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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 2 July 2020 at 1.00 pm
Via Zoom 

Present:

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

In attendance:
Jon Barnes JB Chief Operating Officer 
Alan Dawson AD Director of Strategy and Planning 
Geoffrey Etule GE Director of HR and OD 
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 and was live streamed to You Tube. 

The Chairman welcomed everyone to the meeting, including those via You Tube. He also formally 
welcomed Geoffrey Etule, our new Director of HR and OD.

The Board Workshop held that morning contained a presentation on the Worcestershire Health and 
Care Trust in Herefordshire regarding mental health, the ITU team on the front line activity due to Covid-
19 and a session lead by the Managing Director on the anchor institution role and future development 
of the system in Herefordshire. 

Minute Action

BOD01/07.20 Apologies for Absence

Apologies were received from Rebecca Gratton, Associate Non-Executive Director.

BOD02/07.20 Quorum

The meeting was quorate.

BOD03/07.20 Declarations of Interest

There were no new declarations received. 
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BOD04/07.20 Minutes of the meeting held 4 June 2020

Resolved – that the minutes of the meeting held on 4 June 2020 be confirmed as 
an accurate record and signed by the Chairman.

BOD05/07.20 Matters Arising and Action Log

BOD05/06.20 – Matters Arising and Action Log – (B) – The Chief Executive advised 
that conversations are being held across the Foundation Group with the Digital Lead 
regarding the Babylon system along with another system currently on the market. 

Resolved – that the action log be noted.

BOD06/07.20 Chief Executive’s Report

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

(a) NHS Test and Trace Programme – The report identifies the process for this 
programme. NHS staff who were wearing full PPE when in contact with 
someone identified as being Covid-19 positive will not need to isolate. The aim 
is for all staff to be antibody-tested by the end of next week. So far, over 90% 
of staff have been tested, which is very high compared to the rest of the 
Foundation Group.  

(b) A&E Triage Arrangements – This is around ensuring that patients do not use 
Accident & Emergency (A&E) when there are more appropriate services that 
could be accessed. A review of potential digital front door options for A&E 
across the Foundation Group is being undertaken. 

(c) CQC to Restart Inspections – The Care Quality Commission have announced 
that they will restart their inspection programme in the coming months. 

(d) NHS Financial Regime – The temporary financial arrangements have been 
extended from four to six months. This is centred on a block contract with top 
up for recognised Covid costs. This is moving towards funding systems rather 
than individual Trusts. The CEO is discussing this arrangement next week with 
senior NHS figures as there are concerns and risks around this. The Phase 3 
letter should be available in early July and we may be able to have some 
influence on this. 

(e) Revd Hargraves (NED) queried if the Trust had seen inappropriate 
attendances and whether there were any lessons to be learnt. The CEO 
advised that demand is continuing to rise with ambulance conveyances very 
high, with a proportion likely to be inappropriate. Individuals need access to 
care but need to be routed to the correct system. The Babylon systems allows 
patients to be seen more appropriately and reduces queuing which brings its 
own risks. 
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(f) Mr Humphries (NED) queried regarding tracking and testing, whether the Trust 
was able to respond in a swift and timely way if there was an outbreak in 
Herefordshire as has occurred in other parts of the country. The CEO advised 
that we have capacity for tracers with an arrangement with our local Public 
Health England experts alongside additional staff who have capacity. The CEO 
raised his concern around the ability to receive data back from independent 
sector laboratories who are assisting with these tests due to IT issues. NHE 
and Public Health laboratories are able to provide rapid feedback. 

(g) Mrs Twigg (ANED) questioned if there are any challenges as we are returning 
to a more normal way of living, eg pubs and restaurants opening. The CEO 
advised that we have been asked to prepare for numbers similar to New Year’s 
Eve for this weekend. 

(h) Mr Cottom (NED) noted, regarding the financial regime, that he sensed that 
the CEO was not adverse to the principles of the system wide allocations and 
budgets for population groups but concerned about the maturity of the 
organisations, along with the unit cost being higher. The CEO confirmed this, 
advising that it is difficult to benchmark this currently. The Trust are achieving 
less activity per overhead than previously which needs to be closely monitored. 
The CEO was not opposed to capita based funding, and the Trust are the lead 
provider in this, so he believed that this would work in Herefordshire but not 
sure if this would be the same in other systems. 

(i) Ms Quantock (ANED) felt that the ownership and accountability is positive and 
questioned how the new financial regime will affect us as a smaller Trust. The 
CEO advised that the financial regime funding is based on the block figures 
from last year whereas we need the cost of delivery according to local services. 
The CEO is lobbying to take account of this and how the system is funded and 
is hopeful that adjustments will be made on this area. For example, training 
doctors at Wye Valley incurs additional costs unlike other Trusts in the Region. 

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

BOD07/07.20 Integrated Performance Report

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

a) Similar to last month, we have a reducing number of Covid cases and are 
looking after fewer patients who are positive. There was a reduced level of 
activity and demand but this is now increasing, but nowhere near pre Covid 
levels. There is an additional Covid section in the KPIs, which will be discussed 
in more detail in the Activity Report. 

b) All the urgent services have now been restored. Recovery of routine services 
is well advanced in some specialities.
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c) The National Inpatient Survey is being published today. There is concern that 
a set of measures have not improved over the last few years. As there has 
been an increase in staff satisfaction, this was expected to also be seen in 
inpatient care but this has not been the case. The Director Of Nursing is leading 
on how we refresh this and make a real difference to our patients. 

d) The Surgical Division are grappling with the Restoration and Recovery 
programme and are making good progress with safety with some very 
innovative work. 

e) Over 70% of Covid Risk Assessments have been carried out but this number 
needs to improve. These will be completed in the next two weeks with 
appropriate systems in place for all staff, including BAME. 

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

BOD08/07.20 Quality 

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

(a) The DON highlighted the positive work being carried out by Theatres in 
response to the CQC findings. The Care Quality Commission inspection had 
highlighted work was required around culture and governance. Given the new 
management structure in theatres there is really good clinical leadership and 
improved engagement. The Quality Committee received an update from the 
Surgical Division last month around the strengthening of their governance. We 
now need to see this embedded into everyday practice. 

