speak to the individual and tell them how they made them feel. If they cannot do 
that address this with their manager’s superior. They are offered to return to me if they need to. 
This would then be directed to the appropriate HR business partner. 
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Main Topics 
Management issues – Lack of compliance with performance capability policy and bullying behaviour.  
Use of bad language  
Unprofessional behaviours including one case of harassment. 
 
Policy/Process 
The FTSU policy still needs to be finalised in line with PR.16 (new format). Final decision on FTSU 
reporting arrangements now confirmed. Quarterly to TMB. 
 
Local Up-dates  
Training – attended by FTSUG  
13th May Regional Training Day   
 
Training – delivered by the FTSUG or Executives  

1. Training on the FTSU process delivered to:  FY1s (14th Feb) / FY2s (March 5th) was followed up 
in July prior to them leaving the organisation. The bespoke Survey Monkey issued to this cohort 
only had one reply.  
Even after the training the respondent would not speak up about any poor clinical practice even 
though they had witnessed it. They cited that there had been no ward rounds for a week, no clear 
plans from seniors and an expectation that they should do their own ward rounds.  
They stated they had been a victim of Bullying or Harassment as they were called “useless” a 
couple of times but did not report it. They also stated they had witnessed bullying or harassment 
but did not report it. 
They stated they would not feel confident to raise any issues or concerns. This was because they 
were not sure how it would affect them or their career progression.   
Their final comment was that seniors need to be more approachable. 

 
2. Week commencing 21st October - FTSU week at WVT as part of the National Speaking Up Month 

(October) Stand at main entrance and in Spires. All champions challenged to deliver training to 2 
groups during October/ November. Presentation supplied for them by Guardian.  

 
3. FTSU Guardian invited to be part of the Clinical Practice/ Deep Dive weeks at Ross and 

Bromyard Community Hospitals. 
 

4. All new starters joining the Trust learn about the FTSUG during their corporate induction. 
 
Champions - FTSU Champions meeting – 19th June, 14th and 21st August, 2nd October, 
Due to poor attendance further meetings have been planned in advance to help staff organise their 
clinical work load in plenty of time   
 
Regional Up-dates  (Midlands region)  
The region is no longer split into East and West Midlands. The annual FTSU conference is to cease as a 
national event held in London. Each region is now expected to arrange their own conference. Due to the 
geographical size of the new Midlands Region discussions are being held to decide if the bi-monthly 
meetings will continue with the East /West split. 
WVT FTSU Guardian has attended:      
18th March 2019 National Conference (London) 
4th June 2019 Regional Meeting,    
11th November 2019 FTSU Conference at George Eliot Hospital (Foundation Group) 
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National Updates 
The Trust is required to report on numbers of cases each quarter, which it has done so within the 
timescales specified. This information is published nationally. At the end of each year it is ratified by 
each Trust prior to a final NGO report of all participating Trusts. (Note this data now includes cases that 
require advice only.) 
 
National Q1 data headlines include:  

 3,173 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions 
 774 (24.4%) of these cases included an element of patient safety / quality of care 
 1,230 (38.8%) included elements of bullying and harassment 
 116 (3.7%) related to incidents where the person speaking up may have suffered some form of      

detriment 
 439 anonymous cases were received 
 3 organisations did not receive any cases through their Freedom to Speak Up Guardian 
 198 out of 226 NHS trusts sent returns  

 
National Q2 data headlines include:  

 3,486 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions 
 846 (24.3%) of these cases included an element of patient safety / quality of care 
 1,246 (35.4%) included elements of bullying and harassment 
 127 (3.6%) related to incidents where the person speaking up may have suffered some form of   

detriment. 
 455 anonymous cases were received 
 2 organisations did not receive any cases through their Freedom to Speak Up Guardian 
 202 out of 226 NHS trusts sent returns 

Annual National Data for 2018/19   

 The average number of cases per trust is largest amongst combined acute and community 
trusts (an average of 43 cases per trust reported over the year). 

 More cases (2,223, 31% of the total) were raised by nurses than other professional group. 
 3,206 (45%) cases included an element of bullying / harassment 
 2,266 (32%) cases included an element of patient safety / quality 
 1,254 (18%) cases were raised anonymously 
 361 (5%) cases indicated that detriment as a result of speaking up may have been involved 
 6 NHS trusts either did not make a return or reported that they received no cases through their     

Freedom to Speak Up Guardian in all four quarters. 

New National FTSU Index Report   

The results within the report are based on the 2018 NHS national survey with the changes between 2015 
and 2018 recorded as a percentage point improvement.  The index is based on the following questions:- 
 

 % of staff responded "agreeing" or "strongly agreeing" that their organisation treats staff who are 
involved in an error, near miss or incident fairly (question 17a) 

 % of staff responded "agreeing" or "strongly agreeing" that their organisation encourages them to 
report errors, near misses or incidents (question 17b)  

 % of staff responded "agreeing" or "strongly agreeing" that if they were concerned about unsafe 
clinical practice, they would know how to report it (question 18a)  

 % of staff responded "agreeing" or "strongly agreeing" that they would feel secure raising 
concerns about unsafe clinical practice (question 18b)  
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Foundation Group Index value results for 2018  

SWFT 81%   WVT 78%     GE 77% 

Highest index score nationally 87% with the lowest 68% 

Highest overall increase for 2015 – 2018 was by 18 points and greatest overall decrease was -4 
points  

 
NGO Case Study reviews.  
No new case studies have been published on the NGO web site since the Brighton and Sussex 
University Hospital NHS Trust report.  
 
Up-date 31.12.19  
The National Guardian, Dr Henrietta Hughes awarded an OBE “This honour only heightens my sense of 
ambition to ensure Speaking Up becomes business as usual”
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    Appendix 1 

Freedom to Speak Up Action Plan – Progress Report December 2019 

 

No.  Action    Reference to 

Self‐Review 

by Board (July 

2018) 

Responsibility  Date completion 

& revised date 

Progress  RAG 

rating 

1  Add NGO updates to Executives 

Monthly Report   

1.1  FTSU Guardian August 2018 Complete

 July 2019 – FTSU reporting now under review. 

  

Blue

2a 

 

 

2b 

Develop and embed vision and 

strategy. 

 

Remind leaders to communicate 

FTSU when talking to staff 

1.2  Director of 

HR&OD 

Director of 

HR&OD 

September 2018 

September 2018 

January 2019 

In place – part of corporate induction  

 

 

New FTSU Guardian launched in January 2019. 

 

 

Blue 

 

 

Blue 

 

3  Incorporate FTSU into 

leadership  development 

programme  

1.3,3.5,8.4  Director of 

HR&OD 

August 2018 

 

ILM level 3 and level 5 leadership programmes address 

FTSU as does the Mary Seacole programme run in 

conjunction with SWFT. 

Covered in QSIR silver process 

 

Blue 

4  Incorporate FTSU vision into 

Workforce    Strategy 

1.4,2.1,8.5  Director of 

HR&OD 

September 2018 

 

FTSU is referend within the Engagement section of the 

Workforce Strategy.  

Blue 

7/11 99/139



 

  

 

5  Incorporate question about 

FTSU in quarterly FFT survey 

2.1  Director of 

HR&OD 

 

December 2018  Action amended – survey monkey made available to all 

Trust staff to complete as part of the Speak Up month in 

October 2018 

 

Blue 

6  Launch FTSU Champions  

 

 

3.1  Director of 

HR&OD 

August  2018 

January 2020 

Campaign to launch the Champions individually in place, 

with a further re‐launch as part of the coms plan to launch 

the new FTSU Guardian and Champions in full in January 

2019. 

 

Update (11 02 19) – recommendation of regional meeting 

that Champion training be delivered by regional trainers.  

Awaiting date.  Alternative option is to deliver local training 

as material available from previous training sessions in 

Trust. 

Update (19 11 19) ‐ This was started as individual; 

monologues. Group photos have taken place in two 

Champion meetings. To be included in Trust Talk in August 

/ September. Promoted in FTSU week – October 2019 

Green 

7  Review TNA in support of QSIR 

to ensure FTSU links 

3.2  Director of 

HR&OD 

August 2018  TNA reviewed – Trust offers Bronze, Silver and Gold levels 

of QSIR training to Trust staff.   

Focus is on service improvement with clear references to 

the healthcare leadership model and culture. FTSU slide in 

Silver training. Training Data until the 30.06.19 

WVT staff only (Acute & Community) 

Bronze ‐ Total = 30 delegates; Silver ‐ Total = 67 delegates 

Practitioner (Gold) Total = 46 delegates 

Blue 
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8  Deliver FTSU training to senior 

leaders 

 

3.4  Director of 

HR&OD 

FTSU Guardian 

September 2018 

February 2019 

September 2019 

April 2020 

FTSU training to senior managers planned as part of the 

launch of the new FTSU Guardian who will co‐deliver the 

training with the Director of HR & OD. 

Proposal – Leaders Forum and TMB 

 

Update (29 11 19) ‐ I have agreed to deliver once I have 

more confidence and experience in the role – So likely to 

be in the next few months. 

Amber 

9 

 

Clarify role of Director of 

HR&OD within FTSU policy 

 

4.1  FTSU Guardian/ 

Director of 

HR&OD 

August 2018 

November 2018 

August 2019 

January 2020 

Policy review delayed pending national guidance. 

Recommendation that policy review proceed with further 

revision once national guidance received.  

 

7.8.19 New guidance has been issued from NGO and NHSi 

on this on 01.07.19 

This lists the exec lead role – this is the DoHR and OD 

 

Update (29 11 19) ‐ Policy to be delivered this month. Final 

agreement for the role to be confirmed. Again with 

experience I now feel better able to provide informed 

wording and guidance. 

 

Amber 

10  Director of HR&OD and FTSU 

Guardian to meet monthly with 

MD and bi‐monthly meetings 

with CEO and Chair  

4.2  FTSU Guardian  August 2018 

December 2018 

Meetings scheduled for the new FTSU Guardian to meet 

monthly with the MD and bi‐monthly with CEO & Chair. 

