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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 4 June 2020 at 1.00 pm
Via Zoom 

Present:

Russell Hardy RH Chairman 
Glen Burley GB Chief Executive – Left after Item 5.2.4
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 
Geoffrey Etule GE Incoming HR Director – Observing 
Jane Hanford JH Head of HR
Erica Hermon EH Associate Director of Corporate Governance
Val Jones VJ Executive Assistant (For the minutes) 
Grace Quantock GQ Associate Non-Executive Director (ANED) 
Nicola Twigg NT Associate Non-Executive Director (ANED) 

The Board of Directors meeting was held using Zoom. Unfortunately this was not able to be recorded 
due to technical difficulties. 

The Chairman welcomed Geoffrey Etule to the meeting, our new HR Director commencing in post from 
1 July. 

Minute Action

BOD01/06.20 Apologies for Absence

Apologies were received from Rebecca Gratton, Associate Non-Executive Director 
and Sue Smith, Director of HR. 

BOD02/06.20 Quorum

The meeting was quorate.

BOD03/06.20 Declarations of Interest

Mr Humphries (NED) advised that he has joined the WHO panel of external advisors 
on Covid-19 and long term care. 
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BOD04/06.20 Minutes of the meeting held on 7 May 2020

Resolved – that the minutes of the meeting held on 7 May 2020 be confirmed as 
an accurate record and signed by the Chairman.

BOD05/06.20 Matters Arising and Action Log

BOD05/05.20 – Matters Arising and Action Log – (B) – The Chief Operating Officer 
(COO) had not yet had the opportunity to discuss with South Warwickshire NHS 
Foundation Trust (SWFT) the use of the Babylon system in their Emergency 
Department. The Chairman advised that this system had been discussed in the 
Foundation Group meeting and will ensure that the work carried out at SWFT is shared 
with the COO. 

Board Workshops had been stood down during Covid-19 but will recommence from 
July. Until Covid-19 stabilises, the Board of Directors will continue to meet digitally 
along with the majority of the subcommittees. 

RH

Resolved – that:

(A) The action log be noted.

(B) The Chairman will ensure that the work carried out at South Warwickshire 
NHS Foundation Trust around the Babylon system is shared with the 
Chief Operating Officer.  

RH

BOD06/06.20 Chief Executive’s Report

The Chief Executive (CEO) presented his report and the following key points were 
noted: 

(a) Restoration and Recovery Planning – The restoration phase is expected to run 
until the end of June and then recovery for the remainder of this financial year. 
A “reset” plan is then expected which will run from April 2021.  

(b) Restoration is around setting up essential services again and running 
effectively. Recovery is about how to return to normal operating within planned 
elective care. This is difficult work putting services back along with ensuring 
learning from the innovation from the last few weeks. 

(c)  More guidance is expected following on from the recovery planning, especially 
around green pathways, which protect patients from Covid-19. The team is 
working very hard on this. We need to be mindful of the risk of fatigue with the 
amount of effort managing these systems. We have been at Level 4 since the 
end of January with a lot of focus on this. We are ensuring there is strategic 
and operational balance whilst trying to return to a new normal. 

(d) Regional, STP and Place Strategy –The majority of activity should be delivered 
in Herefordshire locally with our partner organisations. 

(e) Sharing and Maintaining Innovation – Wye Valley Trust is part of the 
Foundation Group with SWFT and George Eliot Hospital. The CEO linked in 
with other CEOs around how they are coping with Covid-19 and innovations. 
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(f) Covid 19 Testing Strategy – Antibody testing for staff commenced last week 
with capacity for all staff to be tested. We are not able to act on the results but 
studies should provide the evidence to show if someone has Covid immunity 
and how long this lasts for. 

(g) Mr Humphries (NED) noted the PHE report published which highlighted the 
disparity and risks faced by BAME staff. This issue had been raised previously 
and assurance was needed that everything was being done to protect these 
staff. The CEO agreed that there was evidence building around our BAME 
staff. We are ensuring that risk assessments are being carried out for all staff 
raising concerns and making suitable adjustments if required. Some studies 
have been carried out nationally on the use of Vitamin D as a supplement. Staff 
are being supported to review this guidance and if concerned, to contact their 
GP for advice. The staff support over the last few weeks is something that we 
need to continue into the future. The NHS has a very diverse workforce with 
the need to ensure that advice and guidance is available for all. 

(h) Mr Myers (NED) noted the discussion held this morning at the NEDs meeting 
around work across the health service previously taking months or years to 
complete now only taking weeks and the need to try to redevelop the culture 
to enable the system to change in the future with innovations through a 
different approach. The CEO advised that a number of actions were achieved 
through command and control which negated the usual elongated process. Out 
of this, we may need to go through the usual processes but this needs to be 
reviewed to ensure that these are efficient as possible. There may also have 
been a different level of risk taking during this time due to the unique set of 
circumstances. The Chairman noted that this was discussed at last week’s 
Foundation Group meeting and is a major area of focus for the Foundation 
Group. 

(i) Mrs Twigg (ANED) queried if the Trust is looking ahead and understands the 
volumes of the backlog and the scale of this regarding pressures and risks 
going forward. The CEO advised that the challenge was to understand what 
modelling we can apply to this as all parameters have been changed. There 
has been a reduction in demand in the last few weeks but this is starting to 
increase again. There are still some operative risks due to Covid and we need 
to make decisions around whether it is safe to offer some procedures. We are 
part of the regional work regarding modelling. There may also be a second 
wave or peak and we are trying to model against all of these possibilities. The 
Chairman advised that there was clearly a case of going through a process of 
recovery and restoration with some loss to bed volume and productivity in the 
short term. It will take a considerable amount of time for the NHS to fully 
recover from this pandemic and get back to the waiting times pre Covid. 
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(j)  Ms Quantock (ANED) questioned if we are able to evaluate the impact on 
patients whilst we are working through the restoration process. The CEO 
advised that we are in the restoration period now and are in the process of 
ensuring that essential services are in place. This includes some long wait 
patients and ensuring that we address their needs. Recovery is around dealing 
with the waiting list processes. Clinics are being modernised, ie with the use of 
Telephone Clinics. We are exploring different digital solutions and question 
whether we need to follow up patients in the same way that we have previously. 
Patient initiated follow up in the future was one way forward. Primary Care 
communication during this process has been very good. The Managing 
Director noted that in a sense, the current review process of waiting lists was 
a harm review. The COO advised that all referrals are clinically triaged to 
ensure that they are on the correct waiting list. 

Resolved – that the Chief Executive’s Report be received and noted.

BOD07/06.20 Integrated Performance Report

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

 The four months of data within the report shows the impact across services 
due to Covid. Referrals have increased but are still 50% less in May when 
compared to the previous year for 2 week waits. Primary Care have advised 
that this is due to patient behaviour with patients not presenting with symptoms. 
There are concerns around this with a lot of public messaging to encourage 
people to raise any concerns. 

 Last week, 47% of outpatient appointments were carried out virtually either by 
telephone or video conference. 

 The impact on the lack of activity on long waiting patients is clearly seen in the 
report. 

 Emergency activity is increasing but is not back to pre Covid levels. This is 
around 80% currently with discharge pathways remaining very effective. We 
have around ten patients fit for discharge with this figure previously around fifty. 

 Staff turnover is down to less than 10% which is positive. Figures are similar 
for vacancies, and have nearly reached our target level. The Trust spent 
around £8k less on agency staff in April than March. 

 Mr Cottom (NED) queried if patients who are medically fit for discharge are 
tested for Covid prior to being discharged. The Managing Director confirmed 
that patients going to a care setting are swabbed before they leave the Trust. 

Resolved – that the review of Integrated Performance Report be received and 
noted.
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BOD08/06.20 Quality 

The Director Of Nursing (DON) presented the Quality Report and the Medical Director 
presented the deep dive into bereavement. The following key points were noted: 

(a) The Quality Report was taken as read. 

(b) The report on bereavement describes the aim of the team and the role of 
medical examiners. They are providing an improvement in the process. This 
accuracy reduces the need for post mortems to be carried out. 

(c) The process for Part 2 of the death certificate has been enhanced and the team 
enables a point of contact for the bereaved. 

(d) Also included are some of the improvements made on the internet page and 
guidance. There has also been improved communications with the Coroners 
Officer. An electronic form for the Coroners Officer is now used by our front line 
staff. 

(e) The team have developed specific bereavement packs on the wards and on 
line information is also available. Families are also advised of what to expect 
from Funeral Directors. 

(f) Training has been started for Junior Doctors around managing the 
bereavement process. 

(g) The Chairman advised that a Bereavement Report had been requested from 
across the Foundation Group due to concern for families who have lost loved 
ones during Covid and the total change in processes required in terms of being 
with a loved one during their final hours. Our Chaplaincy services appear to be 
lower profile compared to the others in the Foundation Group and the 
Chairman questioned whether we are providing enough spiritual support during 
this time. The DON advised that our Chaplain is only employed for two days a 
week. He was normally well supported by a number of volunteers, but due to 
Covid, they were having to self-isolate or shield and therefore unable to provide 
support. Our Chaplain is continuing to offer support to patients and families 
where able within the limits of the service.  The Chairman noted the George 
Eliot Hospital and SWFT front line colleagues have a well-staffed Chaplaincy 
service which has been particularly important during this crisis. He noted the 
funding challenges, but a further discussion was required in the future around 
the part time nature of this service. 

(h) Revd Hargraves (Chair and NED) commended the work of the ITU team who 
had put together and carried out excellent practice and care of the bereaved 
and supporting relatives. 

(i) Mr Myers (NED) advised that £20k a week is available to alleviate issues in the 
community by the Community Foundation and suggested that this may be used 
for the Chaplaincy service. This could also buy digital equipment if needed. 
The DON confirmed that the Chaplain visits patients in non Covid areas and 
Covid patients where possible with technology provided. 

Resolved – that the Quality Report be received and noted. 
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BOD09/06.20 Activity Performance

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

(a)  Activity in April was starkly reduced, with conveyances down by a third during 
the month. Bed occupancy has fallen to 53.5%, 61% the highest reported figure 
in April. These figures give some scale of the reduction. We are now working 
at 81%, with 85% the aim during the restoration phase. 

(b)  RTT performance is down. There are less people waiting in the short term but 
more in the long term. It will take significant time to recover waiting times. 

(c) The Trust had achieved the Diagnostics standards continuously but failed 
during this period due to Covid, and will continue to do so for some time. There 
are plans to try to improve but this will be a challenge.

(d) Most of our cancer services have continued during this period and our 
performance figures are relatively stable during April and May. 

(e) Stranded Patients – There has been a sharp decline in the numbers of 7 and 
21 days. This is rising slightly now but still remaining low. 

(f) Mr Cottom (NED) felt it would be useful to have a timetable of plans for turning 
into targets. It is difficult to compare to last year’s figures as things will be so 
different. The Chairman advised that we are having Covid-19 KPIs and more 
detailed plans for recovery and restoration in next month’s reports. The 
Managing Director advised that more detailed discussion will be held in the 
Private Board. 

(g) The Chairman questioned how working with the private sector was going and 
plans for the future. The COO advised that we have a good relationship with 
The Nuffield Hospital who have managed to support all the work required and 
are looking to continue this. There are solid plans in place for the remainder of 
the national contract until the end of June and draft plans for July and August. 

Resolved – that the Activity Performance Report be received and noted. 

BOD10/06.20 Workforce

The Head of HR presented the Workforce Report and the following key points were 
noted: 

(a) The turnover rate at 10% is positive. Sickness has increased again in April, 
mainly related to Covid (42%). Coughs and flu is at 45% with a slight increase 
in stress and anxiety due to Covid. 

(b) The Chairman thanked the Head of HR for covering during the Director of 
Human Resources’ leave until the new Director takes up post in July. The 
emotional and wellbeing of staff is always the key priority but even more so at 
present. Letters are being prepared to be sent out to family members thanking 
them for their relative’s hard work. 

Resolved – that the Workforce Report be received and noted. 
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BOD11/06.20 Finance Performance 

The Director of Finance & Information (DFI) presented the Finance Performance 
Report and the following key points were noted:

(a) This is the first month that the Trust is reporting under the new arrangements 
brought into effect in March. We recorded a break even position under these 
new arrangements with a top up from central funding to achieve this. 

(b) The capital information within the report reflects the capital programme 
agreed with the STP and at the Capital Programme meeting. A specific capital 
report will be presented to the Board of Directors next month. 

(c) Revd Hargraves (NED) questioned if any lessons had been learnt from the 
huge reduction in agency usage achieved during this period. The DFI did not 
feel that much could be drawn from this as it was linked to the significant 
changes in activity. The COO confirmed that the changes were delivered only 
due to the reduction of patients and the redeployment of staff. The CEO 
advised that he had asked the Director of Finance SWFT CS Ltd and 
Strategic Financial Advisor to review the run rate for all of the Foundation 
Group prior to and during Covid to sense check our levels of finance during 
this period. 

(d) Mr Cottom (NED) queried if there was a degree of uncertainty and risk around 
Covid funding and the mechanism being deployed. The DFI did not feel that 
there was any immediate risk, given that the Covid expenditure in March and 
April had all been approved. This expenditure is now being treated within 
overall spending (as opposed to being a separate issue), but there have been 
no queries around any Covid expenditure to date. However, capital 
expenditure authorised after 19th May does require authorisation by NHSE/I.

(e) Mrs Twigg (ANED) questioned what the £8.1m capital expenditure, is to be 
spent on. The DFI advised that a detailed paper is being produced for next 
month which will include this information. 

 HO

 Resolved – that:

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

(B) The Director of Finance will present a detailed Capital Report to the July 
Board of Directors meeting. 

 
 

 HO
 
 

ITEMS FOR NOTING AND INFORMATION

BOD12/06.20  Annual Accounts Update 

The DFI presented the Annual Accounts Update and the following key points were 
noted: 

(a) The original End of Year Audit Committee was scheduled for 23 May but the 
accounts were not completed until 1 May due to Covid. It was therefore agreed 
to bring an interim report to this meeting with the final report presented to the 
rearranged Audit Committee on 18 June.
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(b) The anticipated audit report opinion will be qualified to reflect a limitation of 
scope over the year end stock balance, and an Emphasis of Matter paragraph, 
highlighting Plant, Property and Equipment (PPE) valuation as a material 
uncertainty disclosure and a material uncertainty relating to going concern. The 
auditors have advised that these issues are not particular to the Trust. The DFI 
has not yet had an opportunity to test how accurate their view is. The DFI had 
questioned if there was anything the Trust could do to get better assurance, 
but there is nothing that can be done to improve this position. 

(c) Value for Money arrangements – This has caused the Trust much discussion 
over previous years. The outcome is the same as previously, a qualified 
adverse value for money conclusion. Our underlying deficit is the main reason 
for this decision. 

(d) Action Plan – It was positive to see just one action for the Trust. 

(e) Audit Adjustments – The Auditors commented on the way that that the Trust 
reported a £5m receivable. 

(f) The CEO thanked the DFI and his team for the positive audit noting his 
frustration around the qualified opinion when we delivered the stretch target 
which was asked of us. The CEO noted that the PPE issue was not raised in 
other parts of the Foundation Group. 

(g) Mr Cottom (Chair of the Audit Committee and NED) advised that he hoped to 
get the issue of PPE removed. The previous Audit Manager (now on planned 
leave) has detailed knowledge of the Trust and may have reflected the report 
differently. It is very disappointing with regards to the Value For Money opinion 
and does not reflect the good performance achieved by the Trust in the report. 
These issues can be clarified at the Audit Committee meeting. 

(h) Mr Myers (NED) supported Mr Cottom on his views on the Value For Money 
conclusion. Regarding PPE, the Audit Committee had previously raised 
concern on the fixed management asset. 

(i) Ms Quantock (ANED) questioned when the recommendation of reviewing the 
fixed asset register would take place. The DFI advised that the plan was to 
complete this by September 2020. 

(j) The Chairman thanked the DFI and his team for all their hard work over the 
last year. 

  Resolved - that the Annual Accounts Update be received and noted.    

COMMITTEE SUMMARY REPORTS

BOD13/06.20 Quality Committee Summary Report 30 April 2020

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 26 March 2020 noting that the agenda had been in a 
reduced format for a three month period due to Covid. A full agenda will commence 
from the June meeting. 

Resolved – that the Quality Committee Summary Report 30 April 2020 be 
received and noted.  
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BOD14/06.20 Foundation Group Strategy Sub Committee Report 11 November 2019

The Chairman noted that these meetings kept the momentum and innovation going 
across the Foundation Group. 

Resolved – that the Foundation Group Strategy Sub Committee Report 11 
November 2019 be received and noted. 

COMMITTEE MINUTES

BOD15/06.20 Quality Committee – 26 March 2020

Resolved - that the Quality Committee minutes – 26 March 2020 be received and 
noted. 

BOD16/06.20 Foundation Group Strategy Sub Committee - 11 November 2019

Resolved – that the Foundation Group Strategy Sub Committee minutes - 11 
November 2019 be received and noted. 

BOD17/06.20 Any Other Business

There was no further business to discuss. 

BOD18/06.20 Questions from Members of the Public

There were no questions received from members of the public. 

BOD19/06.20 Date of next meeting

The next meeting was due to be held on 2 July 2020 at 1.00 pm in the Board Room, 
Trust Headquarters. 
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 2 JULY 2020

AGENDA ITEM ACTION LEAD COMMENT
BOD06/12.19
Chief Executive’s Report
05.12.19

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

EH/JI Completed – On July Board Workshop agenda.  

BOD09/02.20
Activity Performance
06.02.20

(C) Mr Cottom (NED) will contact the Chief Operating 
Officer with the detail around the information required with 
regards to the impact the increasing numbers are having on 
performance to enable more information to be included in 
future reports.

AC/JB Completed.  

BOD11/06.20
Finance Performance
04.06.20

(B) The Director of Strategy & Planning will present a 
detailed Capital Report to the July Board of Directors 
meeting.

AD Completed – On agenda. 

ACTIONS IN PROGRESS
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.  Due August 2020 – delayed due to Covid-
19.

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.

GE Date to be agreed with new Director of HR. 

BOD08/01.20
Quality
09.01.20

(C) Board Workshop on End Of Life Care to be arranged. LF/DM Due August 2020

BOD05/02.20
Matters Arising and Action Log
06.02.20

(C) A Board Workshop will be held on the IMT Strategy. HO Due August 2020.  

BOD05/03.20
Matters Arising and Action Log
12.03.20

(B) A detailed response will be provided in the next Board 
Assurance Framework Report regarding Risk 13, Risk of 
continued high turnover of nurses and support staff due to 
inflexible working practices, lack of engagement and 
leadership resulting in high cost agency and difficulty 
recruiting.   

EH Will be included in the next report due in August 
2020. 
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AGENDA ITEM ACTION LEAD COMMENT
BOD11/05.20
Finance Performance
07.05.20

(B) The Director of Finance will review how typical the 
substantive medical staff additional payments are and 
compare these with other Trusts.  

HO Review with Foundation Group underway.

BOD05/06.20
Matters Arising and Action Log
04.06.20

(B) The Chairman will ensure that the work carried out at 
South Warwickshire NHS Foundation Trust around the 
Babylon system is shared with the Chief Operating Officer.  

RH Verbal Update
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Version 4 24 June 2020

Report to: Public Board
Date of Meeting: 02/07/2020
Title of Report: Chief Executive Update Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Board of Directors
Lead Executive Director: Chief Executive
Author: Glen Burley, Chief Executive
Documents covered by this 
report:

1.  Purpose of the report
To update the Board on the reflections of the CEO on current operational and strategic issues.

2. Recommendation(s)
For information.

3. Executive Director Opinion1

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

4. Please tick box for the Trust’s Objectives the report relates to:

Quality Improvement
☐ Continuously improve the quality of care for 
patients with dementia and learning disabilities

☐ Improve patient safety through increased 
compliance with standards and learning from 
incidents

☒ Work with system partners to restore and recover 
services in a way that values our patients’ time and 
keeps them safe.

☐ Improve the quality of life for patients in their last 
1000 days by implementing our End of Life Strategy 
and delivering compassionate care

Integration
☒ Care for more people closer to home by 
integrating our services with our One Herefordshire 
partners, including the primary care networks

☒ Support our communities to prevent ill health, 
working in partnership with primary care and as an 
active Talk Communities partner

☒ Prepare the organisation to hold the alliance 
contract for Herefordshire’s services from 2021/22

Sustainability
☒ Implement revised operational capacity plants 
that deliver safe elective, emergency and critical 
care.

☐ Improve our safety and efficiency by 
implementing our Digital Strategy; Phase II e-
Records, e-Prescribing and e-Rostering

☐ Play our part in tackling climate change by 
delivering our Sustainability Strategy

Workforce and Leadership
☐ Meet our future staff needs by delivering our 
Workforce Strategy, implementing detailed plans for 
each division to recruit, train and retain staff

☒ Improve staff wellbeing and experience by 
delivering focused improvements based on staff 
feedback

☐ Empower our staff by further developing our 
leaders and strengthening our governance 
structures

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Version 4 24 June 2020

1) The NHS Test and Trace Programme

The government has now launched a test and trace system as a key part of the coronavirus recovery 
strategy. The service seeks to ensure anyone who develops COVID-19 symptoms can quickly be 
tested to find out if they have the virus, and introduces tracing of close recent contacts for those who 
have tested positive. This is backed up by increased availability of testing – with a planned increase 
in national testing capacity to over 300,000 tests per day in July. This will be supported by 100 mobile 
testing units, 50 drive-through sites and a number of large testing laboratories called ‘Lighthouse 
Laboratories’. The tracing system is now up and running with most of the planned 25,000 staff 
already employed.  Their role will be to identify people who have been in close contact with someone 
carrying the virus and alert them of their need to self-isolate. Tracing will be supported by the rollout 
of a smartphone app at some point. There will then be local containment and response 
arrangements. A national Joint Biosecurity Centre will work with Public Health England, local 
authorities and their health protection and field epidemiology experts to form local response plans 
and react quickly to any outbreaks in their areas.   

The government’s guidance applies to all sectors, but notes that the tracing system will enable 
problematic contacts with, or outbreaks in health and care settings to be escalated to local public 
health experts who will "liaise as necessary with the manager of the most relevant setting" and 
"agree on the most appropriate action". People will be deemed to have been in "contact" if they have 
had close contact, been coughed on, or spent more than 15 minutes within 2 metres of someone 
with COVID-19. The guidelines state that someone who has come into close contact with a person 
who has tested positive for COVID-19 will need to self-isolate for 14 days. Whilst NHS staff need to 
comply with the normal isolation rules, contacts will be risk assessed so that mitigating factors can 
be considered. The guidelines state that people working in health and social care professional roles 
who have correctly used PPE as part of their employment are not considered to be a close contact. 
NHS staff have improved access to testing: if staff test positive they will need to remain in isolation 
for a further 7 days, or for the remainder of their initial 14-day period from point of contact if they test 
negative. 

2) Call for A&E Triage Arrangements
 

The president of the Royal College of Emergency medicine has called for a ‘call before you walk’ 
protocol to be introduced in all A&Es. This would reduce the risk of crowding in A&E in response to 
Covid19 risks. The suggestion is that a triage points, such as the 111 service should be available 
for people needing urgent treatment, this would then be able to book access to primary care or to 
same day emergency care, either general or specialist. Some departments have already decided 
not to reopen for ‘walk in’ access, including the urgent care service at local Solihull hospital. Other 
Trusts are considering digital triage arrangements which help to signpost patients to the right service 
first time. 

3) CQC to Restart Inspections

The CQC has announced that they will restart their inspection programme in the coming months. 
They have explained that they are already targeting a small number of inspections at higher risk 
services and that these will continue over the summer. They also planned a managed return to 
routine inspections from the autumn. So far during the pandemic they have undertaken 12 
inspections of hospitals of which 7 were as a result of concerns being raised by staff or the public. 
They also inspected 3 primary medical services under the same criteria. 
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They are also reporting an increase in contacts from staff raising concerns about care, this included 
a 55% increase in concerns about social care between March and the end of May. The majority of 
these calls related to PPE or other infection prevention measures. The NHS Confederation has 
reacted negatively to the announcement that inspections will resume soon, particularly with the 
possibility of a second peak in cases as the schools return at the end of the summer. 

4) NHS Financial Regime
 

I have previously reported to the Board on the ‘temporary’ financial arrangements which were put in 
place up to the end of July. These centred on a block income guarantee with the possibility of top-
up for justified activity as well as the potential for additional income to cover the costs of 
Covid19.  The Covid19 income could cover both revenue and capital costs and was introduced on 
a retrospective basis in the first two months of the year. The block arrangements have now been 
extended up to the end of September and are likely to be extended further. In doing so, it has been 
made clear that Covid19 related revenue expenditure will now be subject to more benchmarking and 
that Covid19 capital expenditure will require prior approval.  

 

Over the past few weeks I have been involved a number of discussions with senior NHS figures to 
try to influence what happens next. This will of course be influenced by the appetite of the 
Government to provide additional funding on an ongoing basis to support restoration and recovery 
and well as the potential need to manage further peaks in Covid19 activity.  There are many factors 
which make it hard to predict the financial cost of the next phase of the response to the pandemic. 
It is particularly difficult to establish the productivity impact of the various measures that we now 
have in place, including the impact of PPE protocols, social distancing and demand profiles including 
the late presentation of complex conditions. But it is clear that our normal capacity will be reduced 
and that the cost of delivering this may be higher. It is my view that elective care will need some 
form of tariff or incentivisation arrangement to ensure that as much activity is delivered as possible 
in both the NHS and independent sectors. Other services however will seek to continue to operate 
in a way which reduces face to face contacts and hospital bed occupancy. In these areas a different 
form of reimbursement would be preferable such as year of care population based funding models 
or arrangements which recognise fixed costs and incentivise innovative delivery models such as 
digital. 

 

All of these uncertainties lead to the conclusion that the 2020/21 financial year is likely to be a very 
different and challenging one for the NHS. From our own perspective, our objective will need to be 
to ensure that the costs that we incur are reimbursed and also to ensure that we have an eye for 
how we might operate in the future financial model.
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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 May 2020.

2. Recommendation(s)
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. Executive Director Opinion1

In the activity/performance section, we have introduced a series of explicit Covid-19 tables, which clearly 
demonstrate the impact of the pandemic on both planned and unplanned demand and activity. As 
previously reported, there was a rapid reduction in activity in late March and, despite increases over the 
following weeks and months, activity still remains lower than it was before the pandemic. Admissions, for 
example, are still at half the level that they were before the outbreak and beds occupied consequently 
remain just above 50%. It can be seen from these tables that Covid-19 admissions peaked, as with the 
rest of the country, in the first week of April.

This has had a dramatic impact on waiting list profiles and on our RTT performance and so significant work 
is underway in relation to the restoration of services and the recovery of activity in an effort to address this 
position.

Also on a Covid-related matter, a number of complaints were received from members of the public relating 
to the fact that staff weren’t using face masks around the hospital, whereas the public were being requested 
to wear masks. The change in government guidance on this matter and the strict adherence to the change 
by our staff has resolved this issue.

The annual inpatient survey is being published on the day of Board meeting but initial feedback highlights 
a number of areas that we need to focus on – unfortunately, these have been stubborn concerns for some 
time such as food and drink, and discharge processes.

There is positive news in the way that the Surgical Division are embracing the safety culture – for example, 
the latest results show that compliance with the WHO checklist was at 99.6% and the Division has planned 
a series of simulated safety sessions to support the safety culture.

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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From a Human Resources perspective, vacancies (at 5.7%) have remained at broadly the same level as 
in April, but this is almost 24% lower than in February. This position, together with the reduced level of 
activity, has contributed to the reduced level of agency usage. Sickness, having peaked in April, reduced 
in May. Almost 24% of sickness in the month was related to Covid-19.

In line with the national approach to the financial position in the first four months of the year, the Trust 
returned a break even position in May. Having needed a £496k additional top up in April, the Trust did not 
need any further top up in May. This was primarily because Covid related expenditure reduced by just over 
£1m between April and May. 

Although it has been announced that the current centrally-set block contracts will continue to the end of 
October at the earliest, further changes to the finance regime have not yet been confirmed. The Trust has, 
however, been required to submit additional information on our spending plans over the remainder of the 
year in order to help NHSI refine our monthly income.

4. Please tick box for the Trust’s Objectives the report relates to:

Quality Improvement
☒ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☒ Improve patient safety through increased compliance with 
standards and learning from incidents

☒ Work with system partners to restore and recover services 
in a way that values our patients’ time and keeps them safe.

☒ Improve the quality of life for patients in their last 1000 days 
by implementing our End of Life Strategy and delivering 
compassionate care

Integration
☒ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including the 
primary care networks

☒ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☒ Prepare the organisation to hold the alliance contract for 
Herefordshire’s services from 2021/22

Sustainability
☒ Implement revised operational capacity plants that deliver 
safe elective, emergency and critical care.