(b) The Quality Committee received a quarterly report on Pressure Ulcers at their 
last meeting. There is good progress being made regarding patients not 
developing grade 3 and 4 pressure ulcers in our care. More work is needed to 
understand the rising numbers of moisture associated skin damage. Early 
analysis has shown that more work is required regarding care providers going 
into patients homes. There are difficulties around multiple providers not always 
following plans of care. 

(c) The Quality Committee debated the reasons behind the increasing falls rate.  
The views were around whether the case mix of patients is different i.e. patients 
shielding at home, not as active and coming into hospital deconditioned in 
terms of muscle strength, or are the patients generally sicker or has the we 
deliver care changed, ie less observation of patients due to closed doors due 
to Covid restrictions and less visitors spending time with patients.

(d) The Care Quality Commission are publishing the national Inpatient Survey 
today. The findings were discussed at the Patient Experience Committee this 
week with a presentation at the Trust Management Board on Friday. The 
results are disappointing with more work to be done. There are a number of 
perennial issues that we need to tackle. Early feedback from the Patient 
Experience Committee has suggested approaching this from a valuing 
patient’s time perspective and using Wye Valley Way to enable a trust wide 
launch and a front line response in addressing the issues. 
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(e) Our visiting restrictions were put in place in line with government guidance and 
consistent with Herefordshire and Worcestershire STP. We will work across 
the STP to review the visiting restrictions and work up a plan to lift some of 
these restrictions in the next few weeks. The main priority is to keep staff and 
visitors safe which will means the approach to visiting will have to differ to the 
arrangements that we had pre Covid. 

(f) The vacancy factor has reduced which is very positive. For the first time in four 
years, some wards have no nursing vacancies. The Medical Division are down 
to just 15 WTE vacancies across all wards. 

(g) Infection Prevention is the deep dive for this month with the Infection 
Prevention Board Assurance Framework on the agenda for more detailed 
discussion. 

(h) Mr Cottom (NED) found the update on pressure ulcers and the issues of 
multiple carers causing some of the increase in numbers very useful. 

(i) The Chairman thanked the Quality Committee for their ongoing work in 
providing assurance to the Board of Directors. 

(j) The Director of Finance (DFI) noted the very positive news regarding our 
vacancy rate but queried whether the equivalent reduction in agency usage 
comparatively was being seen. The DON and DFI will review this. LF/HO

Resolved – that:

(A) The Quality Report be received and noted. 

(B) The Director Of Nursing and Director of Finance will review whether the 
agency usage is reducing in comparison with the reduction in our 
vacancy rate. 

LF/HO

BOD09/07.20 Activity Performance

The Chief Operating Officer (COO) presented the Activity Performance Report and the 
following key points were noted:

(a) The number of inpatients has reduced but we still have the clinical operational 
impact regarding Covid due to patients and restrictions. This also impacts on 
the range of services we are able to offer and productivity. 

(b) The charts within the report show the impact of Covid over the last few months. 
Activity is not as high as previously, although some days are now spiking. 
Ambulance conveyances are near normal levels which is a pressure for the 
Emergency Department. 

(c) There has been a drop in elective activity and waiting list numbers. There has 
been a significant reduction in the number of routine referrals received. There 
are reduced numbers of short waits and waits for routine treatments. However, 
more patients are waiting longer with the 52WW numbers increasing and may 
hit the hundreds before this situation is returned to pre Covid. This is likely to 
be an issue experienced across the country. 
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(d) Our cancer care is very robust, with the use of the Nuffield Hospital early on to 
support this service. We are providing an almost full range of services. 
Referrals had reduced but are now returning to a more normal level which is 
positive. There is however concern locally and nationally that some of the 
screening programmes are not fully functioning. 

(e) A change to clinics using telephone appointments and then virtual clinics has 
been well received and put into place early on in this pandemic. 

(f)  All urgent services have been restarted with some routine services being run 
through the Nuffield Hospital. Plans are being worked through for some of 
these services to be run back on site. We need to ensure that we have capacity 
available and how we work safety to ensure we are not causing risk to our 
patients. Work is being carried out with colleagues across the Trust around 
these areas. 

(g) The Stroke Service achieved a Level B in the Sentinel Stroke National Audit 
Programme during the Covid outbreak which is very positive news. 

(h) The Chairman highlighted the need for the Board of Directors to ensure the 
balance is right between patients and family safety and staff safety along with 
addressing the backlog, noting that patients must use the NHS if they are 
unwell. 

(i) Mr Humphries (NED) questioned if we are still keeping data on delayed 
transfers. The COO confirmed that this is monitored on a daily basis along with 
monitoring patients that are medically fit for discharge. 

(j)  Mr Cottom (NED) queried to what extent the Community are involved in the 
current changes. The COO confirmed that Primary Care colleagues are 
working well with the Trust and are especially keen on GPs being involved in 
how we manage referrals differently. Conversations continue on a weekly 
basis. There is a much less transaction approach now and a more shared care 
approach. 

(k) The Medical Director advised that we need to hold these waiting lists ourselves 
but continually review the processes with Primary Care. The Chairman noted 
that some members of the public are concerned around having to self-isolate 
prior to their procedure and are coming off the waiting list which is not advised. 
He asked that patients stay on the waiting list and allow us to look after them. 
Mr Myers (NED) felt that this was a significant message for patients that was 
not necessarily making it out to the Community. We need to ensure that this 
message gets out to the media. The Chairman asked that the Communication 
Team take this action forward. 

FG

Resolved – that:

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

(B) The Communication Team will ensure that the message is sent out to the 
media to inform patients of the importance of staying on the waiting list 
and self-isolating prior to their procedure. 

FG
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BOD10/07.20 Workforce

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

(a) The KPIs remained positive apart from appraisal rates, which was due to 
current pressures. 

(b) Sickness rates have decreased following the reduction of Covid cases (which 
are covered under cold and flu). 

(c) The team are working to support the completion of the BAME Risk 
Assessments with the aim to complete these over the next two weeks. 