 

Note : Following the new NGO Guidance the meeting is 

now quarterly with FTSU NED and MD with the FTSU NED 

Blue 
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providing a summary of the meeting to the CEO and Chair 

11  Analyse Staff Survey data to 

enable triangulation of concerns 

 

5.1  FTSU Guardian October 2018

February 2020 

FTSU Guardian to review 2018 results when become 

available in February 2019 

Reviewed and Survey Monkey for staff following FTSU 

Month in Oct 2019 to be up‐dates if necessary.  

 

Update (29 11 19) – 2019 results released February 2020 

and an opportunity to compare 

Amber 

12  Analyse Datix to enable 

triangulation of concerns 

 

5.1  FTSU Guardian  October 2018 

February 2018 

Oct 2019 

Query – how to get electronic reporting from within Datix 

as per discussion at regional FTSU meeting (05 02 19). 

 

Discuss with Datix Administrator  

Data delivered at Safety Summit – ED in October 2019  

Blue 

13  Survey staff to ascertain FTSU 

awareness 

6.1  FTSU Guardian  September 2018 

January 2019 

2018 Staff Survey results shared with new FTSU Guardian 

as part of their orientation into new role. 

Blue 

14  Amend WRES plan to ensure 

equal access to FTSU process 

6.2  Director of 

HR&OD 

December 2018 

October 2019 

December 2019??

WRES survey action plan refresh 2019  

 

Update (29 11 19) – Equalities lead to review WRES action 

plan now in post 

 

Amber 

15  Amend FTSU concern feedback 

survey to ask about 

victimisation when speaking up 

6.4  FTSU Guardian  December 2018  Completed  Blue 

16  Determine how best to share  6.5  FTSU Guardian  December 2018  Agenda item for JNCC (15 08 19) for staff side feedback  Green  
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lessons learnt across the Trust  February 2019 

August 2019 

17  Audit of FTSU policy and cases  6.6,10.5,10.6 FTSU Guardian November 2018

September 2019 

March 2020 

Regional advice taken ‐ example audit outlined in

 Appendix 2 

 

Audit to be scheduled in 2020 

Amber 

18  Review of FTSU policy (after 12 

months in use and then 3 

yearly) 

6.7,8.6  Director of 

HR&OD 

August 2018 

October 2018 

Nov 2019 

In Progress as for actions 9 +17  

Sent to Head of HR 28.11.19 for review by Staff Side  

Amber  

19  FTSU high level information in 

Annual Report  

7.4,9.3  Director of 

HR&OD 

31st May 2019  Report submitted. 

Feedback as to content to be requested to Executives  

Blue 

20  Review Guidance and Case 

Review Reports from National 

Guardian at Board 

8.3  FTSU Guardian/ 

Director of 

HR&OD 

Completed  Complete 

Links to NGO reports in six monthly Board reports.  

Regionally a data base of guidance to be developed  

Blue 

21  Consider joint author approach 

to FTSU bi‐annual report to 

Board 

10.9  FTSU Guardian/ 

Director of 

HR&OD 

Completed  Complete  Blue 

22  Ensure support for FTSU 
Guardian from HR staff 

12.1  Director of 
HR&OD 

September 2018  Complete  Blue 
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Report to: Board of Directors
Date of Meeting: 9th January 2020
Title of Report: Quality Committee Summary Report of 28th November 2019 

meeting
Status of report:
(Approval, position 
statement, information,  
discussion)

For information

Report Approval Route: N/A
Lead Executive Director: Lucy Flanagan, Director of Nursing
Author: Christobel Hargraves, NED. Chair of Quality Committee
Appendices: None

1.  Purpose of the report
The Trust Board is invited to receive and note the report.

2. Recommendations
To note the contents of the report and in particular the remedial work being undertaken as a result of the 
recent CQC visit.

  
3. Executive Director Opinion

N/A

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to:
1.  Quality Improvement:  Continuously improve 

quality of care by delivering on our quality 
priorities, focussing on our patients and the time 
they spend in our care.

x 6. Sustainability: Deliver improved efficiency as a 
Foundation Group of Trusts by collaborating on 
IT, procurement and identifying further benefits.

2.   Quality Improvement: Improve urgent care by 
making a consistent improvement in delivering 
the A&E standard and increasing the range of 
services provided across 7 days.

x 7.  Integration: Care for more people closer to 
home by integrating our community services 
with our One Herefordshire Partners.

3.  Quality Improvement: Reduce patient waiting 
times by increasing our productivity, delivering 
our activity plans and taking a consistent 
foundation group approach to capacity planning.

8.  Integration: Actively increase our role in 
health promotion and the prevention of ill 
health with our local communities.

4.  Sustainability: Improve our financial 
sustainability by addressing our structural 
deficit.

9. Workforce and Leadership:  Deliver our 
workforce plan, recruiting and retaining more 
staff and ensuring that they are enabled to 
work at their full potential. 

5.  Sustainability: Improve our effectives and 
efficiency by implementing our Digital Strategy.

10.  Workforce and Leadership: Enhance our 
leadership potential through a joint Foundation 
Group approach to leadership and service 
improvement. 
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Summary of Key Issues for Discussion

Safety Improvement Plan – Maternity Services: All staff have completed training related to reduction of smoking 
in homes which is helping in conversations with families. The number of mothers smoking at both the time of 
booking and delivery was still higher than required targets.

Quarterly Divisional Report- Surgical Division: Improvements seen in the Fractured Neck of Femur pathway with 
patients being admitted to a ward in a timelier manner. However work is still need to reduce the time taken to 
get the patient to theatre where the Trust is 3-4 hours above the national average. This ties in with our mortality 
rate where we are an outlier. VTE assessment still needs improvement despite measures to prompt clinicians to 
ensure assessments are completed in a timely manner. Further initiatives are being trialled to assist in this 
process.

Confidential Serious Incident Report: There were 5 serious incidents (SIs) reported during October and 3 
incidents closed.

The Never Event reported last month related to an injection in the wrong eye had been downgraded to a serious 
incident on the advice of the CCG/NHSI.

Serious Incident Policy: Following amendments suggested last month, the new policy was approved.

Safety Visit Report:   The Committee noted the reports from the 5 visits in October. Themes were:

Positive team work: Patients well cared for in all areas; Requirement to improve signage in some areas;
Opportunities to improve services heard but not voiced. Local teams have ideas and
suggestions however lack confidence and knowledge on how to proceed; Training needs - some of this relates to 
local requirements and some to meet changing requirements across the organisation; Staffing levels noted to be 
improved in some areas however challenges with vacancies and temporary workforce continue in others; 
Information not always shared at all levels e.g. feedback from incidents

Quarterly Incident and Serious Incident Report: The Trust continues to be a high reporter of incidents which is 
desirable as long as harm remains low. It reports more incidents per 1000 bed days than the other two Trusts in 
the Group. A particular area of concern for increased vigilance is medication incidents.

Air Outlet Options Appraisal:  There had been a comprehensive review of possible actions that could be taken to 
ensure that patients were not connected to air inadvertently. Other Trusts had been contacted to understand 
how they managed this issue but no 100% safe solutions were available. A bespoke technical solution was being 
investigated further but in the meantime it had been agreed that current procedures complied with national 
guidance. The Committee agreed to close this incident.

Mortality Report: The Committee were advised of the latest mortality rates. There had been a small rise in the 
HSMR to 95.4 and the SHIMI had increased to 103.6. Deaths related to heart failure had risen which would be 
investigated further. The other outlier remained as fractured neck of femur and a review of this pathway is being 
undertaken by SWFT to see where lessons could be learnt.
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Improving Discharge: A deep dive was undertaken to review progress on the quality priority of improving 
discharge by valuing patient’s time and ensuring engagement from all staff. A review of stranded (> 7 days) and 
super stranded patients (>21 days) had been undertaken during the last year and significant improvements had 
been seen. There has been an increase in referrals to Hospital at Home and the use of the Home First Team was 
possible on the same day if required.

Quality indicators Report: The DON advised the Committee that the PLACE inspections have now concluded and 
the report would be received in the New Year. However actions were already being put in place where issues 
were noted. A recent spike in falls would be investigated further with a deep dive coming to the December 
meeting. The Committee also discussed the recent CQC inspection visit and detailed actions that had been put 
into place including a Safety Summit relating to theatres. The action plan relating to this would be monitored by 
this Committee.

Infection Prevention and Control Quarterly Report:  The quarter 2 report was presented. Of the 16 cases of C-
Diff infections, seven have shown lapses in care which show that further work is needed to champion infection 
prevention and control and bare below the elbows. The NHS plan is to halve the number of healthcare associated 
gram negative blood stream infections by 2024, with a 25% reduction by 2021/22 and the full 50% by 2023/24. 
There have been ten cases undergo a post infection review, with nine finding nil of note. One case related to a 
urinary catheter. 

Cancer Survey:  The results of this survey were published in July 2019. The Trust were in the top quartile for the 
response rate. The average rating for care is 8.7 (national avg 8.8 and last year was 8.6). This is the first year that 
hospital treatment was surveyed. Patients feel they are treated well and are provided with relevant information 
for their stay in hospital. The main issues needing attention are documentation and ensuring medical records are 
available. This is a particular challenge as both Cheltenham notes and WVT notes are used. The main negative 
comment received related to delays in treatment although positive comments had been received for some 
cancers where speedier treatment was available such as the One Stop Clinic for Urology.

Safer Staffing Report: There are no significant changes to Care Hours per Patient Day across the Trust. Staffing 
levels are now being reviewed by senior nursing staff on a daily basis and a reduction of agency usage is now 
being seen due to the overseas nurses now taking up their substantive posts. This triangulated with a reduction in 
the number of serious incidents.

Annual Claims and Inquest Report:  The Committee was assured regarding our work in this area following an 
internal audit report on our processes.

 

 

3/3 106/139



Report to: Board of Directors
Date of Meeting: 9 January 2020
Title of Report: Audit Committee Summary Report 12 December 2019
Status of report:
(Approval, position 
statement, information,  
discussion)

For Noting

Report Approval Route: N/A
Lead Executive Director: N/A
Author: Andrew Cottom, Non-Executive Director
Appendices:

1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 19th September 2019.

2. Recommendations
To receive the report. 

3. Executive Director Opinion
N/A

4. Please state (using ‘x’) which element of the Trust’s Objectives the report relates to:
1.  Quality Improvement:  Continuously improve 

quality of care by delivering on our quality 
priorities, focussing on our patients and the 
time they spend in our care.

x 6. Sustainability: Deliver improved efficiency as 
a Foundation Group of Trusts by collaborating 
on IT, procurement and identifying further 
benefits.