☒ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☒ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☒ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☒ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☒ Empower our staff by further developing our leaders and 
strengthening our governance structures
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Wye Valley NHS Trust
Trust Key Performance Indicators (KPIs) - 2020/21

Regulatory Performance Measures CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

Responsiveness Cancer 62 days urgent referral to treatment Responsive Chief Operating Officer 85% 73,9% 83,5% 83,5% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 days urgent referral to treatment (38 day breach reallocation) Responsive Chief Operating Officer 85% 74,3% 82,1% 82,1% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 100,0% 66,7% 66,7% 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% 77,8% 69,5% 59,8% Expectedc
onsistentF
ail

Concern -
Low

Referral to Treatment - Open Pathways (95% in 26 weeks) - Welsh Standard Responsive Chief Operating Officer 95% 83,1% 78,6% 71,3% Expectedc
onsistentF
ail

Concern -
Low

Diagnostic waiters, 6 weeks and over - DM01 Responsive Chief Operating Officer 1% 0,2% 62,0% 70,4% Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

A&E maximum 4 hour wait from arrival to departure Responsive Chief Operating Officer 95% 82,8% 89,6% 84,7% 87,2% Expectedc
onsistentF
ail

Common
Cause

Financial Compliance CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 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 £1 162 £0 £0 £0 Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

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

Plan
£738 £0 £0 £0

Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Total income (actual versus plan) Well Led Director of Finance Actual v Plan £882 -£139 -£271 -£410 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan -£281 -£4 -£95 -£99 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £137 £143 £367 £510 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

CIP (actual versus plan) Well Led Director of Finance Actual v Plan £176 £0 £0 £0 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Financial
sustainability

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

onsistentF
ail

Improvem
ent - Low

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 Expectedc

onsistentF
ail

Improvem
ent - Low

Financial
efficiency

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

Improvem
ent - Low

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 Expectedc

onsistentF
ail

Improvem
ent - Low

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

Improvem
ent - Low

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 mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

Urgent Care Type 1 & Type 3 ED attendances (activity v plan) Responsive Chief Operating Officer < Plan -25,5% -54,0% -32,5% -43,3% Improvem
ent - Low

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -8,5% -45,1% -33,7% -39,4% Improvem
ent - Low

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan -15,1% -57,0% -50,9% -53,9% Improvem
ent - Low

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan -6,2% 0,6% -17,2% -8,3% Improvem
ent - Low

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan -9,5% -44,1% -35,2% -39,7% Improvem
ent - Low

Planned Care -
Acute &
Community

Referrals (MAR - 2020/21 v 2019/20) Responsive Chief Operating Officer 2020/21 v
2019/20 -26,9% -69,4% -69,4% ERROR -

KPI NOT
FOUNDOutpatient Activity - New attendances Responsive Chief Operating Officer Plan -22,2% -66,6% -63,5% -65,0% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan -25,0% -52,7% -46,0% -49,3% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan -24,2% -56,5% -51,0% -53,7% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan -31,8% -81,6% -80,6% -81,1% Concern -

Low
Daycase Activity Responsive Chief Operating Officer Plan -15,1% -79,9% -74,0% -76,9% Concern -

Low
Total Elective Activity Responsive Chief Operating Officer Plan -17,3% -80,0% -74,7% -77,4% Concern -

Low
Community Contacts Responsive Chief Operating Officer 2018/19

Outturn 0,4% -0,3% 4,2% 2,0% Improvem
ent - High

Community Bed Days Responsive Chief Operating Officer 2018/19
Outturn -6,5% -56,1% -49,1% -52,6% Concern -

Low

Access CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

A&E Quality
Indicators

Ambulance turnaround within 30 minutes (WMAS) Responsive Chief Operating Officer 98% 50,0% 44,1% 45,0% 44,6% Expectedc
onsistentF
ail

Concern -
Low

Ambulance turnaround over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 1,2% 0,9% 0,6% 0,8% Expectedc
onsistentF
ail

Improvem
ent - Low

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer < 15
minutes 1:02 0:44 1:07 Expectedc

onsistentF
ail

Improvem
ent - Low

A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 0 0 0 0 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% 56,9% 71,4% 56,5% 64,0% Expectedc
onsistentF
ail

Common
Cause

Cancer Cancer 2 week GP referral to 1st outpatient appointment Responsive Chief Operating Officer 93% 98,2% 97,4% 97,4% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer Urgent referrals for breast symptoms Responsive Chief Operating Officer 93% 96,6% 100,0% 100,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cancer 31 day diagnosis to treatment Responsive Chief Operating Officer 96% 90,2% 87,7% 87,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Common
Cause

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

Common
Cause

Cancer consultant upgrade (62 days decision to upgrade) Responsive Chief Operating Officer 85% 92,0% 82,4% 82,4% 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 9 5 5 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancelled
Operations

% Last minute non-clinical cancelled ops (elective) Responsive Chief Operating Officer 0,80% 2,5% 0,7% 0,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Breaches of the 28 day readmission guarantee (%) Responsive Chief Operating Officer 0% 73,8% 700,0% 700,0% Expectedc
onsistentF
ail

Improvem
ent - Low

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 31 14 14 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause
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RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 5 29 59 88 Expectedc
onsistentF
ail

Concern -
High

RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 185 375 688 Expectedc
onsistentF
ail

Concern -
High

Responsiveness Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 87,1% 87,5% 87,5% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 63,3% 65,6% 68,0% 66,8% Expectedc
onsistentF
ail

Improvem
ent - High

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 100% 96,0% 96,9% 100,0% 98,5% Expectedc
onsistentF
ail

Common
Cause

% of people who have a TIA who are scanned and treated within 24 hours Caring Chief Operating Officer 60% 35,5% 50,0% 60,0% 57,4% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Local Performance Targets and Measures CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

Inpatients Emergency 0 day LOS - General & Acute specialties (Adults only) Effective Chief Operating Officer 35% 27,0% 24,5% 28,1% 26,3% Expectedc
onsistentF
ail

Common
Cause

ALoS - General & Acute Emergency Inpatients (Acute episodes only) Effective Chief Operating Officer 4,5 4,5 4,0 3,4 3,7 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2,5 2,8 3,7 1,8 2,8 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 72,4% 52,6% 53,3% Expectedc
onsistentF
ail

Concern -
Low

Elective - Daycase Rate Effective Chief Operating Officer 85% 88,4% 90,6% 92,3% 91,5% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 0,0% #DIV/0! Expectedc
onsistentF
ail

Concern -
Low

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 82,6% 53,5% 68,3% 60,9% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 79,5% 39,4% 49,0% 44,2% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 6,6% 5,2% 4,6% 4,9% Expectedc
onsistentF
ail

Improvem
ent - Low

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 88,9% 71,1% 80,2% 75,7% Expectedc
onsistentF
ail

Improvem
ent - High

% of patients waiting over 6 weeks without a date (month end snapshot) Effective Chief Operating Officer 0% 30,3% 62,5% 68,8% Expectedc
onsistentF
ail

Concern -
High

Number of patients waiting longer than 16 weeks over their due appt date Effective Chief Operating Officer 0% 5,5% 6,2% 7,5% 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% 17,4% 14,5% 15,9% 15,2% 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% 82,1% 82,8% 83,0% 82,9% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

% of women inititating breastfeeding Effective Director of Nursing 80% 84,8% 86,3% 85,4% 85,9% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Caesarean section - Elective Effective Medical Director 13% 17,4% 16,1% 11,9% 14,0% Expectedc
onsistentF
ail

Common
Cause

Caesarean section - Emergency Effective Medical Director 15% 17,4% 10,5% 19,8% 15,2% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:30 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUND
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Workforce Measures CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

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

Resources 10% 10,1% 9,9% 10,0% Expectedc
onsistentF
ail

Improvem
ent - Low

Sickness Absence (%) Well Led Director of Human
Resources 3,5% 6,0% 7,0% 5,8% Expectedc

onsistentP
ass

Concern -
High

Vacancy Rate Well Led Director of Human
Resources 5% 6,7% 5,7% 5,7% Expectedc

onsistentF
ail

Improvem
ent - Low

Agency (agency spend as a % of total pay bill) Well Led Director of Human
Resources 6,4% 9,0% 6,1% 5,5% Expectedc

onsistentF
ail

Improvem
ent - Low

Appraisal rate - all Well Led Director of Human
Resources 90% 88,7% 88,6% 83,1% Achieve_F

ail_dueto
RandomV
ariation

Concern -
Low

Mandatory Training Safe Director of Human
Resources 90% 92,4% 91,9% 91,4% Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

Clinical Outcomes CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation
Quality - reduce
avoidable death rates

Mortality - SHMI Effective Medical Director 100 105 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Mortality - HSMR Effective Medical Director 100 97,6 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Number of emergency calls Responsive Director of Nursing 85 76 77 153 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of in hospital cardiac arrests Responsive Medical Director 8 9 7 16 Expectedc

onsistentF
ail

Common
Cause

Out of hospital cardiac arrest Responsive Medical Director 6 6 2 8 Expectedc
onsistentF
ail

Common
Cause

% compliance with NEWS e learning Caring Director of Nursing 90% 91% 90% Expectedc
onsistentP
ass

Improvem
ent - High

% compliance with NEWS practical assessment Caring Director of Nursing 87% 88% 88% Expectedc
onsistentP
ass

Improvem
ent - High

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 1 0 1 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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 2 0 0 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

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

Improvem
ent - Low

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

Common
Cause

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

Common
Cause

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

Common
Cause

Number of Pseudomonas bacteraemia Safe Director of Nursing 0 0 0 0 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Improvem
ent - Low

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 0 1 1 Expectedc
onsistentP
ass

Common
Cause

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

Common
Cause

Hand Hygiene Safe Director of Nursing 95% 97,0% 99,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Bare Below the elbow Safe Director of Nursing 95% 99,0% 99,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 94,0% 0,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Cleaning Standards: Private Contract Safe Director of Nursing 85% 82,0% 0,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 98,0% 0,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 89,0% 0,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Expected
consistent
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Page: 5 of 5 Information Services

Patient Experience CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

Experience Complaints resolved within agreed timeframe Caring Director of Nursing 90% 30,0% 18,0% 23,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

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

21 8 12 20 Expectedc
onsistentP
ass

Improvem
ent - Low

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

3 1 3 4 Expectedc
onsistentP
ass

Common
Cause

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

Improvem
ent - Low

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 9,2% 8,0% 10,4% 9,2% Expectedc
onsistentF
ail

Common
Cause

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 9 0 8 8 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 89% 87% 89% 87,7% Expectedc
onsistentP
ass

Common
Cause

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5,9% 5,0% 1,0% 1,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Reducing Harm CQC Domain Responsible
Director Standard mar-20 apr-20 mai-20 Year to

Date
Pass/Fai

l
Trend

Variation

Safety Duty of Candour Responsive Director of Nursing 0 18 16 14 30 Expectedc
onsistentF
ail

Concern -
High

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

Common
Cause

Number of SIs reported Safe Director of Nursing <75
(2018/19) 1 2 3 5 Expectedc

onsistentP
ass

Common
Cause

Safety Thermometer - Harm Free Safe Director of Nursing 95% 97,5% 0,0% 0,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

VTE Risk Assessment Safe Medical Director 95% 92,0% 88,0% 89,0% Expectedc
onsistentF
ail

Improvem
ent - High

Number of hospital acquired thrombus Safe Medical Director 8 7 1 8 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 114 121 122 Expectedc
onsistentF
ail

Concern -
High

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

Common
Cause

Total number of deep tissue injury Safe Director of Nursing 27 30 24 54 Expectedc
onsistentF
ail

Concern -
High

Total number of moisture associated skin damage Safe Director of Nursing 72 67 72 139 Expectedc
onsistentF
ail

Common
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19) 40 38 53 91 Expectedc

onsistentP
ass

Common
Cause

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19) 23 6 12 18 Expectedc

onsistentP
ass

Improvem
ent - Low

Number of patient falls in inpatient areas (per 1000 bed days acute) Safe Director of Nursing 6,63 5,7 6,6 9,2 Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

Number of patient falls in inpatient areas (per 1000 bed days community) Safe Director of Nursing 8,6 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of falls with moderate harm and above Safe Director of Nursing 0 1 0 2 2 Achieve_F

ail_dueto
RandomV
ariation

Common
Cause

Medication Errors (with harm) Safe Director of Nursing <10% 23,0% 20,0% 23,3% Expectedc
onsistentF
ail

Improvem
ent - High

% compliance with WHO checklist Safe Medical Director 100% Expectedc
onsistentF
ail

Common
Cause
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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 
4. Quality Priorities Deep Dive 

1 Quality priorities

Our quality priorities for 2020-21 are as follows; 

Safe:

1. Improved compliance with VTE assessment and prevention in line with best practice

The VTE lead and Head of Governance are working closely with the medical and surgical division to 
provide detail on the outstanding cases reviews and restart work to ensure these are undertaken. 
Consultant level data is being submitted to the divisional management team to target specific areas 
of concern.  This information along with individualised risk assessment compliance data by ward will 
be reported to the Finance and Performance Executive for monitoring. 

Compliance with VTE risk assessment has dropped below the target level despite the improved 
performance during the early part of the calendar year, this is being addressed and the surgical and 
medical teams have reinforced the requirement to use the escalation process where assessments 
are not being undertaken.

Safe Effective Caring

-Improved compliance 
with VTE assessment and 
prevention in line with 
best practice

-Demonstrate an open 
safety culture particularly 
in theatres

-Embed a culture of 
learning

-Reduce unnecessary 
admissions of frail elderly 
patients

-Reduce the incidence of 
hospital acquired functional 
decline

-Reduce patient length of stay 
and increase the percentage 
of patients discharged home 
first

-Deliver person centred care for 
patients with dementia in line with the 
Herefordshire and Worcestershire 
Living Well with Dementia Strategy

-To provide individuals with a Learning 
Disability equal access to high quality 
health care

-Improve the quality of life for patients 
in their last 1000 days by implementing 
our End of Life Strategy and delivering 
compassionate care
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2. Demonstrate an open safety culture particularly in theatres

The WHO policy is currently under development, after presentation at Clinical Effectiveness and 
Audit Committee in June, further work was required. This is scheduled for further review and 
approval in July 2020. 

The latest results of the WHO assurance audit show that in quarter 4 2019-20, compliance with the 
checklist was at 99.6% (data was not added to the KPI dashboard at time of reporting but provided 
by the Quality and Safety team). There were issues highlighted with not being able to complete sign 
out in theatre 7 due to unavailability of the consultant. This has been escalated to the directorate to 
review and manage.

The surgical divisional team have planned a series of simulated safety sessions to support the safety 
culture – the last session focussed particularly around the WHO checklist and an overview of the 
session is provided below, the session was positively received by those who participated:
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3. Embed a culture of learning

The Trust has declared three serious incidents this month in relation to maternity services.  Two are 
very sadly intrauterine deaths and the third relates to the admission of a severely jaundice baby.  
The initial review of both intrauterine deaths have highlighted some areas for learning but it is not 
thought that the outcome for either case could have been prevented.  The jaundice case will be 
reviewed alongside a similar historical event to ensure that lessons have been learnt and practice 
changed.  

Effective:

1. Reduce unnecessary admissions of frail elderly patients

The Frailty at the Front Door team were redeployed during management of the COVID pandemic.  
Work is underway with restoration and recovery of services and an additional two frailty advanced 
clinical practitioners have been recruited.  

Reduce the incidence of hospital acquired functional decline

The Trust is committed to reducing harm to patients as a consequence of their time in our care; falls, 
pressure ulcers and lapses in care. These are areas measured and monitored routinely and this will 
continue in 2020-21. 

Below are the measures currently monitored to identify instances of hospital acquired functional 
decline. 

We have sustained low numbers of pressure ulcers meeting the serious incident criteria as can be 
seen in the chart below and we have not reported any grade 4 pressure ulcers for a 10 month 
period.  We do, however, have an ongoing problem with increasing numbers of moisture associated 
skin damage. The Tissue Viability team have developed new pathways to manage MASD and the 
Bladder & Bowel Lead now attends the Pressure Ulcer Expert Panel to allow further investigation 
into the specific increase in incontinence associated dermatitis (IAD).  Early analysis identifies that 
many of these cases are already present on admission into our care and recent case reviews also 
identified problems with care agencies not always following prescribed plans of care.  A case note 
audit of a sample of MASD cases will also be undertaken to enable further understanding of these 
cases.
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In month two (May 2020) there has been an overall increase in falls in inpatient areas.  In order to 
enable comparison falls are measured per 1000 bed days and the trust year on year performance 
can be seen in the tables below.  Whilst community hospitals remain within the national average the 
acute site, year to date performance has fallen outside of the national average for the first time in 5 
years.  Local intelligence tells us that a number of Trusts have seen an increasing number of 
inpatient falls since the Covid-19 pandemic.  Although only a hypothesis there is a sense that 
lockdown may have led to deconditioning and placing individuals at increased risk of falls.  
Additionally, internal factors such as reduced visitor support and infection requirements to have 
doors to bays and side rooms closed may also be contributory factors.  
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Community

Acute

2. Reduce patient length of stay and increase the percentage of patients discharged home 
first

In month two there was a reduction in average length of stay fo both emergency and elective 
inpatients with emergency inpatiens stays remaining within the national target range year to date. 

Caring:

1. Deliver person centred care for patients with dementia in line with the Herefordshire and 
Worcestershire Living Well with Dementia Strategy

2. To provide individuals with a Learning Disability equal access to high quality health care

To support delivery of the above priorities, a Vulnerable Adults Services Improvement Group is being 
set up by the Associate Director of Nursing. 

3. Improve the quality of life for patients in their last 1000 days by implementing our End of 
Life Strategy and delivering compassionate care

2 Other quality indicators 

The local LMNS has been allocated 30k funding to support smoking cessation and feeding, the 
approach to reduce smoking and increase breast feeding will be developed through the LMNS.
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During month two, the Trust has seen an increase in same sex accommodation breaches. The increase is 
largely due to cohorting of patients in AMU whilst awaiting their COVID-19 test results and assigning them to 
the appropriate pathway. Due to the need for patients’ safety to be prioritised in this instance, the 
departments are proactively managing all breaches and working to ensure they are for the shortest time 
possible.

The Trust has seen an improvement in performance in responding to complaints within the agreed 
timeframe, and complaints in month remain low. However in month two, 3 complaints were re-
opened. One has been closed with some outstanding issues being dealt with as a concern, whilst the 
remaining two have been reviewed and responded to within a month of being reopened. 

A number of complaints were received from members of the public in relation to personal and 
protective equipment, in particular the use of face masks and why staff and the public were being 
treated differently in public spaces such as corridors and stairwells.  The change in government 
guidance on this matter (introduced on 15th June) has resolved this.

The inpatient survey for 2019 is due for publication today and results of this are under embargo until 
that time.  Our headline report which is received in advance of the full publication highlights that we 
need to provide a particular focus on;

• Pathways – time waiting for a bed, discharge processes and provision of information
• Staff – improved communication, building confidence and trust in doctors, having a named 

nurse
• Care - help with self-care, involvement in decisions about care and pain management
• Hospital environment – privacy, access to single sex accommodation, cleanliness, food and 

drink

The Patient Experience Committee met on Tuesday and have agreed actions that need to be taken 
forward as some have been a perennial issue.

3 Staffing

The mandated NHS England staffing return was suspended as the pandemic hit, however recent 
notification is that the return will be resumed and there is an expectation that retrospective 
submission is required for the months that were suspended.  This information is not provided for 
Board at this time as the retrospective reports have not yet been completed and the timeline for 
submission has not yet been reached.
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During the last couple of months our reliance on agency has reduced significantly as seen in the 
table below, this was reducing prior to Covid due to the success of our international recruitment 
campaign yet has continued during Covid, due to staff from services that were stepped down being 
deployed to support front line services and due to reduced bed occupancy. 

The Graphs below shows the improved vacancy position over a 4 year period, highlighting the 
significant reduction achieved since September 2019 due to the international recruitment campaign.  
Many of our medical wards have a zero vacancy factor for the first time in years and the medical 
divisions overall vacancy position has reduced to only 15 wte.

4. Quality Priority Deep Dive Schedule

The deep dive for this month is the Infection Prevention and Control Board Assurance Framework; 
this is presented as a separate agenda item.  

The following deep dive schedule for the quality priorities for 2020-21 is detailed below.

Deep dive Quality Priority Lead

July 2020 Improved compliance with VTE 
assessment and prevention in 
line with best practice

Head of Governance and VTE 
Lead

August 2020 Demonstrate an open safety 
culture particularly in theatres

Matron and Clinical Lead for 
Critical Care and Theatres

September 2020 Reduce patient length of stay 
and increase the percentage of 
patients discharged home first

Complex Discharge Lead 

October 2020 Reduce unnecessary 
admissions of frail elderly 
patients

Directorate Lead for Geriatrics

November 2021 Deliver person centred care for 
patients with dementia in line 
with the Herefordshire and 

Associate Director of Nursing

May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20
91.25 93.41 88.78 89.30 81.98 66.81 63.70 64.33 60.74 58.81 58.91 27.03 28.43

Agency registere nurse monthly whole time equivalent useage
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Worcestershire Living Well 
with Dementia Strategy

December 2021 To provide individuals with a 
Learning Disability equal 
access to high quality health 
care

Learning Disabilities Nursing 
team

January 2021 Reduce the incidence of 
hospital acquired functional 
decline

Directorate Lead for Geriatrics

February 2021 Embed a culture of learning Associate Director of Nursing 
and Patient Safety Manager

March 2021 Improve the quality of life for 
patients in their last 1000 days 
by implementing our End of 
Life Strategy and delivering 
compassionate care

End of Life Care team
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COVID-19 Monitoring

The following tables track the impact of the covid-19 pandemic on planned and unplanned demand 
and activity and the combined impact they have had on waiting times and performance.

The rapid change in activity, both planned and unplanned care is clearly evident in late March with 
numbers only beginning to return towards the end of April. 

Activity remains lower than it was before the pandemic began.

The cessation of all non-urgent elective activity and a sharp reduction of referrals as the pandemic 
struck has resulted in a dramatic change to the waiting list profiles with sharp growth in the longer 
waiting cohorts and an equally sharp fall in short waiting cohorts. This combination has had a 
significant effect on RTT performance.

Section 3 - Chief Operating Officer, Performance Exceptions
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Referral for 2ww pathways have now returned to almost pre-covid levels. Urgent and routine referrals 
remain lower that ‘normal.’

Activity Summary for May 2020:

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

Contract Activity Monitoring

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

Covid-19 continues to have a significant impact on elective and outpatient activity through May 2020 
with activity for the financial year at 71.4% and 50.2% below the same period last year respectively.
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3b. A&E standard:  

84.6% of A&E attendances (3,577 of 4,230) achieved the 4-hour target in May against the national 
standard of 95%.  Although attendances were lower than pre-Covid recent months, numbers 
increased from a daily average of 97 in April to 137 in May (170 a day average for January & 
February). 

ED Attendances

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

Ambulance Conveyances

Pressure from ambulance conveyances has significantly reduced since the start of the covid-19 
outbreak.

One Herefordshire Urgent Care Programme Board (UCPB)

The ‘formal’ UCPB work has been suspended during the Covid19 response.
The resource allocated to the UCPB has been rapidly redeployed to deliver transformational change 
that both supports the covid-19 response and delivers long lasting improvements.  E.g. ‘home 
working’ rolled out in 2 weeks and ‘remote clinics’ (by telephone and video) established within 2 
weeks
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Programme metrics:

In terms of the impact of Covid19 on the Trust’s urgent Care pathway the following items are of note:

 Ambulance conveyances average for April was around 40 per day which has increased to an 
average of 50 per day in May.

 The Acute floor, having made some radical changes to the `Front Door` in order to protect 
patients and staff from Covid19, are now maturing proposals for next steps. Not only must 
this be robust in terms of managing our COVID response, but plans have also been informed 
by our highest priority, the transformational activity to raise SDEC capability to greater than 
40%.

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. 

Due to the reduction of bed occupancy the number of medical outliers fell to 0 in the last half of March 
and this has largely continued into May.

c. RTT 18 week standards:

RTT performance has been significantly and negatively impacted by the cessation of routine inpatient 
and day-case activity.

ED - Performance ED - Attendances

ED - Conveyances Same Day Emergency Care

Average LOS - All Average LOS - Elective (Excluding Day Case)

Average LOS - Emergency Home Discharge Destination Percentage

5/11 34/124



English commissioned performance:

The Trust’s (English) performance for the month was 59.8% against a standard of 92% for incomplete 
pathways waiting under 18 weeks. This again decreased from last month as Covid-19 measures 
impacted activity.

Welsh commissioned performance:

The Trust’s (Welsh) performance for May was 49.6% against a standard of 95% of incomplete 
pathways waiting under 26 weeks. 

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 702 patients waiting 40 weeks or more, 316 more than April. 
Incomplete pathways account for 98%, admitted and non-admitted pathways the remaining 2%.  
These proportions have notably changed since the Covid-19 lockdown measures have been in place:  
previously, ’incomplete’ referrals would have accounted for around 70%, ‘admitted’ for about 23% 
and ‘non-admitted’ 7%.

40%

60%

80%

100%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2019/20 2020/21 Trajectory Std

RTT - Incomplete Pathways (18 weeks) English
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RTT - Incomplete Pathways (26 weeks) Welsh
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Patients waiting for treatment over 52 weeks:

There were 29 patients waiting over 52 weeks at month end, 26 of whom are English with 3 Welsh. 
This was a direct result of the loss of activity as a result of the Covid-19 response. This number will 
rise further in the coming months until we are able to safely restore normal volumes of activity and 
begin to recover our position.

3d. Diagnostics:

The Trust did not achieve the Diagnostic standard of less than 1% of patients waiting over 6 weeks at 
month end with performance of 70.4% of patients waiting over 6 weeks. Covid-19 continues to impact 
this measure significantly; the last time the Trust failed to meet the standard previous to this outbreak 
was in July 2016.

3e. Cancer standards (April 2020): 

This Board report covers the month of April and as such the full impact of Covid-19 will not be reflected 
here. The Trust has continued to provide a cancer service throughout the period with the support of 
the local Nuffield hospital. 

It should be noted that there has been a significant reduction in the volume of cancer 2WW referrals 
received since March and this may well have a significant impact in the coming months. 

The Trust is supporting the national campaign to encourage those patients with concerns to attend 
their GP for assessment and referral if required.

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 1140 764 3 46 327 0

Welsh 309 205 2 14 88 0

Total 1449 969 5 60 415 0

Status of Harm Reviews – July 2017 to end of May 2020

Number of months overdue Total number of harm reviews

>12mth overdue 0

>9-11mth overdue 0

>6-8mths overdue 0

>2-5mths overdue 5

>0-1 mth overdue 0
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The Trust achieved the following Cancer Targets:

 Two Week Wait
 Two Week Wait Breast Symptomatic 

The Trust failed the following Cancer Targets:

 31 days 1st treatment
 31 Days Subsequent Treatments
 62 days
 62 days upgrades
 62 days screening

31 days 1st treatment 

71 out of 81 patients in total were treated for their cancer within 31 days of decision to treat. There 
were 10 breaches as the Trust failed to meet the 96% standard (87.7%).  Breaches occurred in Skin 
(seven), Urology (two) and Lower GI (one).

62 day treatment

55.5 out of 66.5 patients in total were treated within 62 days. There were 11 breaches as the Trust 
failed to meet the 85% standard (83.5%).  Breaches occurred in Urology (seven), Lung (1.5), Upper GI 
(one), Head 7 Neck (one), and Lower GI (0.5). 
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RCAs & Harm Reviews - 62 and 104 day breaches:

RCA and Harm Review position Jan-Mar 2020:

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

harm review
Harm outcome

January 20 6
No harm – 1, Tertiary – 1, Not 

completed - 4

February 14 4 Not required

March 13 9 Not required

Total 47 19

Site 62 days 104 days Breach reasons Actions

Breast 2 1 Theatre, radiology + OPA capacity Nil

Colorectal 16 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 Trust to look at ways of 
improving the pathway. 28 day faster 
diagnostic project managers working 
with team. 

Dermatology 1 0 No specific issues Nil

Gynaecology 1 0 Tertiary breach

Head & Neck 5 0 Complexity of pathway, processes 
within pathway + tertiary

Working with Worcester to improve 
pathway

Haematology 1 2 Complexity + delayed referral on from 
other pathways

Lung 2 1 Complexity of pathway + tertiary Reviewing faster diagnosis pathway

Sarcoma 1 0 Tertiary

Upper GI 5 0 All tertiary None

Urology 13 12 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.

During the current COVID situation we have altered the way we do RCAs and harm reviews. The RCAs 
are completed by the MDT team and reviewed by the cancer services manager and summary of 
breach reasons continues to be kept. Harm reviews are not being routinely completed. The breach 
is risk assessed by the cancer services Manager and sent for harm review completion if there is any 
concern.
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3f. Cancelled Operations:

 There were two cancellations on day of in May from 389 episodes, which equates to 0.51% 
and achieves the standard (below 0.8%).  


 There were no breaches of the 28-day rebooking standard in May which achieves the target 

of 15%.

3g. Stroke/TIA: 

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

 Stroke figures are not yet available for May

 60% (2 of 3) of ‘high-risk’ TIA patients were scanned and treated within 24 hours of their 
referral in May. The Trust had not achieved the 60% standard in the past 2 years but it should 
be acknowledged that Covid-19 reduced the numbers significantly.

Work continues on developing a Clinical Nurse Specialist (CNS) led TIA weekend clinic. This has been 
delayed due to the Covid-19 response. The action plan has been refreshed to include, revised schedule 
for CNS clinical competencies and timelines to deliver are being reviewed regularly.  This work also 
includes 6 month follow-up telephone appointments built into the current nurse’s clinics, which are 
now being delivered. 

SSNAP results for quarter January-March 2020 have been maintained at Band B, with a slight 
performance increase within band. 

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 while Super Stranded is over 21.

At May month end, there were 109 ‘stranded’ patients (67 Acute; 42 Community) across the Trust.  
Of these, 31 patients were defined as Super Stranded (18 Acute; 13 Community).  There was an 
increase in late May after several weeks of exceptionally low numbers.  
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The graphs below show a summary of each measure with a rolling 3 month average:

3i. Delayed Transfers of Care (DTOC) 

This return has been suspended nationally due to Covid-19.