(d) Mr Cottom (NED) questioned if the pattern of employment is changing with any 
trends reflective of the current changes. The Chairman advised that we are 
seeing similar trends in all NHS Trusts across the Foundation Group. The 
current climate is making working for the NHS even more appealing with more 
staff wanting to join. Mr Cottom (NED) noted that medical and agency staffing 
levels are not reducing in the same numbers across the board. The Chairman 
advised that this was an area, as discussed previously, that will need reviewing 
in the future. The DON advised that Senior Nursing colleagues are finding that 
vacancies are reducing. For example, a number of administrative staff who 
supported the drive-through swabbing process are interested in moving into a 
Health Care Assistant type role, which is very positive. 

(e) The Chairman thanked all the front line staff for the incredible work they have 
done/are doing and also those who work behind the scenes. The Board of 
Directors is very grateful for all the care delivered to our population in 
Herefordshire. He also thanked the Head Of HR covering during the period 
between the last HR Director leaving and the new HR Director commencing in 
post. 

Resolved – that the Workforce Report be received and noted. 

BOD11/07.20 Finance Performance 

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

(a) Month 2 reported a break even position. We did not require any additional 
financial support this month. Expenditure on underlying activity was lower 
than normal. We spent materially less than in the previous month.

(b) Cost pressures – pay expenditure in A&E is being investigated and will be 
discussed at the next Finance & Performance Executive meeting. 

(c) The Trust is working to a revised capital programme and in discussion with 
NHS Digital regarding funding for IT projects. These projects have been 
affected by Covid and we are in negotiations around this. 

(d) Cash flow remains comfortable due to the additional cash being provided and 
we do not currently require loans to support the Trust. 

 

 Resolved – that the Finance Performance Report be received and noted.  
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 ITEMS FOR APPROVAL

BOD12/07.20  Capital Plan 2020/21

The Director of Strategy & Planning (DSP) presented the Capital Plan 2020/21 and 
the following key points were noted: 

(a) The Capital Programme has been impacted by Covid with some schemes 
delayed. Some of our priorities have been changed but this has created 
opportunities for us as well. 

(b) The Trust has carried the risk around Theatre 5, 6 and 7 roof for some time 
now. This is jointly owned by the Trust and our PFI providers. The present 
situation with Covid has provided the opportunity to fix the roof whilst we are 
putting less activity through Theatres. 

(c) Critical Care expansion – There are two additional beds being delivered. These 
should be available from September. 

(d) Hutted Ward replacement – This scheme remains on track with very little delay 
due to Covid. 

(e) Skin Centre at Goal Street – It has been agreed to bring this scheme forward. 

(f) Estates Strategy- More focus will be provided on this at a future meeting. 

(g) The CEO noted the importance of the new wards being built, with some risks 
due to the supply chain but the additional capacity is important for the Trust. 

(h) Mr Humphries (NED) questioned whether the Capital Programme is based on 
the resource available, and with the overall backlog of capital work how we 
stand on this. The DSP advised that this deals with many issues that we are 
trying to take forward. There are some capacity issues, eg theatres. A  
Business Case is being developed around areas that we are not able to take 
forward and if further finances become available, these projects will be 
recommenced. The Programme deals with most of the risks we face. The 
biggest element of backlog maintenance is dealt with with the replacement of 
the Hutted Wards. 

(i) Revd Hargraves (NED) supported the Skin Centre and One Stop Urology Clinic 
and anything that can be done to support patient care and reduce the number 
of visits by patients to the Trust.

(j) Mrs Twigg (ANED) suggested having a visual update on the building of the 
replacement Hutted Wards. The Chairman agreed asking that this idea is taken 
forward including updating clips on You Tube. The DSP advised that the large 
steel modules were being delivered next month which will be an ideal 
opportunity.

(k) The Managing Director advised that we have put a bid in for the Recovery 
Programme, although waiting more information of the process and how we may 
get more access to finances. The CEO advised that we are likely to be offered 
modular capacity and need to be thinking about we accommodate this on site.

 

 EH/FG
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Resolved – that:

(A) The Capital Plan 2020/21 is received and approved. 

(B) Visual updates on the building of the replacement Hutted Wards will be 
provided for staff and made available on You Tube. 

 

 EH/FG

ITEMS FOR NOTING AND INFORMATION

BOD13/07.20  Digital Programme Update

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

(a) The report has been extended to cover all digital projects. We have been able 
to continue a lot of development despite Covid and staff working from home. 

(b) EPR – Work has continued around this area which is detailed within the report. 

(c) EPMA – This project has now moved into the testing phase. This is broadly on 
track. 

(d)  The decision has been made around the replacement of the discharge system.

(e) Ms Quantock (ANED) noted that the updated systems will protect the Trust 
from cyber security risks and appreciated the work that has gone into and going 
into achieving this.  

(f) The Chairman advised that this is an example of great leadership from the DFI 
and the progress made. 

  Resolved - that the Digital Programme Update be received and noted.    

BOD14/07.20  Infection Prevention and Control Board Assurance Framework

 The DON presented the Infection Prevention and Control Board Assurance Framework 
(IPC BAF) and the following key points were noted: 

(a) The IPC BAF was published at the end of May by NHSI/E initially as an option 
to complete for best practice. The Care Quality Commission will be monitoring 
compliance. 

(b) The DON noted the difficulty of presenting so much complex information in 
summary form to the Board of Directors. There is a list of evidence available 
should the Board or the Care Quality Commission require this.  

(c) The IPC BAF has been presented to the Infection Prevention Committee and 
the Quality Committee. 

(d) Full compliance has been assessed in forty two domains and partially in 
eighteen. There is one area of non-compliance. There is little or no risk 
associated with those areas where we are not fully compliant as the 
appropriate mitigations are in place. 
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(e) To note this is a self-assessment.  The self-assessment was undertaken by 
the Lead Microbiologist, Lead Infection Prevention Nurse, DIPC, senior nursing 
team and a Compliance Officer.

(f) Fourteen out of eighteen areas will achieve full compliance once final 
ratification is achieved on three policies, three Standard Operating Procedures 
and one action card. These will be presented to Infection prevention 
Committee in July. 

(g) The other areas relate to Estates, segregation of staffing and antimicrobial 
stewardship. The replacement of hand dryers with hand towels is underway 
but dependent on receipt of goods. Segregation of staff for blue and green 
pathways is more difficult to achieve in smaller organisations, although we do 
have agreed principles and take a risk balanced approach for some of the 
smaller single handed teams. The antimicrobial stewardship audit was 
suspended during Covid with plans to restart this.