2.   Quality Improvement: Improve urgent care 
by making a consistent improvement in 
delivering the A&E standard and increasing 
the range of services provided across 7 days.

7.  Integration: Care for more people closer to 
home by integrating our community services 
with our One Herefordshire Partners.

3.  Quality Improvement: Reduce patient waiting 
times by increasing our productivity, delivering 
our activity plans and taking a consistent 
foundation group approach to capacity 
planning.

8.  Integration: Actively increase our role in 
health promotion and the prevention of ill 
health with our local communities.

4.  Sustainability: Improve our financial 
sustainability by addressing our structural 
deficit.

9. Workforce and Leadership:  Deliver our 
workforce plan, recruiting and retaining more 
staff and ensuring that they are enabled to 
work at their full potential. 

5.  Sustainability: Improve our effectives and 
efficiency by implementing our Digital 
Strategy.

10.  Workforce and Leadership: Enhance our 
leadership potential through a joint 
Foundation Group approach to leadership 
and service improvement.
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Wye Valley NHS Trust
Trust Board Meeting – 9th January 2020

Summary of Audit Committee (AC) meeting held on 12th December 2019

Further consideration required

 A number of reports that AC highlighted for further consideration

 Third Party Assurance – in its continuing programme of seeking service continuity 
assurance from third party providers, AC considered two IT providers - Hoople and 
IMS. Whilst adequate assurances were received from Hoople which provides desk-top 
services and support to a number IT systems, concerns were identified in relation to 
IMS, our EPR provider. AC requested these be considered for inclusion in the Risk 
Register and further detail is given in the Private Board

 Clinical Claims Management – A requested Internal Audit report has given the Trust 
substantial assurance in relation to its operation of current policies. Additional local 
clinical input to the process has been established recently. However, AC requested 
further consideration by the Executive because of significant rising contributions to the 
national Clinical Negligence Scheme (+300% in four years).

 NHSI Deep Dive – Herefordshire Financial Position. As part of AC’s role in assuring the 
Board regarding Financial Reporting, AC considered this report. AC requested further 
clarification regarding the governance surrounding this review, which was undertaken 
in August 2019. AC is concerned that similar qualifications that were received in the 
Annual Accounts Value for Money Statement for 2018/19 could be repeated. The focus 
of these qualifications was on was on partnership working. 

Other Matters & Reports
Report Discussion & recommendation

Internal Audit (IA) – 
Tracker

This routine report tracks the implementation of actions agreed 
by management in response to Internal Audit reports. Overall 
the report showed good progress with an improved 
implementation rate. The report usefully flags area where the IA 
are concerned that not enough progress has been made. This 
month highlighted 4 medium priority actions from reports on:-

 EBME
 Medical Staffing leave policy
 Sickness absence monitoring

AC received assurance from relevant Directors and will be 
tracking actions agreed

Data Quality – 
Cancer Waits 

A positive assurance rating was achieved

Waivers to SFI’s This is a routine report. The procurement of patient care from 
private providers to achieve waiting times continues to be the 
main area where SFI Waivers have been necessary. AC would 
like to see this addressed and appropriate contracts put in place 
and that these include the provision of relevant quality 
indicators.  
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Report Discussion & recommendation
EPR Benefits 
Realisation

Benefits realisation assessment is undertaken for investments 
approved the Board. AC received this for the EPR (Phase 1) 
which was approved by the Board in April 2015 and went live in 
July 2017 with Pathology Order Comms following in June 2019. 
The assessment recognises that much of the focus of Phase 1 
has been the necessary PAS replacement. With a wider 
information base, the system is considered by some to be more 
“clunky” by some clinicians. However, it is recognised that this 
phase has been foundational with further benefits now being 
seen in terms of enabling service change such as “Hospital at 
Night” and anticipated from Order Comms and future phases. 

External Audit 
Contract

External Audit is currently provided by Grant Thornton. In line 
with rules regarding the longevity of contracts, a tendering 
process is currently in hand for External Audit services from 
2020/21. 

Internal Audit Plan – 2020/21 – the process for forming this plan has commenced. IA will 
be forming the plan taking account of the main risks that Trust faces and discussion with 
the Executive and Audit Committee. The aim will be for AC to approve this plan at its 
meeting in March.

 
Prepared by:-

Andrew Cottom, 
Chair of Audit Committee
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 31 October 2019 at 1.30 pm
Boardroom, Trust Headquarters, Hereford County Hospital

Present: 
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED)
Jon Barnes JB Chief Operating Officer
Cath Davies CD Deputy Director of Quality Governance
Lucy Flanagan LF Director of Nursing
Richard Humphries RH Non-Executive Director (NED)
Jane Ives JI Managing Director
David Mowbray DM Medical Director
Grace Quantock GQ Associate Non-Executive Director – Left during Item 19

In attendance: 
Helen Byard HB Deputy Director of Nursing – For Items 15, 16 and 17
Maxine Chong MC Head of Midwifery – Left partway through Item 8.
Mike Cohn MCo Consultant Obstetrician
Kirstie Gardner KG Specialist Nurse Children In Care – For Item 19
Nicky Goodwin NG Patient Safety & Risk Manager
Sam Harrison SH Care Quality Commission - Observing
Cath Holberry CH Lead Nurse Adult Safeguarding – For Item 18
Val Jones VJ Executive Assistant (for the minutes)
Sarah McAleer SA Deputy Clinical Director, Pharmacy – For Item 14
Raechel Robinson RR Medicines Safety Officer – For Item 14
Caron Shelley CS Named Nurse Safeguarding Children – For Item 18
Rachel Skinner RS Associate Director of Nursing and Quality, CCG
Emma Smith ES Divisional Nurse Director, Surgical Division

CONFIDENTIAL SECTION

QC001/10.19 PREMATURE BABY DEATHS CLUSTER

BUSINESS SECTION 

QC002/10.19 APOLOGIES

Apologies were received from Amanda Edwards, Divisional Lead Nurse, 
Community Division, David Farnsworth, Associate Director, Integrated Care, 
Sarah Holliehead, Divisional Nurse Director, Medical Division, Hamza Katali, 
Associate Medical Director, Clinical Support Division, Sue Moody, Divisional 
Professional Lead, Integrated Care Division, Tony McConkey, Professional Lead, 
Clinical Support Division, Neeraj Prasad, Associate Medical Director and Helen 
Price, Deputy Head of Midwifery.

QC003/10.19 QUORUM

The meeting was quorate. 

QC004/10.19 DECLARATIONS OF INTEREST

There were no new declarations of interest. 

1/14 110/139



QC005/10.19 MINUTES OF THE MEETING HELD 28 SEPTEMBER 2019

Resolved – that the minutes of the meeting held on 28 September 2019 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 

QC006/10.19 MATTERS ARISING AND ACTION LOG

(a) QC007/09.19 – Divisional Report – Clinical Support – (D) – Revd 
Hargraves (Chair and NED) was not completely satisfied with the 
response regarding the Trust claiming compensation for the loss of drugs 
in the recent incident in Pharmacy and would discuss again with the 
Director of Finance & Information. 

(b) QC014/08.19 – Quarterly Incident & Serious Incident Report – The Patient 
Safety & Risk Manager provided an update on the meeting held with key 
staff from the Emergency Department (ED). 

(c) QC013/09.19 – CQUINS Progress Report Q1 – (B) – The Associate 
Director of Nursing and Quality, CCG advised that benchmarking was 
available from other Trusts and would feed this information back to the 
Clinical Quality Improvement & CQUIN Manager. 

(d) CQ013/09.19 -CQUINS Progress Report Q1 – (C) – The Director of 
Nursing (DON) advised that there had been numerous discussions 
around the reasons behind the Trust being unable to complete CQUIN 
NC3a. There is scope to show improvement in the Acute for Q3 and Q4. 
It was agreed to close this action. 

CH

Resolved – that:

(A) The Action Log be received and noted. 

(B) Revd Hargraves (Chair of the Quality Committee and NED) would 
discuss again with the Director of Finance & Information around 
claiming compensation for the loss of drugs in the recent incident in 
Pharmacy. 

CH

CONFIDENTIAL SECTION

QC007/10.19 SERIOUS INCIDENT REPORT

QC008/10.19 CONFIDENTIAL NEVER EVENT WORKSHOP OUTPUTS

BUSINESS SECTION

QC009/10.19 ASSURANCE VISITS

The PSRM presented the Assurance Visits Report and the following key points 
were noted: 

 The Peer Visit undertaken from the Foundation Group staff was included 
within the report with Arrow, Redbrook and Wye Wards visited. This 
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entailed covering areas such as engagement of staff and ensuring that 
they felt listened to, what they are proud of and what challenges they are 
feeling and revisiting issues around Serious Incidents. The findings from 
this visit have been disseminated to the Divisions.

 The DON advised that the Peer Review was a formal review which 
George Eliot Hospital NHS Trust, South Warwickshire NHS Foundation 
Trust (SWFT) and our Commissioners were asked to undertake as part 
of our preparation for the Care Quality Commission and was positively 
received by staff. The paperwork that was used for the review was lengthy 
and may need to be revised for future reviews. 

 The DON noted that the Patient Safety Visits were not prescribed with a 
specific remit but for these visits to be used to best effect to enable staff 
to review key areas and issues and to be provided with the opportunity to 
talk about what they are proud of, what keeps them awake at night and 
where they may need support. An update on these assurance visits will 
be provided on a monthly basis to the Committee. Revd Hargraves (Chair 
and NED) advised that a quick review of key issues and complaints for 
the area(s) that were to be visited would be useful to provide an overview 
for the NEDs attending these visits. 

 The main issues found included unlocked notes trolleys, patient notes left 
out unattended and computer screens not locked. The DON felt that the 
issues around notes were being resolved with the need to tackle the issue 
of unlocked screens. The Managing Director felt that this needed to be 
tackled in a technological way to make if easier for staff to log on/off the 
computers. The Deputy Director of Quality Governance (DDQG) advised 
that some simple changes could be made to improve compliance such as 
small card reminders to staff to lock their screens in areas. 