Following the implementation of the COVID-19 hospital discharge service requirements, the Delayed 
Transfer of Care reporting has been suspended. Trusts are required to identify patients Medically Fit 
for Discharge (MFFD). In response, the Herefordshire system rapidly implemented the national 
requirements, enabling the integrated discharge team to implement new ways of working. This has 
had a positive impact on the patient flow and supports a Discharge to Assess (DTA) model of 
working. Due to the nurses undertaking assessments in addition to adult social care staff we are also 
able to ensure that more patients are discharged on their Estimated Discharge Date, thus preventing 
patients becoming a delay. Further work is underway to identify approaches to retaining these 
positive outcomes, and an avoidance of the return to previous organisational silo working.
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

     

17/18 18/19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20
Staff Numbers (FTE)
Budgeted Establishment 3005.7 2890.7 3025.6 3043.0 3067.0 3074.5 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6
Substantive Staff in Post 2707.8 2693.6 2738.5 2755.2 2770.7 2788.9 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5
Vacancy 297.9 197.0 287.1 287.8 296.3 285.6 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1
Starters (Excludes FTC/Jnr Drs) 321.7 498.3 30.7 28.8 36.4 45.9 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6
Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 18.2 16.6 24.6 23.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4
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17/18 18/19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20

Rolling
12 

Months 
Average

Target Threshold

Staff Numbers (FTE)

Budgeted Establishment 3005.7 2890.7 3025.6 3043.0 3067.0 3074.5 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6

Substantive Staff in Post 2707.8 2693.6 2738.5 2755.2 2770.7 2788.9 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5

Vacancy 297.9 197.0 287.1 287.8 296.3 285.6 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1

Starters (Excludes FTC/Jnr Drs) 321.7 498.3 30.7 28.8 36.4 45.9 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6 35.7

Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 18.2 16.6 24.6 23.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4 23.0

Turnover (% - Rolling 12 Months)

Turnover 12.9% 12.0% 11.2% 11.0% 10.2% 10.2% 10.4% 10.6% 10.6% 10.3% 10.4% 10.6% 10.1% 9.9% 10.0% 10.4% <=10% >15%

Vacancy (% - In Month)

Vacancy Rate – Total 7.6% 6.8% 9.5% 9.5% 9.7% 9.3% 9.4% 9.4% 7.7% 7.8% 7.2% 7.4% 6.8% 5.7% 5.7% 8.0% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 12.8% 9.7% 10.2% 10.0% 10.4% 9.6% 9.8% 8.7% 9.4% 9.0% 8.9% 7.3% 9.0% 6.1% 5.5% 8.6% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.6% 4.8% 4.1% 4.2% 4.2% 4.5% 4.7% 5.0% 5.1% 5.7% 5.6% 4.8% 6.0% 7.0% 5.8% 5.2% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 89.4% 87.6% 86.7% 86.3% 87.3% 86.6% 88.1% 87.6% 88.0% 89.6% 88.8% 87.1% 88.7% 88.6% 83.1% 87.5% =>90% <85%

Training (% - In Month)

Core Skills 88.5% 87.4% 89.7% 90.2% 91.1% 92.3% 92.1% 92.6% 92.4% 92.8% 92.8% 93.0% 92.4% 91.9% 91.4% 92.1% =>90% <85%
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Budgeted establishment demonstrates that we have 178.11 FTE funded vacancies across the Trust as 
follows:

Vacancies by Division:

Division FTE
Capital -24.37
Clinical Support 28.20
Corporate 32.44
Integrated Care 40.71
Medical 71.07
Surgical 30.07
Grand Total 178.11

Vacancies by Staff Group:

Staff Group FTE
Add Prof Scientific and Technic 3.72
Additional Clinical Services 8.85
Administrative and Clerical 10.13
Allied Health Professionals 22.30
Estates and Ancillary 2.24
Healthcare Scientists 8.12
Medical and Dental 47.53
Nursing and Midwifery Registered 76.22
Students -1.00
Grand Total 178.11

It is encouraging that the overall turnover at Trust level is now at 9.95% for May, with a rolling 12 month 
average turnover of 10.4%.  Further scrutiny of turnover in May highlights the following breakdown:

Staff Group %
Add Prof Scientific and Technic 12.51
Additional Clinical Services 10.78
Administrative and Clerical 7.98
Allied Health Professionals 10.89
Estates and Ancillary 5.09
Healthcare Scientists 15.56
Medical and Dental 6.91
Nursing and Midwifery Registered 11.37
Students 0.00

Grand Total 9.95

Reason For Leaving %

Voluntary – Not known 24.96

Retirement Age 15.43

Work Life Balance 10.40

Health 10.00

Relocation 9.78

Flexi Retirement 5.43

End of Fixed Term Contract 5.43

Better Reward Package 5.43

Further Education / Training 5.43

Division %
Capital 2.37
Clinical Support 10.46
Corporate 8.82
Integrated Care 13.56
Medical 9.98
Surgical 8.46

Grand Total 9.95

Any member of staff who leaves the 
organisation is always invited to 
complete an exit survey and also 
offered the opportunity to meet with 
a member of the HR team for an 
independent exist interview.

Any issues identified are always 
followed up with their line manager.
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During this month, overall sickness at Trust level decreased to 5.79%, which is high when compared to a 
rolling 12 month average sickness of 5.2%. Further scrutiny of sickness in May highlights the following 
breakdown:

Division %

Capital 0.00

Clinical Support 5.64

Corporate 3.42

Integrated Care 5.80

Medical 6.88

Surgical 6.05

Grand Total 5.79

Below is the overall split of Covid related sickness absence for the month of May:

Below is the sickness absence split by division, first how it is split within each division and then how is it 
split across the divisions:

    
Below is the sickness absence split by staff group, first how it is split within each staff group and then how 
is it split across the staff groups:

Division Sickness Reason %
Clinical Support Coronavirus (COVID-19) 17.85%

Other 82.14%
Corporate Coronavirus (COVID-19) 11.24%

Other 88.74%
Integrated Care Coronavirus (COVID-19) 37.25%

Other 62.75%
Medical Coronavirus (COVID-19) 26.77%

Other 73.23%
Surgical Coronavirus (COVID-19) 19.50%

Other 80.50%

Sickness Reason Division %
Capital 0.00
Clinical Support Services 10.68
Corporate 2.79
Integrated Care 25.25
Medical 32.68
Surgical 28.59
Capital 0.00
Clinical Support Services 15.31
Corporate 6.86
Integrated Care 13.24
Medical 27.84
Surgical 36.75

Covid Related

Other

Staff Group %
Add Prof Scientific and Technic 8.16
Additional Clinical Services 8.67
Administrative and Clerical 2.82
Allied Health Professionals 2.94
Estates and Ancillary 4.95
Healthcare Scientists 5.54
Medical and Dental 2.59
Nursing and Midwifery Registered 7.54
Students 3.23
Grand Total 5.79

Sickness Reason %
Cold, Cough, Flu - Influenza 26.11
Anxiety/stress/depression/other psychiatric 
illnesses 16.67
Gastrointestinal problems 11.64
Headache / migraine 7.17
Other musculoskeletal problems 5.60
Ear, nose, throat (ENT) 4.89
Back problems 4.52
Unknown causes / not specified 3.41
Genitourinary & gynaecological disorders 2.69
Chest & respiratory problems 2.61

Sickness Reason %
Covid Related 23.74
Other 76.26

In response to the pandemic, we 
implemented a local approach to 
testing staff for COVID-19, launched a 
wide range of health & wellbeing 
initiatives in line with our Health & 
Wellbeing Compact agreed earlier in 
the year, implemented a weekly Staff 
Q&A briefing underpinned by daily staff 
communication updates, and 
centralised our approach to Fit Mask 
Testing.
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Below is the anaylsis in relation to the risk assessments for the 428 Wye Valley NHS BAME staff, split by 
both division and staff group:

 

Human Resources Service Update

The HR Directorate have recently been working on the following areas to support the Covid19 response:

BAME data – The teams have been supporting the completion of Risk Assessments for all BAME staff and 
collecting data on completed assessments.
Continued monitoring of Shielding and High Risk staff.
Supporting the repatriation of staff as part of the Restoration of Services throughout the Trust.
Supporting the creation of new Job Descriptions for new services during Covid 19. Eg. Swabbing Service 
and also for Nursing and Midwifery Students.
Managing the deployment of Student Nurses, Midwives and AHP students and moving forward supporting 
the recruitment of students once they have completed their training.
Recruitment to vacancies is ongoing for all areas.

Staff Group Sickness Reason %
Add Prof Scientific and Technic Covid Related 29.95

Other 70.06
Additional Clinical Services Covid Related 29.96

Other 70.04
Administrative and Clerical Covid Related 13.87

Other 86.13
Allied Health Professionals Covid Related 35.54

Other 64.44
Estates and Ancillary Covid Related 0.00

Other 100.00
Healthcare Scientists Covid Related 0.00

Other 100.00
Medical and Dental Covid Related 19.73

Other 80.29
Nursing and Midwifery Registered Covid Related 21.44

Other 78.56

Sickness Reason Staff Group %
Add Prof Scientific and Technic 7.08
Additional Clinical Services 41.19
Administrative and Clerical 7.32
Allied Health Professionals 6.35
Estates and Ancillary 0.00
Healthcare Scientists 0.00
Medical and Dental 4.75
Nursing and Midwifery Registered 32.28
Students 1.01
Add Prof Scientific and Technic 5.16
Additional Clinical Services 29.98
Administrative and Clerical 14.16
Allied Health Professionals 3.59
Estates and Ancillary 2.44
Healthcare Scientists 1.84
Medical and Dental 6.02
Nursing and Midwifery Registered 36.83

Covid Related

Other

Total BAME Staff 
for Risk 

Assessment

Division Headcount % Headcount % Headcount % Headcount %
Clinical Support Services Division 33 25 75.76% 3 9.09% 28 84.85% 5 15.15%
Corporate Division 1 1 100.00% 0 0.00% 1 100.00% 0 0.00%
Integrated Care Division 13 10 76.92% 3 23.08% 13 100.00% 0 0.00%
Medical Division 175 109 62.29% 6 3.43% 115 65.71% 60 34.29%
Surgical Division 206 145 70.39% 5 2.43% 150 72.82% 56 27.18%
Grand Total 428 290 67.76% 17 3.97% 307 71.73% 121 28.27%

Risk Assessment 
Completed

Unable to complete due to 
Maternity/Sickness/Shielding

Total Number Completed 
(Including 

Maternity/Sickness/Shielding)

Number Remaining to be 
completed (some of which 

are awaiting responses)

Total BAME Staff 
for Risk 

Assessment
Staff Group Headcount % Headcount % Headcount % Headcount %
Add Prof Scientific and Technic 12 11 91.67% 0 0.00% 11 91.67% 1 8.33%
Additional Clinical Services 62 44 70.97% 4 6.45% 48 77.42% 14 22.58%
Administration and Clerical 2 0 0.00% 1 50.00% 1 50.00% 1 50.00%
Allied Health Professionals 7 4 57.14% 1 14.29% 5 71.43% 2 28.57%
Estates and Ancillary 6 6 100.00% 0 0.00% 6 100.00% 0 0.00%
Healthcare Scientists 10 9 90.00% 1 10.00% 10 100.00% 0 0.00%
Medical and Dental 174 91 52.30% 5 2.87% 96 55.17% 78 44.83%
Nursing and Midwifery 155 125 80.65% 5 3.23% 130 83.87% 25 16.13%
Grand Total 428 290 67.76% 17 3.97% 307 71.73% 121 28.27%

Risk Assessment 
Completed

Unable to complete due to 
Maternity/Sickness/Shielding

Total Number Completed 
(Including 

Maternity/Sickness/Shielding)

Number Remaining to be 
completed (some of which 

are awaiting responses)
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Monitoring and review of Annual Leave usage.
Supporting new Management of Change processes.
Continued Core training support.

Policies and Guidance currently under review or being updated:

Annual Leave Policy
Annual Leave Guidance
Buying & Selling Annual Leave Guidance
Homeworking Guidance
Virtual Hearings Guidance
Retirement Policy
Injury Allowance Guidance
Sickness Policy Update
Management of Change Policy Update
Protecting our Staff to Stay Safe & Well Guidance
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STATEMENT OF COMPREHENSIVE INCOME - To Month 02  - 31st May 2020 - 2020/21

MOVEMENT
M1-4 IN

BUDGET CURRENT
PLAN BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract & PbR Income 57,661 28,583 28,629 47 (238)
Contract Overperformance 0 0 0 0 0
PbR Excluded Drugs 5,882 2,941 2,891 (50) 113
Non Contracted Activity (NCA's) 0 0 0 0 (0)
Other Income for Patient Care 2,894 1,491 1,314 (177) (122)
Donations For Non Current Assets 133 67 67 0 (67)
Other Non Patient Income 1,881 901 738 (163) (148)
Top Up Funding prepaid 12,637 6,319 6,319 0 0
Top Up Accrual/Claim 1,485 563 496 (67) 111
 Total Operating Income 82,573 40,864 40,454 (410) (351)

Pay Expenditure 50,695 25,276 25,375 (99) (95)
Non Pay Expenditure 21,704 10,531 10,016 514 350
Excluded Drugs 6,028 2,984 2,984 0 0

 Total Operating Expenditure 78,426 38,791 38,376 415 255

 EBITDA 4,146 2,073 2,078 5 (96)

Depreciation 2,061 1,030 1,031 (1) 20
Gain or loss on asset disposal 0 0 0 0 0
Interest Receivable 19 10 10 0 13
Interest Payable on Loans 90 45 45 0 0
Interest Payable on PFI 2,008 1,004 1,004 (0) (0)
Dividends on PDC 0 0 0 0 0

Operating Surplus/ (Deficit) 8 4 7 3 (63)
Technical Adjustments

Donated Assets - Additions 133 67 67 0 (67)
Donated Asset Depreciation (125) (63) (60) (3) (3)
Donated Assets Adjustment 8 4 7 3 (63)

Net impact of asset impairments 0 0 0 0 0

Adj. financial performance retained Surplus/ 
(Deficit) 0 (0) 0 (0) (0)

YEAR TO DATE

I&E Performance against Budget Plan YTD
The current national funding arrangements

The Trust is producing its monthly accounts in line with the national financial 
arrangements and guidance issued by NHSI/E for the first half of 2020/21.  These 
arrangements can be summarised as:

 Centrally issued block contract values with English commissioners;
 Local agreement with other commissioners to follow the same approach, with 

contract values fixed and agreed;
 Central NHSI/E assessment of required ‘top-up’, based on prior year cost base, 

adjusted for inflation (received and prepaid in advance);
 Reimbursement of Covid 19 costs set off against the cost of normal baseline 

elective and non elective activity levels where not fully incurred;
 A mechanism and ability to accrue for ‘retrospective top-up’ (above the initial top-

up value) and the requirement for this to be accrued monthly in order to show 
break-even in the Income and Expenditure Account.  (This value is subject to 
review and payment two months in arrears.);

 No non-Covid investments;
 Initial system wide work to plan for any marginal cost of restoration and recovery, 

subject to regional approval. 

Given the above, the Trust has returned the required break-even cumulative position in 
May with a static position on the additional required and accrued ‘retrospective top-up’ 
level of £496k. 

During May, the underlying operational expenditure continued to be lower than normal 
(matching reduced elective activity levels).  Also, expenditure on the pandemic saw a step 
reduction against the level experienced in the previous month.  Income has been sufficient 
to cover this and to allow continued break-even as required.  

Section 5 - Director of Finance, Performance Exceptions
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The income and expenditure run rate for April and May is shown in the table below against that of the previous 12 months.  Clearly this position reflects the revised income 
arrangements described above, and the net cost position (including Covid 19 marginal cost, reduced normal elective flow costs and the annual effect of inflationary change).  

The first graph shows the relationship between underlying (excluding Covid related) income and cost and the second graph focuses on the same cost values to show how levels 
of operational cost outside expenditure on the pandemic, have fallen with volume (and activity).  

                       

All Values in £000s M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Totals M1 M2
Income 16,963 17,220 16,251 17,824 16,412 16,918 17,621 17,485 17,259 17,575 17,267 19,476 208,272 20,999 19,454

Pay 12,328 12,065 12,124 11,983 12,326 12,704 12,274 12,480 12,529 12,813 12,706 12,860 149,193 12,198 12,059
COVID related pay 203 203 526 592
Non Pay 4,997 5,110 4,833 5,878 5,285 4,746 4,907 4,731 4,804 5,213 5,122 5,365 60,993 4,309 3,757
COVID related non-pay 252 252 1,490 460
Excluded Drugs 1,519 1,323 1,389 1,328 1,450 1,352 1,589 1,456 1,588 1,596 1,612 1,781 17,983 1,379 1,605

EBITDA (1,882) (1,278) (2,096) (1,365) (2,649) (1,884) (1,149) (1,182) (1,662) (2,046) (2,174) (985) (20,351) 1,097 981

Depreciation & Interest 1,187 1,204 1,199 1,211 1,198 1,202 1,195 1,188 1,188 1,190 1,189 3,162 16,314 1,028 1,042
Donated Asset Adjustment 7 (10) (11) (11) 15 7 (37) 21 (4) 40 (46) 424 394 68 (61)
Net impact of fixed asset revaluations and impairments (2,010) (2,010)

Deficit Prior to PSF and FRF (3,076) (2,472) (3,284) (2,566) (3,862) (3,093) (2,306) (2,391) (2,846) (3,276) (3,317) (2,560) (35,049) 0 0
PSF 159 159 160 212 212 213 319 319 318 372 372 371 3,186 0
FRF 740 740 741 987 987 987 1,481 1,481 1,480 1,727 1,727 1,729 14,807 0
Deficit including PSF & FRF (2,177) (1,573) (2,383) (1,367) (2,663) (1,892) (506) (591) (1,048) (1,177) (1,218) (460) (17,056) 0 0

Actuals 

(17,056)

1920 Values 2021 Values

Actuals 

0
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Covid 19 costs

The following table records the costs included in the Trust’s accounts reflecting specific pay and non pay committed costs in relation to Covid 19.  Overall costs reduced significantly in month 
from £2.016m in April to £1.052m in May.

2020-21  Month 02  Covid 19  Memorandum Account

Pay Medical Agency 66,753 44,756 0 111,509
Nurse Agency 21,664 108,033 88,458 218,156
P&T Agency 792 16,661 15,083 32,536
Medical Bank 64,109 110,300 113,298 287,707
Nurse Bank 23,876 104,793 99,416 228,086
A&C Bank 5,700 5,199 10,899
AHP Bank 11,668 1,338 13,005
Student Nurses 34,465 34,465
Pay extra marginal cost 25,422 202,616 124,227 526,139 235,131 592,389 384,780 1,321,143

Non Pay Revenue Equipment 98,878 462,221 13,770 574,869
Consumables

Gross 224,652 866,868 509,075 1,600,594
Less stock (102,479) (33,211) (106,647) (242,336)

Net 122,173 833,657 402,428 1,358,258

Non Pay 30,895 251,946 194,230 1,490,108 43,622 459,820 268,747 2,201,874

Total 454,562 2,016,247 1,052,209 3,523,018

£ £ Total
spanning financial years£

3/17 50/124



Income Performance and Contracting – Point of Delivery 

2020/21 Income Plan
INCOME - BY PATIENT CLASS

MOVEMENT 
IN CURRENT 

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

Contract Income
Daycase 6,311 3,112 588 (2,524) -81% (1,196)
Elective 3,701 1,812 199 (1,613) -89% (803)
Emergency 18,147 8,973 5,493 (3,480) -39% (1,582)
Outpatients 8,127 4,063 1,983 (2,080) -51% (857)
Accident & Emergency 4,113 2,056 1,328 (728) -35% (219)
Pathology 1,263 631 188 (443) -70% (443)
Diagnostics 999 500 69 (430) -86% (430)
Critical Care 1,558 779 666 (113) -14% (113)
PbR Excluded Drugs 3,904 1,952 1,724 (228) -12% 27
Other Variable & Blocked 3,930 1,751 1,251 (500) -29% (499)
Commissioner Overperformance 0 0 (647) (647) -539267% (647)
Community Contract 748 374 374 (0) 0% (0)
COVID 19 block adjustment 8,720 4,508 17,135 12,627 280% 6,604
Any Qualified Provider 0 0 0 0 0% 0

Non Contract Income
Inter Trust SLAs - Cross Charges 2,582 1,291 1,190 (101) -8% (124)
Central Funds 1,700 894 894 (0) 0% (0)
Business Unit Service Income 1,881 901 738 (163) -18% (148)
Named Patient Panel Drugs 634 317 396 79 25% 37
Donations For Non Current Assets 133 67 67 0 0% (67)
Top Up Funding prepaid 12,637 6,319 6,319 0 0% 0

Total Operating Income 81,088 40,301 39,957 (344) -1% (460)

Top Up Accrual/Claim 1,485 563 496 (67) -12% 111
FRF, PSF 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 82,573 40,864 40,453 (411) -1% (349)

INCOME

YEAR TO DATEM1-4 
BUDGET 

PLAN

Although the Trust is operating on a block contract 
payment regime, as outlined above, the Trust is still 
required to record, charge and submit activity for 
monitoring purposes. Activity volumes, which have 
reduced due to the impact of Covid 19, are in part still 
being funded through the interim finance mechanism, 
and actual shortfalls in planned activity are inflating 
the waiting list size. Patients, who have not received 
their care, are forming part of the restoration and 
recovery plans that the Trust is producing.

The variances reported by patient class depict actual 
volumes undertaken compared with the original plan 
the Trust, submitted to NHSI/E for 2020/21 on the 5th 
March. Variances reported are therefore 
representative of the impact of Covid 19. Income 
budgets in total reconcile to the block contract regime 
via several budget lines capturing the new top up 
regime.

It is important to note that, once more, the Trust was 
required to accrue a cumulative £496k above the 
central top up funding prepaid in April in order to 
breakeven year to date.

The Trust has an increasing waiting list size including 
those waiting more than 52 weeks for treatment. 
Restoration and Recovery plans aim to recover some of 
this shortfall. Work continues to assess recovery 
timescale and the additional resources required 
including financing the recovery.
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Income Performance and Contracting analysis – contracts

2020/21 Income Plan
INCOME - BY CONTRACT

MOVEMENT 
IN CURRENT 

MONTH

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

CCG Commissioning SLAs
NHS Hereford & Worcester CCG 48,933 24,467 24,467 0 0% 0
NHS Hereford & Worcester CCG Over Performance 0 0 0 0 0% 0
NHS Shropshire CCG 2,210 1,105 1,105 (0) 0% (0)
NHS Gloucestershire CCG 530 265 265 0 0% 0
NHS Telford & Wrekin CCG 0 0 (0) (0) 0% 0
Non Contracted Activity (NCA's) 0 0 0 0 0% (0)
Any Qualified Provider (AQP) 0 0 0 0 0% 0

LHB Commissioning SLA's
Powys LHB 5,202 2,601 2,601 0 0% 0
Aneurin Bevan LHB 663 332 332 (0) 0% (0)
Welsh Specialised Commissioning 46 23 23 (0) 0% (0)

Other Commissioning SLA's
NHSE - Specialised 2,115 1,058 1,058 0 0% 0
NHSE - Local Area Team 1,432 716 716 0 0% 0
NHSE - Armed Forces 85 42 42 (0) 0% (0)
Public Health 748 374 374 (0) 0% (0)
MRET 0 0 0 0 0% 0
Commissioner Overperformance (479) (488) (647) (159) 33% (159)
Contract Variations 37 18 18 0 0% 0

Inter Trust SLAs (Cross Charge)
Better Care Fund 137 68 68 (0) 0% (0)
Gloucestershire Hospitals FT 1,971 985 1,062 77 8% 46
Overperformance Excluded 0 0 0 0 0% 0
Powys Trust 354 177 (0) (177) -100% (177)
2gether MH Trust 80 40 40 0 0% 1
Other Cross Charges 40 20 20 0 0% 6

Central Funding & Training
National & Regional Funding 0 0 0 0 0% 0
Education & Training 1,700 894 894 (0) 0% (0)

Other
Business Unit Service Income 1,881 901 738 (163) -18% (148)
Named Patient Panel Drugs 634 317 396 79 25% 37
Donations For Non Current Assets 133 67 67 0 0% (67)

Total Operating Income 68,451 33,982 33,639 (343) -1% (462)

Covid 19 Recharges 12,637 6,319 6,319 0 0% 0
Covid 19 Top Up 1,485 563 496 (67) -12% 111
FRF & PSF 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 82,573 40,864 40,454 (410) -1% (351)

INCOME

M1-4 
BUDGET 

PLAN

YEAR TO DATE

Contract Summary

The 2020/21 contract and planning round was 
terminated due to the Covid 19 outbreak. No contracts 
have been agreed or signed for 2021 but income 
values, by commissioner, have been agreed in line with 
the interim financial regime. 

Where NHS organisations ‘cross charge’ each other for 
services provided, these are also subject to simplified 
payment arrangements. Irrespective of actual services 
provided, payments will flow between providers based 
upon agreed 2019/20 values plus 2.8% inflation.

The whole interim contract and payment mechanism is 
designed to simplify the payment process at the 
current time, to give certainty to commissioners and 
providers to aid planning, and to speed up provider 
payments to suppliers.

The current English NHS contracting regime authorised 
to run until end of July has now been extended until 
the end of October. 

Agreements reached with Welsh commissioners mirror 
the mechanism developed in England.

As a consequence of the block contract regime, no 
material variances are reported but clearly, as outlined 
in the earlier section and within the Chief Operating 
Officer’s section of the report, the Trust has delivered 
a much lower level of activity than being paid for due 
to the impact of Covid 19.
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COST POSITION BY CATEGORY  - To Month 02  - 31st May 2020 - 2020/21

MOVEMENT
M1-4 IN

CURRENT
BUDGET ACTUAL VARIANCE BUDGET BUDGET ACTUAL VARIANCE MONTH

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

64 62 2 Directors & Sen. Managers =>Band 8 1,821 900 913 (13) 1
369 391 (22) Medical & Dental 14,568 7,247 7,375 (129) (97)

0 0 0 WLI 133 67 70 (3) 2
1471 1494 (23) Nurses & Midwives 20,055 10,027 10,030 (3) (8)

292 292 (0) AHPs 4,130 2,069 2,108 (40) (37)
31 28 3 Pharmacists 645 326 302 24 15

226 213 14 Professional, Technical, Scientific 2,731 1,386 1,371 15 24
59 59 1 Managers/Technical >Band 5 984 486 470 15 (4)

598 582 17 Clerical <=Band 5 5,177 2,571 2,537 33 9
29 24 4 Other Pay 222 107 102 6 6

0 0 0 Apprenticeship Levy 180 92 97 (5) (5)
0 0 0 Earmarked Reserves - Pay 49 0 0 0 0

Earmarked Reserves - Pay Slippage 0
3,139 3,144 (6) 50,695 25,276 25,375 (99) (95)

Non Pay
Drugs 1,330 621 585 35 57
Excluded Drugs 6,028 2,984 2,984 0 0
Excluded Devices 570 277 266 12 (4)
Med & Surg Supplies 5,687 2,817 2,717 100 114
Implants & Accessories 135 100 100 0 0
Other Clinical Supplies 417 178 173 5 (18)
Clinical Services contracts 1,999 1,067 959 109 105
PFI Contract 3,494 1,747 1,747 0 (36)
Transport & Travel 454 194 153 41 36
Establishment expenses 1,798 899 896 3 7
I.T. 861 431 422 9 5
Trust Overheads (inc. Insurance) 2,738 1,347 1,306 41 31
Other Non Pay 1,535 658 496 161 52
Hoople 391 196 196 (0) (0)
Earmarked Reserves - Non Pay 293 0 0 0 0
Earmarked Reserves - Non Pay Slippage 0 0

27,732 13,515 13,000 514 350

Depreciation 2,061 1,030 1,031 (1) 20
Interest Received 19 10 10 0 13
Interest Payable on Loans 90 45 45 0 0
Interest Payable on PFI 2,008 1,004 1,004 (0) (0)
Sub Total 4,139 2,070 2,071 (1) 34

0 3,144 (3,144) GRAND Total Expenditure 82,566 40,860 40,446 414 288

MANPOWER POSITION YEAR TO DATE
HEADING

Performance against Cost Budgets

Cost Budget Alignment 

From a financial governance perspective, budgets are continuing to 
provide a key control to expenditure.

All expenditure incurred by the Divisions on Covid 19 has had matching 
budget issued in the month to fully fund and eliminate all financial 
budget variance relating directly to the pandemic.

As Covid 19 costs are only funded nationally to the extent of cost above 
the normal baseline, underspends that have occurred in relation to 
reduced activity on other patient pathways have been re-aligned to 
allow the gross funding of all costs associated with the pandemic.  This 
exercise is completed at the end of the accounting process for the 
month to (non-recurrently) ensure that, where non-Covid activity has 
taken place, it remains fully funded within the budget plan.

The table to the left shows expenditure (and budget variance) by cost 
category for the month.  The annual budget is replaced by a budget for 
the first four months of the year, aligned to national guidance and the 
initial time periods issued for the block funding arrangements.  A similar 
budget will be constructed for the next period of August to October but 
this will be completed closer to the time when there is clearer 
information regarding the arrangements to be put in place.

6/17 53/124



DIRECTORATE POSITIONS - To Month 02  - 31st May 2020 - 2020/21

Surgical Medical
integrate

d Care
Clinical 

Support
Estates and 

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

Income NHS Income (58) (5) (31) (42) (6) 0 (26)
Non NHS Income 18 34 (5) (14) (14) 0 (60)
Other Income 0 0 0 0 0 0 (203)
Excluded drugs 0 0 0 0 (0) 0 0
Interest Received 0 0 0 0 0 0 (0)

(40) 30 (36) (55) (19) 0 (289)

Pay Directors & Sen. Managers =>Band 8 (10) (0) (6) (7) (0) 0 10
Medical & Dental (7) (118) (0) (14) 0 0 10
WLI (5) (65) 0 67 0 0 0
Nurses & Midwives (29) 24 (0) 1 (4) 0 1
AHPs 7 (1) (17) (28) 0 0 4
Pharmacists 0 0 0 19 0 0 5
Professional, Technical, Scientific 13 (13) 1 18 (2) 0 (4)
Managers/Technical >Band 5 (0) 1 (0) 2 3 0 14
Clerical <=Band 5 6 (2) (0) 5 (8) 0 18
Other Pay 0 0 0 0 6 0 14
Cost Pending Capitalisation 0 0 0 0 0 0 (10)

(26) (173) (23) 64 (5) 0 61

Non Pay Drugs 53 24 1 (44) (0) 0 1
Excluded Drugs (0) 0 (0) 0 0 0 0
Excluded Devices (9) (2) 23 (1) 0 0 0
Med & Surg Supplies 58 54 13 (18) (1) (10) 4
Implants & Accessories (0) 0 0 0 0 0 0
Other Clinical Supplies 1 2 3 (2) 1 0 0
Clinical Services contracts 16 45 (7) 53 1 0 0
Private Sector Sub-Contracting (0) 0 0 0 0 0 0
PFI Contract 0 0 0 0 0 0 0
Transport & Travel 10 4 11 8 5 0 3
Establishment expenses (2) 3 10 (10) 5 1 (4)
I.T. (1) (3) 3 (0) 1 1 6
Trust Overheads (inc. Insurance) 5 3 4 (2) 1 0 30
Other Non Pay 1 14 (2) 8 3 1 137
Hoople 0 0 0 0 0 0 (0)
Interest Payable on Loans 0 0 0 0 0 0 0
Depreciation 0 0 0 0 0 (0) 0

133 144 59 (8) 15 (6) 178

Subtotals 67 0 1 0 (9) (6) (50)
Total Variance from Plan Prior to 
PSF and Donated Dep'n
Donated Assets
Impairment
Total Variance from plan

(410)

Variance from Plan £000's

3

(0)

(99)

512

3

0

Directorate Performance – Variance against Budget Plan

Following the same budget approach described above, this table shows the budget 
variance breakdown by area.