(h) The area of non-compliance related to the external reporting for antimicrobial 
stewardship which ceased during Covid. This is planned to commence again 
this month. 

(i) Mr Myers (NED) noted the difficulty of reading the spreadsheet due to the scale 
and suggested using a different concept to improve this. 

(j) The CEO noted that this report was presented as a separate assurance time 
with only minimal national guidance around completion. It is important for the 
Quality Committee to review this in detail and for the Board of Directors just to 
have oversight of. Revd Hargraves (Chair of the Quality Committee and NED) 
advised that the Committee did receive a presentation at their meeting held 
last week and will continue to receive regular updates from the Infection 
Prevention Committee. 

 Resolved – that the Infection Prevention and Control Board Assurance 
Framework be received and noted.  

COMMITTEE SUMMARY REPORTS

BOD15/07.20 Quality Committee Summary Report 28 May 2020

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 28 May and the following key points were noted: 

(a) In common with other rates, the crude mortality rates are increasing due to 
reduced admissions. Assurance was sought, and received, that there is no 
other reason for this. 

(b) Care for the deteriorating patient – Last year there were a few issues around 
this area with a large amount of education and staff training since undertaken. 
There is a lot of evidence that this area is showing marked improvement. 
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(c) The Board of Directors had previously received an update on the CQC Action 
Plan and the DON had committed to undertake a piece of work to review the 
content and relevance of any changes due to Covid. This was presented to the 
Quality Committee with the ninety plus actions recommended. Over a third of 
these are compliance matters and will be dealt with via the usual compliance 
areas. The Divisions have eleven actions to review. The remaining actions 
require action despite Covid. 

Resolved – that the Quality Committee Summary Report 28 May 2020 be 
received and noted.  

BOD16/07.20 Audit Committee 18 June 2020 – Annual Accounts 2019/20

Mr Cottom (Chair of the Audit Committee and NED) presented the Audit Committee 
Summary Report 18 June 2020 – Annual Accounts 2019/20 and the following key 
points were noted: 

(a) The Annual Accounts were approved, as delegated by the Board of Directors. 

(b) The Head of Audit Opinion provided by the External Auditors was highlighted 
as they provided a qualified opinion. This approach had not been consistently 
applied across the UK. It was felt by the Audit Committee that the processes in 
the Trust had proven to be sufficiently robust to allow them to give a clear 
opinion. 

(c) The CEO also noted that the approach adopted by the auditors at Wye Valley 
had not been applied consistently across the Foundation Group.  

Resolved – that the Audit Committee Summary Report 18 June 2020 – Annual 
Accounts 2019/20 be received and noted. 

BOD17/07.20 Charity Trustee Summary Report 18 June 2020

Resolved – that the Charity Trustee Summary Report 18 June 2020 be received 
and noted.  

BOD18/07.20 REMCO Summary Report 18 June 2020

The Chairman (Chair of REMCO) advised that the appraisals of all the Executive 
Directors were discussed at this meeting with all the NEDs in attendance. 

Resolved – that the REMCO Summary Report 18 June 2020 be received and 
noted. 

COMMITTEE MINUTES

BOD19/07.20 Quality Committee – 30 April 2020

Resolved - that the Quality Committee minutes – 30 April 2020 be received and 
noted. 

BOD20/07.20 Audit Committee – 19 March 2020

Resolved – that the Audit Committee minutes – 19 March 2020 be received and 
noted. 
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BOD21/07.20 Audit Committee – 1 May 2020

Mr Cottom (Chair of the Audit Committee and NED) presented the Audit Committee 
minutes - 1 May 2020 noting that this meeting was held to review the financial 
arrangements around Covid. 

Resolved – that the Audit Committee minutes – 1 May 2020 be received and 
noted.

BOD22/07.20 Charity Trustee – 12 December 2019

Resolved – that the Charity Trustee minutes – 12 December 2019 be received 
and noted.

BOD23/07.20 Any Other Business

There was no further business to discuss. 

BOD24/07.20 Questions from Members of the Public

There were no questions received from members of the public. 

BOD25.07.20 Date of next meeting

The next meeting was due to be held on 6 August 2020 at 1.00 pm in the Board Room, 
Trust Headquarters. 

The Chairman noted that the Trust’s Annual General Meeting was being held on 
Wednesday 8 July at 5.00 pm. The details, including the link to You Tube, are on the 
Trust’s website. 
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 6 AUGUST 2020

AGENDA ITEM ACTION LEAD COMMENT
BOD05/11.19
Matters Arising and Action Log
07.11.19

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

JB Completed – Within report. 

BOD08/01.20
Quality
09.01.20

(C) Board Workshop on End Of Life Care to be arranged. LF/DM Completed – A report will now be presented to 
the October 2020 Board of Directors meeting. 

BOD05/02.20
Matters Arising and Action Log
06.02.20

(C) A Board Workshop will be held on the IMT Strategy. HO Completed – On agenda.   

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 Completed – Within report.  

BOD08/07.20
Quality
02.07.20

(B) The Director Of Nursing and Director of Finance will 
review whether the agency usage is reducing in comparison 
with the reduction in our vacancy rate.

LF/HO Completed – Covered in report.

BOD12/07.20
Capital Plan 2020/21
02.07.20

(B) Visual updates on the building of the replacement 
Hutted Wards will be provided for staff and made available 
on You Tube.

EH/FG Completed - Updates included in Trust Talk – 
this includes the visuals provided by MTX and 
photographs of the progress on site.

ACTIONS IN PROGRESS
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 Due September 2020.  

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.

BOD09/07.20
Activity Performance
02.07.20

(B) The Communication Team will ensure that the 
message is sent out to the media to inform patients of the 
importance of staying on the waiting list and self-isolating 
prior to their procedure.

FG Ongoing action. It has been to the STP Comms 
meeting a few weeks ago.
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Report to: Public Board
Date of Meeting: 06/08/2020
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.