Resolved – that the Assurance Visits Report was received and noted. 

QC010/10.19 MORTALITY REPORT

The Medical Director presented the Mortality Report and the following key points 
were noted: 

 There had been a small rise in mortality rates which needed to be kept 
under review. The national figures just received show a rise in our SHMI 
from 101 to 103. There was a question over whether this rise related to 
issues around palliative care coding. 

 The vast majority of the mortality groups are below 100. The main concern 
for the Medical Director was fractured neck of femur with a significant 
increase in deaths in this area. SWFT had been asked to lead a review of 
our pathway to see if any changes needed to be made. One of the issues 
may be due to access to theatres although the recently appointed 
Orthogeriatrician has made a significant improvement in this area. 
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 Each year, around forty people commit suicide. If this was a disease, this 
area would be under review. The Herefordshire Mortality Group are now 
discussing this and who owns this area. Numbers are now starting to be 
tracked through the Mortality Committee with the Medical Director 
meeting with the Coroner to discuss how we can learn from these deaths.

 Revd Hargraves (Chair and NED) noted the importance of undertaking 
our responsibilities with regards to how we deal with suicides and our 
pathways. The Medical Director advised that this area had just started to 
be reported on and was in the early stages as well as looking at repeated 
suicide attempts and self-harm. A risk assessment is undertaken for ED 
attendances and the Medical Director was impressed with the process in 
place around how these high-risk patients are managed. 

 Mrs Quantock (ANED) queried whether these numbers included children 
and young people as well as adults. The Medical Director advised that all 
deaths were classed as suicides but felt that this number may be 
underreported as there was a stigma associated to this. He hoped that 
the meeting with the Coroner may enable discussion around being able 
to provide a breakdown of the different areas of suicides including ages. 
The DND, Surgical Division advised that there was a clear process and 
action plan in place to review any child deaths.

 The Managing Director felt reassured that the crude mortality rate was not 
increasing and therefore that the issue could be related to coding this 
time. The Medical Director advised that there was a very responsive 
system now in place with an average death rate being seen for the Trust 
and no spikes in crude mortality which was positive. There has been a 
drop in the number of expected deaths for this period which has caused 
this increase. 

 Revd Hargraves (Chair and NED) noted the national bowel cancer 
concerns and the draft report undertaken and queried whether a summary 
report would be presented to the Committee. The Medical Director 
advised that there was an issue in this area which the Care Quality 
Commission alerted us to, and the report would be presented to a future 
meeting. The Trust now uses the same methodology which the Care 
Quality Commission uses to produce these monthly figures. The regional 
average figure was 18%, Wye Valley Trust was at 33%, recalculated at 
28% but we were still an outlier. External validation of these figures was 
being undertaken. 

 Mr Humphries (NED) questioned whether just reviewing an area just as 
this, automatically had an improving effect, noting that this was a strong 
learning curve for the Trust. The Medical Director confirmed that this was 
the case. 

Resolved – that the Mortality Report be received and noted. 
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QC011/10.19 CLINICAL AUDIT AND QUALITY IMPROVEMENT UPDATE

The Medical Director presented the Clinical Audit and Quality Improvement 
Update and the following key points were noted: 

 The DON and Medical Director will be attending Clinical Audit and 
Effectiveness Committee to review the audits currently underway and 
reprioritising if it is felt that there are too many to complete. The DON 
noted that two years ago the Audit Programme had 469 audits, this was 
now down to 231. 

 The Trust had been rated as a Band B for our Sentinel Stroke National 
Audit Programme score which was very positive considering our long-
standing performance issues and presumed this was due to this 
measuring a number of different areas. The Chief Operating Officer 
confirmed that quality interventions were measured. Time-frames from 
the Information Board were used which includes far more detailed 
information. Our issues were around timeliness and robustness of the 
service rather than the outcome. 

 Mr Humphries (NED) felt that a way of sharing this positive outcome was 
needed. The Medical Director advised that the Trust for the first time, 
would have a 24-hour Consultant monitored thrombolysis service in place 
from 5.00 pm commencing on Friday 1 November. The Managing Director 
noted that this was the highest risk to the Trust. 

 Revd Hargraves (Chair and NED) noted the importance of ensuring that 
the recommendations from the NCEPOD reports produced were reviewed 
and actioned if appropriate to the Trust. The Medical Director agreed with 
this statement. Revd Hargraves (Chair and NED) felt it was positive that 
Junior Doctors were getting involved in this process and highlighted that 
other Trusts presented an audit prize for Junior Doctors. The Medical 
Director advised that the Trust used to have an event where this work was 
highlighted. Revd Hargraves (Chair and NED) suggested thinking about 
restarting this with perhaps sponsorship to support this event. 

 The Managing Director asked whether there was confidence around 
getting the red rated audits back on track. The Medical Director could not 
provide assurance around this as the issue was that the majority of Royal 
Colleges stated that specific audits had to be undertaken but did not 
provide additional resources. The Managing Director queried if an audit 
was mandated whether the Trust were able to refuse to undertake it due 
to limited resources. In response to a question from Revd Hargraves 
(Chair and NED), the Medical Director advised that to review case notes 
and forms required clinically qualified staff, which volunteers were unlikely 
to be able to undertake but it was agreed that there may be retired nurses 
who might be interested. 

 The DON advised that national audit compliance was now part of the 
Finance & Performance Committee reporting which ensures that 
Divisional management level are sighted on these audits. 

Resolved: that the Clinical Audit and Quality Improvement Update be 
received and noted. 
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QC012/10.19 VTE UPDATE

The Medical Director presented the VTE Update and the following key points 
were noted: 

 The report provided assurance that the Trust is getting back on track with 
regards the hospital acquired thrombosis process and are improving in 
this area. The team had put in a huge amount of effort to reduce the 
backlog. The Mortality Project Manager is trying to find an automated 
system which would prevent such occurrences occurring in the future. 
This was currently a totally manual process. Revd Hargraves (NED) 
highlighted that VTE was one of our Quality Priorities this year with a deep 
dive being presented to the next Board of Directors meeting. 

 The Medical Director has asked for a review to be undertaken on missed 
doses as it was thought this could be a theme. 

 The Medical Director assured the Committee that this area was being kept 
under review with the introduction of E-prescribing next year enabling the 
process to become more efficient. 

Resolved: that the VTE Update be received and noted. 

QC013/10.19 QUALITY INDICATORS REPORT

The DON presented the Quality Indicators Report and the following key points 
were noted:

 The report included just the indicators and an overarching opinion rather 
than a full narrative. 

 SCBU are promoting Stoptober in regards to the Maternity Priority - 
Smoke free homes and pregnancies. Monitoring of CO2 for families with 
small babies to try to prevent future small babies is also continuing. The 
DON confirmed that carbon monoxide monitoring does occur and is 
discussing with the Informatics Team on how to extract this information to 
include within the report. 

 A revised approach to MRSA screening has been introduced which brings 
us in line with national guidance. From the recent audit undertaken, we 
are at 96% compliance. 

 Influenza – We are mirroring the national picture in that our demand for 
the vaccine is outstripping the availability.  

 PLACE – The approach to this changed this year. All the Community 
Hospitals visits have been conducted with the remaining Acute visits 
almost completed. The results will not be received until early next year. 
Infection Prevention are running the “clean between” campaign to ensure 
medical equipment is cleaned between each use. 

 Patient Experience – The response time to complaints within twenty five 
days needs to improve. 
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 Mixed Sex Breaches – The national guidance has been revised, although 
there are no major changes for the Trust. The main change is the 
definition of a justified or unjustified breach, which needs to be agreed 
with our Commissioners. There is regional discussion around 
Assessment Areas and whether a patient waiting for a bed in a mixed sex 
area is a justified breach. 

 Avoidable deaths – The number of sepsis care bundles has been reduced 
from six to five. 

 National Cardiac Audit – The Trust had a survival rate of 35% compared 
to the nation of 19% which was very positive. 

Resolved: that the Quality Indicators Report was received and noted.

QC014/10.19 SERIOUS INCIDENT POLICY

QC015/10.19 MEDICINES MANAGEMENT

The Deputy Clinical Director (DCD), Pharmacy presented the Medicines 
Management Report and the following key points were noted:

 The DCD, Pharmacy advised of the difficulties of having the Medicines 
Safety Officer and two Technician’s vacancies. Some of the dashboards 
indicators are red due to this. Adverts were out for the Technician Support 
posts and the Medicines Safety Officer will be in post from December. 

 Revd Hargraves (Chair and NED) queried where the concerns were 
regarding the red KPIs on the dashboard. The DCD, Pharmacy advised 
that her main concern was medicines reconciliation, with a Policy just 
reissued. There were five locum Pharmacists supporting but were not able 
to assist with moving Policies forward and recruiting new Pharmacists into 
post. This will take between three to six months to improve with only three 
staff carrying out all the support and training in the department. 

 The Summary Care Record Access for all Admissions was at 84% against 
a Trust target of 75% which was very positive. This was not accessible 
currently for all Welsh patients but working towards getting a process in 
place. There is currently a paper based system in place which will become 
electronic once E-Prescribing is in place. Ideally automatic access to the 
Patient Summary Care Record would be available but currently we have 
to ask patients permission to access. The Managing Director noted that 
with EMIS we are assuming implied consent which will improve this 
process. 

 IV Therapy Training was also of concern at 61.15% against a target of 
90%. Divisions had been offered support but there are difficulties in 
releasing staff for training. The DND for Surgical and Medical have 
committed to a 10% increase month on month in this area. The plan was 
to try and arrange all day training to improve compliance. The DON 
advised that this was “best practice” and therefore an individual can 
continued in practice even if their training has lapsed. 
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 Medication Errors – administration errors account for about half with 
prescription errors about 20%. Insulin safety was being highlighted in a 
number of areas. 

 Controlled drug compliance has improved and the Medicines Storage 
audit has gone to the Clinical Effectiveness and Audit Committee (CEAC). 
Difficulties arise if Divisions are not represented at meetings. 

 Storage of Tramadol is being kept in CD cupboards but no restrictions. 
This may cause difficulties in accessing pain relief for patients. The DON 
advised that this issue had been discussed at the CEAC and the Trust are 
not an outlier but given recent incidents, it was felt that more stringent 
controls were required. 