Income has only been devolved to reflect Service Level Income not relating to block 
contracts (and what would previously have been Divisional PbR income).  

Pay – Cost pressures have begun to emerge, with the most significant in ED where 
attendances have increased closer to former levels experienced prior to the pandemic.  
Work is being completed by the Division to better understand the underlying position 
against approved establishment, rotas and funded agency premium.  This underlying 
cost pressure position extended throughout last year. 

To a smaller scale, other overspends have occurred in Integrated Care, where some 
over-establishment has occurred (some of which relates to maternity leave cover) and 
also Clinical Support, which has experienced some cost pressures driven by a high level 
of diagnostic vacancies and the cost of covering these.

Non Pay - The largest favourable variance under ‘Other non pay’ reflects the timing of 
Educational contracts and expenditure.  All other (relatively small variances) are being 
investigated between Management Accounts and individual Budget Managers and will 
be subject to discussion and the Finance & Performance Executive meetings.
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M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 YTD Totals
Substantive & Overtime 4,286 4,030 3,995 4,015 4,077 4,150 4,195 4,223 4,220 4,302 4,359 4,363 50,215 4,524 4,495 9,020
Bank 237 231 257 237 270 288 260 289 297 350 411 416 3,542 308 267 575
Agency 570 685 728 647 661 616 457 486 521 486 428 436 6,720 223 213 435
Nursing Expenditure 5,093 4,946 4,980 4,899 5,008 5,054 4,912 4,998 5,037 5,138 5,197 5,215 60,478 5,055 4,975 10,030

 Nurses & Midwives £'000s
2020/21 Run Rate

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

Nursing Cost Run Rate

The table above shows that the rolling run rate of nursing costs in April and May compared to the run rate of the previous financial year.  Operating within the exceptional 
conditions of the pandemic and with reduced (non Covid) bed occupancy, this has reduced the volume required for temporary staffing considerably.   

The graph illustrates the relationship between substantive, overtime and bank against agency trends 
over the course of a 12 month period.  Agency costs are trending down with the increased recruitment 
last financial year of overseas nurses. 
  

       

The graph to the right monitors the value of off framework nursing 
used outside the Master Vend in terms of fill % and cost.  This was 
particularly high through last financial year and senior nurse 
managers are working with the Master Vendor to predict demand 
wherever possible and minimise the use of this extremely short 
notice/extremely high cost alternative provider.
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M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 YTD Totals
Substantive 2,709 2,690 2,715 2,604 2,655 3,001 2,829 2,759 2,916 2,830 2,858 3,000 33,566 2,853 2,878 5,731
Bank 286 310 201 215 431 356 275 291 241 460 432 349 3,848 430 420 849
WLI 153 156 244 185 210 114 120 159 139 118 129 137 1,866 32 40 72
Agency 425 439 403 503 392 488 535 545 520 521 479 660 5,910 409 384 793
Medical Expenditure 3,573 3,595 3,563 3,507 3,689 3,958 3,759 3,755 3,817 3,928 3,899 4,145 45,189 3,724 3,722 7,445

Medical Staffing £'000s
2020/21 Run Rate

Medical Staffing £'000s
2019/20 Run Rate

Medical Staffing Cost Run Rate

The table above shows the rolling run rate for Medical Staffing costs in month 1 and 2 compared to the run rate of the previous financial year.  Agency and WLI costs falling 
with reduced (non-Covid 19) activity.

 

The graph illustrates the trend line of agency cost and substantive over a 12 month period.  Both 
cost lines showing an increasing trend.
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Substantive Medical Staffing Additional Payments

Payments of WLI and other medical staffing payments reflecting additional sessions, are shown in the two graphs below.  Clearly activity levels have resulted in lower WLI’s 
during April and May as would be expected under current circumstances.
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All Agency Usage

The graph plots all agency usage against the cap level issued by NHSI last financial year.

The proportional increase of ‘other agency’ during April reflected an increase of other clinical professions requiring agency workers in reponse to Covid 19. This proportion has 
reduced again during May.
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Sc
he

m
e 

Ty
pe

Scheme Name

20-21 
Capital 

Plan value 
(£k)

YTD M2 
(£k)

Backlog maintenance 457 79
Replacement Wards 20,533 1,527
HDU/ critical care - phase 1b 905 49
HDU/ critical care - phase 2 - design and tender 50 0
Gaol Street expansion 625 0
Theatre roof replacement (5,6 &7) 300 0
Endoscopy - replacement of washers 182 4
Endoscopy expansion - design and tender 50 0
Additional Theatre(s) - design and tender 100 0
Increase space / capacity within the mortuary 181 0
Estates - other 925 50
Total Estates 24,308 1,709

Transnasal equipment 276 0
Ultrasound couches. Expansion of continuity of care model and equipment to support this.125 0
Replacement of CCU monitors 111 0
Clinical Equipment - other 156 14
Total Clinical Equipment 668 14

EPR phase 2 development and implementation 3,140 173
EPMA purchase and implementation 1,522 37
Community EMIS implementation 360 49
Windows 10, device replacement & single sign on 725 235
Data centre phase 2 350 0
E-rostering & E-job-planning implementation 330 131
Tomcat Upgrade 150 0
IM&T other 363 2
Total IM&T 6,940 627

COVID 19 1,093 747

Finance Lease additions - Radiology MES 1,222 0

 Donated and granted assets - other 400 10

Total Gross Capital Expenditure 34,631 3,107
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Capital - Overview

Capital Summary 

Capital plan

The plan presented has been constructed through a series of prioritisation discussions with 
the Divisions and members of the Capital Planning and Equipment Committee (CPEC). Only 
schemes which are highly likely to be delivered in the current financial year have been 
included.

Major clinical developments have been scaled back to ‘design and tender’ expenditure only 
in this financial year (such as additional theatre capacity, Critical Care phase 2 and 
Endoscopy expansion).

The capital plan is £34,631k. This includes £20,533k for the hutted wards and £4,662k for the 
Electronic Patient Record (EPR) and E-Prescribing (EPMA) projects.

The planned funding sources for the full plan are shown on the next page.

Year to date Expenditure

The Trust has spent £3,107k against the capital plan during April and May. This includes;

 £747k on schemes relating to Covid 19 where reimbursement from DHSC is expected 
in the form of PDC;

 £1,527k on the Hutted Ward replacement scheme;
 £235k on the windows 10 and device replacement project;
 £173k on the EPR project;
 £131k of expenditure on the e-rostering system;
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Planned Financing of the capital programme

The table below shows the planned funding sources for the capital programme;

Global Digital Exemplar (GDE) – Fast Follower schemes (EPR and EPMA)

The current situation with Covid 19 will alter the phasing of expenditure planned on these schemes. The Trust is working closely with NHSD to forecast the impact that Covid 19 
will have on the programme, expenditure and funding.
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Backlog maintenance 457 57 57 61 0 56 56 283 0 0 0 0 283 457
Replacement Wards 20,533 187 187 0 0 0 0 20,346 0 0 0 0 20,346 20,533
HDU/ critical care - phase 1b 905 191 191 0 0 714 714 0 0 0 0 0 0 905
HDU/ critical care - phase 2 - design and tender 50 0 0 50 0 0 0 0 0 0 0 0 0 50
Gaol Street expansion 625 0 0 50 0 0 0 0 0 0 0 575 575 625
Theatre roof replacement (5,6 &7) 300 0 0 0 0 0 0 300 0 0 0 0 300 300
Endoscopy - replacement of washers 182 136 136 0 0 46 46 0 0 0 0 0 0 182
Endoscopy expansion - design and tender 50 0 0 50 0 0 0 0 0 0 0 0 0 50
Additional Theatre(s) - design and tender 100 0 0 0 0 0 0 100 0 0 0 0 100 100
Increase space / capacity within the mortuary 181 0 0 53 0 0 0 0 0 0 0 128 128 181
Estates - other 925 30 30 525 0 250 250 20 0 0 0 100 120 925
Total Estates 24,308 0 601 601 789 0 1,066 1,066 21,049 0 0 0 803 21,852 0 0 24,308

Transnasal equipment 276 0 0 0 0 0 0 0 0 0 0 276 276 276
Ultrasound couches. Expansion of continuity of care model and equipment to support this.125 0 0 125 0 0 0 0 0 0 0 0 0 125
Replacement of CCU monitors 111 0 0 111 0 0 0 0 0 0 0 0 0 111
Clinical Equipment - other 156 44 44 112 0 0 0 0 0 0 0 0 0 156
Total Clinical Equipment 668 0 44 44 348 0 0 0 0 0 0 0 276 276 0 0 668

EPR phase 2 development and implementation 3,140 462 0 462 50 1,339 0 1,339 469 820 0 0 0 1,289 3,140
EPMA purchase and implementation 1,522 0 0 0 0 0 0 0 1,522 0 0 0 1,522 1,522
Community EMIS implementation 360 110 110 0 0 0 0 0 0 250 0 0 250 360
Windows 10, device replacement & single sign on 725 103 103 30 0 251 251 220 0 0 0 121 341 725
Data centre phase 2 350 0 0 100 0 0 0 250 0 0 0 0 250 350
E-rostering & E-job-planning implementation 330 0 0 0 0 100 100 230 0 0 0 0 230 330
Tomcat Upgrade 150 0 0 50 0 0 0 100 0 0 0 0 100 150
IM&T other 363 100 100 90 0 50 50 120 0 0 0 3 123 363
Total IM&T 6,940 462 313 775 320 1,339 401 1,740 1,389 2,342 250 0 124 4,105 0 0 6,940

COVID 19 1,093 0 0 0 0 0 0 0 0 0 1,093 0 1,093 0 1,093

Finance Lease additions - Radiology MES 1,222 0 0 0 0 0 0 0 0 0 0 0 0 1,222 1,222

 Donated and granted assets - other 400 0 0 0 0 0 0 0 0 0 0 0 0 400 400

Total Gross Capital Expenditure 34,631 462 958 1,420 1,457 1,339 1,467 2,806 22,438 2,342 250 1,093 1,203 27,326 1,222 400 34,631

Within STP envelope 8,108
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Capital Programme Risks

The key risks in 2020/21 
are:

 Impact on 
deliverability should a 
second surge of Covid 
19 be encountered.

 Reimbursement of 
Covid 19 related 
capital expenditure.

 Emergency PDC capital 
is not approved (either 
in part or in full).
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Cash Flow Position

2019/20 Actual Actual Cumulative
Cashflow Analysis Year-end Apr-20 May-20 May-20

£000 £000 £000 £000
Surplus / (Deficit) from Operations (9,288) 578 469 1,047
Adjust for non-cash items:
Depreciation 5,230 518 515 1,033
Income recognised in respect of capital donations (697) (67) (67)
Impairments 2,010 0 0 0
Provisions 0 0 0 0
Operating Cash flows before working capital (2,745) 1,096 917 2,013
Working capital movements:
(Inc.)/Dec. in inventories (802) (119) 364 245
(Inc.)/Dec. in current assets (12,806) (5,504) 11,360 5,856
Inc./(Dec.) in trade and other payables 2,302 16,427 (2,765) 13,662
(Inc.)/Dec. in current provisions 391 0 (12) (12)
Net cash inflow/(outflow) from working capital (10,915) 10,804 8,947 19,751
Capital investment:
Capital expenditure (11,347) (1,422) (1,685) (3,107)
Capital receipts 697 0 67 67
Net cash inflow/(outflow) from investment (10,650) (1,422) (1,618) (3,040)
Funding and debt:
Interest Received 82 0 9 9
Interest Paid (9,378) (502) (547) (1,049)
PDC Received 3,707 1,639 335 1,974
DH loans - received 54,533 0 0 0
DH loans - repaid (8,822) 0 0 0
Capital element of finance lease rentals (617) 0 0 0
PFI/LIFT etc capital (3,445) (308) (310) (618)
Net cash inflow/(outflow) from financing 36,060 829 (513) 316
Net cash inflow/(outflow) 11,750 11,307 7,733 19,040

Cash at Bank - Opening 4,767 16,517 27,824 16,517
Cash at Bank - Closing 16,517 27,824 35,557 35,557

Commentary
The cash-flow position reported is normally based upon the 
monthly financial returns to NHSI/E which incorporate a plan 
and forecast position.  As the financial planning process has 
been suspended, the normal reporting format has not been 
followed.  Therefore, the presentation has been amended to 
reflect the opening cash-flow position based upon the 
2019/20 accounts.  The actual cash flow for the year to date 
by month is shown to demonstrate the movement in cash and 
working capital.

The report shows that the Trust has delivered a cash surplus 
in May and in the year to date with the adding back of non-
cash items (depreciation).  There has also been a net increase 
in working capital due mainly to the receipt of an additional 
one month of contract income during April.  This is reflected 
in an inflow of working capital of £19.75m.

The Trust has made payments for capital expenditure of 
£3.1m.  Finally, the Trust has a net in-flow from financing due 
to the receipt of PDC to fund capital expenditure.

The above movements have contributed to an increase in 
cash held of £7.7m during May.  Whilst the cash position is 
very healthy at the end of May, this can be explained by the 
receipt of an additional month’s block income payment of 
circa £16.5m plus a PSF cash advance of £11.7m relating to 
2019/20 which will be repaid in July. Once these are 
accounted for the underlying cash position is in line with 
expectations.
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DHSC revenue loans

The Trust has relied upon the receipt of loans from the DHSC, for a number of years, in order to finance revenue deficits and to pay for capital infrastructure investments. Last 
year, the report included a record of loans incurred in-year as well as document providing Board approval of loans as they were taken out.

For 2020/21, the DHSC has announced that all existing loans will be converted to Public Dividend Capital (PDC) during the course of the financial year. As a precursor to this, all 
cash requirements in 2020/21 will be met via PDC. Interest and capital repayments have been suspended pending the re-financing of loans.

Accordingly, there will no longer be a requirement to provide an update on new loans taken out.  However, this report will continue to provide information regarding future 
cash requirements and the need for working capital requirements if and when they arise.
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 SoFP (Balance Sheet)

2019/20
Month 02 Accounts M02 YTD

£000s £000s
NON-CURRENT ASSETS:
TOTAL Non Current Assets 97,406 99,185
CURRENT ASSETS:
Inventories 3,830 3,585
Trade and Other Receivables 23,088 23,276
Cash and Cash Equivalents 16,536 35,557
TOTAL Current Assets 43,454 62,418
TOTAL ASSETS 140,860 161,603
CURRENT LIABILITIES
Trade and other payables (28,516) (47,776)
Borrowings - Loans, PFI and Finance Leases (197,248) (196,824)
Other financial liabilities (46) (50)
Total Current Liabilities (225,810) (244,650)
NET CURRENT ASSETS/(LIABILITIES) (182,356) (182,232)
TOTAL ASSETS LESS CURRENT LIABILITIES (84,950) (83,047)
NON-CURRENT LIABILITIES:
Borrowings - Loans, PFI and Finance Leases (41,291) (41,078)
Other financial liabilities (1,476) (1,460)
Total Non-Current Liabilities (42,767) (42,538)
ASSETS LESS LIABILITIES (127,717) (125,585)
TAXPAYERS EQUITY
Public dividend capital 30,324 32,298
Revaluation reserve 13,374 13,522
Income and expenditure reserve (171,415) (171,405)
TOTAL (127,717) (125,585)

2020/21
General
Due to suspension of the financial plan, the Trust does not have a balance sheet 
plan and forecast against which the actual position can be compared.  The 
statement produced is based upon a less detailed statement of financial position 
submitted to NHSI/E as part of the current monthly submissions.
The table identifies the draft statement of financial position which is subject to 
audit and Board approval.  The second column details the position as at 31 May 
2020.

Non-Current Assets
Non-current assets reflect additions to assets under construction and equipment.

Current Assets
The Trust has benefitted from actions to improve cash-flow in the first two 
months with three months of contract income being received to date.

Current Liabilities
Trade and other Payables has increased significantly to reflect contract income 
received in advance.
Borrowings reflect the total value of outstanding DHSC loans which will be 
redeemed in-year in line with announced changes to the NHS Trust financial 
regime.

Non-Current Liabilities
No significant change - mainly relating to PFI liabilities.

Taxpayers Equity
The Trust has drawn down PDC to fund capital expenditure.  The Income and 
expenditure reserve shows a marginal improvement reflecting the small surplus in 
May.
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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 125 4146 307 8554 1,372 54,492
% of Invoices paid within target 53.60% 72.36% 53.09% 62.45% 37.10% 51.09%

Value of Invoices paid in period (£000s) 1,106 8,130 2,396 23,197 9,676 110,379
% of value paid within target 74.50% 81.30% 72.58% 79.81% 69.56% 64.52%

OUTSTANDING DEBTS

Host 
Comm- Other NHS

Welsh 
bodies

Non-
NHS

Private 
Patient Total

£000s £000s £000s £000s £000s £000s £000s

Current 2 743 219 16 1 981 2,402
1 Month 588 861 211 75 4 1,739 4,400
2 Months 128 691 2,101 130 1 3,051 822
Over 3 Months 216 647 1,674 684 6 3,227 3,071
Unallocated Credits (1) (946) (2,014) (8) 0 (2,969) (2,886)
Total Value Outstanding 933 1,996 2,191 897 12 6,029 7,809

Last Month 938 3,415 2,218 1,221 16

Age of Debt

2019/20

Debt outstanding as at end of the Month
Previou
s Month

BPCC
Performance against the PSPP target of 95% of invoices paid on 
time is consistently improving. 
Non NHS expenditure constitutes the majority of spend and 
performance against the payment target by value was 81.03% in 
May and 79.81% for the year to date.  This is an improvement 
compared with April 2020.
NHS performance was at 74.50% when measured in terms of 
invoice value and 53.60% in terms of invoice numbers for the year 
to date.  The figures for April 20/21 were 70.93% and 52.75% 
respectively.

Outstanding Debts
The total value of outstanding debtors as measured by invoices 
raised reduced from £2.4m to £0.981m. Over three-month old debt 
has remained the same at £3m, half of which lies with Welsh 
bodies at £1.6m.
There has been no increase in outstanding debt with any of the 
bodies and overall there has been a decrease of £1.8m. £1m of the 
reduction was with Other NHS bodies namely Gloucestershire 
Hospitals and Shropshire CCG.
The clearance of debt has been prioritised in order to improve the 
Trust's cash position. The value of debts outstanding has decreased 
in the last month, mainly due to a decrease in outstanding dent 
with Other NHS bodies and Non NHS bodies.
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Report to: Public Board
Date of Meeting: 02/07/2020
Title of Report: Capital Plan 2020/21
Status of report: ☒Approval ☐Position statement  ☐Information  ☐Discussion
Report Approval Route: Capital Planning and Equipment Committee
Lead Executive Director: Director of Strategy and Planning
Author: Alan Dawson, Director of Strategy and Planning

Heather Roden, Financial Planning Accountant
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To seek approval from the Board for the Capital Expenditure Plan for 2020/21.

2. Recommendation(s)
The Board of Directors are asked to approve the plan and note the current funding position.

3. Executive Director Opinion1

Changing capital application process, imposed allocations and the significant impact of the coronavirus 
outbreak have had a major bearing on the Trust’s capital programme for 2020/21. Despite this, a large 
number of schemes are in progress and more are in an advanced state of readiness. Priorities have 
changed somewhat but this programme represents a deliverable plan that supports the Trust in the 
delivery of its objectives.

4. Please tick box for the Trust’s Objectives2 the report relates to:

Quality Improvement
☒ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☒ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☒ Improve patient safety through increased compliance with 
standards and learning from incidents

☒ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☐ Improve the quality of life for patients in their last 1000 
days by implementing our End of Life Strategy and 
delivering compassionate care

Integration
☒ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including 
the primary care networks

☐ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☐ Prepare the organisation to hold the alliance contract 
for Herefordshire’s services from 2021/22

Sustainability
☒ Implement our operational capacity plan, improving 
productivity and efficiency to deliver both better waiting 
times and our financial plan

☒ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☒ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☒ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☒ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☐ Empower our staff by further developing our leaders and 
strengthening our governance structures

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Introduction

NHS England and Improvement changed the approach to capital funding for 2020/21, the main 
aspect of which is the allocation of a capital envelope to each Sustainability and Transformation 
Partnership (STP) system. The intention was to provide greater clarity regarding the level of capital 
resource available to the providers, support system working and the discussions on capital 
priorities and it should enable faster access to national capital funding for critical safety issues.

At the end of May 2020, individual Trusts were required to submit capital plans, which, across the 
Herefordshire and Worcestershire STP, balanced to the allocation available.

The Trust had planned to take forward a number of major capital projects over the course of the 
current financial year, some already within the capital finance plan and some requiring additional 
capital. The outbreak of coronavirus has affected these schemes in a number of ways.

1. Capital finance application process was delayed and has not yet concluded, and the 
national NHS expectation is that schemes should be deliverable within the financial year

2. Uncertainty from the construction industry regarding the safety of their workforce and 
availability of materials has delayed existing projects and will be a factor in future projects

3. The effect of coronavirus on the health care setting possibly means changing priorities for 
organisations

This paper sets out some of the main schemes that the Trust is taking forward in 2020 and 
provides details of the capital plan that has been submitted, for the Board to approve.

Main Capital Schemes 2020/21

Critical Care

Phase 1a of the Critical Care Project has completed despite a delay caused by the outbreak and 
delivers the infrastructure for phase 1b; an additional two beds taking the total of critical care beds 
to eight. Phase 1b is more disruptive to the operation of the Critical Care Unit and the Trust has 
undertaken work to upgrade the infrastructure on the Surgical Day Case Unit in order to decant 
critical care beds during the construction period. This phase is has just begun and should complete 
by September 2020.

A further phase of work was proposed in order to provide a further two beds (ninth and tenth) 
although this was not part of the original business case and would require a further case to support 
it. A business case for this additional phase will be developed in 2020/21 if the Trust’s capacity 
analysis supports further investment in this area.

Additional Theatre(s)

As agreed in the Trust’s Capacity Plans, a project to develop a business case for additional theatre 
capacity is underway and had got as far as developing a number of options for the site prior to the 
coronavirus outbreak. Throughout the outbreak the amount of theatre activity has been extremely 
limited and the plans to increase capacity were paused. Now that the Trust has entered the 
recovery and restoration phase the loss of productivity due to Covid and the increased backlog will 
mean that theatre capacity will be at a premium. The Trust is now in the process of completing the 
business case for additional theatre capacity with a view to seeking additional capital funding 
made available in light of the outbreak or through the capital programme in 2021/22.
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Theatre Roof

A smaller scheme, but a significant risk related to theatre capacity, relates to part of the Theatre 
roof which in a state of disrepair and requires replacement. The current situation with coronavirus 
and elective activity meant that a fleeting window of opportunity to address a major risk for the 
organisation was available to complete this essential repair. The scheme is underway and should 
be completed by August 2020.

Endoscopy

The Trust had intended to develop a business case to increase the capacity of the Endoscopy 
Department. As capital became available towards the end of 2019/20, the opportunity was taken to 
develop a smaller scheme to replace the endoscope washers within the department in order to 
improve capacity and this work is now almost complete. The Trust Management Board has also 
recently approved a business case to commence trans-nasal endoscopy, which will increase the 
scoping capacity of the department from September 2020. These new arrangements will be 
considered in the Trust’s Capacity Plan with regard for the need for further capacity.

Lionel Green

The business case for the redevelopment of Lionel Green was agreed some time ago and the 
Trust had been taking forward the project with the support of SWFT Clinical Services. The project 
has had significant input through the work completed to date and is in an advanced state of 
readiness. Significant efficiencies can be achieved by bringing staff back on site from leased 
buildings and this could be improved further when taking into account the recent success of 
introducing home working and video conferencing. The Trust is currently working with SWFTCS to 
identify an appropriate funding route as the scheme could not be incorporated into the Trust’s 
capital allocation in 2020/21.

Ward Replacement

The major project to replace the hutted wards is approved, funded and underway. The project 
faces significant risks due to the coronavirus outbreak but remains on course to complete the 
construction of new wards in December/January 2020.

Skin Centre – Gaol Street

This scheme, to create a purpose built Skin Centre for Herefordshire bringing together the 
Dermatology and Plastic Surgery teams into one building at Gaol Street, was originally intended as 
a scheme funded through charitable sources. As the scheme is already approved and in an 
advanced state of readiness, it has been brought forward onto the capital programme for delivery 
in 2020/21. The ability to treat more patients away from the County Hospital site has brought this 
scheme to the fore and with proposals to develop a tele-dermatology approach, makes it an 
exciting proposition.

Capital Expenditure Plan for 2020/21

The Trust had initially developed a capital plan as part of the operational planning process. This 
has subsequently been revised to reflect both the deliverability and the prioritisation of schemes, 
given the current environment and the issues described above. The revised plan is shown in the 
table below;
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Sources of Funding

The capital envelope allocated to each STP excluded national programmes, such as; Global 
Digital Exemplar, COVID 19 reimbursement and STP wave 4b schemes, such as the Replacement 
Wards. The envelope allocates Capital Department Expenditure Limits (CDEL). CDEL covers both 
capital expenditure requiring cash funding and additions to finance leases. 

The planned sources of funding are shown in the table below;

Sc
he

m
e 

Ty
pe

Scheme Name

20-21 
Capital 

Plan value 
(£k)

Backlog maintenance 457
Replacement Wards 20,533
Lionel Green Development 0
HDU/ critical care - phase 1b 905
HDU/ critical care - phase 2 - design and tender 50
Gaol Street expansion 625
Theatre roof replacement (5,6 &7) 300
Endoscopy - replacement of washers 182
Endoscopy expansion - design and tender 50
Additional Theatre(s) - design and tender 100
Increase space / capacity within the mortuary 181
Estates - other 925
Total Estates 24,308

Transnasal equipment 276
Ultrasound couches. Expansion of continuity of care model and equipment to support this.125
Replacement of CCU monitors 111
Clinical Equipment - other 156
Total Clinical Equipment 668

EPR phase 2 development and implementation 3,140
EPMA purchase and implementation 1,522
Community EMIS implementation 360
Windows 10, device replacement & single sign on 725
Data centre phase 2 350
E-rostering & E-job-planning implementation 330
Tomcat Upgrade 150
IM&T other 363
Total IM&T 6,940

COVID 19 1,093
Finance Lease additions - Radiology MES 1,222
 Donated and granted assets - other 400

Total Gross Capital Expenditure 34,631

Es
ta

te
s
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en

t
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&
T

The plan has been developed and 
approved at the Trust’s Capital 
Planning and Equipment Committee 
(CPEC).

Sums have been included to 
develop business cases for larger 
clinical developments, with the aim 
of delivering in 2021/22.

The Trust remains keen to progress 
with the Lionel Green re-
development, however there was 
insufficient funding within the STP 
allocation for this to progress.

‘Estates other’ includes; community 
lift upgrades, reconfiguration in 
Ophthalmology, completion of the 
Belmont gym and reconfigurations to 
enable community hubs.
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The national funding allocation formulae for the Trust’s share of the STP envelope was £934k less 
than the £8,108k expenditure included in the Trust’s final plan. This higher value was absorbed 
within the overall STP envelope due to slippage in other Trusts’ schemes.

The Trust will apply for the emergency PDC funding as soon as the process is confirmed by 
DHSC. 

COVID 19 funding had been applied for retrospectively for orders placed before the 19th May. Any 
national COVID 19 funding required after this date requires pre-approval from NHSEI and DHSC.

The Trust submitted this plan to NHSEI at the end of May. Final feedback on the plan has not yet 
been received, but is expected in the coming weeks.

Forward Look

An indicative capital plan for the following four years is shown below. This will be refined as the 
COVID 19 recovery response planning develops. It includes known schemes discussed above and 
additional schemes that will form part of the refreshed Estates Strategy that will be presented to 
the Board at a later date.

Planned Funding Source Total £k

Cash - carried forward from 2019/20 1,420
Cash - Depreciation (less PFI, Finance Lease and loan repayments) 1,457
Finance lease additions (CDEL charge not cash) 1,222
PDC - Pre-approved loan facilities 2,806
PDC - Emergency Capital 1,203
Score against STP CDEL envelope 8,108

PDC - STP Wave 4b 22,438
PDC - GDE 2,342
PDC - HSLI 250
PDC - COVID 19 1,093
Donated/ granted 400
Funding sources outside of STP Envelope 26,523

Total Planned Funding 34,631
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Sc
he

m
e 

Ty
pe Scheme Name 21-22 22-23 23-24 24-25

Backlog maintenance 400 400 400 400
Replacement Wards 486
Additional Theatre(s) 7,000
Critical Care additional capacity 1,000
Endoscopy additional capacity 2,500
Lionel Green - bring back into use to repatriate leased 
accommodation 3,802
Ambulatory Care Centre 1,000 7,000 7,000
Community Estate redesign 500 1,000 1,000
Estates - other 1,000 2,000 2,000 2,000
Total Estates 13,688 6,400 10,400 10,400

Clinical Equipment - other 1,250 1,250 1,250 1,250
Total Clinical Equipment 1,250 1,250 1,250 1,250

EPR and EPMA 861
E-rostering & E-job-planning implementation 100
IM&T other 2,000 2,500 3,000 3,500
Total IM&T 2,961 2,500 3,000 3,500

Radiology MES 183 1,061 181 105
Key Worker Accomodation and Education 18,000
Energy centre 16,000
Total Finance leased additions 16,183 19,061 181 105

 Donated and granted assets - other 400 400 400 400

Total Gross Capital Expenditure 34,482 29,611 15,231 15,655

Es
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s
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&
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Report to: Public Board
Date of Meeting: 02/07/2020
Title of Report: WVT Digital Programme Update
Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Trust Board
Lead Executive Director: Director of Finance and Information
Author: Bethany Mouatt, Digital Programme Director
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To provide an update on the current status of the Trust’s Digital Programme.

2. Recommendation(s)
The Board is asked to note the contents of the report.

3. Executive Director Opinion1

The Trust’s Digital Programme has continued to progress in spite of the Covid 19 pandemic. Most of the 
project teams have been working from home and have been progressing well, but mainly those tasks 
which haven’t required too much engagement.