Version 4 – June 2020
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1) Local Covid19 Outbreak
 
As the Board will be aware, we have experienced a significant Covid-19 outbreak amongst 
farmworkers. This was the first outbreak of its kind in the UK. The majority of workers were of Eastern 
European origin and due to the nature of their work they are classed as key workers from an 
immigration perspective. The outbreak was managed very effectively by local partners, specifically 
Herefordshire Council, our main involvement was to providing rapid access to testing. Due to the 
mainly young age profile, there have not been any hospital admissions associated with this outbreak. 
This was a very complex set of circumstances which has provided national learning in the 
management of outbreaks in this sector. 
 

2) Independent Medicines and Medical Devices Safety Review by Baroness 
Cumberlege

 
This hard hitting report was published in July. The review found current patient safety reporting 
systems were failing to serve the best interest of patients and went on to say that the government 
and healthcare system will not be forgiven if they fail to act on a major report. It further concluded 
that there was “institutional” resistance in the NHS to patient safety concerns. The report on device 
and medicine safety found mistakes are being perpetuated though denial by clinicians and a 
“resistance to no-blame learning”. The report was based on interviews with more than 700 people, 
mostly women, who have suffered avoidable harm from surgical mesh implants, pregnancy tests 
and an anti-epileptic drug. It calls for an independent patient safety commissioner to be appointed, 
as well as a better redress process for harmed patients. The Government has said that it will give 
this independent review full and careful consideration before setting out our full response.
 

3) Annual General Meetings of Foundation Group Trusts
 
Over the past few weeks both ourselves and George Eliot NHS Trust (GEH) have held their Annual 
General Meetings for the financial year ending 31st March 2020. South Warwickshire Foundation 
Trust (SWFT) will hold theirs in September, having had to wait to lay their Annual Accounts before 
parliament, which they have now done. Both GEH and WVT reported some significant improvements 
over the past year and much of what each individual Trust has achieved has been helped by the 
sharing of best practice across the Group. All three Trusts also reported on the management of the 
Covid-19 crisis so far also nothing that the Group arrangement contributed positively to the 
response. Alongside the improvements and innovations, all three Trusts successfully delivered 
against the challenging financial target set. Our own AGM included a particularly impressive video 
on our local response to Covid19. This is available on our website and I would encourage anyone 
who hasn’t seen it to do so.
 

4) NHS Financial Regime
 
Indications are that the essence of the regime introduced for the first four months of the year is likely 
to be extended into the winter. So we can anticipate a broadly block contract arrangement with the 
likelihood that top up for Covid-19 related costs being managed at ‘system’ (STP) level. It is also 
likely that the funding provided to deliver additional elective activity to help with waiting list backlogs 
will also be managed at system level. Trusts will therefore be generally forecasting to break even, 
but the level of top up to do so will no doubt be a slightly more complex process than we have 
witnessed so far. 
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In my view it will be difficult to hold entire systems to account for either volumes of activity or financial 
and quality outcomes. Systems are after all partnerships of NHS providers and commissioners 
where the strongest governance processes sit in each individual organisation. So we would be wise 
to ensure that each organisation is aware of what is expected of it, so that each Board can exercise 
its own governance processes to deliver this for the benefit of the whole. 
 

5) NHS Performance Management Regime
 
NHS England has restored parts of its performance management regime by bringing back key 
reporting tasks suspended since March. We now once more have to report our patient tracking lists 
which provide detail information on who is waiting for elective care and for how long. Other reporting 
requirements to be reinstated include national clinical audits and outcome review programmes, as 
well as ambulance clinical outcome indicators. The notification letter signals that it is expected that 
we will manage waiting times recovery at a system level, to allow greater sharing of demand and 
capacity. There are significant national concerns over the potential size of the backlog of elective 
demand and an increase in referrals as the NHS resumes routine care. Added to this, the treatment 
of elective cases post-Covid-19 is likely to require more time and space to meet heightened infection 
prevention rules. There are significant questions over which patients should be prioritised due to the 
local circumstances of each provider.  The system level thinking is aimed to address this and ensure 
patients across a health system receive fair access to care.
 
We are now anticipating the Phase 3 (recovery phase) letter very soon. This will ask the NHS to put 
in place robust plans for the rest of this year – including winter planning, ongoing recovery of NHS 
services, and ensuring sufficient surge capacity remains in place to deal with any resurgence of 
Covid-19.
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Report to: Public Board
Date of Meeting: 06/08/2020
Title of Report: Integrated Performance Report & Dashboard
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Board report
Lead Executive Director: Managing Director
Author: Jane Ives, Managing Director

Lucy Flanagan, Director of Nursing
Jon Barnes, Chief Operating Officer
Andrea Jones, HR Business Partner
Howard Oddy, Director of Finance

Documents covered by this 
report:

Integrated Performance Report

1.  Purpose of the report
To inform the Board of the performance of the Trust against a range of national and local indicators, 
including operational performance against NHS Constitution targets, as at the end of June 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

As the response to the coronavirus pandemic continues, there are signs of returns to more normal levels 
of activity in some areas, but there is still a long way to go to restore services, in particular for patients 
waiting for treatment. The plan for restoration of services for the rest of the year are being developed and 
are waiting the phase 3 national guidance which at the time of writing is expected imminently.

Recovery plans are being developed that will enable activity to be delivered to meet between 85 – 100% 
of normal referrals rates by the end of year. However, currently referrals rates remain half the level seen 
pre-covid, how this changes over time will have a profound impact on the number of our patients who are 
waiting a long time for treatment. Currently half of our patients have now waited over 18 weeks, which has 
more than doubled from the 20% at the end of March.

The Chief Operating Officer has changed the format of the activity and performance part of the integrated 
report to provide a clearer focus on key targets. Within the report – within the report it is encouraging that 
cancer referrals are returning to pre-covid levels but there are a few pathways where referrals remain 
worrying low – we are reviewing this with primary care colleagues.

It is really good to see the improvements in infection prevention measures and not unexpected given the 
nature of the covid challenge we have faced – we need to make sure that the improvements are sustained 
over the long term. The improvement seen in VTE prevention seen at the end of last year have not been 
sustained through the initial stages of our covid response and the renewed focus on this area is anticipated 
to improve performance back to the expected level. The purchase of FORMIC – a software package to 
make data collection and analysis easier for all forms of clinical audit and patient experience is a really 
welcome addition to our toolkit, which will free up staff time from currently highly manual processes.