Resolved: that the Medicines Management Report be received and noted. 

QC016/10.19 ESTABLISHMENT REVIEW

The Deputy DON presented the Establishment Review Report and the following 
key points were noted: 

 An Establishment Review of inpatient areas was undertaken in February. 
A further audit period was required in June for a number of areas primarily 
due to the ward reconfiguration. Following these two audits, a number of 
adjustments had been made in the wards to adjust where staffing 
establishments did not match acuity and dependency information.  

 The staffing tool used is not suitable for the Macmillan Renton Unit or the 
ED with the detail included in the report on how these areas were 
reviewed. 

 Mr Humphries (NED) questioned if other non-nursing groups of staff are 
being reviewed. The Deputy DON advised that Theatres are about to 
launch a complete review of their workforce including nursing roles in 
conjunction with a capacity review. Outpatients undertook a similar review 
a few years ago of their nursing requirements which is due to be repeated 
in 2020. 

 Mr Humphries (NED) did not recall AHP roles being reviewed. The DON 
confirmed that this had not occurred but would be more visible as the 
Trust had been mandated to do this though the Workforce Safeguards. 
The Trust are not an outlier for the remaining areas which also do not 
have tools to undertake a review. 

 The Managing Director felt that the funding for ED was segmented with 
funding for each area rather than as a whole. A review of the finances 
received over the past few years would be useful.
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 The Managing Director highlighted that the report included a plan for ITU 
staffing but noted that generally there are not six ITU patients, rather a 
mix of patients, therefore a different staffing requirement is needed and 
does not reflect our acuity. The DND, Surgical Division advised that 
numbers were based on one nurse per patient plus one additional nurse 
and therefore given the review the establishment would not need to be 
adjusted for the two additional HDU beds. 

Resolved: that the Establishment Review Report was received and noted.

QC017/10.19 SAFER STAFFING REPORT

The Deputy DON presented the Safer Staffing Report and the following key points 
were noted: 

 The CHPPD data for the August return has no exceptions.  

 The Trust benchmarks well with our fill rates being well within the 
expected range. A significant review of the nurse staffing escalation 
process has been undertaken which will show some adjustments to the 
fill rate as more recent data is produced around how we make decisions 
for additional staff. 

 Nursing Dashboard - There was an increased number of falls in August 
with more staff needed for enhanced care during this period. 

 The DON confirmed that the September data has been produced and 
validated with fill rates aligning much more to 100% rather than above this 
now, evidence that our Senior Nurses are challenging and making 
appropriate choices. 

 Mr Humphries (NED) commended the Trust on their international nursing 
recruitment. The DON advised that more detailed information around this 
was included in the Quality Performance Report. This recruitment along 
with greater scrutiny at ward level had reduced the WTE reliance on 
agency from 90 to 65 for last few weeks. 

 The Medical Director advised that overseas nurses were discussed on the 
Patient Safety Review with very positive feedback given. Staff 
undertaking the orientation process found this very in-depth and helpful.

 The DON had arranged for an hour each month on the OCE and 
Preceptorship Programme to discuss areas to highlight. 

Resolved: that the Safer Staffing Report was received and noted. 
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QC018/10.19 PATIENT EXPERIENCE REPORT Q2

The Deputy DON presented the Patient Experience Report Q2 Report and the 
following key points were noted:

 The average number of new complaints each month was twenty five 
which had been fairly static for a period of time. Concerns continue to rise, 
with the difficulties of pulling this together and presenting this information 
noted. There was also difficulty with completing response times within the 
timeframe and how we support the Divisions in relation to this. 

 The Trust received some positive feedback following the Healthwatch 
“enter and view” visits of the Outpatient departments.

 Information regarding interpreting services was included within the report. 

 Patient Story – More work is being carried out around accessible 
information standards following a concern raised by a patient. Further 
information will be included within Q3 report. 

 The Volunteer Engagement Event on 25 July brought together existing 
and new volunteer recruits together. The plan is for the first Dementia 
Patient Companions to be fully trained and in place by the end of the year. 

 Mrs Quantock (ANED) queried if Welsh was included within the options 
for the Interpreting Service. The Deputy DON advised that a breakdown 
of requests was included within the report and Welsh had not been 
requested via this service. Mrs Quantock (ANED) raised the issue of 
patients trying to describe symptoms in their second language and 
highlighted cases of patients with dementia speaking in Welsh not being 
recognised. 

 The Managing Director advised that the post for chasing overseas 
patients to ensure that we recharge where appropriate had been 
appointed. 

 Mr Humphries (NED) noted that there had been a sharp fall off in the 
number of compliments with the ratio between these and complaints a 
useful gauge. The DDQG noted that the process was manual with areas 
possibly busier and not passing information on. 

 Revd Hargraves (Chair and NED) queried how many of the red complaints 
and Ombudsman complaints were Serious Incidents. The PSRM advised 
that records can be linked and aligned each week and are discussed in 
Divisional Meetings. Revd Hargraves (Chair and NED) advised that it 
would be useful to include this information in the report if possible. 

 The DON advised that the Cancer Survey results were positive for the 
Trust. This along with the ED Survey would be presented to the next 
Committee meeting. 

Resolved: that the Patient Experience Report Q2 Report was received and 
noted. 
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QC019/10.19 SAFEGUARDING CHILDREN Q2 REPORT

The Named Nurse Safeguarding Children (NNSC) presented the Safeguarding 
Childrens Q2 Report and the following key points were noted: 

 There were no issues around staff availability to attend Child Protection 
conferences or in relation to the child protection processes. 

 Previously there had been concern around the number of children on a 
Child Protection Plan. This number should be around 160 and had been 
around 100; this had now increased to 154. 

 Domestic Abuse – There are no areas of concern. The number of higher 
levels of escalation are low, with numbers variable each month. 

 Training is positive with Level 1 remaining above the Trust target at 95%, 
and Level 2 at 92%. A review of developing a Level 3 training strategy 
was being undertaken. This was a passport type system which gives more 
flexibility and ownership to the practitioner. 

 Supervision targets for Health Visitors and School Nurses are increasing. 
There is only one LADO case currently ongoing. 

 CP-IS was launched in the Trust in December 2018 ahead of 
requirements. 

 An update was provided on the Serious Case Reports with detail included 
within the report. The Medical Director noted that not all learning would 
come through the CDOP process for these cases. The NNSC advised that 
there are two levels of plan with actions reported and overseen at the 
Safeguarding Overarching Committee. The DON noted that any training 
needs are adjusted following these actions if required.  

 The Managing Director asked if there are any areas not functioning well. 
The NNSC did not have any areas of concern with training progressing 
well. 

 In response to a question raised from the Managing Director, the NNSC 
advised that the Trust are informed by the police of any domestic abuse 
notification when any safeguarding children in the family is involved. The 
Managing Director queried how the Trust responded regarding children in 
this circumstance. The NNSC advised that the Lead Practitioner as well 
as other organisations are involved with various options to support these 
children. 

Resolved: that the Safeguarding Childrens Q2 Report was received and 
noted.
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QC020/10.19 SAFEGUARDING ADULTS Q2 REPORT

The Lead Nurse Adult Safeguarding (LNAS) presented the Safeguarding Adults 
Q2 Report and the following key points were noted:

 Eighty three safeguarding referrals have been received during Q2. Two 
potential Position of Trust concerns were reported and are currently being 
investigated. 

 There were three safeguarding concerns received about care at the Trust. 
Not all concerns raised are appropriate for review via the safeguarding 
process and are passed to follow the most applicable route. 

 Progression the Domestic Homicide Reviews and Safeguarding Reviews 
(SAR) are being monitored via the weekly Executive Overview Panel. 

 Two SARs are ongoing from Q4 in the last financial year. A Practice 
Learning Review for SAR 2 took place in August 2019. A third case was 
discussed at the Joint Case Review Panel in June 2019 and it was agreed 
that a SAR would be commissioned. Further detail on these areas was 
included within the report. 

 The Police and Crime Commissioners have given money to the Women’s 
Aid for an IDVA in the hospital for a two year post. The post holder has 
already made a difference in the Trust and will provide support in the ED. 
Staff are being encouraged to refer appropriate patients to enable a case 
for this post to be extended. The Medical Director questioned if this post 
also covered the wards. The LNAS confirmed that they are. 

 Deprivation of Liberty Safeguards (DOLS) will be changing to Liberty 
Protection Safeguards in October 2020. The Trust’s role in this change is 
not yet fully known. 

 Safeguarding training figures have dropped. E-learning for DOLS is being 
reviewed which can be put into place quickly and will complement the one 
day study day being held monthly. 

 Prevent Level 3 training is nearly at 90%. Nationally this is at 85%. 

 Mr Humphries (NED) queried if of the eighty three safeguarding referrals, 
just three related to the Trust. The LNAS confirmed that this was the case. 

Resolved: that the Safeguarding Adults Q2 Report was received and noted.

QC021/10.19 LOOKED AFTER CHILDREN ANNUAL REPORT/QUARTERLY REPORT

The Specialist Nurse Children In Care (SNCC) presented the Looked After 
Children Annual Report/Quarterly Report and the following key points were 
noted: 

 The DON advised the background for the delay in producing the Annual 
Report and Q1 and Q2 reports due to the fragility of the team previously. 
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 There are 355 children in care, with Herefordshire having a higher than 
the national average number of children under 18 in the population. 

 The number of unaccompanied asylum seekers has reduced this year to 
two. 

 Fifty nine children in care were placed out of County last year. This 
number is increasing due to safety concerns. 

 A total of 115 Initial Health Assessments (IHA) were completed for 
Herefordshire children with a compliance of 63% being within the statutory 
time frame of twenty working days, an improvement on the previous year. 
All children received an IHA except for two who refused to attend, which 
is extremely low. 

 Herefordshire Children in Care Nurses completed 297 Review Health 
Assessments (RHA). An additional fifty seven RHAs were completed for 
children and young people placed into Herefordshire by other Local 
Authorities. Further detail was included within the report. 

 Compliance is measured at the time of each RHA and will include catch 
up programmes for children who are missing immunisations. IHA is at 
77% and RHA at 94% compliance with the KPI. 

 Compliance with the Dental KPI continues to be a challenge with the IHA 
at 55% and RHA at 85% compliance with the KPI. 