We are reviewing the impact and delay caused by the pandemic on an ongoing basis and the Trust 
Board will be kept informed of any consequential slippage in the Programme.

It should also be noted that the Trust has made some significant and rapid progress with the 
implementation of some IT developments such as issuing hundreds of laptops to enable working from 
home, and the use of IT to conduct virtual outpatient clinics.

4. Please tick box for the Trust’s Objectives the report relates to:

Quality Improvement
☐ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☐ Improve patient safety through increased compliance with 
standards and learning from incidents

☐ Work with system partners to restore and recover services 
in a way that values our patients’ time and keeps them safe.

☐ Improve the quality of life for patients in their last 1000 days 
by implementing our End of Life Strategy and delivering 
compassionate care

Integration
☐ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including the 
primary care networks

☐ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☐ Prepare the organisation to hold the alliance contract for 
Herefordshire’s services from 2021/22

Sustainability
☐ Implement revised operational capacity plants that deliver 
safe elective, emergency and critical care.

☐ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☐ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☐ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☐ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☐ Empower our staff by further developing our leaders and 
strengthening our governance structures

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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1. Digital Programme update

EPR Phase 2

Despite the Covid 19 pandemic, much of the development work for the Programme has continued, 
with the team working from home. However, a number of activities such as pilots and clinical 
engagement have been compromised and the impact of the resultant delays are continually being 
assessed. 

Release 15.1 (R15.1)

This is the latest version of MAXIMS and was scheduled to be deployed on 20 April, but, due to 
the loss of the system during the upgrade, it was decided to postpone this activity. A consequence 
was that a number of key activities have been delayed, but a new target date (7th July) has now 
been confirmed.

Workstream Summary

A summary of some major deliverables is shown below:

 Nurse Noting in MAXIMS – pilot delayed from April is now being re-planned to be undertaken 
in Leominster;

 Outpatient noting – regular conference calls have continued with IMS. The Clinical 
Reference Group (CRG) has recommenced, and recent CRG feedback following a 
demonstration of OP noting was very positive. Further engagement appointments are being 
arranged to obtain further feedback;

 Electronic Whiteboards – this has been stalled with constrained access to wards, but the 
first whiteboard has now been installed in Arrow Ward in readiness for a pilot commencing 
after the R15.1 upgrade;

 Nurse eOBS (observations) – plans are advanced to deploy to a further four wards starting 
on 29th June;

 Theatres – a pilot is also dependent on R15.1, but plans are being created to restart this. 
However, a pre-engagement meeting was cancelled at short notice due to the theatre session 
over-running;

 Order communication system (OCS) – Cardiology OCS has been hindered by R15.1, but 
testing and engagement has continued in the interim. Radiology OCS ordering was 
implemented swiftly as a Covid19 response and has been well received. Around 2,000 
radiological tests have been requested using MAXIMS since April, which is a swifter process 
and means that potentially infected paper requests are not being handled repeatedly.

Implementation Planning

Programme implementation plans are being revisited currently, with working groups formed to 
assess options available to the Trust and the impact of proposed profiles. The output will then be 
escalated to a newly established Implementation Board. The Board has been set up to receive 
recommendations as to how and when new capabilities would be best implemented. The first 
meeting is being planned for July 2020.
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EPMA

The EPMA Programme Team has been able to maintain programme momentum throughout the 
initial Covid 19 impact. With home working being implemented and a thorough impact assessment 
being carried out, work plans were revisited to reduce the impact of user engagement and 
suppliers were asked to share their response management plans. 

The programme is now increasing engagement in line with the Trust’s restoration phase and the 
programme plan has been revisited to assess the realised impact of Covid 19. In addition, due to 
the changing structure of wards, the programme pilot will now be taking place on Wye Ward 
instead of GAU. 

The programme has now passed into User Acceptance Testing Phase, with plans approved and 
testing activity underway. A ward readiness plan is also confirmed and the Programme team is 
working through preparation activities to ensure thorough user engagement and preparedness. 
‘TO BE’ processes have now been proposed and a Drug Trolley has now been selected following 
a thorough options appraisal. 

The team has also been recruiting in preparation for increasing workloads, in line with Business 
Case expectations. The additional team members include a Testing Lead, Testing Support and a 
Locum Pharmacist. 

EDS

Joint working between the EPMA and EPR teams has been increasing, by assessing options 
available to the Trust for the replacement of the current EDS system, with a more robust solution 
which will also integrate closely with OPENeP (EPMA) and IMS MAXIMS. Following an 
assessment, both programmes have agreed that a solution available from EPRO (EPMA 
supplier), Tablik, should be adopted alongside the EPMA go-live. This will enable the delivery of 
immediate benefits, including the elimination of time taken to transcribe discharge medications. In 
addition, both EPRO and IMS MAXIMS have been asked to integrate their functionality to deliver 
a further enhanced solution at a later date, following EPR Inpatient Noting roll out. All costs for 
this work are covered within the EPMA programme budget.

Community EMIS

The community EMIS project was successful in delivering its identified scope and hand over to a 
Business as Usual (BAU) support team. However, through Covid 19 response planning, the 
service identified areas which could be improved, including the delivery of a super green pathway, 
through joined up working with Primary Care. Scoping has concluded that this will be an extensive 
piece of work, with a significant impact on BAU activity. The team has been requested to build an 
Outline Business Case (OBC) to assess options available to the Trust and potential financial 
implications. The OBC will be presented to the Programme Board in the week commencing 22nd 
June, and a recommendation on how to proceed, will be made by the Board.

Windows 10 Project

The Windows 10 project was suspended between 10th March and the end of May and the 
resources were reallocated to support Digital preparations for Covid 19.  The project has now 
resumed.  Progress to date means that 2,466 of the Trust’s devices are now running Windows 10 
and there remain between 700 and 950 Windows 7 devices to upgrade or replace.  The 
uncertainty is due to the way devices, which have been removed from the network, are still 
included in the figures for a period of time.  The new target to complete this work is the end of 
December 2020, ahead of the January 2021 end of centrally-funded Windows 7 Extended 
Security Updates.  The project manager is confident of meeting this deadline.  However, changes 
in working practices arising from Covid 19 will result in additional complexity.  It is no longer 
appropriate in all cases to replace devices like-for-like.  It is anticipated that a greater number of 
Trust staff will now be using laptops and docking stations instead of static desktop PCs. 
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Windows Server and SQL 2008

The Windows Server 2008 and SQL 2008 project continued during the Covid 19 pandemic 
although the pace of upgrades slowed down.  69 of 109 servers have now been upgraded.   The 
project now plans to complete by the end of the year.  This project will be followed by a business 
continuity and disaster recovery review of the data centre subject to a business case in the final 
stages of approval.
The business continuity element is the third and final phase of the five year infrastructure 
improvement programme.  Phase one was the migration of servers from the end of life WVT data 
centre into the purpose built Plough Lane data centre.  

Digital Response to Covid 19

From early March, Hoople, under the direction of the Trust’s AD of IM&T and senior operational 
staff, undertook the rapid deployment of IT solutions to help the Trust with its response to the 
unfolding Covid 19 pandemic.
To support a sudden increase in the number of Trust staff able to work from home, the capacity 
of the Trust’s secure VPN was increased by a factor of four and a virtual desktop solution was 
implemented to enable occasional home workers to access Trust applications using their own 
device.
Over four hundred additional laptops were deployed, some of which had been previously 
purchased by the Trust as replacements for older devices (which currently remain in service) and 
some of which were allocated by the CCG and NHS England.
iPad and iPhone devices originally purchased for access to EPR were deployed to both acute and 
community wards to facilitate patient-staff and patient-relative communications.
Microsoft Teams was made available under a temporary free national agreement to all Trust staff 
and is currently being used by 1,200 staff both on-site and from home.  Options to enable the 
Trust to continue using the product beyond the end of the free period are being explored.
The Trust established a short-term contract with Xuper for their Visconn product to enable virtual 
clinics to be conducted online.  Although initially well-received, there have been recent difficulties 
following a software upgrade in May.  Options for the longer term remain under review.  A national 
solution, Attend Anywhere, is now available but this has also experienced recent extended 
outages due to a rapid rise in use.
Now the Trust is in the restoration and recovery stage of the Covid 19 emergency, further Digital 
requirements continue to be investigated and prioritised under the auspices of the Digital 
Programme Board. 
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Date of Meeting: 02/07/2020
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Author: Quality and Safety Lead, Infection Prevention Lead Nurse
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Infection Prevention and Control BAF

1.  Purpose of the report
To provide the Board with oversight of the trusts position (self-assessed) against the Infection Prevention 
– Board Assurance Framework (IPC BAF).

2. Recommendation(s)
Board are asked to consider the framework and the self-assessed position.  If the Board are happy this 
version will be shared with the CQC following the Board meeting.  

3. Executive Director Opinion1

The IPC BAF was published at the beginning of May by NHSI/E with a recommendation to complete a 
self-assessment against the Key Lines of Enquiry.  Since the original publication it has been confirmed 
that the CQC will be monitoring compliance.  The Board is asked to note the assessment. The judgement 
on the status of each element has been assessed by a panel of individuals including the lead consultant 
microbiologist, lead infection prevention nurse, the trusts director of infection prevention and control (the 
director of nursing), divisional directors of nursing, the quality and safety lead and a compliance officer. 

Board are asked to note the following:
 The IPC BAF has been presented to Infection Prevention Committee and Quality Committee
 Full compliance has been assessed in 42 domains and partially in 18, there is 1 area of non-

compliance
 There is a plan in place to address all partial and non-compliance elements
 The final ratification of 3 policies*, 3 standard operating procedures and 1 action card will achieve 

full compliance in 14/18 partial compliance actions – in these cases practice has already changed 
and there is no risk associated with the partial compliance

 The remaining outstanding matters are 2 estates related (screens and hand dryers), 1 relates to 
segregation of staffing and the final is an audit matter – these represent limited risk to the 
organisation as mitigations are in place

 External reporting for antimicrobial stewardship has ceased leading to non-compliance in this 
area, this will be implemented in July

 All policies, SOPs and action cards will be presented to the July Infection Prevention Committee 
for approval

 Elements of the framework will need to be audited or monitored to establish ongoing compliance 
and the audit and oversight programme will be determined and presented to the July Infection 
Prevention Committee

 The evidence to support the assessment is available upon request and held in a central location, 
the evidence is too extensive to submit to Board

*1 policy is subject to external ratification the timescale for this is beyond our control

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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4. Please tick box for the Trust’s Objectives2 the report relates to:

Quality Improvement
☐ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☐ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☒ Improve patient safety through increased compliance with 
standards and learning from incidents

☐ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☐ Improve the quality of life for patients in their last 1000 
days by implementing our End of Life Strategy and 
delivering compassionate care

Integration
☐ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including 
the primary care networks

☐ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☐ Prepare the organisation to hold the alliance contract 
for Herefordshire’s services from 2021/22

Sustainability
☐ Implement our operational capacity plan, improving 
productivity and efficiency to deliver both better waiting 
times and our financial plan

☐ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☐ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☐ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☐ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☐ Empower our staff by further developing our leaders and 
strengthening our governance structures

2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Ref Key lines of enquiry

Guidance/Standards Self assessment outcome compliance.
Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete/contact for
Gaps

Actions to address gaps Evidence collected and saved in folders

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk
assessments and consider the susceptibility of service users and any risks posed by their environment and other
service users

Systems and Processes are in place to ensure;
1,1 Infection risk is assessed at the front

door and this is documented in patient
notes

https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/05/Operating-
framework-for-urgent-and-planned-services-within-
hospitals.pdf

Partly compliant Emergency Department pathway
  • Assessment window at ED front door where checklist is completed and
documented on Symphony, allows direction to Blue or Green areas of ED.
Checklist assessment also documented in pink patient notes.
•Paediatric Admission pathway in place.  PAU co-located in ED resulting in one
admission route.
• Patient Information poster at the front door.
•SOP for triage at front door
•ED patient pathway.
•Surgical patient pathway
•Medical Division Bed Management Plan pathways
Outpatient pathway.
• Temperature checks taken at hospital front door.  All patients asked to
return to car and given a pager where they will be contacted at time of
appointment.
• Those patients presenting with COVID symptoms are managed using the
SOP  'Process for Symptomatic patients at Main Entrance V4' approved,
communicated and distributed across the Trust  08/06/2020. Located on the
intranet.
• Prior to 8.6.20 - draft version of SOP WVT OPD patient screening (patients
and staff) had been used locally as standard practice.
• Paediatric outpatients are risk assessed and majority of appointment are
over the phone.  Urgent cases seen at weekly clinic held at the CDC Ross Road
to prevent exposure to the hospital.  Phlebotomy clinical being run from CDC
Ross Road to prevent exposure to the hospital.
Community Hospital pathway/Adult Community Health Services
•Guidance on Caseload management for Adult Community Health services
Nuffield Hosptial (registered as satelite location)
•Inpatient pathway

Sue Fenson Create pathway documents for managing the front door
at community hospitals, obtain approval, publish and
communicate to staff.

•ED screening questionnaire
•ED front door process - Streaming role v.3
•Procedure for completion of streaming patients on arrival to ED
•Paediatric Admission Pathway
•COVID19 Medical Bed Management Plan pathways V1
•COVID19 Medical Bed Management Plan pathways V3
 •Medical & Surgical Specialties COVID Pathway 06/05/2020
 •Medical & Surgical Specialties COVID Pathway v2 09/06/2020
 •Covid 19 WVT Bed Surge Plan
•SOP for Symptomatic Patients at Main Entrance Version 4  - outpatients
•Initial WVT OPD Patient screening - patient SOP and WVT OPD Patient screening - staff SOP. Plus  distribution email dated
24/04/20.
•Updated version WVT OPD patient screening - patient SOP and WVT OPD patient screening - staff SOP. Plus distribution email
dated 03/04/20.
•Surgical adult pathway
•Admission Process: Admitting a patient (adult) to GAU for elective surgery: 'Green' pathway and 'Super green' pathway.
•Map of GAU (New)
•Patient Information advising self-isolation pre & post surgery.
•Nuffield Health Inpatient Pathway patient leaflet
•Hospital Map                                       •Caseload Management during the Covid19 Outbreak for Adult Community Health
Services.
•ED Covid 19 assessment checklist
•CCU admission pathway & copy of WVT coronavirus daily update (09/04/2020). plus distribution email.
•Surgical Restoration Electives Document plus pathways.
•Master Current Parental access within the WV Network V1 11/6/2020
•Process for booking of all outpatient appointments for face to face visits at WVT.
•OPD screening patient information leaflet final.
•Swab pathway for ED patients as of 28th April surgical PDF
•Poster - Visitor guidance PDF           •Patient in pod - process for ED staff

1,2 patients with possible or confirmed
COVID-19 are not moved unless this is
essential to their care or reduces the
risk of transmission

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Fully compliant • All confirmed cases are admitted to a side room and are not moved unless
their clinical condition requires it e.g. transfer to critical care.
• Paediatric Admission Pathway in place.
•Medical Division Bed Management Plan pathways
•Sugical patient pathway

•Paediatric Admission Pathway
•COVID19 Medical Bed Management Plan pathways V1
•COVID19 Medical Bed Management Plan pathways V3
 •Medical & Surgical Specialties COVID Pathway
 06/05/2020
•Medical & Surgical Specialties COVID pathway v2 09.06.2020
•Copy of Bed Boards

1,3 compliance with the national guidance
around discharge or transfer of COVID-
19 positive patients

https://www.gov.uk/government/publications/cor
onavirus-covid-19-hospital-discharge-service-
requirements

Partly compliant •Checklist process has been in place for transfer to community hospitals and
care homes.
 •Information leaflet given by AMU to patients going home which advises of
the requirement to self isoloate.
•Action cards created by IPC.
•Discharge - care home swabbing pathway
•Discharge to care home patient letter - awaiting test results
•Trust Wide patient informaiton leaflet

Laura Weston Approve documents, distribute, upload to the intranet
and communicate to staff .

•Discharge to a care home guidance - process and checklist plus distribution email.
•Discharge - care home- swabbing pathway (Apr-20)
•Patient letter - discharge to care home info pending results.
•Discharge transfer process swabbing v3
•Red to green daily sitrep process v2
•Patient in pod - process for ED staff
•Pre Op Patients 16/06/2020 Discharge version document

1,4 all staff (clinical and non-clinical) are
trained in putting on and removing PPE;
know what PPE they should wear for
each setting and context; and have
access to the PPE that protects them for
the appropriate setting and context as
per national guidance

https://www.gov.uk/government/publications/cov
id-19-personal-protective-equipment-use-for-non-
aerosol-generating-procedures

Fully compliant • Posters and guidance
• daily returns from logistics cell;
• FFP3 training and records;
• regular inspections by infection prevention team
•All staff required to observe donning and doffing eductional pod cast video.
•Recruited a cohort of IPC safety officers to support individuals in practice.
•Frome were given additional housekeeping resources to support with
donning and doffing.
•Train the trainers of fit testing
•IPC champions.
•IWVT daily coronavirus bulletin
•Sodexo PPE matrix and guidance
•Return of Obstetric Theatre Services to Delivery Suite as Main Theatres
increase Activity procedure;
•Donning and doffing masks training presentations.

•COVID-19 Presentation - IP Safety Officers
•Infection Prevention Safety Officer Leaflet V1
•Infection Prevention Safety Officer Role Profile
•Infection Prevention Safety Officers Register
•Covid 19 PPE IPC matrix
•Sodexo training records for FFP3 masks fit testing;
•2019 novel coronavirus (2019-nCoVOgrandround) presentation
•IPC certificate for the provision of teaching 'Coronavirus and correctl fitting and using PPE)
•ED email evidence on staff training dated 11/6/2020
•Guide to re-use of goggles PDF
• PPE guidance v4
•Scrub use in clinical areas v3 PDF
•C0129 - Preventing skin damage under PPE 09/04
•Correct PPE usage when caring for patients with suspected or confirmed COVID-19 v1 (PDF)
•Correct PPE usage when caring for patients with suspected or confirmed COVID-19 v2 (PDF)
•Upskilling competencies as at 160620
•fit mask testing compliance as at 160620
•IPC compliance by division as at 31/05/20
•Novel coronavirus PDF
•IPC certificate for the provision of teaching 'Coronavirus and correct fitting and using PPE)
•ED email evidence on staff training dated 11/6/2020 (titled latest version IPC BAF)
•Covid 19 PPE IPC matrix
•Sodexo training records for FFP3 masks fit testing;
•Donning and doffing masks with narration training presentation (18/06/2020);
•Train the trainer attendance registers 07/04/2020
•RPA portacount training register 20/05/2020; 29/5/2020; 01/06/2020;
•Qualitative training fit test training sessions 08/04/2020 plus portacount sessions led by RPA

1,5 national IPC guidance is regularly
checked for updates and any  changes are
effectively communicated to staff in
a timely way

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control

Fully compliant • WVT Daily coronavirus  bulletin
•Intranet Coronavirus page.
•Updates are obtained daily through emails from GOV.uk website. CAS alerts
and NICE guidance   Distributed across the Trust.
•Control room log.
•List of CAS-NICE 2020 (Covid-19 related)

•List of CAS-NICE 2020 (Covid-19 related)
•COVID drug-check screensaver
•Pharmacies advice PDF
•Red to green daily sitrep process v2
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1,6 changes to guidance are brought to the
attention of boards and any risks and
mitigating actions are highlighted

Fully compliant •Twice weekly covid-19 meetings
• Updates to guidance signed off at execs meeting.
•PPE discussed at board.
•BAF covid risk assessment

•Report identifying Covid-19 risks for the Trust at 10/06/2020.
•Covid-19 control structure.

1,7 risks are reflected in risk registers and
the board ssurance framework where
appropriate

Fully compliant •Divisional and corporate risk register covid-19 related
•Practice changes are implemented following risk assessment.

•Report identifying Covid-19 risks for the Trust at 10/06/2020.

1,8 robust IPC risk assessment processes
and practices are in place for non
COVID-19 infections and pathogens

https://wvt-intranet.wvt.nhs.uk/a-z-of-infection-
control-wvt-trust-wide-policies/

Fully compliant • Regular surveillance in place,
• HCAI database updated;
• isolation database updated;
• Trust Infection prioritisation tool

•Email Infection Prevention Safety Officers - Hand Hygiene Day;
•Email to Champions regarding hand hygiene
•Red to green daily sitrep process v2

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and
control of infections
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence collected and saved in folders

Systems and Processes are in place to ensure;
2,1 designated teams with appropriate

training are assigned to care for and
treat patients in COVID-19 isolation or
cohort areas

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Fully compliant • EDC training re upskilling and donning and doffing;
• IP team completed on site training and visit designated areas daily.
•SSAs trained in donning, doffing and fit tested.
•'Ad Hoc' training at ward/PGMC level in relation to donning and doffing;
•PHE video and guidance for all patient areas on the intranet;

IP team/sodexo Cleaning schedule needs to be update to reflect
business as usual.

•SPACES information document and ward poster including distribution email.
•13 Linen and Laundry process covid 19;
•01 Cleaning process covid 19 within 2 metres of patient;
•02 Cleaning process covid 19 high risk areas;
•03 Cleaning process covid 19 not within 2 metres of patient;
•04 Portering process covid 19 portering within 2 metre patient;
•05 Portering process covid 19 high risk areas;
•06 Portering process covid 19 not within 2 metres of patient
•07 Catering process covid 19 within 2 metres of patient;
•08 Catering process coid 19 high risk areas;
•09 Catering process covid 19 not within 2 metres of patient;
•10 Estates maintenance process covid 19 within 2 metres of patient;
•11 Estates maintenane process covid 19 high risk areas;
•12 Estates management process covid 19 no patient contact 2 metres
•Covid 19 PPE IPC matrix
•Scrub use in clinical areas PDF
•Correct PPE usage when caring for patients with suspected or confirmed COVID-19 PDF
•Ibuprofen and COVID
•Upskilling competencies as at 16/06/20
•fit mask testing compliance as at 16/06/20
•IPC compliance by division as at 31/05/20
•Ross Compliance Sheet Isolation Cleaning with sign off.pdf
•Ross PPE Training Sign Off.pdf
•Ross Cleaning Schedule and Logbook.pdf
•Cleaning Science Programme Certificate.jpg
•Donning and doffing masks training presentations (18/06/2020)

2,2 designated cleaning teams with
appropriate training in required
techniques and use of PPE are
assigned to COVID-19 isolation or
cohort areas

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting.

Partly compliant • SSAs trained in donning, doffing and fit tested;
• Sodexo staff PPE matrix and fit test trained;
• SOP infection prevention; Covid-19 - Infection Prevention Managemnet;
 • Infection prevention safety officer training slides;
 •Cleaning covid 19 guidance.

IP team/Alison Johnson Review of document, wider consultation, CN sodexo
process, ratification, uploading to intranet,
communication to staff.

•SPACES information document and ward poster including distribution email.
•SOP Infection Prevention; Covid-19 - Infection Prevention Management;
•Evidence as listed in 2.1
•Sodexo training records for FFP3 masks fit testing;
•PPE guidance COVID-19 (8)
•Sodexo training records for donning and doffing of PPE equipment for cleaning
•Upskilling competencies as at 16/06/20
•fit mask testing compliance as at 16/06/20
•IPC compliance by division as at 31/05/20
•Donning and doffing masks training presentations (18/06/2020)

2,3 decontamination and terminal
decontamination of isolation rooms or
cohort areas is carried out in line with
PHE and other national guidance

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting.

Fully compliant • Infection prevention COVID 19 assurance audit tool ;
• Cleaning covid-19 guidance;

•Evidence as listed in 2.1

2,4 increased frequency, at least twice
daily, of cleaning in areas that have
higher environmental contamination
rates as set out in the PHE and other
national guidance

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Partly compliant • Introduced touch point cleaning
•Sodexo Policy
• SOP infection prevention; Covid-19 - Infection Prevention Managemnet
•Cleaning Covid 19 guidance.

IP team/Alison Johnson Review of document, wider consultation, CN sodexo
process, ratification, uploading to intranet,
communication to staff.

•Evidence as listed in 2.1

2,5 attention to the cleaning of
toilets/bathrooms, as COVID-19 has
frequently been found to contaminate
surfaces in these areas

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Fully compliant • Introduced touch point cleaning
 •Sodexo Policy
•Cleaning Covid 19 guidance

•Evidence as listed in 2.1

2,6 cleaning is carried out with neutral
detergent, a chlorine-based disinfectant,
in the form of a solution at a minimum
strength of 1,000ppm available chlorine,
as per national guidance. If an
alternative disinfectant is used, the local
infection prevention and control team
(IPCT) should be consulted on this to
ensure that this is effective against
enveloped viruses

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Fully compliant • Introduced touch point cleaning
• Cleaning Covid 19 guidance

•Evidence as listed in 2.1

2,7 manufacturers’ guidance and
recommended product ‘contact time’
must be followed for all cleaning/
disinfectant solutions/products

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Fully compliant • Introduced touch point cleaning;
•Cleaning covid 19 guidance

•Evidence as listed in 2.1
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2,8 as per national guidance:
 • ‘frequently touched’ surfaces, eg
door/toilet handles, patient call bells,
over-bed tables and bed rails, should
be decontaminated at least twice
daily and when known to be contaminated
with secretions,
excretions or body fluids
 • electronic equipment, eg mobile
phones, desk phones, tablets,
desktops and keyboards should be
cleaned at least twice daily
 • rooms/areas where PPE is removed
must be decontaminated, timed to
coincide with periods immediately
after PPE removal by groups of staff
(at least twice daily)

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Fully compliant • Introduced touch point cleaning
•Cleaning  Covid 19 guidance.

•Evidence as listed in 2.1
•Sodexo's touch critical documentation for staff PDF

2,9 linen from possible and confirmed
COVID-19 patients is managed in line
with PHE and other national guidance
and the appropriate precautions are
taken

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/reducing-the-risk-of-transmission-of-covid-
19-in-the-hospital-setting

Partly compliant • Linen and Laundry process covid-19 guidance
•Posters regarding linen changes.
•SOP: Infection Prevention; Covid-19 - Infection prevention management;
•Cleaning  Covid 19 guidance.

IP team/Alison Johnson Review of document, wider consultation, CN sodexo
process, ratification, uploading to intranet,
communication to staff.

•SOP: Infection Prevention; Covid-19 - Infection prevention management
•Bagging Policy Elis - Covid 19 green poster
•Covid 19 linen poster
•Linen and laundry process Covid-19 guidance
•Evidence as listed in 2.1

2,10 single use items are used where
possible and according to single use
policy

http://www.nipcm.hps.scot.nhs.uk/chapter-1-
standard-infection-control-precautions-sicps/

Partly compliant •ME.03 - Decontamination policy
•SOP: Infection Prevention; Covid-19 - Infection prevention management

IP team/Alison Johnson Review of document, wider consultation, CN sodexo
process, ratification, uploading to intranet,
communication to staff.

•ME.03 - Decontamination policy
•SOP: Infection Prevention; Covid-19 - Infection prevention management

2,11 reusable equipment is appropriately
decontaminated in line with local and
PHE and other national guidance

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control

Partly compliant • ME.03 - Decontamination policy
• ME.02 - Management of Reusable Medical Devices and Equipment Policy
• Visor and goggles are only items that are reused
•SOP Safety hood v2 - re-wearing and how to decontaminate hood in place
(Duraflow hood)
• 3M hoods - newly purchased-only being used in Theatres. Using
manufactures instructions;
• Action card; for reuseable items allowing equipment to be transferred out of
blue and into green areas.
•SOP - CT scanner/MRI scanner cleaning schedule - SOP in place.
•SOP for scopes in Endoscopy

Leah Hughes SOP to be created, approved, communicated to staff
and uploaded to the intranet.

•ME.03 - Decontamination policy
•ME.02 - Management of Reusable Medical Devices and Equipment Policy
•SOP for scopes in Endoscopy
•Guide to re-use of goggles PDF
•CT022 v1 cleaning of CT equipment and scan room DRAFT
•MRI027 v1 cleaning of MRI equipment and scan room DRAFT

2,12 review and ensure good ventilation in
admission and waiting areas to minimise
opportunistic airborne transmission

IPC COVID-19 Management checklist, version
1.2(22May 2020) advises that fans that re-circulate
the air are not in use.

Fully compliant •HSE information
•Ventilation pressures in clinical area are monitored by Estates. Monthly
readings undertaken and issued to IPC. Any issues reviewed at monthly
Sodexo performance meeting and escalate through PFI liaison and report to
PFI partnership board.
•SOP Use of Portable Fans

•HSE information
•Pressure room coronavirus weekly 05.06.20

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events andantimicrobial resistance
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence collected and saved in folders

Systems and Processes are in place to ensure;

3,1

arrangements around antimicrobial
stewardship are maintained

https://www.gov.uk/government/publications/ant
imicrobial-stewardship-start-smart-then-focus

Partly compliant • Audits suspended in March, April and May but now recommenced. Alison Johnson Antibiotic consumption data will be presented to
Medicines safety committee 03/07/2020.

3,2

mandatory reporting requirements are
adhered to and boards continue to
maintain oversight

https://www.gov.uk/government/publications/ant
imicrobial-stewardship-start-smart-then-focus

Not compliant Alison Johnson Devise a plan to restart

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned withproviding further support or nursing/medical care in a timely fashion
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence collected and saved in folders

Systems and Processes are in place to ensure;
4,1 implementation of national guidance on

visiting patients in a care setting
https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/03/C0524-visiting-
healthcare-inpatient-settings-5-June-2020.pdf

Fully compliant • Internal communication via Team brief
• Posters
• External public facing communication on the trust website.
• EOL SOP for end of life visiting in Critical Care.
•Communication of Infection Prevention Society guidance in relation to
visiting during end of life care to all staff. ;
•Intranet Coronavirus page;
•SOP for collection of belongings acute and community
•Patient information for surgical patients during Covid-19

•SOP; Intensive care unit - Dignity in Death and Dying Covid-19 (13/04/2020)
•Front door poster for public information - Washing hands advice. (A4 PDF)
•Poster - How to wear your mask - public facing. (Mask etiquette PDF)
•Poster - Visitor guidance 25/03
•Poster - Handwashing poster, landscape and portrait;
•Patient Information for Surgical Patients during Covid19 (002)

4,2 areas in which suspected or confirmed
COVID-19 patients are being treated
are clearly marked with appropriate
signage and have restricted access

Fully compliant • Signage in place including AGP signage across the hospital site.
•Social distancing posters;
•Highlighting on white boards covid patients.