There remains good progress on the workforce metrics with turnover and vacancies at or better than target 
levels and sickness levels reducing, but we need to catch up on staff appraisals.

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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The current financial regime means that we have returned a break-even position that assumes a 
retrospective top up of nearly £1m. Our underlying run rate has reduced in line with activity reductions and 
the significantly reduced reliance on agency staff means we are below our agency cap for the second 
month running.

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 apr-20 mai-20 jun-20 Year to

Date
Pass/Fai

l
Trend

Variation

Responsiveness Cancer 62 days urgent referral to treatment Responsive Chief Operating Officer 85% 83,5% 71,9% 77,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 days urgent referral to treatment (38 day breach reallocation) Responsive Chief Operating Officer 85% 82,1% 78,4% 80,3% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 66,7% n/a 66,7% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Faster Diagnosis Standard - 28 days Responsive Chief Operating Officer 75% 65,0% 87,3% 76,7%

Referral to Treatment - Open Pathways (92% in 18 weeks) - English Standard Responsive Chief Operating Officer 92% 69,5% 59,8% 47,6% Expectedc
onsistentF
ail

Concern -
Low

Referral to Treatment - Open Pathways (95% in 26 weeks) - Welsh Standard Responsive Chief Operating Officer 95% 78,6% 71,3% 67,7% Expectedc
onsistentF
ail

Concern -
Low

Diagnostic waiters, 6 weeks and over - DM01 Responsive Chief Operating Officer 1% 62,0% 70,4% 66,8% Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

A&E maximum 4 hour wait from arrival to departure Responsive Chief Operating Officer 95% 89,6% 84,7% 80,6% 85,0% Expectedc
onsistentF
ail

Common
Cause

Financial Compliance CQC Domain Responsible
Director Standard apr-20 mai-20 jun-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 £0 £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
£0 £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 -£139 -£271 -£423 -£833 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan -£4 -£95 £151 £52 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £143 £367 £271 £781 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

CIP (actual versus plan) Well Led Director of Finance Actual v Plan £0 £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 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 Expectedc

onsistentF
ail

Improvem
ent - Low

Financial
efficiency

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

onsistentF
ail

Improvem
ent - Low

Agency Spend - Distance from provider's cap Well Led Director of Finance Actual 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 apr-20 mai-20 jun-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 -54,0% -32,5% -27,5% -38,0% Improvem
ent - Low

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -45,5% -34,0% -19,4% -33,0% Improvem
ent - Low

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan -57,0% -51,4% -53,8% -54,1% Improvem
ent - Low

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan 0,6% -16,2% -19,4% -11,6% Improvem
ent - Low

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan -44,4% -35,5% -25,1% -35,0% Improvem
ent - Low

Planned Care -
Acute &
Community

Referrals (MAR - 2020/21 v 2019/20) Responsive Chief Operating Officer 2020/21 v
2019/20 -69,4% -60,6% -65,0% ERROR -

KPI NOT
FOUNDOutpatient Activity - New attendances Responsive Chief Operating Officer Plan -66,1% -62,4% -54,4% -61,0% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan -50,5% -41,4% -42,5% -44,8% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan -54,7% -47,4% -45,8% -49,3% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan -81,6% -80,6% -73,2% -78,5% Concern -

Low
Daycase Activity Responsive Chief Operating Officer Plan -79,8% -74,0% -60,3% -71,4% Concern -

Low
Total Elective Activity Responsive Chief Operating Officer Plan -80,0% -74,6% -61,7% -72,1% Concern -

Low
Community Contacts Responsive Chief Operating Officer 2018/19

Outturn 0,1% 4,8% 6,3% 3,7% Improvem
ent - High

Community Bed Days Responsive Chief Operating Officer 2018/19
Outturn -56,0% -47,9% -40,4% -48,1% Concern -

Low

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

Date
Pass/Fai

l
Trend

Variation

A&E Quality
Indicators

Ambulance turnaround within 30 minutes (WMAS) Responsive Chief Operating Officer 98% 44,1% 45,0% 52,9% 47,3% Expectedc
onsistentF
ail

Concern -
Low

Ambulance turnaround over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 0,9% 0,6% 0,7% 0,7% Expectedc
onsistentF
ail

Common
Cause

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer < 15
minutes 0:44 1:06 1:22 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% 71,5% 59,6% 45,6% 58,9% Expectedc
onsistentF
ail

Common
Cause

Cancer Cancer 2 week GP referral to 1st outpatient appointment Responsive Chief Operating Officer 93% 97,4% 96,9% 97,2% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Improvem
ent - High

Cancer 31 day diagnosis to treatment Responsive Chief Operating Officer 96% 87,7% 91,7% 89,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 31 day second or subsequent treatment (drug) Responsive Chief Operating Officer 98% 100,0% 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% 82,4% 100,0% 91,2% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days Responsive Chief Operating Officer 0 5 1 6 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancelled
Operations

% Last minute non-clinical cancelled ops (elective) Responsive Chief Operating Officer 0,80% 0,7% 0,5% 0,8% 0,7% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 4 0 0 4 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Referral to
Treatment

RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 29 59 148 236 Expectedc
onsistentF
ail

Concern -
High
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RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 375 688 1057 Expectedc
onsistentF
ail

Concern -
High

Responsiveness Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 86,1% 93,1% 82,1% 87,1% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 65,6% 67,9% 43,4% 59,0% Expectedc
onsistentF
ail

Improvem
ent - High

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 95% 96,9% 96,4% 96,7% 96,7% Expectedc
onsistentF
ail

Common
Cause

% of people who have a TIA who are scanned and treated within 24 hours Caring Chief Operating Officer 60% 50,0% 60,0% 48,6% 52,9% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Date
Pass/Fai

l
Trend

Variation

Inpatients Same Day Emergency Care - General & Acute specialties (Adults only) Effective Chief Operating Officer 35% 24,1% 28,3% 29,6% 27,3% ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDALoS - General & Acute Emergency Inpatients (Acute episodes only) Effective Chief Operating Officer 4,5 4,0 3,4 3,6 3,7 Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - Low