 The responsibility of completing the Strength and Difficulties 
Questionnaires lies with the Local Authority. However, the Herefordshire 
Children in Care Team are unique in that they coordinate the completion 
of these questionnaires. More detail is included within the report. 

 Corporate Parenting Panel – The SNCC attends these meetings. 
Corporate Parenting is a collective responsibility of the Local Authority, 
elected members, employees and partner agencies to provide the best 
possible care and safeguarding for all children in care. More detail is 
included within the report. 

 Two Band 6 nurses are starting in post in November which will improve 
the stability of the service and bringing staffing in line with numbers of 
children in care following successful additional funding negotiations with 
the Clinical Commissioning Group. 

 Mr Humphries (NED) raised the deteriorating IHA performance with only 
just over half the children receiving their assessment and questioned what 
options were being reviewed. The SNCC advised that these assessments 
need to be completed by a Community Paediatrician with a number of 
measures put into place. The timescales are being met but cannot be 
completed without medical consent. This was being escalated to the Head 
of Service. The Medical Director advised that a Staff Grade in Paediatrics 
had been recruited. Mr Humphries (NED) queried if additional capacity 
could be obtained. The DND, Surgical Division advised that a Locum 
Doctor was undertaking these assessments. The DON noted that this 
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issue was discussed at least two mutli-team meetings. All agencies are 
sighted on this with no obvious solution apart from recruitment. 

 Revd Hargraves (Chair and NED) confirmed that the Annual Report could 
be presented to the Board of Directors for information. 

Resolved:  that the Looked After Children Annual Report/Quarterly Report 
be received and noted. 

QC022/10.19 RESEARCH AND DEVELOPMENT REPORT

The Medical Director presented the Research and Development Report and the 
following key points were noted: 

 As the Trust is not recruiting to commercial studies, not as much finance 
is being brought in as could be. The Research and Development activity 
remains well managed and safe.

 Year to date, 82% of studies closing have been completed successfully. 

 There will be a 5% reduction in finances received next year. 

 Revd Hargraves (Chair and NED) felt that the report was encouraging and 
asked whether honorary consultant appointments were being offered to 
enable more involvement in research. 

 Revd Hargraves (Chair and NED) noted that none of the feedback 
suggested previously from the Committee had been included within the 
report. The Managing Director advised that it was for the teams and 
specialties to provide this information. 

Resolved: that the Research and Development Report was received and 
noted. 

QC023/10.19 ANY OTHER BUSINESS

Revd Hargraves (Chair and NED) advised that the December Quality Committee 
meeting will still go ahead despite this being the last day of the Well Led 
Inspection. 

Resolved: that the Any Other Business was received and noted. 

QC024/10.19 DATE OF NEXT MEETING

The next meeting was due to be held on 28 November 2019 at 1.30 pm in the 
Boardroom, Trust Headquarters, Hereford County Hospital. 
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WYE VALLEY NHS TRUST
Minutes of the Audit Committee

Held on Thursday 19th September at 10.00 am
Boardroom, Trust Headquarters, Hereford County Hospital

Present:

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED)
Frank Myers, MBE FM Non-Executive Director (NED)

In attendance:
Clive Andrews CA Associate Director of Finance 
Mark Coton MC RSM Risk Assurance Services LLP
Alan Dawson AD Director of Strategy and Planning 
Christobel Hargraves CH Non-Executive Director (NED)
Erica Hermon EH Associate Director of Corporate Governance/Company Secretary
Asam Hussain AH RSM Risk Assurance Services LLP
David Mowbray DM Medical Director (for Item 6.1.5)
Rebecca Rhodes RR CPIP Manager (for Item 6.1.5)
Louise Robinson LR Executive Assistant (for the minutes)
Howard Oddy HO Director of Finance & Information 
Sarah Pahal SP Head of Procurement (for Item 6.1.2 and 6.1.3)
Bradley Vaughan BV RSM Risk Assurance Services LLP
Katie Whybray KW Grant Thornton UK LLP – External Auditor 

Minute Action
AC001/09.19 Apologies for Absence

Apologies were received from Sophie Coster, RSM Risk Assurance Services LLP, 
Mike Gennard, RSM Risk Assurance Services LLP and Nicola Twigg, Associate 
NED.  
  

AC002/09.19 Quorum

The meeting was quorate.

AC003/09.19 Declarations of Interest

There were no declarations of interest declared.  

AC004/09.19 Minutes of the meeting held on 20th June 2019

Resolved – that the minutes of the meeting held on 20th June 2019 be 
confirmed as an accurate record of the meeting and signed by the Chair.

Rev Hargraves, NED, noted that she had only been present for one item, Quality 
Priorities during this meeting.  Otherwise the minute in relation to Quality Priorities 
was affirmed, in particular that the Board of Directors should receive assurance 
regarding their delivery at every meeting together with one deep dives into one 
priority each month.
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AC005/09.19 Matters Arising and Actions Update

AC006/03.19 – Audit Committee Self-Assessment – The governance structure 
would be discussed at Trust Management Board on 20th September 2019.  The 
quality structure had been agreed at the last Board of Directors.  The Associate 
Director of Corporate Governance/Company Secretary (ADCG) confirmed that the 
new structure was assuring the process from ward to Board and once the structure 
was agreed it would allow policy mapping.  After discussion at Trust Management 
Board, the structure would be taken through Board of Directors for final approval.  
Action:  CLOSED. 

AC008/03.19 – Management Action Tracking - Procurement – In July 2019, the 
three Boards (WVT, GEH and SWFT) met and one of the outcomes was to 
investigate the possibility of a shared service across the group.  The Director of 
Finance and Information (DFI) had met with the three Programme leads.  The Chief 
Executive had suggested that the shared service should be pursued prior to 
completing the strategy.  It was expected that this work would take 3-6 months and 
at this point the Group Procurement Strategy would be completed.  

Mr Myers, NED, questioned what exactly would be shared.  The DFI replied that 
this was still to be agreed but confirmed that there would be group purchasing 
power with one management structure but with staff in situ in all Trusts.

Mr Myers, NED, asked how a shared service would differ from NHS Procurement.  
The DFI explained that there were many different models including merger, and 
outsourcing.  Currently Wye Valley had a small team with limited procurement 
expertise so a shared service would allow for expanded knowledge and expertise 
across the 3 Trusts.  Action:  CLOSED.    

AC011/03.19 – CEA Awards Board Workshop presentation – The ADCG noted 
that this was on the forward plan for presentation.  Action:  CLOSED.

AC006/06.19 – Medical Devices Feasibility Report.  Action:  On Agenda 

AC007/06.19 – Audit Committee Terms of Reference.  Action:  On Agenda.

AC008/06.19 – Review of Declarations of Interest – the ADCG was assured that 
the right people/posts that were involved in the decision making process were 
included in the declarations process.  It was noted that since the declarations had 
moved online, there had been an increase in the number received.  There was a 
new round of declarations pending and staff would be sent a new link to complete 
the declaration.  

Mr Myers, NED, questioned if there was a way of identifying who was looking at 
the new policy.  The ADCG confirmed that the new policy would be communicated 
to staff in Trust Talk to aid awareness.  It was further noted that policies were used 
at the point of need rather than each day.  Action:  CLOSED.

Resolved – that:

(A) The Action Update be received and noted.
(B) The Action log to be updated as agreed.  
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AC006/09.19 Feasibility Statement for Medical Devices Strategy (4.1)

The Director of Strategy and Planning (DSP) provided a summary of the current 
position and the paper was taken as read.  The following key points were noted:-

 It was confirmed that it would be feasible to provide the strategy to Trust 
Management Board for approval by the end of the year.  

 It was important to ensure a full and robust list of all devices in one place 
and include all items under the Managed Equipment Service to 
investigate whether there could be some consolidation of contracts 

 Tracking and monitoring of devices would be a group view (WVT, SWFT 
and GEH) and any strategy would include workforce, procurement and 
finance.  

 Mr Myers reiterated that a full audit of the equipment did need to be the 
first port of call as it was not possible to have a strategy or a maintenance 
regime if the Trust was not clear where all the equipment was located.  

Resolved – that the Medical Devices Report be received and noted; and that 
the Audit Committee would look to ensure timetables were met for 
production of the strategy.

GOVERANCE

AC007/09.19 Third Party Assurance (5.1)

The DFI presented the documents for assurance and the following key points were 
noted:-

 It was noted that this was the first report of this nature providing assurances 
of 3rd party suppliers

 It was noted that on review, Sodexo had provided sufficient information to 
gain assurance regarding their overall business strength albeit, local 
information was limited. .  

 The Auditors had felt that this was a useful exercise and it was agreed that 
this would be continued with IMS and Hoople for the meeting in December 
2019.

 It was agreed that the PFI Partnership Board minutes should be used as 
part of the assurance process as this was a meeting of all high level 
partners from each organisation.  

Action:  IMS and Hoople Third Party Assurances to the December 2019 
Committee.

HO

Resolved – that the Third Party Assurance Reports be received and noted. 
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INTERNAL AUDIT (6) 

AC008/09.19 Progress Report (6.1)

The Committee Chair noted that there had been a number of negative rated reports 
and how the Trust responded to these reports would be key to our audit evaluation 
long term.  Internal Audit was clear that if the Trust reacted well and put mitigations 
and practice changes in place that this would not affect its audit rating as it was 
the improvement that was of importance.  Audit is a tool to lead to improvement.  

Internal Audit was pleased that the Trust had established a robust action planning 
process.  The Hutted Ward report would be presented to Audit Committee at the 
next meeting.    

Internal Audit presented the Progress Report which was taken as read and the 
following key points were noted: 

Sickness Absence (6.1.1)
 There were some positives with consistent line management and good 

guidance had been identified.  Sickness absence was reported regularly 
with a downward trend, however, this was getting close to target.  

 Record keeping was raised as a concern with no evidence on 87 cases of 
return to work interviews and self-certification.  It was felt that the ESR 
system could be modified to ensure mandatory fields providing compliance 
and assurance.  

 18 members of staff had fallen into the category for requiring occupational 
health referral as per policy and had not been referred.  

 15 members of staff had hit triggers requiring a meeting to discuss the 
position and there was no evidence of any action having taken place.  

 Internal Audit confirmed that the audit results had been discussed with the 
Director of HR and OD.  