•Example ward handover sheet Frome from 31/3 identifying covid-19 patients prior to blue/green wards.
•WV - Stop Covid-19 - X6 A3 posters (002)

4,3 information and guidance on COVID-19
is available on all trust websites with
easy read versions

Fully compliant • All information avilable on Public facing website.
•Webiste allows people the option to zoom in creating large font size.
• All information available on coronavirus intranet page.

•Link to WVT public facing website coronavirus page
•Confirmation from Communications team on large font option available on public website.
•Vitamin D leaflet 01/20 PDF
•Poster - Visitor guidance 25/03
•Surgical patients FAQ COVID leaflet
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4,4 infection status is communicated to the
receiving organisation or department
when a possible or confirmed COVID-19
patient needs to be moved

IPC COVID-19 Management checklist, version 1.2
(22 May 2020) advises for movement
restrictions/transfer/discharge • Patients with
possible/confirmed COVID are not moved to other
wards/departments unless for essential care. If
necessary: • Staff at the receiving destination are
informed that the patient has possible or
confirmed COVID-19. • Patient is wearing a
surgical face mask during transportation. •
Patients are taken straight to and returned from
clinical departments.
• If possible, patients are placed at the end of
clinical lists.

Partly compliant • All confirmed cases are admitted to a side room and are not moved unless
their clinical condition requires it e.g. transfer to critical care.
• Paediatric Admission Pathway in place.
•COVID19 Medical Bed Management Plan pathways
•Medical & Surgical Specialties covid Pathway
 •Surgical COVID Pathway
•Communication to staff via Trust daily Coronavirus briefings.
•Process in place for transfer to community hospitals and care homes.
•Action cards.
•Handover sheets
•Patient letter - discharge to care home pending results
•Escort and receiving area informed pre-transfer of covid-19 status. Route
planned to ensure appropriate ventilation and no AGP undertaken.
•Updated handover sheets & distribution email 10/06/2020.
•WVT Trust daily coronavirus bulletin;
•WVT Intranet coronavirus page.

IP team/Alison Johnson Review of document, wider consultation, CN sodexo
process, ratification, uploading to intranet,
communication to staff.

•Paediatric Admission Pathway
•COVID19 Medical Bed Management Plan pathwasy V1
•COVID19 Medical Bed Management Plan pathways V3
•Medical & Surgical Specialties covid pathway v2 9.6.20
 •Surgical COVID Pathway
•Discharge to a care home guidance - process and checklist plus distribution email.
•Discharge care home – swabbing pathway (apr 2020)
•Patient letter - discharge to care home info pending results
•Updated handover sheets & distribution email 10/06/2020.

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely
and appropriate treatment to reduce the risk of transmitting infection to other people
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence

Systems and Processes are in place to ensure;
5,1 frontdoor areas have appropriate

triaging arrangements in place to cohort
patients with possible or confirmed
COVID-19 symptoms and to segregate
them from non COVID-19 cases to
minimise the risk of cross-infection, as
per national guidance

https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/05/Operating-
framework-for-urgent-and-planned-services-within-
hospitals.pdf

Partly compliant As per detail in 1.1. As per detail in 1.1. As per detail in 1.1. As per detail in 1.1.

5,2 mask usage is emphasized for
suspected individuals within ED, admission
and waiting areas.

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/covid-19-personal-protective-equipment-
ppe

Fully compliant •IPT visit all high risk areas at HCH to complete spot checks-issues are
actioned in real time.
•For low risk areas IPT if unable to visit will call daily-issues actioned in real
time.
•Outpatients confirmed patients are issued and wearing masks.
•ED confirmed patients are issued and wearing masks within both blue and
green areas.
•Community Hospitals - reception staff identify to visitors the need to wear
masks.
•Daily WVT Coronavirus bulletin.
•SOP Infection Prevention; Covid-19-Infection prevention management.
•ED front door process - streaming role v.3
•Intranet Coronavirus page

•Initial WVT OPD Patient screening - patient SOP and WVT OPD Patient screening - staff SOP. Plus  distribution email dated
24/04/20.
•Updated version WVT OPD patient screening - patient SOP and WVT OPD patient screening - staff SOP. Plus distribution email
dated 03/04/20.
•SOP Infection Prevention; Covid-19-Infection prevention management.
•Confirmation email from Medical Divisional Nurse Director ED issue masks.
•ED front door process - streaming role v3
•OPD screening patient information leaflet final.
•Poster - Mask etiquette v3 PDF
•ED front door process – streaming role v.3
•OPD screening patient information leaflet final.

5,3 ideally segregation should be with
separate spaces, but there is potential
to use screens, eg to protect reception
staff

IPC Covid -19 management checklist, version
1.2(22May 2020) advises that in ED, admission and
waiting areas there should be a physical seperation
of reception staff e.g perspex screen

Partly compliant •Perspex screens have been erected at main reception and other areas.
•2 metre lines/markins in all relevant places.
•Risk assessments to establish Covid secure workplaces.

Estates Complete installation of all perspex screens. •CCN2534b and g tracker as at 11/6/2020;
•List of outstanding areas for perspex screens to be fitted 11/06/2020.

5,4 for patients with new-onset symptoms, it is
important to achieve isolation and
instigation of contract tracing as soon as
possible

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Fully compliant •All areas are aware that any patient with symptoms is swabbed and contact
tracing takes place.
•Guidance on testing of inpatients is located on the COVID-19 intranet page.
•IP team check on a daily basis with wards whether anyone has new
symptoms.  Records are kept on daily sheet for all areas and provided to
informatics team.
•IPC isolation database daily - acute and community;
•WVT Coronavirus daily bulletin;
•Intranet Coronavirus page.
•Guidance on Caseload management for Adult Community Health Services

•Example of IP team patient ward view database for track and trace (titled Medical 07.04.20.xls)
• IPC isolation database daily - acute and commnunity
•Patient letter contact chase Covid-19
•Patient letter covid-19 positive results
•Caseload Management during the Covid19 Outbreak for Adult Community Health Services.

5,5 patients with suspected COVID-19 are
tested promptly

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Fully compliant •Algorithm decision making tool utilised at the beginning of the outbreak.
•Swab pathway via ED
• IP admission audit of compliance
• OPD screening
• 27/04 introduced Informatics SITREP for admission testing.

•Swab pathway via ED as of 6th May v2.
•SOP for Symptomatic Patients at Main Entrance Version 4  - outpatients
•Patient swabbed for COVID-19 following PHE guidelines v1 PDF

5,6 patients who test negative but display
or go on to develop symptoms of
COVID-19 are segregated and promptly
re-tested and contacts traced

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Fully compliant • Guidance for retesting in place.
•Infomatics SITREP show details of anyone showing symptoms.
•Information recorded on Maxims.  Alerts for staff to see how long patients
should be isolated for.
•AMU print off a patient information leaflet that they give to all staff.

•Patient letter contact chase Covid-19
•Patient letter covid-19 positive results

5,7 patients who attend for routine
appointments and who display
symptoms of COVID-19 are managed
appropriately

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Fully compliant • Temperature checked and advice given.
• Leaflet in place
• Those patients presenting with COVID symptoms are managed using the
SOP  'Process for Symptomatic patients at Main Entrance V4' approved,
communicated and distributed across the Trust  08/06/2020. Located on the
intranet.
• Prior to 8.6.20 - draft version of SOP WVT OPD patient screening (patients
and staff) had been used locally as standard practice.
•Guidance on Caseload management for Adult Community Health Services
Email from Locality nurse confirming breaks (19/06/2020)
•Patient information leaflet for Surgical Patients

•Process for Symptomatic Patients at Main Entrance Version 4  - outpatients
•Initial WVT OPD Patient screening - patient SOP and WVT OPD Patient screening - staff SOP. Plus  distribution email dated
24/04/20.
•Updated version WVT OPD patient screening - patient SOP and WVT OPD patient screening - staff SOP. Plus distribution email
dated 03/04/20.
•OPD screening patient information leaflet final.
•Patient swabbed for COVID-19 following PHE guidelines v1 PDF
•OPD screening patient information leaflet final.
•Caseload Management during the Covid19 Outbreak for Adult Community Health Services.
•Patient Information for Surgical Patients during Covid19 (002)

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their
responsibilities in the process of preventing and controlling infection
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Ref Key lines of enquiry

Self assessment outcome compliance.
Fully compliant/Partly compliant/Not
compliant

Evidence Lead to complete Gaps Actions to address gaps Evidence

Systems and Processes are in place to ensure;
6,1  all staff (clinical and non-clinical) have

appropriate training, in line with latest
PHE and other guidance, to ensure
their personal safety and working
environment is safe

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control

Fully compliant • Donning and doffing training plus video training;
• infection prevention champion and safety officer training;
• fit testing training for all staff, agency and contractors.
•Contractors have had fit-mask training.  Sign to confirm they would use PPE
whilst working in area.
•IP team trained staff on clinical areas to provide cascade training ie for night
staff.
•Frome ward, member of staff trained from clean side to support with
donning and doffing of PPE, check of compliance.
•E-learning available for staff on IPC

•Sodexo training records for FFP3 masks fit testing;
•Covid 19 presentation - IP Safety Officers;
•Infection prevention safety officer role profile;
•Infection prevention safety officers register;
•Certificate - Infection Prevention
•Infection Prevention Safety Officer Leaflet Version 1
•Key PPE staff messages - 03/04/20
•PPE guidance COVID-19 (8)
•Upskilling competencies as at 16/06/20
•fit mask testing compliance as at 16/06/20
•IPC compliance by division as at 31/05/20
•Donning and doffing masks training presentations (18/06/2020)

6,2 all staff providing patient care are
trained in the selection and use of PPE
appropriate for the clinical situation,
and on how to safely don and doff it

https://www.gov.uk/government/news/new-
personal-protective-equipment-ppe-guidance-for-
nhs-teams

Fully compliant • Posters,
• IP team 7 day support in all clinical areas
• WVT trust daily coronavirus bulletin.
• Resus team have issued PPE guidance at resus training.
• Simulations undertaken on delivery suite and theatres.
• Re-testing on masks when local shortages.
•IP champions.
•Sodexo PPE matrix

•Covid 19 PPE IPC matrix
•Sodexo training records for FFP3 masks fit testing;
•Caring for patients with suspected or confirmed COVID-19 v2 PDF
•Mask fit testing process 21/04 PDF
•Scrub use in clinical areas v3 05/05 PDF
•Mask wearing guidance v4 PDF
•C0129 - Preventing skin damage under PPE 09/04
•Key PPE staff messages - 03/04/20
•PPE guidance COVID-19 (8)
•Correct PPE usage when caring for patient with suspected or confirmed COVID-19 v1 (PDF)
•Correct PPE usage when caring for patient with suspected or confirmed COVID-19 v2 (PDF)

6,3 a record of staff training is maintained Fully compliant • EDC training records;
•Monthly reporting from EDC to line managers to ensure gaps are identified.
• fit testing records
•IP safety officer
•Sodexo training records for FFP3 masks fit testing;

•Sodexo training records for FFP3 masks fit testing;
•Covid 19 presentation - IP Safety Officers;
•Infection prevention safety officer role profile;
•Infection prevention safety officers register;
•Certificate - Infection Prevention
•Infection Prevention Safety Officer Leaflet Version 1

6,4 appropriate arrangements are in place
so that any reuse of PPE in line with
the CAS alert is properly monitored
and managed

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/managing-shortages-in-personal-
protective-equipment-ppe

Fully compliant • Visor and eye wear are only items that are reused;
•SOP Safety hood v2 - re-wearing and how to decontaminate hood in place
(Duraflow hood)
• 3M hoods only used Theatres - newly purchased - using manufactures
guidance in Theatres.
•Action card - decontamination of eye wear.
• WVT daily coronavirus bulletin;
•Poster displayed in relevant areas at the beginning of the outbreak;
•WVT Coronvirus Intranet page.

•SOP safety Hood V2
•Copy of CAS alert information received x 3 emails.
•Guide to re-use of goggles PDF
•PPE guidance V4
•PPE guidance COVID-19 (8)
•Upskilling competencies as at 160620
•fit mask testing compliance as at 160620
•IPC compliance by division as at 31/05/20
•Copy of CAS alert information received x 3 emails.

6,5 any incidents relating to the re-use of
PPE are monitored and appropriate
action taken

Fully compliant • Normal process via Datix
•Ad-hoc searches by patient safety team.
•PPE datix report.

•Covid incidents (datix)
•Key PPE staff messages - 03/04/20
•PPE guidance COVID-19 (8)

6,6 adherence to PHE national guidance
on the use of PPE is regularly audited

https://www.gov.uk/government/publications/wu
han-novel-coronavirus-infection-prevention-and-
control/covid-19-personal-protective-equipment-
ppe

Fully compliant • Current snapshot audits are completed at daily visits. Issues identified are
actioned in real time - no evidence retained.
•Auditing tool will be in place w/c 8/6/2020

6,7 staff regularly undertake hand hygiene
and observe standard infection control
precautions

https://improvement.nhs.uk/resources/national-
hand-hygiene-and-personal-protective-equipment-
policy/

Fully compliant • Weekly Hand hygiene audits; reported to IPC Committee;
• IP assurance audits;
• Saving Lives audits.
• WVT daily coronavirus bulletins.
•WVT Intranet coronavirus page
•Spot checks
•Hand Hygiene audits Regular item at IPC Committee and FPE

•Weekly hand hygiene audits
•Hand hygiene day - Dental access Centre May 2020
•Infection Prevention Safety Officer - hand hygiene day
•Poster - Handwashing poster, landscape and portrait
•Hand Hygiene day – Dental Access Centre May 2020
•Infection Prevention Safety Officer – hand hygiene day (titled hand washing.jpg & screenshot 115217 &115158)

6,8 hand dryers in toilets are associated
with greater risk of droplet spread than
paper towels. Hands should be dried
with soft, absorbent, disposable paper
towels from a dispenser which is
located close to the sink but beyond
the risk of splash contamination, as per
national guidance

There is no evidence to support faecal
transmission of Covid-19, but that does not mean
that it is not possible.

Handdryers are not recommended in clinical
settings because:
▪they do not effectively dry hands
▪staff subsequently dry hands on uniforms/clothes
▪drying hands with a paper towel from finger tips
to wrist is an important stage in the hand washing
process.

For the same reasons they are not recommended
in staff rooms, staff facilities and public toilets as
this could contribute to touch point disease
transmission.

Partly compliant •Clinical areas on hospital site and community sites have no hand dryers.
•Hospital site public hand dryers isolated and hand towels dispensers fitted
where needed.

Estates Team Dispensers have been ordered, once delivered will be
installed within 1 day and hand dryers isolated-
estimated work to be completed by 28/6/2020.

•Email conversation in relation to actioning gap assurance work.

6,9 guidance on hand hygiene, including
drying, should be clearly displayed in
all public toilet areas as well as staff
areas

Fully compliant •Posters above all hand washing basins and stickers on hand gels. • Poster - handwashing poster landscape and portrait

6,10 staff understand the requirements for
uniform laundering where this is not
provided on site

Fully compliant
• WVT Daily Coronavirus bulletin
• Staff uniform policy
•WVT Intranet Coronavirus page

6,11 all staff understand the symptoms of
COVID-19 and take appropriate action
in line with PHE and other national
guidance, if they or a member of their
household displays any of the
symptoms

https://www.gov.uk/government/collections/coro
navirus-covid-19-list-of-guidance

Fully compliant • WVT Daily Coronavirus bulletins;
•WVT Intranet Coronavirus page;
• staff slef-isolating guidance and leaflet

• Staff Testing PDF April 21
• PPE guidance V4
• COVID-19 testing self referral process portal user guide
•Staff symptoms v1 PDF
•Quick guide to self isolation - PDF 03/20

7. Provide or secure adequate isolation facilities

Ref Key lines of enquiry

Guidance/Standards Self assessment outcome compliance.
Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence
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Systems and Processes are in place to ensure;
7,1 patients with possible or confirmed

COVID-19 are isolated in appropriate
facilities or designated areas where
appropriate

IPC COVID-19 management checklist, version 1.2
(22 May 2020) advises that • Possible cases
(awaiting lab confirmation) and confirmed cases
are isolated in a single room with clinical wash
hand basin and en-suite facilities.  • If single rooms
are in short supply, priority is given to patients
who have excessive cough and sputum production.

Fully compliant •See patient flow charts from 1.1.
• IPC isolation database daily - acute and commnunity
•High risk areas have reviewed the environment and installed negative
pressure airflow in isolation rooms.

• IPC isolation database daily - acute and commnunity
• See evidence patient flow charts in 1.1.

7,2 areas used to cohort patients with
possible or confirmed COVID-19 are
compliant with the environmental
requirements set out in the current PHE
national guidance

https://www.gov.uk/government/collections/wuh
an-novel-coronavirus

Partly compliant •Created AGP posters, for staff to display;
•Frome - created a lobby to restrict entrance;
•Matrons and IP team conduct daily walk arounds and action issues in real
time.
•High risk areas members of staff postioned at front door to restrict and
monitor entrance.
•ITU and Frome doors can be locked.
•No entrance to ED without staff knowledge (non ED staff and general public).
Front door manned and all other entrances locked.
•Community hospitals doors are locked
•Visiting restricted across the Trust.
•Outpatient controlled at main entrance.
•Fire risk assessments (blue ward)

Laura Weston Work to be completed on 2m spacing between beds. •Local Fire Safety Procedure Frome Ward
•Fire Warden Handbook County Hospital
•Fire Risk Assessment Overview Covid-19 version 4
•Fire Risk Assessment Frome Ward 17062020

7,3 patients with resistant/alert organisms
are managed according to local IPC
guidance, including ensuring
appropriate patient placement

IPC COVID-19 management checklist, version 1.2
(22 May 2020) advises that Prioritising of patients
for isolation other than suspected or confirmed
COVID-19 patients is decided locally, based on
patient need and local resources.

Fully compliant •Live patient information provided daily allows IP team to monitor infections
on wards and ensure appropriate action is taken.
• IPC isolation database daily - acute and commnunity
• relevant policies; alert list linked to IPC received from informatics team on
daily.
•Previously audited quarterly but currently managing daily;
•Monthly Q&S divisional reporting;
•Report where appropriate externally.
•IC net database used.

 • IPC isolation database daily - acute and commnunity

8. Secure adequate access to laboratory support as appropriate
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence

Systems and Processes are in place to ensure;
8,1 testing is undertaken by competent and

trained individuals
https://www.gov.uk/government/publications/cov
id-19-guidance-for-taking-swab-samples

Fully compliant •Training presentation for testers
•Physical presentation of how to swab
•Testers competency framework
•Herefordshire Staff testing SOP v2 (HC & WVT model)
•Cascade training within labratories
•Posters inlcuded in WVT daily coronavirus bulletin
•WVT Coronavirus Intranet page.

•Covid staff testing presentation.
•List of attendees at training.
•COVID competency
•Herefordshire Staff testing V2 (HC WVT model)(002)
•Upskilling competencies as at 160620
•fit mask testing compliance as at 160620
•IPC compliance by division as at 31/05/20

8,2 patient and staff COVID-19 testing is
undertaken promptly and in line with
PHE and other national guidance

https://www.gov.uk/government/publications/cov
id-19-management-of-exposed-healthcare-
workers-and-patients-in-hospital-settings/covid-19-
management-of-exposed-healthcare-workers-and-
patients-in-hospital-settings

Fully compliant • Sampling guidance
• Microbiology available 24/7
•screen on admission since 27/04/2020
•Implementation of guidance on restoration and reform. Operating
framework for urgent and planned services being implemented.
•Day 5 screening was implemented 28/05/2020
•Screening of surgery patients
•Medical & Surgical Specialties Swab pathway
•Theatres pathway
•Antibiody testing
• training records
• staff testing hub guidance
• WVT daily coronavirus bulletin/WVT Coronavirus Intranet page
•Swab patients on discharge to care homes ensuring results are received
before discharge.

•On call rota for microbiology (titled On call Worcestershire Royal Monday 8 June 2020)
•Medical & Surgical Specialties Swab pathway as of 6/5/2020.
•Discharge care home – swabbing pathway (apr 2020)
•See Pathways in 1.1.
•Herefordshire Staff testing V2 (HC WVT model)(002)
•Booking Process (adult): Requesting swabs prior to admission for elective surgery
•Process for booking elective surgery during Covid-19 Phase 2 Restoration plan
•Discharge transfer process swabbing v3
•Staff testing April 21
•Patient swabbed for COVID following PHE guidelines PDF
• COVID-19 testing self referral process portal user guide
•Upskilling competencies as at 160620
•fit mask testing compliance as at 160620
•IPC compliance by division as at 31/05/20

8,3 screening for other potential infections
takes place

https://wvt-intranet.wvt.nhs.uk/a-z-of-infection-
control-wvt-trust-wide-policies/

Fully compliant • MRSA screening;
• CPE screening
•Infection Prevention Policies located on the intranet.
•IC net database used
•see information in 7.3.

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help prevent and
control infections
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence collected and saved in folders

Systems and Processes are in place to ensure;
9,1 staff are supported in adhering to all

IPC policies, including those for other
alert organisms

https://wvt-intranet.wvt.nhs.uk/a-z-of-infection-
control-wvt-trust-wide-policies/

Fully compliant • Infection prevention safety officer plan
• 7 day IPT support in clinical areas
•Spot checks, training support, managing patient alerts - IP team.
•checking and challening by IP team.
•24/7 microbiology cover
•Infection Prevention policies located on the intranet
•Datix reporting and learning.

•On call rota for microbiology (titled On call Worcestershire Royal Monday 8 June 2020);
•Covid 19 presentation - IP Safety Officers;
•Infection prevention safety officer role profile;
•Infection prevention safety officers register;
•Certificate - Infection Prevention
•Infection Prevention Safety Officer Leaflet Version 1

9,2 any changes to the PHE national
guidance on PPE are quickly identified
and effectively communicated to staff

Fully compliant • National guidance received and actioned-N.B-note ED resus not following
national guidance as agreed with IP team
• WVT daily coronavirus bulletin
• Ward huddles

•Ibuprofen and Covid-19 PDF
•Correct PPE usage when caring for patients with suspected or confirmed COVID-19 v2 PDF
•PPE guidance v4 PDF
•Key PPE staff messages - 03/04/20
•Correct PPE usage when caring for patients with suspected or confirmed COVID-19 v1 PDF

9,3 all clinical waste related to confirmed or
possible COVID-19 cases is handled,
stored and managed in accordance
with current national guidance

https://www.gov.uk/government/publications/gui
dance-on-the-safe-management-of-healthcare-
waste

Partly compliant - **NB - our process
indicates fully compliant.  Pending external
ratification of clinical waste COVID SOP**

• Spot checks and daily visits by IP teams.
• Action cards
• WVT daily coronavirus Bulletin
•WVT Intranet Coronavirus page
• Sodexo guidance
• Posters

Dave Adams Clinical waste COVID SOP to be finalised by NHSi.

 •SOP Infection Prevention; Covid-19-Infection Prevention Management
•Bagging Policy Elis – Covid 19 green poster
• Covid 19 linen poster
• Linen and laundry process Covid-19 guidance
• Email from Dave Adams confirming COVID waste procedure and iminent SOP to be provided
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9,4 PPE stock is appropriately stored and
accessible to staff who require it

IPC COVID-19 Management checklist, version
1.2(22May 2020) advises that PPE must be
available at point of use and stored in a clean dry
area.

Fully compliant •COVID-logistics team managing storage and distribution of PPE stock.
•Designated storage areas
•Stocktake completed daily - areas hold 3 day supply.
•Usual stock areas on wards used.
•Out of hours/emergency stock room managed by clinical site managers.
Covid logistics monitor stock and ensure always ready.
• controlled access
• overseen by Covid logistics

•Ordering PPE process PDF

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Ref Key lines of enquiry Guidance/Standards Self assessment outcome compliance.

Fully compliant/Partly compliant/Not
compliant

Practice changes Lead to complete Gaps Actions to address gaps Evidence

Systems and Processes are in place to ensure;
10,1 staff in ‘at-risk’ groups are identified and

managed appropriately, including ensuring
their physical and
psychological wellbeing is supported

Partly compliant • Health@work documentation
•HR information
•Wellbeing hubs - manned on a daily basis.
•Intranet wellbeing advice and access to VIVUP (EAP scheme), acess to
counselling and support aps.
•Staff testing hub
•Risk assessments
•Line manager responsibility
•WVT daily coronavirus bulletin
•Human Resources Guidance COVID-19 : protecting our staff to stay safe and
well Assessment & Wellbeing
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019
•Letter sent to all staff shielding

Jane Hanford Human Resources Guidance COVID-19 : protecting our
staff to stay safe and well Assessment & Wellbeing
document to be approved, uploaded to the intranet and
communicated to staff.

•Draft COVID-19 Protecting our staff to stay safe and well guidance - June 2020
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019
•Letter sent to all staff sheilding
•Toptips for occupational therapists PDF
•Quick guide to self isolation - PDF 03/20

10,2 staff required to wear FFP reusable
respirators undergo training that is
compliant with PHE national guidance and a
record of this training is
maintained

Fully Compliant •Resusable respirator hood Duraflow hood- SOP in place
•3M hoods newly purchased, only used in theatres.  Manufactures
instructions being used and support from IP team.
• EDC training and training records
• staff training database
•training records to be introduced.

•SOP safety Hood V2;
•Sodexo training records for FFP3 masks fit testing;
•Upskilling competencies as at 16/06/20
•fit mask testing compliance as at 16/06/20
•IPC compliance by division as at 31/05/20

10,3 consistency in staff allocation is
maintained, with reductions in the
movement of staff between different
areas and the cross-over of care
pathways between planned and
elective care pathways and urgent and
emergency care pathways, as per
national guidance

IPC COVID -19 management checklist, version
1.2(22May 2020) advises that for staff cohorting
that •Dedicated teams of staff are assigned to care
for patients in isolation/cohort rooms/areas for
their entire shift. •There is consistency in staff
allocation, reducing movement of staff and the
crossover of care pathways between planned and
elective care pathways and urgent and emergency
care pathways; reducing movement of staff
between different areas.

Partly compliant* Midlands IPC guidance
refers to total segregation of staff for green
pathways, in some smaller specialties this is
difficult to achieve.

•Social distancing posters
•ED Staff allocated at each shift to either Blue or Green ED.
•Super Green GAU staff are managed as a separate cohort to support the
pathway.
•Staff with dual posts managed in accordance with IPC Guidance.
•Additional staff re-deployed and students have remained on their base areas
•Small/single handed specialty teams risk assess patients. Prioritising green
patients before blue. Mitigating contact, cross infection risk.

•Workforce hub communication v3
•WV stop covid-19 x 6 A3 posters (002)
•Email from ED matron explaining process (19/06/2020)
•Email from Medical matron confirmation of process (19/06/2020)

10,4 all staff adhere to national guidance on
social distancing (2 metres) wherever
possible, particularly if not wearing a
facemask and in non-clinical areas

https://www.gov.uk/government/publications/cov
id-19-guidance-on-social-distancing-and-for-
vulnerable-people

Fully compliant • floor markings
•WVT coronavirus daily bulletin/WVT Coronavirus Intranet page
•Rumour mill
• Risk assessment - Luan Lawson
• Signs and posters
• Emails from Jane Ives
•New guidance with effect 15/6/2020 all staff to wear masks
•WVT Mask Wearing Guidance version 3

•WVT Mask Wearing Guidance version 3
•WV Stop Covid-19 - X6 A3 posters

10,5 consideration is given to staggering
staff breaks to limit the density of
healthcare workers in specific areas

As advised in IPC COVID-19 Management checklist,
version 1.2(22May 2020) in addition, all staff are
requested to stagger breaks to limit the density of
staff in any one specific area(s).

Fully compliant •WVT coronavirus daily bulletin/WVT coronavirus intranet page
•Social distancing posters;
•Confirmation ED staff breaks staggered through the shift.
•Separate break rooms for ED's Green and Blue.
•Additional breaks agreed for staff working in Blue ward/departments to
ensure adquate hydration and rest due to demands of wearing full PPE.
•Community hospital wards stagger breaks clearly documentating on
whiteboards.
•Risk assessments in place to stagger breaks.

•WV stop Covid-19 - X6 A3 posters;
•Email from ED matron explaining process (19/06/2020)
•Email from Medical matron confirmation of process (19/06/2020)
•Email from Locality nurse confirming breaks (19/06/2020)

10,6 staff absence and wellbeing are
monitored and staff who are selfisolating
are supported and able to
access testing

Partly compliant • Staff testing hub and associated guidance;
• staff absence monitoring records
•Post cards sent out to all staff shielded.
•HR aware of individuals shielding.
•Line Managers responsibility and advice when calling in sick;
• well being hubs
• As per information provided in 10.1.
•Human resources Guidance COVID-19: Protecting our staff to stay safe and
well Assessment & Wellbeing
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019
•Letter sent to all staff shielding

Jane Hanford Human Resources Guidance COVID-19 : protecting our
staff to stay safe and well Assessment & Wellbeing
document to be approved, uploaded to the intranet and
communicated to staff.

•Copy of shielded postcard.
•Draft COVID-19 Protecting our staff to stay safe and well guidance - June 2020
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019
•Letter sent to all staff shielding
•PDF - Manager FAQ_COVID-19 v5
•Workforce hub communication v3
•Quick guide to self isolation - PDF 03/20
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10,7 staff who test positive have adequate
information and support to aid their
recovery and return to work

https://www.gov.uk/government/publications/cov
id-19-management-of-exposed-healthcare-
workers-and-patients-in-hospital-settings/covid-19-
management-of-exposed-healthcare-workers-and-
patients-in-hospital-settings

Partly compliant • Staff testing hub
• All positive are contacted by a registered clinician.
• Directed to the department of health guidelnes around isolation
procedures.
•supported through line manager
•referral to health @ work and support back to work
•Sickness absence policy.
•Human resources Guidance COVID-19: Protecting our staff to stay safe and
well Assessment & Wellbeing
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019

Jane Hanford Human Resources Guidance COVID-19 : protecting our
staff to stay safe and well Assessment & Wellbeing
document to be approved, uploaded to the intranet and
communicated to staff.