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2,5 3,7 1,8 1,7 2,4 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 52,6% 54,9% 53,8% Expectedc
onsistentF
ail

Concern -
Low

Elective - Daycase Rate Effective Chief Operating Officer 85% 90,6% 92,3% 92,6% 91,8% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 7,7% 21,4% 65,2% 29,9% Expectedc
onsistentF
ail

Concern -
Low

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 53,5% 68,3% 69,2% 63,7% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 39,4% 49,0% 53,3% 47,2% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 5,0% 4,3% 4,3% 4,5% Expectedc
onsistentF
ail

Improvem
ent - Low

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 71,1% 80,2% 80,3% 77,2% Expectedc
onsistentF
ail

Common
Cause

% of patients waiting over 6 weeks who don't have a booked 1st appointment date Effective Chief Operating Officer 0% 62,5% 68,8% 63,7% ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUND% of patients waiting longer than 16 weeks over their due appt date Effective Chief Operating Officer 0% 6,2% 7,5% 10,2% ERROR -

KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDMaternity -

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% 14,5% 14,9% 16,7% 15,4% 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% 82,8% 83,0% 86,0% 83,9% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

% of women inititating breastfeeding Effective Director of Nursing 80% 86,3% 87,0% 83,2% 85,5% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Caesarean section - Elective Effective Medical Director 13% 16,1% 10,6% 18,3% 15,0% Expectedc
onsistentF
ail

Common
Cause

Caesarean section - Emergency Effective Medical Director 15% 10,5% 19,1% 22,5% 17,4% Expectedc
onsistentP
ass

Common
Cause

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:26 1:31 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUND

Referral to
Treatment
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Workforce Measures CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 Year to

Date
Pass/Fai

l
Trend

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

Resources 10% 9,9% 10,0% 9,6% Expectedc
onsistentF
ail

Improvem
ent - Low

Sickness Absence (%) Well Led Director of Human
Resources 3,5% 7,0% 5,8% 5,2% Expectedc

onsistentF
ail

Concern -
High

Vacancy Rate Well Led Director of Human
Resources 5% 5,7% 5,7% 5,0% Expectedc

onsistentF
ail

Improvem
ent - Low

Agency (agency spend as a % of total pay bill) Well Led Director of Human
Resources 6,4% 6,1% 5,5% 2,8% Expectedc

onsistentF
ail

Improvem
ent - Low

Appraisal rate - all Well Led Director of Human
Resources 90% 88,6% 83,1% 81,2% Achieve_F

ail_dueto
RandomV
ariation

Concern -
Low

Mandatory Training Safe Director of Human
Resources 90% 91,9% 91,4% 92,0% Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

Clinical Outcomes CQC Domain Responsible
Director Standard apr-20 mai-20 jun-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 67 73 35 175 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of in hospital cardiac arrests Responsive Medical Director 7 4 1 12 Expectedc

onsistentF
ail

Common
Cause

Out of hospital cardiac arrest Responsive Medical Director 3 5 2 10 Expectedc
onsistentF
ail

Common
Cause

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

Improvem
ent - High

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

Improvem
ent - High

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 0 1 2 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Reduce 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 0 1 4 5 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Improvem
ent - Low

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

Concern -
High

Gram Negative Bacteraemia Safe Director of Nursing 14 0 1 2 3 Expectedc
onsistentP
ass

Common
Cause

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

Common
Cause

Number of Pseudomonas bacteraemia Safe Director of Nursing 0 0 1 0 1 Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - Low

Number of Klebsiella Safe Director of Nursing 0 0 0 2 2 Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 2 2 6 10 Expectedc
onsistentP
ass

Common
Cause

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

Common
Cause

Hand Hygiene Safe Director of Nursing 95% 99,0% 99,0% 98,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Bare Below the elbow Safe Director of Nursing 95% 99,0% 99,0% 98,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85%

Data not available

Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

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

Concern -
Low

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

Concern -
Low

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

Concern -
Low

Expected
consistent
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Patient Experience CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 Year to

Date
Pass/Fai

l
Trend

Variation

Experience Complaints resolved within agreed timeframe Caring Director of Nursing 90% 17,9% 30,0% 37,5% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

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

8 12 11 31 Expectedc
onsistentP
ass

Improvem
ent - Low

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

1 2 4 7 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 8,0% 10,4% 10,4% 9,6% Expectedc
onsistentF
ail

Common
Cause

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 0 8 81 89 Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 87% 89% 88% 87,9% Expectedc
onsistentP
ass

Common
Cause

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

Improvem
ent - Low

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

Date
Pass/Fai

l
Trend

Variation

Safety Duty of Candour Responsive Director of Nursing 0 3 2 1 6 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Common
Cause

Number of SIs reported Safe Director of Nursing <75
(2018/19) 2 3 4 9 Expectedc

onsistentP
ass

Common
Cause

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

Concern -
Low

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

Improvem
ent - High

Number of hospital acquired thrombus Safe Medical Director 7 1 5 13 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 121 122 126 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 30 22 20 72 Expectedc
onsistentF
ail

Concern -
High

Total number of moisture associated skin damage Safe Director of Nursing 67 72 54 193 Expectedc
onsistentF
ail

Common
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19) 38 53 40 131 Expectedc

onsistentP
ass

Common
Cause

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19) 6 12 12 30 Expectedc

onsistentP
ass

Improvem
ent - Low

Number of patient falls in inpatient areas (per 1000 bed days acute) Safe Director of Nursing 6,63 6,6 9,3 6,5 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of patient falls in inpatient areas (per 1000 bed days community) Safe Director of Nursing 8,6 5,8 9,5 9,1 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of falls with moderate harm and above Safe Director of Nursing 0 0 2 1 3 Achieve_F

ail_dueto
RandomV
ariation

Common
Cause

Medication Errors (with harm) Safe Director of Nursing <10% 20,0% 22,2% 8,2% Expectedc
onsistentF
ail

Concern -
Low

% compliance with WHO checklist Safe Medical Director 100% 100,0% Expectedc
onsistentF
ail

Improvem
ent - High
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Covid KPIs Weekly Monitoring
Week Ending

Activity Type Measure Sparkline 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

Admissions Non Elective 511 505 465 344 278 266 275 230 314 313 346 318 343 347 377 349 387