 Mr Myers, NED, felt strongly that staff should not receive sick pay if the 
paperwork was not done and policy was not applied.  

 The DFI expressed concern that the position was worse than expected with 
policy not being applied.  It appeared that the policy was good but was not 
being sanctioned.  

 It was questioned whether the Director of HR and OD had responded to 
the report.  Internal Audit confirmed that there was a clear implementation 
plan with timescales.  The policy itself was good it was its compliance that 
was poor.  

 Mr Myers, NED, was clear that bad behaviour could not be tolerated.
 Internal Audit confirmed that the Director of HR and OD was undertaking 

workshops with managers to ensure staff were clear of their responsibilities 
in applying the policy.

 Rev Hargraves, NED, had not been surprised by the results and had felt 
for some time that the Trust did not seem to have a robust process in place.
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 The ADCG was clear that the Trust had poor workflows with duplicated 
forms and electronic forms being done for the same job making things 
difficult and laborious.  Implementation of electronic only and easy solutions 
was required.    

Action:  Update from the Director of HR and OD on the implementation and 
action plan, timescales and assurance that the policy was being applied 
across the Trust to be presented to the December 2019 Committee.  

Estates Management – Procurement Practices Deep Dive Review (6.1.2) & 
Procurement Practices – Response (6.1.3)

 Internal audit felt that there were controls within the processes and 
procedures and although it appeared that staff had been taking an easy 
option there was no evidenced behaviour that was felt to be fraudulent on 
investigation.  

 In the use of Chris Hall there had been clear lack of transparency and 
evidence and it appeared that due to familiarity and convenience the 
approval process was being flouted.  There was no evidence that this was 
wasting the Trust’s money or that the work was not well done.  It was clear 
that Mr Hall was convenient and was available when required and although 
it was best practice to test the market, this was clearly not undertaken.  

 It was clear that the processes were not being followed:-
o Jobs were being undertaken and orders raised after the event
o Jobs split into several invoices to avoid additional signatures being 

required
o No list of approved suppliers being held 
o This could open the Trust up to allegations of favouritism.

 The DFI was clear that he had been pleased to receive the information that 
had led to the audit being undertaken but was disappointed that the findings 
were of such concern.  

 The DFI had responded to the concerns immediately and all actions had 
been implemented.  Internal Audit agreed that the DFI had made a very 
swift response to the concerns and had implemented processes that would 
avoid this happening again.  

o A Task and Finish Group had been implemented
o Head of Procurement sign off had been implemented for all orders
o Authorisation of capital orders had been altered and tightened. 

 Rev Hargraves, NED, questioned whether the Trust was sure that Chris 
Hall did not have any relationship with any member of staff as it was 
imperative that the Trust was clear that there was no fraud involved.  
Internal Audit confirmed that the addresses had not been checked against 
all staff addresses and this would be undertaken to provide the final 
assurance to the Audit Committee.  

Action:  Final address check against all staff addresses to be undertaken and 
assurance provided to the Audit Committee in December 2019.

SS

IA
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 The Head of Procurement (HOP) confirmed that no further concerns had 
become apparent during this investigation and the new processes should 
ensure that this would not happen again. 

 The DSP noted that all catering and cleaning had now been brought in-
house so this again added awareness and control for the Trust.  

 The ADCG confirmed that the Standing Financial Instructions and 
Standing Orders were currently being updated and there were a few 
amendments being made around contract procedure rules and dynamic 
purchasing schemes which would allow anyone to join but the due 
diligence would already have been undertaken.  

 Internal Audit was clear that in respect of the 3 floors being painted but 
invoices separately, this could be seen as a possible SFI avoidance but 
they could find no evidence of this.  

 The Committee Chair was clear that although there had been concerns 
raised, significant improvements had been made in respect of this and 
that this had been addressed in an immediate timeframe so this was a 
success as the Trust’s processes were now significantly improved.  

 The DFI was clear that the Head of Estates was now ensuring oversight 
over this area.   

EPR Implementation Phase – Independent Report (6.1.4)
 The project and governance was in place in line with good practice and 

Internal Audit was clear that the suggested recommendations were only 
there to tighten up an already good process.  There were very positive 
improvements from Phase 1.

 Rev Hargraves, NED, expressed concern around the financial strength of 
the company.  The DFI was clear that the Trust were fully aware of the 
position of the company at the point of awarding the contract.

 Mr Myers, NED, suggested that an emergency continuity plan was required 
for implementation should the company go down.  The DFI noted that the 
IMS position had not changed at all since the Trust took out the contract in 
2015, however, it should be noted on the Risk Register which the DFI would 
check.  

Action:  Phase 1 EPR Benefits Report and ongoing programme to be 
presented to the December 2019 Committee.  The Risk Register to be 
checked in relation to the risk of financial failure of IMS. 

Temporary Staffing Usage (6.1.5) 
 The Medical Director (MD), confirmed that it was discovered through the 

Medical Agency Reduction Programme (MARP) that there was no 
implementation of the SOP regarding medical agency.  A new more robust 
process through the Executive Team to ensure scrutiny and control was to 
commence immediately as part of the newly written SOP. 

 With regards to annual leave, this was dependent on each specialty as 
some had a very robust and clear process.  Due to a mandate through 
MARP, concerns around annual leave and cover for specialties will no 
longer be a problem.  

o The MD did note that there were some concerns from a cultural 
perspective but this was being addressed.  

HO 
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 No clarity could be provided on whether the Trust made subsequent 
reviews on locum CV’s to ensure continued competency.  The 
implementation date would be brought forward.  

 

Resolved – that the Progress Report be received and noted. 

AC009/09.19 Recommendation Tracking Report (6.2) 

Internal Audit presented the Recommendation Tracking Report which was taken 
as read.  The following key points were noted:

 Delay in the access policy update due to the member of staff’s sickness.  

Action:  This was not felt to be a reasonable excuse for the delay and it was 
requested that the Chief Operating Officer should provide an explanation of 
why the update had not been done by another staff member. 

 There was evidence that the harm reviews had been undertaken but the 
completion date had been extended further. 

Action:  It was agreed that a change of implementation date could only be 
agreed by express permission of the Audit Committee in future.  

JB

IA

Resolved – that the Recommendation Tracking Report be received and 
noted.

COUNTER FRAUD (7)

AC010/09.19 LCFS Progress Report (7.1)

The progress report was taken as read and the following key points were noted:-

 The ADCG noted that there were two differing scoring systems and 
approaches to the management of risk.  Counter Fraud (CF) agreed that 
the WVT scoring should be the dominant scoring system and it was 
agreed that CF should be invited to the Executive Risk Management 
meetings going forward.

Action:  ADCG to invite CF to the Executive Risk Management meetings. 

 CF noted that the concerns raised with regards to Chris Hall may result 
in a check being undertaken by National Counter Fraud.  

 Concern was raised that CF was not involved in the Audit but it was 
clarified that there would be no need to involve CG unless fraud had been 
identified which it had not. 

 A Fraud Notice had been issued with regards to a scam involving access 
to the ESR system to alert staff to be vigilant.  

 Concern was raised around the process that was in place when a 
member of staff had worked at another Trust whilst off sick prior to 
leaving the NHS employment.  It has been decided that this was not a 
police involvement case.  It was agreed that the Director of HR and OD 
should provide an update on the internal process undertaken when this 
staff member worked whilst off sick and provide assurance that this area 
was being robustly managed.

EH
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Action:  Director of HR and OD to provide assurance on the process for 
dealing with staff who are caught working whilst off sick.

SS

Resolved – that the Counter Fraud Progress Report be received and 
approved.  

AC011/09.19

FINANCIAL FOCUS (8)

Losses and Compensation (8.1)

The Associate Director of Finance presented the report which was taken as read.  

Resolved – that the Losses and Compensation Report be received and noted.

AC012/09.19 Financial Reporting – Update from NHSI Deep Dive (8.2)

The DFI presented an update and the following key points were noted:- 

 A Deep dive from NHSI was undertaken to review whether our reporting 
process and approach was appropriate and helpful.  

 The draft report had been received and it was felt that there had been 
some inaccuracies.  

Action:  NHSI Draft report to be circulated to the members for information.  

 NHSI felt that the 2019/20 forecast was too pessimistic.  The DFI did not 
agree.  

 Rev Hargraves, NED, felt that the Board received a good and 
comprehensive, honest financial overview.  

 External Audit agreed that the Trust provided a very detailed and honest 
financial report which highlighted early concerns.  Based on comparison 
with other Trust’ External Audit did not feel that there were significant area 
of improvements required and that they would formalise this view at the 
next meeting. 


Action:  The Audit Committee requested that External Audit formalise their 
view in relation to financial reporting. 

Resolved – that NHSI Deep Dive Update be circulated; External Audit 
formalise their view on Financial Reporting within the Trust.

HO 

KW

EXTERNAL AUDIT (9)

AC013/09.19 Progress Report (9.1)

External Audit presented the Progress Report and the report was taken as read.   
There were no items to bring to the Committee’s attention.  

Resolved – that the Progress Report be received and noted. 

AC014/09.19 Tendering of Contract (9.2) 

The process and timetable for tendering for External Audit services for the three 
year period commencing 2020/21 was discussed and agreed. 
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Resolved – that the process and timetable for tender of External services 
was agreed.

AC015/09.19 Any Other Business

There was no further business to discuss. 

AC016/09.19 Date of next meeting – 12th December 2019
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Charity Trustee Committee
                                                                                                                                          

19 September 2019, 13:00 to 14:00 THQ Board Room

                                                                  
Present:

Frank Myers, MBE FM Charity Trustee Chair and NED
Glen Burley            GB Chief Executive Officer
Russell Hardy RH Trust Chairman
Lucy Flanagan LF Director of Nursing
Andrew Cottom AC Non-Executive Director (NED)
Christobel Hargraves CH Non-Executive Director (NED)
Howard Oddy HO Director of Finance & Information
Rebecca Gratton RG Associate Non-Executive Director (ANED)
David Mowbray DM Medical Director
Jon Barnes JB Chief Operating Officer

In attendance:

Clive Andrews CA Associate Director of Finance
Alan Dawson AD Director of Strategy and Planning
Katie Farmer KF Fundraiser
Erica Hermon EH Associate Director of Corporate Governance (Minutes)

Meeting minutes

1. Apologies for Absence

Jane Ives, Nicola Twigg, Richard Humphries, Grace Quantock, Sue Smith

I

2. Quorum and Declarations of Interest

The meeting was quorate.  There were no declarations of interest.