•Draft COVID-19 Protecting our staff to stay safe and well guidance - June 2020
•HR advice Covid-19 response v5
•Covid-19 Terms & Conditions FAQs 8.4.2020
•Enabling and supporting staff to work from home guidance 28.4.20
•Managing sickness absence policy v4.1 Feb 2019
•Workforce hub communication v3
•Quick guide to self isolation - PDF 03/20
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Version 3 16 June 2020

Report to: Public Board
Date of Meeting: 02/07/2020
Title of Report: Quality Committee Summary Report of 28 May 2020 
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Director of Nursing
Author: Christobel Hargraves, Chair of Quality Committee
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
The Trust Board is invited to receive and note the report.  

2. Recommendation(s)
To note the contents of the report.

3. Executive Director Opinion1

Not applicable.

4. Please tick box for the Trust’s Objectives2 the report relates to:

Quality Improvement
☒ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☒ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☒ Improve patient safety through increased compliance with 
standards and learning from incidents

☒ Reduce unnecessary waits for care by valuing our patients’ 
time, working with system partners

☒ Improve the quality of life for patients in their last 1000 
days by implementing our End of Life Strategy and 
delivering compassionate care

Integration
☐ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including 
the primary care networks

☐ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☐ Prepare the organisation to hold the alliance contract 
for Herefordshire’s services from 2021/22

Sustainability
☐ Implement our operational capacity plan, improving 
productivity and efficiency to deliver both better waiting 
times and our financial plan

☐ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☐ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☐ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☐ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☐ Empower our staff by further developing our leaders and 
strengthening our governance structures

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Summary of Key Issues for Discussion

Confidential Items:

There were 2 serious incidents reported in April together with a Never Event. This Never Event had some 
similarities with one that happened last year and the Committee asked for all the actions from the previous 
Never Event to be reviewed for completeness as part of the investigation.

There were no incidents closed or withdrawn by the CCG in April.

The full panel that reviewed serious incidents had now recommenced their regular weekly meeting.

An update on Covid was received by the Committee together with some early indications of how services 
were to be restored, the work being undertaken to support Care Homes and the revision of guidance in the 
use of PPE.

Mortality Monthly Report:

As expected the crude mortality rate had increased as a result of the reduced admissions in April but the 
number of deaths overall was less than last year. All hospitals will be affected by this increase in rate and 
further work will be undertaken to ensure that there is no other reason to conclude that care has 
worsened.

Concerns continue with regard to deaths following fractured neck of femur and heart failure. Learning from 
SWFT and GEH was sought to ensure that all appropriate actions were in place.

Work is outstanding in incorporating on a regular basis mortality data relating to maternity and learning 
disabilities.

Quality Priority – VTE:

The 95% target had just been missed in March but there has been an improvement in the 24 and 48 hours 
compliance target which had been set internally. There has been a decline in compliance in April and a 
review is being undertaken to assess why this has been the case.

There still remains a large backlog of reviews into hospital acquired thrombosis cases which was of concern 
to the Committee. It is important that any lapses in care are identified. The Medical Director is to 
investigate how these reviews can be given priority in order to provide the assurance necessary.

Staffing Report:

Fill rate reporting had been ceased as a result of Covid but the Director of Nursing presented to the 
Committee the comprehensive modelling that had been undertaken as part of the Covid planning for the 
surge and super surge phases. Fortunately much of the modelling was theoretical and based on early 
guidance. As the restoration phase pans out establishments will be reviewed and revised, if appropriate 
depending upon service requirements.

The plans presented did not include Community staffing details. It was however reported that there had 
been a doubling of capacity in many services in the community in order to support patients at home. A 
method of reporting community staffing levels was needed which could be presented on a regular basis 
alongside the acute staffing levels.

Resuscitation and Deteriorating Patient Report:

Again this was an assuring report, with NEWS compliance improving to around 90%, alongside a high 
survival rate for cardiac arrest. There had been a 42% reduction in sub optimal care serious incidents 
compared to 2018/19.
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CQC Action Plan:

The Theatre Action Plan had now been completed but a further review of the Must/Should Do actions 
needs to be undertaken following changes in service provision as part of the Covid pandemic which would 
be presented to the Committee in July.
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Version 4 24 June 2020

Report to: Public Board
Date of Meeting: 02/07/2020
Title of Report: Audit Committee Summary Report 18June 2020
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Andrew Cottom, Chair of Audit Committee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 18 June 2020.

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A 

4. Please tick box for the Trust’s Objectives the report relates to:

Quality Improvement
☐ Continuously improve the quality of care for patients with 
dementia and learning disabilities

☒ Improve patient safety through increased compliance with 
standards and learning from incidents

☐ Work with system partners to restore and recover services 
in a way that values our patients’ time and keeps them safe.

☐ Improve the quality of life for patients in their last 1000 days 
by implementing our End of Life Strategy and delivering 
compassionate care

Integration
☐ Care for more people closer to home by integrating our 
services with our One Herefordshire partners, including the 
primary care networks

☐ Support our communities to prevent ill health, working in 
partnership with primary care and as an active Talk 
Communities partner

☐ Prepare the organisation to hold the alliance contract for 
Herefordshire’s services from 2021/22

Sustainability
☐ Implement revised operational capacity plants that deliver 
safe elective, emergency and critical care.

☐ Improve our safety and efficiency by implementing our 
Digital Strategy; Phase II e-Records, e-Prescribing and e-
Rostering

☐ Play our part in tackling climate change by delivering our 
Sustainability Strategy

Workforce and Leadership
☐ Meet our future staff needs by delivering our Workforce 
Strategy, implementing detailed plans for each division to 
recruit, train and retain staff

☐ Improve staff wellbeing and experience by delivering 
focused improvements based on staff feedback

☐ Empower our staff by further developing our leaders and 
strengthening our governance structures

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Wye Valley NHS Trust
Trust Board Meeting – 2nd July 2020

Summary of Audit Committee meeting held on 18th June 2020 

The purpose of this Audit Committee was to consider matters relating to end of year 
reporting for 2019/20. The following are matters that need to be brought to the attention of 
the Board.  Full minutes will be presented to the Board in due course.

Audit findings report (External Audit)

Qualified opinion
 External Audit have issued a qualified opinion on the Financial Accounts of Wye Valley 

NHST.  Qualifications are normally reserved for circumstances where audit cannot 
verify that accounts represent a true and fair view. As a result of COVID-19 and 
associated limitations on working practice, the auditors were unable to physically 
attend key stock takes in order to physically verify stock levels. 

 As a consequence their formal opinion reads 
o  “ ...except for the possible effects of the matter described in the basis for 

qualified opinion section of our report the financial statements give a true and 
fair view of the financial position of the Trust as at the 31st of March 2020 and of 
its expenditure income for the year ended”.

 The Audit Committee considered and debated the matter at length. The issue is to do 
with the limitation of scope of the audit; there are established records and systems that 
enable stock levels to be calculated to levels of accuracy that would be within normal 
levels of materiality for error; the Trust has also recently reviewed its financial 
procedures and governance arrangements. 

 NHSE has subsequently acknowledged the issue. However it does appear that it has 
not been an issue for the majority of Trusts in England, though 36 Trusts have been 
affected. It does also in effect give the Trust qualified opinion on its accounts for 
2020/21. 

 The matter is therefore continuing to be pursued.

Value for Money
 External Audit have concluded that they are not they are “..not satisfied that the Trust 

has made proper arrangements to secure economy, efficiency and effectiveness in the 
use of resources.” This qualification has been a feature of our External Audit report for 
a number of years and relates to its financial position. 

 The Audit Committee argued that insufficient credence and consideration has been 
given to the recognized significant improvements.  This was acknowledged through the 
CQC use of resources assessment. The Trust also met its financial target (Control 
Total) in 2019/20.

 The External Auditor did agree to review the wording of his report

Financial Accounts

Due to changes to timing of accounts completion, responsibility for approving the accounts 
had been delegated to the Audit Committee. Attached is a short summary highlighting the 
main features of the accounts which was presented to the Audit Committee. 

The Final Accounts were approved. 
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Head of internal audit opinion

The Head of Internal Audit confirmed a positive opinion:- 
“The organisation has an adequate and effective framework for risk management 
governance and internal control. However our work has identified further 
enhancements to the framework of risk management governance and internal control 
to ensure that it remains adequate and effective”

Of particular note was the recognition that reports issued with a negative assurance 
opinion were all in areas specifically requested by the Trust. 

The Audit Committee commended this approach by the Executive.

Quality Accounts

The Audit Committee received the Quality Accounts. Our role is predominantly one of 
ensuring that they have been prepared in line with guidance and provide assurance on the 
information within it. No External Audit review is being undertaken this year – a matter to 
be reflected in their fees. Key stakeholders will be given the opportunity to comment before 
publication as part of our assurance process. The Audit Committee commended the focus 
on our Quality Improvement Priorities.

 
Prepared by:-

Andrew Cottom, 
Chair of Audit Committee
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Wye Valley NHS Trust

Annual Accounts 2019/20

Howard Oddy, Director of Finance
Clive Andrews, Associate Director of Finance
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Headlines

2
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Income and Expenditure

3
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Balance Sheet Review

4
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Looking Ahead

• Changes to financing structure in 20/21.
– Conversion of Loans to PDC
– Significant reduction in interest payments
– Will eventually lead to PDC dividends being payable
– Leave Trust balance sheet looking much more healthy

• Implementation of IFRS16
– Will place all lease agreements (with a few exceptions) on the balance sheet

• Capital Investment and Depreciation
– Trust investing in its capital programme including new wards plus electronic health records systems
– Will result in increase in Depreciation and add to cost base
– Offsetting reductions in interest payable

• Impact of Covid-19 on future finances
– Financial planning regime suspended until Oct-20 at least
– Awaiting further guidance on the way forward
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Meeting of Charity Trustee

18th June 2020

Summary Report

Minutes of previous meeting

These were accepted as a true and accurate record.

Action log

The actions relating to Strategy formulation and consideration of a more formal approach to a 
League of Friends had both been deferred pending the passing of the CV-19 hiatus.

On the question of donating to other charities, Rev Hargraves confirmed that the Charity 
Commission advice was very clear, that such donations were entirely valid provided that the 
objectives of the receiving charity aligned with our own.

Finance Reports

The Q3 report was noted the salient point were as follows

 There was a net decrease in resources of £93k.
 Income for quarter 3 was broadly consistent with the first half of the year and with previous
 years once the impact of specific high value donations (of which there were none) were 

taken
 into account.
 Expenditure in Q3 of £161k was high in comparison to previous years mainly due to spend 

on
 the Gynaecology Assessment Area and the Bereavement Suite.
 There were £108k of expenditure approvals outstanding against a current fund balance of
 £764k leaving a net balance of £656k after commitments.
 Of the net balance, £38k related to general purpose funds. 

The Q4 report was considered and the salient points were as follows

 There was a net increase in resources of £48k in Q4.
 Income for quarter 4 was higher than for the previous three quarters but is still lower than in
 previous years.
 Expenditure in Q4 of £87k was low in comparison to previous years.
 There are £199k of expenditure approvals outstanding against a current fund balance of 

£808k
 leaving a net balance of £609k after commitments.
 The commitments include £100k contribution to the new Helipad from monies donated by 

the Air
 Ambulance.
 Of the net balance, £29k relates to general purpose funds.
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Fundraisers Report

Inevitably the Coronavirus has had an enormous effect on the Trust and charitable funding.

The ‘Captain Tom’ fund has, at the time of the meeting, donated £56.5k and other direct donations 
from the public a further sum of more than £30k. The Trust is engaging in a wide communication 
exercise to decide how to use this money…this has generated a good response. The strong feeling of 
the meeting was that it should be spent on staff wellbeing, even though the scope includes the 
option to benefit patients.

Future projects

As a result of changes in NHS finance, the Skin Centre, which was to be our next major project, is to 
be funded from capital. This means that we do not now have a major project in mind. The 
Committee have been of the view for some time that a major project is essential to maintaining the 
momentum in charitable giving and so the team were asked to go away and address options with 
some urgency. The general sentiment is that with interest rates at such a low level there is no point 
in keeping money in the bank and we should actively seek to spend it.

Frank Myers 

1st July 2020    
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee
Held on 30 April 2020 at 1.30 pm

Boardroom, Trust Headquarters, Hereford County Hospital
Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED)
Cath Davies CD Associate Director of Nursing
Richard Humphries RH Non-Executive Director – Via MS Teams
Lucy Flanagan LF Director Of Nursing
Rebecca Gratton RG Associate Non-Executive Director – Via MS Teams
Jane Ives JI Managing Director 
Frank Myers, MBE FM Non-Executive Director – Via MS Teams
Grace Quantock GQ Associate Non-Executive Director – Via MS Teams
Nicola Twigg NT Associate Non-Executive Director – Via MS Teams

In attendance:
Robbie Dedi RD Associate Medical Director – Medical Division – For the 

Never Event
Val Jones VJ Executive Assistant (for the minutes)
Tony McConkey TM Clinical Director, Pharmacy & Medicine Optimisation – For 

Item 8
Natasha Owen NO Head of Governance

QC001/04.20 APOLOGIES FOR ABSENCE

There were no apologies noted. 

The meeting was held with just essential staff due to the Covid-19 outbreak. 

QC002/04.20 QUORUM

The meeting was quorate. 

QC003/04.20 DECLARATIONS OF INTEREST

 Mr Myers (NED) reiterated his previously declared declaration that he 
is the joint owner and Director of MCP Systems Consultants Ltd.

 Mrs Twigg (ANED) advised that her daughter works in the Trust. 

 Ms Quantock (ANED) advised that she had joined the Wales 
Committee for the Equality and Human Rights Commission and begun 
a research fellowship with South West Creative Technology Network, 
linked to several Universities including Bristol, Bath, Falmouth and 
Plymouth.  
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CONFIDENTIAL SECTION

QC004/04.20 NEVER EVENT – WRONG MOLE REMOVAL 

BUSINESS SECTION

QC005/04.20 MINUTES OF THE MEETING HELD 26 MARCH 2020

QC017/03.20 – Mr Humphries (NED) advised that NICE have clarified that 
frailty scales are not to be used for Learning Disabilities and autism patients. 

Resolved – that with the one agreed amendment, the minutes of the 
meeting held on 26 March 2020 be confirmed as an accurate record of 
the meeting and signed by the Committee Chair.

QC006/04.20 ACTION LOG

(a) QC008/03.20 – CQC Action Plan – (B) – The Trust had requested an 
extension to the regulatory breaches’ deadline of 20 April, which had 
been granted to 29 April 2020. This new deadline had been met. The 
CQC Action Plan, which would normally have been developed into a 
fully developed action plan by now, will be fully worked up and 
presented to the May Quality Committee as previously agreed.  

(b) QC005/03.20 – Action Log – (E) – The Director of Nursing (DON) 
advised that the end of year Board of Directors and Audit Committee 
meetings have been moved to 4 June. The DON suggested bringing 
the final draft of the Quality Accounts to the May Quality Committee. 
Revd Hargraves (Chair and NED) suggested that as the papers for 
both meetings were due out the same day as the Quality Committee 
meeting, the Quality Accounts should be viewed outside a formal 
meeting and asked for this to be the week prior, with a short 
turnaround response time. 

(c) QC005/03.20 – Action Log – (G) – Mr Humphries (NED) queried 
whether the number of Looked after Children are reducing during this 
period. The DON advised that there has been no decline seen with 
the number of Safeguarding Children in the area of concern. 

(d) QC009/03.20 – Inpatient Falls Update Report – (B) – The Associate 
Director of Nursing (ADN) is still working on the reason why the severe 
fall with harm noted in the Inpatient Falls Update Report was not 
included in the Serious Incident Report and will email the Committee 
the final response. 

(e) QC10/03.20 – Pressure Ulcer Prevention & Management Update – 
(B) – The ADN advised that the Pressure Ulcer Panel are still meeting 
although with limited membership due to Covid-19. A number of 
pressure ulcer Serious Incidents are now closed, with a number of 
these not attributable to the care that we provided. The ADN will 
discuss further with her Foundation Group colleagues regarding their 
pressure ulcer numbers and trends and whether there is any learning 
for the Trust. 

NO

CD

CD
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(f) QC013/03.20 – LocSSIP Progress Report – (B) – The Head of 
Governance (HOG) advised that the Radiology Department have 
LocSSIP procedures as part of their current WHO checklist. Revd 
Hargraves (Chair and NED) advised that the Quality Committee do 
not have assurance around LocSSIPs. The HOG advised that the 
Quality & Safety Team are commencing a piece of work next week to 
review this issue. 

(g) Revd Hargraves (Chair and NED) asked that dates are now put on all 
the items that have been delayed due to Covid-19.  

LF

Resolved – that:

(A) The action log be received and noted.

(B) Due to the timing of meetings, the Quality Accounts will be 
viewed off line by the Quality Committee the week commencing 
18 May 2020. 

(C) The Associate Director of Nursing will email the Quality 
Committee the final response on the reason why the severe fall 
with harm noted in the Inpatient Falls Update Report was not 
included in the Serious Incident Report. 

(D) The Associate Director of Nursing will discuss further with her 
Foundation Group colleagues regarding their pressure ulcer 
numbers and trends and whether there is any learning for the 
Trust.

(E) All dates are now put on all the items that have been delayed due 
to Covid-19. 

NO

CD

CD

LF

CONFIDENTIAL SECTION

QC007/04.20 SERIOUS INCIDENT REPORT

QC008/04.20 COVID-19 UPDATE

QC009/04.20 COVID ETHICAL GUIDANCE GROUP UPDATE

BUSINESS SECTION

QC010/04.20 MEDICINES MANAGEMENT QUARTERLY REPORT

The Clinical Director (CD), Pharmacy & Medicine Optimisation (PMO) 
presented the Medicines Management Quarterly Report and the following key 
points were noted: 

 An abridged version of the report had been presented due to Covid-
19. The last Medicines Safety Committee meeting had been held in 
March and the Clinical Effectiveness & Audit Committee had not met 
to provide their usual scrutiny before this report was presented to the 
Quality Committee. A virtual Medicines Safety Committee was 
planned for May. 
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 There was now medical representation at the Committee from the 
Medical Division but was still awaited from the Surgical Division 
although assurance had been provided this will occur in the future. 

 The Controlled Drug audit compliance was around 83% which needed 
to improve further. Areas below compliance were highlighted within 
the report with work being undertaken with the Divisions regarding the 
timeliness of their discharge summaries. 

 The DON questioned who was responsible for the Safe Storage and 
Handling of Medicines Audit and the Controlled Drug Audit. The CD, 
PMO advised that Pharmacy completed the audit with the Nurse in 
Charge of the Ward/Department responsible for compliance. The 
DON advised that following the Care Quality Commission findings, 
compliance needed to turn green and questioned therefore whether 
Pharmacy had to undertake this audit or whether this could be done a 
Divisional level to improve audit levels. The CD, PMO did not feel this 
was required. The DON therefore asked if 100% of the audits will be 
achieved in the next quarter. The CD, PMO felt that this was 
achievable. The DON will discuss the compliance issue at the next 
Finance & Performance Committee. 

 Revd Hargraves (Chair and NED) queried if there was any shortage 
of drugs due to the pandemic. The CD, PMO advised that there was 
at a national level, but the Trust have been able to obtain medicines 
on demand along with mutual aid between Trusts which has been very 
positive. 

 Revd Hargraves (Chair and NED) questioned the surgical clinical 
input being provided. The CD, PMO advised that the Associate 
Medical Director for Surgery was responsible for this. 

LF

Resolved that: 

(A) The Medicines Management Quarterly Report be received and 
noted. 

(B) The Director of Nursing will discuss compliance for the Safe 
Storage and Handling of Medicines Audit and the Controlled 
Drug Audit at the Finance & Performance Executive meeting. 

 

LF

QC011/04.20 PATIENT EXPERIENCE REPORT 2019/20 QUARTER 4 REPORT

The ADN presented the Patient Experience Report 2019/20 Quarter 4 Report 
and the following key points were noted:

 The ADN had taken over the managerial responsibility for the Patient 
Experience Team from March 2020. It had been agreed to keep the 
same format for the report until the year end with work on a new 
strategy going forward. 

 There has been a reduction in the number of complaints during 
Quarter 4, although surgery remains the hot spot. 
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 Complaint response times are not where they need to be. 

 A meeting was held to review the complaints pathway with agreement 
to move the response timeframe to 30 days, which is in line with our 
Foundation Group colleagues. 

 The Friends and Family survey has been suspended during Covid-19. 
Changes will be made to Friends & Family once this recommences. 

 Thinking of You – An email address has been set up for families to 
send in letters which are then printed and delivered to patients. 
Connected Hearts – This service uses knitted hearts to connect 
families. The Patient and Advice Liaison Service is currently working 
seven days a week to try to gain resolution of concerns within twenty-
four hours. 

 The DON and ADN have met to discuss the new format of the report 
going forward as it currently only describes numbers rather than how 
to improve the patient experience. The ADN noted that the strategy 
was to agree what patient experience improvement looks like and how 
this is reflected within the report. Currently all patient surveys have 
been suspended, with no current date for recommencement. As we 
are entering the restoration and recovery stages of Covid-19, the 
changes put into place with them need to be reviewed and adopted. 

 The Managing Director noted that the National Patient Survey has not 
improved as much as our Staff Survey has. Improvement is therefore 
required for patient experience as this is at the heart of what we do. 

 Mr Humphries (NED) queried the reason why Surgical Division had 
the main number of complaints was known. The DON advised that the 
Division had presented a deep dive to the Quality Committee 
previously, but this did not delve into enough detail and the division 
have been asked to represent this detail as part of their next quarterly 
report. 

 Revd Hargraves (Chair and NED) advised that we can use this 
opportunity to review outstanding open complaints. The ADN advised 
that there are now less than 80 open complaints which was a huge 
improvement. The ADN had reviewed all open complaints with the 
Patient Experience Co-ordinator. The process needed to improve with 
support being provided to enable a lean process. 

 Revd Hargraves (Chair and NED) queried the complaint referred to 
the Ombudsman with the outcome from the investigation that an 
apology acknowledging failings, service improvements and financial 
remedy which she felt the Trust should already have provided. The 
ADN advised that this complaint went back to 2017 with a number of 
meetings held with the complainant at that time. The Ombudsman had 
specifically requested that the Trust sent another apology. This was 
received in February 2020. Revd Hargraves (Chair and NED) 
questioned if there was learning for the Trust from the original 
complaint handling that could have prevented this going to the 

CD
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Ombudsman. The ADN will review the background of this case and 
will ensure that in future a reflection of learning is included. 

 Mr Myers (NED) advised that a colleague had been admitted to the 
Trust recently and was very appreciative of the Thinking of You 
initiative. 

Resolved – that:

(A) The Patient Experience Report 2019/20 Quarter 4 Report be 
received and noted. 

(B) The Associate Director of Nursing will review whether there was 
any learning from the complaint referred to the Ombudsman in 
2017 and ensure that future reports include any learning from 
these complaints. 

CD

QC012/04.20 SAFEGUARDING ADULT, CHILDREN AND LOOKED AFTER CHILDREN 
REPORT

The DON presented the Safeguarding Adult, Children and Looked After 
Children Report and the following key points were noted:

Adults

 Training compliance is good. The previous quarterly report showed a 
reduction in Deprivation of Liberty training but this is now on an 
upward trend since the introduction of the new e learning package. 

 Further national guidance regarding Liberty Protection Safeguards 
and what this means for the Trust is awaited. 

 There have been two safeguarding concerns for patients cared for in 
the Trust reported around cannulas left in situ. A Datix search has 
been requested to ensure that this is not a theme. These appear to 
be isolated incidents on different wards. 

 The case of the patient with learning difficulties with fractures was 
discussed extensively at the Serious Incident Panel with local 
learning. It was agreed that this did not reach the Serious Incident 
threshold. 

Children

 There has been a significant reduction in the number of children with 
a Child Protection Order in place. There is concern that this is related 
to Covid-19 with vulnerable children being socially distanced and 
isolated at home and possibly the risk of referrals not being made from 
usual environments, such as schools. 

 The Safeguarding Team remain in place and are undertaking all usual 
activities alongside attendance at the Domestic Abuse Forum which 
has increased its frequency of meetings. 

6/10 103/124



 Level 3 Safeguarding Children training, in particular for the 
Emergency Department, needs to have more focus post the initial 
pandemic and the Care Quality Commission inspection. 

 Serious Case Review – Baby M – This case was signed off yesterday. 
There is learning for wider agencies. There was good practice from 
WVT staff but a better understanding of the intricacies of the peer on 
peer abuse policy is required.  

Looked After Children

 Numbers have not changed significantly but are still high for 
Herefordshire when compared to other areas. A meeting to review 
numbers has been postponed due to Covid-19. 

 There is an improving picture around IHAs and HAs. This has been 
helped with the recruitment of an additional Community Paediatrician. 

 Mr Humphries (NED) noted that numbers for DOLS training appeared 
low compared to other training and queried the reason. The DON 
advised that this training had previously been delivered via face-to-
face training, but the trainer had left the Trust with the agreed national 
DOLS online training package delayed being put into place. This was 
now available and accessible for all staff, with numbers increasing. 

 Revd Hargraves (Chair and NED) questioned whether as part of the 
restoration programme, getting Health Visitors, School Nurses and 
Midwives back into their roles has been considered. The DON 
confirmed that this is being considered. 

Resolved – that the Safeguarding Adults, Children and Looked After 
Children Report be received and noted.

QC013/04.20 NICE AND CAS Q4 COMPLIANCE REPORT

The HOG presented the NICE and CAS Q4 Compliance Report and the 
following key points were noted:

 Section 4 of the report shows the work undertaken to strengthen the 
Trust’s compliance for NICE reports. There is currently capacity within 
the team to undertake a review of how assurance is provided. A 
review of how guidance is audited is also being undertaken to try to 
provide more of a risk assessment around compliance. If this process 
provides the assurance required; a review of all current guidance 
relevant to the Trust will be undertaken. 

 CAS Alerts – Section 5 – The Team are actively chasing for 
outstanding areas within the Trust. The DON advised that assurance 
is needed from the Divisions whether this poses a risk to the Trust. 
Revd Hargraves (Chair and NED) queried why the alert relating to 
ventilators was relayed to housekeepers as they did not appear to be 
the most appropriate group of staff. The HOG advised that the issue 
was around replacing batteries and she had contacted the Medical 
Engineers for their response. 
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 Section 6 – The Anti-ligature type curtain rail systems alert has been 
escalated for further support. The Report would normally be 
presented to the Clinical Effectiveness & Audit Committee (CEAC) for 
scrutiny prior to being presented to the Quality Committee, but these 
meetings have been temporarily cancelled. The DON advised that this 
alert had been discussed at the last few CEAC meetings following the 
attempted suicide on Lugg Ward. Discussion had been held around 
the appropriateness of our current Anti-ligature Policy and whether 
this required review. The Medical Director was discussing this with the 
Head of Estates as lead on this Policy. It had been agreed that due to 
two incidents on Lugg Ward this Ward should be deemed as high risk 
and capital monies will be used to deal with the ligature points on the 
Ward. Some areas under our current Policy are deemed as low risk 
but the Medical Director felt that some needed to be high risk. This 
will be reviewed again in detail at a future CEAC meeting. 

 Mrs Gratton (ANED) noted that the NICE guidance around cerebral 
palsy was being reviewed by the Learning Disability Nurse and 
wanted assurance that there was no assumption that these patients 
automatically have a learning difficulty. The DON confirmed that this 
certainly was not the case, it was due to the fact there was not an 
identified lead for cerebral palsy and that the Learning Disability Nurse 
had expertise in this area and the capacity to undertake the review. 

Resolved – that the NICE and CAS Q4 Compliance Report be received 
and noted.

QC014/04.20 QUALITY PRIORITIES 

The DON presented the Quality Priorities Report and the following key points 
were noted: 

 The report relies on the central team’s quality indicators being 
received. They were late being received this month, hence the gaps 
in the report. 

 The Trust had a trajectory of 36 C-Diff cases for the year and finished 
with 41 at year end. 18 of these were related to lapses in care 
associated with the infection but are below trajectory. A number of 
post infection reviews have been delayed due to Covid-19, the 
number of lapses in care may therefore increase. 

 Definitions around hospital acquired Covid-19 infection for are 
awaited. Going forward, this will be mandatory reporting for infection 
prevention. 

 Following the Care Quality Commission findings around hand hygiene 
and bare below the elbows, local auditing has continued. There 
continues to be Infection Prevention auditing but the frequency has 
reduced during Covid-19.
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 The HOG had reviewed the VTE figures as it appeared that 
performance had reduced in March. The HOG advised that there was 
a lag in coding with March’s figures at 94.7%. Two areas had dipped 
slightly and are being reviewed. 

  
Resolved – that the Quality Priorities Report be received and noted.  

QC015/04.20 DEEP DIVE – LEARNING DISABILITIES

The DON presented the Deep Dive – Learning Disabilities Report and the 
following key points were noted:

 The original plan was for a review to be undertaken of our position 
against the national Learning Disabilities Standards and the Trust’s 
own plans. Due to the gaps in the Learning Disabilities Team this has 
not been possible, but a personal account of the service has been 
produced instead. 

 The DON has discussed with the Medical Director the difficulties with 
our medical staff understanding the role they have to play in assessing 
capacity and making best interest decisions. It has been agreed that 
bespoke training for our Consultants will need to be provided. 

Resolved – that the Deep Dive – Learning Disabilities Report be received 
and noted.

QC016/04.20 RESEARCH & DEVELOPMENT QUARTERY UPDATE REPORT

The Research & Development Quarterly Update Report was reviewed and 
the following key points were noted:

 The Trust are involved in the national Covid Studies which is going 
very well. This is due to the flexibility of the team in taking up this task. 

 The Medical Director provided the areas to be noted in his Executive 
Opinion. 

Resolved – that the Research & Development Quarterly Update Report 
be received and noted. 

QC017/04.20 CLINICAL AUDIT AND QI UPDATE

The HOG presented the Clinical Audit and QI Update and the following key 
points were noted:

 The National Audit Programme had currently been 
paused/suspended until further notice. The Quality & Safety Team are 
reviewing what this means for each Audit/Team. 

 Confirmation is awaited from the National Team as to whether the 
backlog of work is required to be undertaken later this year or whether 
the data form this period is not required. 

9/10 106/124



Resolved – that the Clinical Audit and QI Update be received and noted. 

QC018/04.20 ANY OTHER BUSINESS 

 Mr Myers (NED) read out a letter regarding the Community 
Foundation holding national emergency Trust Funds for 
Herefordshire, advising that anyone requiring assistance should be 
directed to their website for further information. 

 Revd Hargraves (Chair and NED) noted that the Quality Committee 
were currently running on a skeleton agenda and questioned when 
the Committee thought this should be increased. The DON advised 
that the original view from the Chairman and Chief Executive was to 
continue with this type of agenda until May and then begin to step 
back up from June onwards. A discussion was held at the Executive 
Directors meeting on which Committees had been stood down during 
Covid-19 with further discussions due at the next meeting on which 
meetings should be recommenced and which were no longer 
necessary. 

 Mr Humphries (NED) questioned whether the Quality Committee 
would recommence with the previous agenda or whether thought had 
been given to a new “normal”, with the view that we need to think how 
to approach the remit of the Committee differently. Revd Hargraves 
(Chair and NED) advised that this was a constant undertaking with no 
set time to review and agreed that going forward consideration of 
agenda items by the Director of Nursing and Medical Director was 
needed with Mortality one area that is required. Mr Humphries (NED) 
was mindful of the burden on the Executive Team in producing reports 
and ways of reducing this needed. The DON would find this of concern 
if the Committee structure continued as previously along with working 
with Covid-19 and suggested discussion at a Board Workshop on how 
reporting should change in the new NHS. Revd Hargraves (Chair and 
NED) felt that high level Board discussion was needed and then a 
review of how sub-Committees fed into giving that assurance to the 
Board of Directors going forward. 

Resolved – that the Any Other Business was received and noted. 

QC019/04.20 DATE OF NEXT MEETING 

The next meeting was due to be held on 28 May 2020 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 19 March 2020 at 09.00 am 
Boardroom, Trust Headquarters, Hereford County Hospital 

 

Present: 

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED) (via 
teleconference) 

Frank Myers FM Non-Executive Director (NED) (via teleconference) 

 

In attendance: 

Sophie Coster  BV RSM Risk Assurance Services LLP (via teleconference) 

Mark Coton MC RSM Risk Assurance Services LLP (via teleconference) 

Mike Gennard MG RSM Risk Assurance Services LLP (via teleconference) 

Rebecca Gratton RG Associate Non-Executive Director (NED) (via teleconference) 

Jane Hanford JH Head of HR (for item 4.1) 

Erica Hermon EH Associate Director of Corporate Governance/Company Secretary 

Asam Hussain AH RSM Risk Assurance Services LLP (via teleconference) 

Jane Ives JI Managing Director (for agenda item 8.1 on Hutted Wards) 

Howard Oddy HO Director of Finance & Information  

Grace Quantock GQ Associate Non-Executive Director (NED) (via teleconference) 

Jon Roberts JR Head of Assurance, Grant Thornton (via teleconference) 

Nicola Twigg NT Associate Non-Executive Director (via teleconference) 

Wendy Twigg WT Executive Assistant (For the Minutes) 

Katie Whybray KW Grant Thornton, External Auditors (via teleconference) 

   

Minute  Action 

AC001/03.20 Apologies for Absence 
 

 

 Apologies were received from Clive Andrews, Associate Director of Finance, 
Bradley Vaughan, RSM Risk Assurance Services LLP. 
 

 

AC002/03.20 Quorum 
 

 

 The meeting was quorate. 
 

 

AC002a/03.20 Declarations of Interest 
 

 

 Mr Myers (NED) declared a possible conflict of interest due to his appointment 
to the Independent Audit Risk Committee in Health and Social Care for the 
Welsh Government.  
 

 

AC003/03.20 Minutes of the meeting held on 12 December 2019 
 

 

 Resolved – that the minutes of the meeting held on 12 December 2019 
be confirmed as an accurate record of the meeting and signed by the 
Chair. 
 

 

AC004/03.20 Matters Arising and Actions Update  

 AC006/06.19 - Medical Devices - Feasibility Statement awaited to enable the 

Audit Committee to track timetable. Action: In progress. 

AD/Cho 
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AC004/12.19 - Matters Arising and Actions Update - Jane Hanford, Head of 

HR to give verbal update to the Committee on the issue of the staff member 

working for employers whilst being off sick from WVT. Action: CLOSED 

 

AC006/03.19 - Audit Committee Self-Assessment/3rd Party Assurance - 

Assurance received by Board from IMS. Copy of contract expected and risk 

noted on the Risk Register.  Action: CLOSED  

 

AC05.3/12.19 - Losses & Special Payments Report - Quarter 2 2019/20 – 

Agreed that an update on comparative data in levels of loss in Pharmacy 

wastage would be deferred until the September Audit Committee. The 

Director of Finance (HO) to advise the Associate Director of Finance (CA). 

Action: September agenda item. 

 

AC07.4/12.19 - NHS Resolution Scheme – Agreed as an action that the 

Associate Director of Corporate Governance distribute the NHS Resolution 

document with the Minutes. Action 

 

AC04.3/12.19 - Phase 1 EPR Benefits Report - Phase 2 EPR Benefits Report 

to be presented at the September Audit Committee. Action: September 

agenda item. 

 

Action: Medical Devices - Feasibility Statement awaited to enable the 

Audit Committee to track timetable.  

 

Action: Losses & Special Payment Report – Quarter 2 2019/20 to be 

presented at the September Audit Committee. 

 

Action: Associate Director of Corporate Governance to distribute NHS 

Resolution Scheme document to Committee. 

 

Action: Phase 2 EPR Benefits Report to be presented at the September 

Audit Committee. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
September 
Agenda 
 
 
EH 
 
 
September 
Agenda 
 

 Resolved – that: 
 

(A) The Action Update be received and noted. 
(B) The Action log to be updated as agreed. 

 

 

AC04.1/03.20 Sickness Absence Policy – Assurance to IA response (4.1)  
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 The Head of HR (JH) provided a verbal update of the current position and the 
following key points were noted:- 
 

 Sickness Absence Policy was produced in 2018 and introduced 
triggers to manage short and long term sickness; 

 Within the policy there is a facility available for Managers to look back 
over 3 years; 

 Policy has now been reviewed and is in the process of being finalized. 
ILM Level 7 Coaching for HR staff will take place to enable managers 
to have conversations with their staff and HR Business Partners will 
be on hand to work with managers; 

 An audit in the Medical Division found that personal files were not up 
to date, with no information on ESR. Managers to have training on 
ESR;  

 Concern was noted that the Board did not have sight of information 
relating to the completeness of records.  

 HR confirmed that, through monitoring and audits, information would 
be available via the WVT Intranet on the Appraisal and Dignity and 
Respect pages;  

 The Appraisal policy is divided into areas which note the Division’s 
contribution, development and health & wellbeing; 

 Long term sickness levels noted as quite high and HR team now 
reviewing to close cases down. HR reported that long term sickness 
figures were now decreasing; 

 The Committee questioned the tangibility of the data collection 
process and were informed that monthly performance meetings 
reviewed HR metrics, sickness and appraisal rates with trends and 
themes reported at Board level. There was an expectation that 
managers managed the sickness and reported on trends at these 
meetings; 

 Mr Myers (NED) commented that the cornerstone of the sickness 
absences was that all return to work interviews should be completed 
by managers. Confirmation was received from the Head of HR (JH) 
that the interviews were taking place but the field to record the 
completion of the return to work interviews was not being input on 
ESR. 

  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Resolved – that the Sickness Absence Policy update to be received and 
noted.  
 

 

AC05/03.20 GOVERNANCE   

AC05.1/03.20 Review Audit Committee Effectiveness (5.1) 
 

 

 The Associate Director of Corporate Governance (ADOCG) provided a verbal 
update with the following key point noted:- 
 

 The annual self-assessment of the Effectiveness of the Audit 
Committee is in progress and will be circulated for completion before 
the next Audit Committee. 

 

 
 
 
 
 
 

 Resolved – that the Audit Committee Effectiveness self-assessment was 
in progress.  

EH 
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Action: Associate Director of Corporate Governance to send the annual 
self-assessment questionnaire survey to Audit Committee and regular 
attendees for completion. 
 

AC05.2/03.20 Audit Committee Terms of Reference and forward plan (5.2)   
 

 The Associate Director of Corporate Governance (ADOCG) presented the 
report and the following key points were noted:- 
 

 The Terms of Reference were approved at the last Audit Committee 
and would be applied in the next financial year; 

 The Forward Plan, which was produced to note reports and actions for 
discussions going forward, would assist with future agenda items; 

 ADOCG to incorporate the items below in the Forward Plan:- 
o Under item d. Other Assurance Functions, the Committee 

agreed that the Clinical Quality Committee Terms of 
Reference should be included; 

o Amendment to page 13/263 of the Forward Plan stating 
“Annual review of 3rd Party Insurances” should read “Annual 
review of 3rd Party Assurances”  

 
Action: Associate Director of Corporate Governance to review the 
Forward Plan and make the necessary changes identified above. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EH 

 Resolved – that the Audit Committee Terms of Reference and forward 
plan   be received and noted. 
 

 

AC05.3/03/20 Review the effectiveness of Internal Audit (5.3) 
 

 

 The Associate Director of Corporate Governance (ADOCG) gave a verbal 
update and the following point was noted: 
 

 Agreed that the ADOCG would send survey to gauge the effectiveness 
of Internal Audit. 

 
Action: Associate Director of Corporate Governance to send survey to 
Audit Committee. 
 

 
 
 
 
 
 
EH 
 
 

 Resolved – that the review of the effectiveness of Internal Audit to be 
received and noted.  
 

 

AC05.4/03.20  Agree Annual Report and Final Accounts timetable and plans for 
2019/20 (5.4) 
 

 
 

 The Director of Finance & Information (DFI) updated the Committee and the 
following key points were noted: 
 

 It was noted the Final Account timetable was presented at the last 
Audit Committee; 

 A discussion took place regarding the Covid-19 outbreak and the 
effects on Grant Thornton. It was noted that the company were on lock 
down with all staff members working from home and not able to visit 
client’s premises. Grant Thornton confirmed that most of external audit 

 
 
 
 
 
 
 
 
 

4/12 111/124



  

 

Commercial in confidence 

could be undertaken virtually, but the virus would disrupt the audit 
process. It was noted that remote working would not be as efficient 
due to lack of staff presence from Grant Thornton and Wye Valley 
Trust; NHSI are considering the impact of covid-19 on the timescales 
for the 19/20 accounts production and audit timetable, alongside the 
NAO. It was considered that the audit reporting timetable could move 
back a couple of weeks. The Chair (AC) stated that the situation was 
fluid. It was suggested that we carry on working to achieve and 
recognise that there may be some formal change. Grant Thornton 
commented that it was unlikely that the original timetable would still be 
achievable due to staff member’s home working and the likely impact 
this will have on the accounts production and audit processes. 
Confirmation was received that WVT Finance staff would be available 
to work with Grant Thornton remotely during this period. 

 
Action:  Grant Thornton to discuss reporting options with the Director 
of Finance & Information (HO). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HO/JR 
 

 Resolved – that the Annual Report and Final Accounts timetable and 

plans for 2019/20 be received and approved, but noting the fluidity in the 

situation.   

 

AC05.5/03.20 Review of accounting policies and financial systems for production of 
final accounts (5.5) 

 

 The Director of Finance & Information (DFI) sought approval of the accounting 
policies and financial systems for production of final accounts. 
 

 

 Resolved – that the review of accounting policies and financial systems 
for production of final accounts be received and approved.  
  

 

AC05.6/03.20 Approve Annual Audit Committee report 19/20 (5.6) 
 

 

 The Associate Director of Corporate Governance (ADOCG) sought approval 
for the Annual Audit Committee report 19/20. 
 

 The report had not yet been received.  
 

Action: It was agreed that the ADOCG would prepare a draft report and 
send to the Committee Chair (AC) via e mail prior to seeking approval of 
Audit Committee by email. 
 

 
 
 
 
 
 
EH 

 Resolved – that the review of the draft Annual Audit Committee report 
19/20 be received and approved via e mail.  
 

 

AC06/03.20 Losses & Special Payments Report – Quarter 2 2019/20  
 

 

 The Director of Finance & Information (HO) presented the Losses & Special 
Payments Report – Quarter 2 19/20 which was taken as read and the following 
point was noted:- 
 

 Mr Myers (NED) queried in the table entitled “A comparison between 
Quarter 3 2018/19 and Quarter 3 2019/20” (page 30/263) under 
‘Other’ Quarter 3 2019/20 Total Value of Cases – Bad debts written 
off - the detail behind the £3,173 reported. 
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Action: The Director of Finance & Information (HO) to review the section 
queried as no detail was available in the report and update Mr Myers 
(NED).  
   

 
 
HO 

 Resolved – that the review of the Losses & Special Payments Report – 
Quarter 2 19/20 be received and approved.  
 

 

AC07/03.20 Executive Risk Committee Minutes 
 

 

 The Committee Chair (AC) gave assurance that the Executive Risk 
Committee Minutes were received and noted and the risks were being 
managed. 
 

 The Committee was informed that high level risks were now being 
reported at Board. The Committee was assured by the process being 
applied.  

 

 

 Resolved – that the Executive Risk Committee minutes be received and 
approved.  
 

 

AC08/03.20 INTERNAL AUDIT 
 

 

AC0.8.1/03.20 IA Progress Report & Technical update (8.1)   
 

 

 Internal Audit presented the Progress Report which was taken as read and 
the following key points were noted:- 
 

 Noted that the Data Security Protection Toolkit was currently at the 
draft report stage. Agree that the date of the report should be extended 
to the 30 September 2020; 

 The Committee gave approval that the Financial Systems - Asset 
Management report due to be presented at the end of March is 
extended to June 2020. It was flagged that completion to the revised 
timetable could be impacted on by the Covid-19 crisis and staffing 
availability. 

 Key Performance Indicators (KPI’s) – It was noted that turnaround on 
draft reports had slipped back to 36 days, with the Hutted Ward and 
the Operating Theatre Utilisation reviews having been delayed.  

 
The Hutted Ward review 
 

 This report was requested by the Trust to explore the history of the 
project. The report concluded that a more rigorous, inclusive and 
challenging approach to managing the project could have mitigated 
some of the delays encountered by the Trust in securing approval of 
the outline business case. The review highlighted the performance 
management arrangements and would have benefitted from better 
management of risks and time. The report was critical of the project 
team effectiveness and accountability of members to drive forward the 
project. There was an absence of a central repository for collecting 
project related documents and a lack of engagement for clinical 
groups. Confirmation was received that the project was now moving in 
the right direction. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6/12 113/124



  

 

Commercial in confidence 

  
 The Managing Director (JI) addressed the Committee. Following the 

report, the Director of Strategy & Planning (AD) and the Capital team, 
who were leading on the project, were advised of the outcome and 
accepted the criticisms received and were learning from them.  The 
Managing Director highlighted 3 points from the report:- 

1. Derogations – The teams had been resistant to changes away from 
the PFI hospital design which had delayed the approval of the project.  

2. Modular build – there was an ongoing use of very old information that 
a modular build would not be cost effective. 

3. Clinical engagement – the report had identified insufficient and 
ineffective clinical engagement which resulted in designs and 
specifications being open to change during build phase.  

4. Leadership - There was some criticism of the Director of Strategic 
Planning in terms of approach, challenge and leadership of the 
expertise of Capital team. A discussion resulting in a 360 degree 
appraisal, personal development plan and technical training has taken 
place with the Director of Strategic Planning.  

  

 The Committee Chair confirmed that the report was helpful in 
addressing some long term issues within capital planning. Mr Myers 
(NED) commented that the Trust required investment in the Estates 
function and a review of expertise available. The DFI was not in 
agreement and stated that with every capital project expertise was 
brought in to advise the Trust.  The Managing Director commented 
that this was more around accepting and properly considering 
challenge. Assurance was received from the team at SWFT when they 
visited the Trust that WVT had a good team. Confirmation was 
received that the Managing Director had now taken over leading the 
implementation on the Hutted Wards project. 

 The Committee Chair (AC) approved the well balanced report. In 
conclusion further ongoing work is required before agreeing design 
sign off and clinical engagement through all future capital projects is 
required.  

 
Operational Theatre Utilisation review 
 

 This review was undertaken by a Clinical Consultant on managing 
Theatres. Issues were identified regarding the utilisation of reporting 
which was impacting on performance. The Trust was not achieving a 
number of national benchmarks. Processes were put in place which 
included locking down Theatre lists and notification of free sessions.  

 The DFI confirmed that any issues would be monitored within the 
tracking recommendations through Audit Committee and Theatre 
Productivity is identified as one of the Transformation projects for the 
new financial year. It was noted that through monthly performance 
reporting, the work stream will have explicit KPI’s. It was suggested 
that the Chief Operating Officer includes Theatre Productivity within 
the Operational report.   

 IA confirmed that any recommendations would be included in the audit 
tracker. The current IA report identified that there was not a huge 
amount of confidence in the data being received.  
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Action: Committee Chair (AC) to discuss elective performance and 
Theatre Productivity, including data quality with the Chief Operating 
Officer.  
 
Key Financial Controls - Payroll  
 

 A reasonable assurance opinion was received. The report highlighted 
a number of key improvements. The quality of authorised signatories 
list was identified as currently in a manual, hard copy format which is 
difficult to use and update. This requires improvement and updating.  
Although Finance has set a date of the 31 August 2020 to complete 
this task, it was  required to be completed as soon as possible; 

 The Committee Chair (AC) commented that the report was 
disappointing as basic controls were weak.  
 

Action: Director of Finance & Information (HO) to advise Finance to 
improve and update the authorised signatories list as soon as possible.  
 
Trust Taxi Service Usage Controls 
 

 The Associate Director of Corporate Governance (EH) requested this 
report. No assurance opinion was issued. The Trust currently has no 
control framework for taxis. A tighter control of budget and a complete 
overhaul of taxis is required. An action plan is in place to rectify the 
position 

 
Board Assurance Framework/Risk Management 
 

 The report identified a number of improvements. Issues identified 
around wording as assurances are not actually controls. Mainly 
internal assurances were received, therefore third party would be 
helpful. 

 The report received reasonable assurance from the Audit Committee.  

 The Associate Director of Corporate Governance (EH) commented 
that having reviewed the recommendation, it would not take long to 
achieve a better level. 

 

 
AC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HO 
 

 Resolved – that the Progress Reports be received and approved.  
  

 

AC08.2/03.20 Draft Head of Internal Audit Opinion (8.2) 
 

 

 Internal Audit presented the draft Head of Internal Audit Opinion which was 
taken as read and the following key points were noted:- 
 

 RSM confirmed that the Trust had an adequate and effective 

framework for risk management, governance and internal control. It 

was noted that this assessment is positive but recognises that some 

opportunities for improvement. 

 It was also noted that the Trust continued to be open in its targeting of 

Internal Audit resources which whilst leading to reports that identified 
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weaknesses, does mean the Trust is identifying opportunity for 

improvement. 

 Resolved – that the Draft Head of Internal Audit Opinion be received and 
approved.  
 

 

AC08.3/03.20 Draft Internal Audit Plan 2020/21 and long list (8.3) 
 

 

 Internal Audit presented the Draft Internal Audit Plan 2020/21 and long list 
which was taken as read and the following key points were noted:- 
 

 IA confirmed that the plan was still in draft and the long list had been 
discussed internally with the Trust;  

 Each of the Executive Directors had been in discussion with IA to 
discuss gaps in assurances, together with the Committee Chair (AC) 
and the Associate Non-Executive Director (NT); 

 It was noted that due to the timing of the audits IA would need to 
prioritise areas that did not place pressure on clinical colleagues; 

 Mr Myers, Non-Executive Director raised the issue of Declaration of 
Interest in relation to managers having conversations with staff 
members declaring Conflict of Interest rather than filling in a form. The 
DFI confirmed that a conversation had not taken place at the Executive 
meeting regarding the policy due to current situation but clarity on Mr 
Myers (NED) suggestion regarding Declaration of Interest should be 
investigated. The Chair suggested a more interventional approach 
with managers having conversations with individuals. Mr Myers (NED) 
to share confidential information with the DFI; 

 The Committee Chair suggested that IA add 5 days to meet with Trust 
members to perform deep dive to review how staff were using Board 
Assurance Frameworks (BAFs); 

 Mr Myers (NED) asked that a future consideration for IA to review the 
benefit of exit interviews. It was agreed that the DFI would discuss with 
IA; 

 Associate Non-Executive Director (NT) requested that IA place the 
Long List in order of priority i.e. what is achievable and unachievable 

 Confirmation received that a meeting is taking place with IA and DFI 
(HO) to meet about reducing the long-list to a manageable and 
affordable level whilst recognising that there did appear to be a case 
for increasing the baseline number of audit days; 

 .Committee Chair also noted that the Trust Board Workshop had 
identified a need for Internal Audit to undertake a review of audit 
activity across the Trust. 

 
Action: Confidential information to be shared with Director of Finance & 
Information relating to Declaration of Interest by Mr Myers (NED). 
 
Action: Taking account of Committee comments, the Executive and IA 
to prioritize long list in order of priority and achievability.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FM 
 
 
HO/IA 
 

 Resolved – that the Draft Internal Audit Plan 2020/21 and long list be 
received and approved.   
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AC08.4/12.19 Internal Audit Action Tracking (8.4) 
 

 

 Internal Audit presented the IA Action Tracking which was taken as read and 
the following key points were noted:- 
 

 Of the 27 actions 63% have either been successfully closed on the 
tracker as implemented/superseded or are not yet due; 

 The low priority action from the EPR Implementation Phase II report is 
work in progress; 

 Details of all actions that are reported as closed were provided in 
backing papers and included revised implementation dates where they 
have been delayed;  

 The Committee agreed that the revised implementation dates may 
need to be reviewed due to current situation.  

 

 
 
 
 
 
 

 Resolved – that the Internal Audit Action Tracking be received and 
approved.   

 

AC009/03.20 LOCAL COUNTER FRAUD SERVICE 
 

 

AC09.1/03.20 LCFS Progress Report (9.1) 
 

 

 External Audit presented the Progress Report and the report was taken as 
read and the following key points were noted:- 
    

 Confirmation was received that 7 new cases had been received and a 
meeting was taking place imminently with HR to check progress; 

 Erica Hermon, Associate Director of Corporate Governance was 
confirmed as the Fraud Champion for the Trust; 

 The ongoing ‘medium’ risk, “Working whilst sick” was noted as an 
ongoing risk and agreed to be rolled over to 2020/21; 

 Mortuary – this risk was rated as ‘high’ and agreed that a report 
following the investigation would be sent to the Director of Finance & 
Information as soon as possible;  

 Fraud Awareness sessions to Procurement, General Managers and 
Managers have taken place and were well received; 

 Confirmation was received that 6 referrals had been received since the 
last Audit Committee, with 5 having been closed and 1 to be closed 
once the report is issued to DoF today. 

 

 

 Resolved – that the LCFS Progress Report be received and noted.  
 

 

AC09.2/03.20 LCFS 20/21 Work Plan (9.2) 
 

 

 Local Counter Fraud Service presented the 20/21 Work Plan and the report 
was taken as read. The following points were noted:- 
 

 The 20/21 Work Plan has been drafted and agreed with the Director 
of Finance & Information; 

 Noted that LCFS is undertaking a focussed review into the processes 
and procedures governing payments to the Mortuary from the 
Coroner/Undertakers/Consultants and, on conclusion of the 
investigation issues, will have to be addressed; 
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 Payroll – the potential of duplicate invoices have being identified within 
Payroll to investigate overpayments; 

 LCFS proposes that Matrons and Estates and Facilities undertake 
Fraud Awareness sessions; 

 Noted that LCFS had seen an increase of requests for extra work that 
required undertaking. Engagement meetings have been implemented 
with Executive Directors and staff members with an additional 5 days 
of contingency now built in to cost; 

 Concern was raised over the lack of clarity regarding a person working 
whilst off sick in Theatres. It was agreed that the Associate Director of 
Corporate Governance (ADOCG) will provide a full summary and 
challenge as to the outcome of this particular case. 

  

 Resolved – that the LCFS 20/21 Work Plan be approved by the 
Committee.  
 

 

AC010/03.20 EXTERNAL AUDIT 
 

 

AC010.1/03.20 External Audit Progress Report (10.1) 
 

 

 External Audit presented the Progress Report and the report was taken as 
read.  
 

 Noted that the majority of the plan had been completed with 
discussions to take place with External Audit and Finance to complete 
the plan over the next few months; 

 No issues were identified. 
 

 

 Resolved – that the External Audit Progress Report   be received and 
noted.  
 

 

AC010.2/03.20 External Audit Plans 2019/20 and fees letter (10.2) 
 

 

 External Audit presented the plan for 2019/20 and fees letter and the report 
was taken as read. The following points were noted:- 
 

 The External Auditors outlined their role to offer an opinion on the 
financial statements prepared by management with oversight of the 
Audit Committee and offer a conclusion of the Value for Money 
arrangements in place at the Trust for the purpose of the Associate 
Non-Executive Directors; 

 Noted that the document presented was drafted before COVID-19, 
which will have a bearing; 

 Financial plans for the next 12 months will be reviewed; 

 Preparation for the new leasing standards – this is pretty complex and 
discussions have had been had.  

 Key risks highlighted within Value for Money were financial 
sustainability, whilst working with partners within the heath economy. 
The External Auditors will engage with another partner to review the 
Trust’s partnership with the Clinical Commissioning Group (CCG); 

 Audit fees were outlined and a fee increase was proposed for 2019/20 
due to additional audit requirements.  

 The Director of Finance & Information (HO) to discuss with auditors 
the arrangement with the CCG for a year end deal for 2019/20 and the 
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suspension of any planning relating to the changing environment 
agreed by the Government outside of meeting;  

 Due to the current circumstances the view on the plan was approved 
to include caveat that there may be some further changes due to 
Covid-19. 

 

 Resolved – that the External Audit Plans 201920 and fees letter be 
received, noted and approved to include caveat.  
 

 

AC011/03.20 Any Other Business 
 

 

   

 No other business was noted. 
 

 

AC013/03.20 Date of next meeting – 21 May 2020 
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WYE VALLEY NHS TRUST 
Minutes of the Additional Audit Committee 

Held on Friday 1 May 2020 at 11.00 am 
Via Zoom 

 

Present: 

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED) 

Frank Myers FM Non-Executive Director (NED) 

   

In attendance: 

Erica Hermon EH Associate Director of Corporate Governance/Company Secretary 

Ian Howse IH Deloittes 

Asam Hussain AH RSM Risk Assurance Services LLP 

David Mowbray DM Medical Director  

Howard Oddy HO Director of Finance & Information  

Nicola Twigg NT Non-Executive Director 

Wendy Twigg WT Executive Assistant (for the Minutes) 

   

Minute  Action 

AC001/05.20 Apologies for Absence 
 

 

 No apologies were noted. 
 

 

AC002/05.20 Quorum 
 

 

 The meeting was quorate. 
 

 

AC002a/05.20 Declarations of Interest 
 
There were no declarations of Interest. 
 

 

AC003/05.20 Governance 
 

 

AC03.1/05.20 Financial Governance during the Covid-19 pandemic 
 
The Audit Committee received the attached presentation given by the Associate 
Director of Finance which outlined the main aspect of the financial governance 
arrangement. A number of key points were noted: 
 

 The use of Waivers/lifting of competitive tenders would be reviewed as 
part of Internal Audit’s programme for this year; 

 

 Communication of Fraud alerts would be reviewed as part of the ongoing 
review of the Communications activity for Covid-19; 

 

 Balance sheet restricting had given the Trust some benefit; 
 

 Month 1 – 4 would involve the Trust receiving a top-up for Covid-19 related 
spend. A material financial risk exists that the top-up will not match the 
Trust’s estimate of spend; 

 

 Procurement processes had been strengthened during the period and 
lessons learnt. This included around central and local procurement 
practices; 
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 The Trust had been inundated with gifts, many of which were informal. A 
mechanism for setting these within the Gifts & Hospitality policy will need 
to be developed; 

 

 Controls over authorisation of temporary staff including agency had been 
maintained; 

 

 The resilience of small but critical departments had been tested and they 
had operated successfully. The Trust will now ensure Business continuity 
Plans are in place; 

 

 It was recognised that the response to the crisis had led to the 
implementation of a number of areas of good practice and reduced cost. 
The Director of Finance & Information confirmed that he was leading a 
piece of work to ensure these were sustained; 

 

 The accounts for 2019/20 were being submitted today – 1st may 2020 and 
audit plans were in place; 

 

 The Audit Committee noted the presentation and discussion and took 
assurance from the approach and additional measures that had been 
introduced. 

 

 Resolved – that the Financial Governance during the Covid-19 pandemic be 
received and approved.  
 

 

AC00.4/05.20 INTERNAL AUDIT 
 

 

AC0.4.1/05.20 Internal Audit Plan 2020/21 
 

 

 Internal Audit presented the Internal Audit Plan 2020/21 which was taken as read 
and the following key points were noted: 
 

 Following discussion at the meeting of the Audit Committee in March, 
further consultation with the Executives had taken place and a revised 
plan for Internal Audit produced. The plan provided for 145 days of Internal 
Audit coverage although it was recognised that in a normal year, circa 190 
days was a more appropriate level. The Chair asked that, following the 
Board workshop, some consideration be given to including an audit of 
audits. 

 

 
 
 
 
 
 
 
 
 

 Resolved – that the Internal Audit Plan 2020/21 be received and approved.   
 

 

AC05/05.20 Any Other Business 
 

 

  
No other business was noted. 
 

 
 
 

AC06/05.20 Date of next meeting – 4 June 2020 
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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
CCU Coronary Care 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
HDU High Dependency Unit 
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HSMR Hospital Standardised Mortality Ratio
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HV Health Visitor
IG Information Governance
IV Intravenous
KPIs Key Performance Indicators
LAC Looked After Children
LAT Looked After Team
LMS Local Maternity System
LOCSIPPS Local Safety Standards for Invasive Procedures 
LOS Length Of Stay
MCA Mental Capacity Act
MES Managed Equipment Services
MHPS Maintaining High Professional Standards  
MIU Minor Injury Unit
MLU Midwifery Led Unit
MRSA Methicillin-Resistant Staphylococcus Aureus
MSSA Methicillin-Sensitive  Staphylococcus  Aureus
MASD Moisture Associated Skin Damage
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
PPE Personal Protective Equipment
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
SAA Surgical Assessment Area
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
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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
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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