3. Minutes of last meeting on 20 June 2019

Item 5g of the finance report.  CH advised that the sentence should be changed to 
"...national requirements, such as saving babies lives and better births, should be a starting 
point when determining spending of excess funds" to better reflect what was said at the 
meeting.

Item J of the fundraising update - CH suggested that the sentence should be amended to 
include "Marks and Spencer" as following "Rev Hargraves (NED) asked if the £4000 from 
Marks and Spencer could go to the children’s gym fund".

Subject to the amendments above, the minutes were approved. 
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4. Matters Arising and Action Log

CT007/06.19 - The Director of Finance & Information hadn't yet determined with the 
Charity Commission what restrictions there were on funding other charities.  That said, the 
Trust's own aim for its charitable funds did state that funds should be used exclusively for 
the Trust's own staff and patients.  He would clarify this position with the Charity 
Commission.

CT005/06.19 - The meeting sought to clarify if the bereavement midwife post was to be 
funded recurrently.  The meeting established that the post would be funded non-recurrently 
for one year and wouldn't be an ongoing commitment for the charitable fund.  Continuation 
of funding would then become a Trust issue to resolve. That said, the post would be 
advertised as a job share permanent substantive position as this would both aid 
recruitment and provide resilience.  In the event that the bereavement midwife post was 
ended, there would be opportunity for the post holder to secure another position in the 
Trust.   

CT009/03.19 - The Chair agreed that the charitable fund self-assessment provided by the 
company secretary should be distributed to the committee.

5. Fundraising Strategy

The aim of the strategy was to provide a general approach to fund raising as a Trust and 
reflected best practice across other trusts.  Included was a SWOT which had influenced the 
suggested approach to fund raising and highlighted areas for improvement.  Importantly, 
the strategy would help ensure that any future fund raising efforts were aligned to the 
strategic objectives and priorities of the Trust.  RH welcomed the strategy, in particular the 
prioritisation.  It was now necessary to communicate the strategy and promote the Trust's 
fundraising.  RH suggested adopting a similar approach to SWFT whose campaign 
"sprinkle a little magic" was visible to both staff and the public on their website, allowed 
donations to be made easily (in 2 'clicks') and encouraged people to get involved.  The 
committee agreed that there was an opportunity to share best practice and utilise the 
knowledge of both SWFT and GEH, acknowledging that WVT lacked specific skills such as 
marketing.  

FM asked that the strategy determine 'what success looks like' providing annual target 
setting and SMART objectives. CH suggested that the strategy needed to be explicit about 
the authority needed for different levels of funding.  It was also agreed that the strategy 
required a supporting policy in which charitable fund delegations were made clear, distinct 
from Trust funds.

ACTION:  AD would establish a group fundraising meeting to share best practice, 
skills and experience to be arranged before the next meeting of the committee.  

ACTION:  AD/KF to update to strategy to reflect the discussions of the committee 
relating to measurements of success against objectives, levels of funding and 
policy provision.
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6. Next Major Fundraising Scheme

Although the Herefordshire Skin Centre business case was not yet complete, it had been 
very well supported and approved in principle by TMB.  JB reiterated the positive impact it 
would have on Trust capacity, freeing up space and consolidating functions as well as 
appealing as a valuable service to the people of Herefordshire, especially the farming 
community.  

Whilst still not complete, the business case in its current format did illustrate the proposed 
outline design of the building etc.   An architect was now being sought to provide more 
detailed design plans to meet the specification, to establish detailed costs and provide a 
concept to use when promoting the fundraising activity and service with the public. 
Although the indicative sums involved were quite large (circa £700K), public fundraising 
wouldn't be used for the full amount as some of the costs related to re-accommodating 
displaced staff from Gaol Street for example.  A bespoke fundraising strategy for the 
Herefordshire Skin Centre was to be produced and larger charities identified who might be 
approached for donations.  

There was (as yet) no timetable.  However, the committee discussed the need to maintain 
momentum and public interest for fundraising.   Although the business case still needed to 
go through Trust process, the charitable trustees confirmed their support of the business 
case as the next large scheme and asked that the initiative be progressed as fast as 
possible to allow early engagement and promotion with the public, capitalising on the 
fundraising interest shown for the born sleeping appeal.    

It was resolved that the committee endorsed the Herefordshire Skin Centre project 
unanimously, giving their support to it receiving charitable funds and bespoke 
fundraising activity. 

7. Fundraising Update

KF had undertaken ongoing fundraising activity with the Cathedral for the national 'wave 
of light' campaign which was due to be launched in October 2019.  

A donation had been made of £16.5K for the Macmillan Renton Unit.  

AD advised that, unfortunately, the plans for a therapy gym had been thwarted due to the 
site owners objecting to any work being done to the building which WVT leased.  
Consequently, the committee agreed that the focus and funding for the gym should be 
diverted to support the Herefordshire Skin Centre.  Given that the therapy gym costs were 
relatively small, AD advised that, in the event that capital was available at the end of the 
year, capital may be provided to take the scheme forward without recourse to charitable 
funds.  
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8. Terms of Reference

Prompted by a question from RH, EH confirmed that the terms of reference had been further 
revised using best practice from other trusts and guidance from the charitable commission.  
HO asked if more details were required about the duties required for fundraising.  However, 
the committee confirmed that the terms of reference provided enough detail of the need to 
oversee fundraising activity without going in to the detail of operational activity.

9. Charitable Funds Accounts (Q1 2019/20)

Leominster and Bromyard community hospital funds had been merged to create an 
Integrated Care fund.  This was considered necessary to align funds to a management 
hierarchy and allow improved flexibility in fund allocation.  This had created a 
proportionately large fund for Integrated Care to establish opportunities and schemes 
(such as telecare) to support. 

CH asked HO to confirm if the funding for a nurse (for cancer for unknown primary) would 
continue given the earlier discussion about not funding posts on a recurrent basis.  HO 
stated that, whilst the broad approach and good practice was not to fund posts on a 
recurrent basis, two posts within the Trust were funded recurrently.  He could not confirm if 
one of the two posts was the nurse mentioned by CH though. 

ACTION: HO to confirm regarding the nurse funding.

10. AOB

 There was no AOB to note

11. Date of Next Meeting 

12th December 
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Acronym

AAU Acute Admissions Unit 
ACS Accountable Care Systems
ACE Active Care for Everyone
AEDB Accident & Emergency Delivery Board
AHP Allied Health Professional 
AKI Acute Kidney Injury
AMU Ambulatory Medical Unit
A&E Accident & Emergency Department
BAF Board Assurance Framework
BGAF Board Governance Assurance Framework
CAMHS Child and Adolescent Mental Health Services
CAS Central Alert System
CAU Clinical Assessment Unit
C. Diff Clostridium Difficile
CCG Clinical Commissioning Group
CPIP Cost Productivity Improvement Plan
CNST Clinical Negligence Scheme for Trusts
COPD Chronic Obstructive Pulmonary Disease
COSHH Control Of Substances Harmful to Health
CQC Care Quality Commission
CQUIN Commissioning for Quality & Innovation
CTP Costing Transformation Programme
DOLS Deprivation of Liberty Safeguards
DCU Day Case Unit
DNA Did Not Attend
DNACPR Do Not Attempt Cardiopulmonary Resuscitation 
DTOC Delayed Transfer Of Care
ECIST Emergency Care Intensive Support Team
ED Emergency Department
EDD Expected Date of Discharge
EDS Electronic Discharge Summary
EPMA Electronic Prescribing & Medication Administration
EPR Electronic Patient Record
ESR Electronic Staff Record
FAU Frailty Assessment Unit
FBC Full Business Case
FOI Freedom of Information
F&F Friends & Family 
FRP Financial Recovery Plan 
FTE Full Time Equivalent
GE George Eliot Hospital 
GMC General Medical Council
HCA Healthcare Assistant
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
IG Information Governance
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IV Intravenous
KPIs Key Performance Indicators
LAC Looked After Children
LAT Looked After Team
LMS Local Maternity System
MCA Mental Capacity Act
MES Managed Equipment Services
MIU Minor Injury Unit
MLU Midwifery Led Unit
MRSA Methicillin-Resistant Staphylococcus Aureus
MSSA Methicillin-Sensitive  Staphylococcus  Aureus
NEWS National Early Warning Scores
NHSCFA NHS Counter Fraud Authority
NHSLA NHS Litigation Authority
NICE National Institute for Health & Clinical Excellence
NIV Non-invasive ventilation
NSI Nurse Sensitive Indicators
OBC Outlined Business Case
OOC Out Of County
OOH Out Of Hours
PALS Patient Advice & Liaison Service
PAS Patient Administration System
PCIP Patient Care Improvement Plan
PFI Private Finance Initiative
PID Project Initiation Document
PLACE Patient Led Assessment of the Care Environment
PHE Public Health England
PROMs Patient Reported Outcome Measures
PTL Patient Tracking List 
QIA Quality Impact Assessment
QIP Quality Improvement Programme
RAG Red, Amber, Green rating
RRR Rapid Responsive Review
RCA Root Cause Analysis
RGN Registered General Nurse
RTT Referral to Treatment
SCBU Special Care Baby Unit
SOP Standard Operating Procedures
SOC Strategic Outline Case
SHMI Summary Hospital Level Mortality Indicator
SI Serious Incident
SIRI Serious Incident Requiring Investigation
SOP Standard Operating Procedure
STF Sustainability and Transformation Funding
STP Sustainability and Transformation Plan
SWFT South Warwickshire NHS Foundation Trust
TMB Trust Management Board
TIA Transient Ischemic Attack
TOR Terms of Reference
TTO To Take Out
TVN Tissue Viability Nurse
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UTI Urinary Tract Infection
WAHT Worcestershire Acute Hospitals NHS Trust
WTE Whole Time Equivalent
WHO World Health Organisation
WVT Wye Valley NHS Trust 
YTD Year To Date
2g 2gether NHS Foundation Trust
#NOF Fractured Neck of Femur
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