(excludes Obstetrics and
Well Babies) Elective Inpatient 69 53 64 42 15 7 8 10 5 5 4 6 13 11 15 8 16

Elective Daycase 669 681 681 545 228 126 119 92 134 139 145 172 162 147 222 216 283

Total Admissions 1249 1239 1210 931 521 399 402 332 453 457 495 496 518 505 614 573 686

Covid Admissions 0 0 0 3 11 15 8 3 11 10 10 10 4 5 5 11 5

Covid Diagnoses 0 0 0 4 5 8 19 13 15 8 12 8 8 3 5 4 2

Covid Deaths 0 0 0 1 3 7 11 6 5 2 6 5 3 1 3 1 2

Beds Available n/a n/a n/a n/a 438 424 504 505 504 506 493 493 498 492 466 463 462

(Covid SitRep) Occupied n/a n/a n/a n/a 213 176 168 167 206 216 214 221 236 265 269 240 252

Covid 0 0 2 7 16 30 33 30 27 36 31 29 26 23 20 15 8

% Covid - - - - 7,5% 17,0% 19,6% 18,0% 13,1% 16,7% 14,5% 13,1% 11,0% 8,7% 7,4% 6,3% 3,2%

Discharges Covid 0 0 0 0 2 8 20 18 21 17 20 17 10 8 14 12 12

English RTT waiting List (from DQ Dashboard) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

Medical Specialties >52 weeks 5 6 7 6 7 10 13 14 16 15 15 19 21 28 28 31 32

(unvalidated weekly
snapshot) 47-52 weeks 11 11 8 12 13 15 18 19 21 27 31 30 38 42 49 51 60

37-46 weeks 98 91 93 100 112 115 129 142 131 133 134 149 167 166 178 196 198

27-36 weeks 272 288 275 290 311 338 350 367 389 397 431 423 452 482 525 558 577

19-26 weeks 685 641 598 608 704 730 718 746 779 764 719 704 757 816 854 814 853

11-18 weeks 1245 1148 1085 1087 1089 1113 1163 1205 1231 1313 1406 1453 1447 1394 1323 1156 1036

0-10 weeks 2161 2313 2325 2257 2055 1906 1681 1514 1350 1243 1107 981 817 800 947 875 926

Grand Total 4477 4498 4391 4360 4291 4227 4072 4007 3917 3892 3843 3759 3699 3728 3904 3681 3682

RTT % 76,1% 76,9% 77,7% 76,7% 73,3% 71,4% 69,8% 67,9% 65,9% 65,7% 65,4% 64,8% 61,2% 58,9% 58,1% 55,2% 53,3%

Cumulative change - 0,9% 1,6% 0,6% -2,8% -4,7% -6,2% -8,2% -10,2% -10,4% -10,7% -11,3% -14,9% -17,2% -17,9% -20,9% -22,8%

English RTT waiting List (from DQ Dashboard) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

Surgical Specialties >52 weeks 7 12 6 6 7 6 12 14 17 27 27 29 34 40 55 69 80

(unvalidated weekly
snapshot) 47-52 weeks 41 28 22 23 29 29 28 29 38 50 60 74 93 112 147 151 173

37-46 weeks 232 217 211 199 236 267 297 325 362 404 436 475 522 559 610 661 703

27-36 weeks 706 704 713 705 738 805 871 885 961 1005 1100 1154 1267 1327 1442 1446 1490
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19-26 weeks 1658 1460 1444 1513 1679 1702 1622 1717 1819 1774 1660 1678 1913 2075 1998 2125 2312

11-18 weeks 2919 2658 2504 2469 2572 2629 2749 2956 3099 3424 3693 3799 3793 3631 3314 2864 2475

0-10 weeks 5241 5528 5548 5325 4886 4456 4038 3586 3213 2821 2370 2008 1613 1483 1635 1501 1668

Grand Total 10804 10607 10448 10240 10147 9894 9617 9512 9509 9505 9346 9217 9235 9227 9201 8817 8901

RTT % 75,5% 77,2% 77,1% 76,1% 73,5% 71,6% 70,6% 68,8% 66,4% 65,7% 64,9% 63,0% 58,5% 55,4% 53,8% 49,5% 46,5%

Cumulative change - 1,6% 1,5% 0,6% -2,0% -3,9% -5,0% -6,8% -9,1% -9,8% -10,7% -12,5% -17,0% -20,1% -21,7% -26,0% -29,0%

English RTT waiting List (from DQ Dashboard) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

All RTT Specialties >52 weeks 12 18 13 12 14 16 25 28 33 42 42 48 55 68 83 100 112

(unvalidated weekly
snapshot) 47-52 weeks 52 39 30 35 42 44 46 48 59 77 91 104 131 154 196 202 233

37-46 weeks 330 308 304 299 348 382 426 467 493 537 570 624 689 725 788 857 901

27-36 weeks 978 992 988 995 1049 1143 1221 1252 1350 1402 1531 1577 1719 1809 1967 2004 2067

19-26 weeks 2343 2101 2042 2121 2383 2432 2340 2463 2598 2538 2379 2382 2670 2891 2852 2939 3165

11-18 weeks 4164 3806 3589 3556 3661 3742 3912 4161 4330 4737 5099 5252 5240 5025 4637 4020 3511

0-10 weeks 7402 7841 7873 7582 6941 6362 5719 5100 4563 4064 3477 2989 2430 2283 2582 2376 2594

Grand Total 15281 15105 14839 14600 14438 14121 13689 13519 13426 13397 13189 12976 12934 12955 13105 12498 12583

RTT % 75,7% 77,1% 77,2% 76,3% 73,4% 71,6% 70,4% 68,5% 66,2% 65,7% 65,0% 63,5% 59,3% 56,4% 55,1% 51,2% 48,5%

Cumulative change - 1,4% 1,6% 0,6% -2,3% -4,1% -5,3% -7,2% -9,5% -10,0% -10,7% -12,2% -16,4% -19,3% -20,6% -24,5% -27,2%

Outpatient Referrals (Ops Tool specialties) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

2WW GP 140 117 129 93 47 38 48 52 44 84 69 91 95 82 124 114 115

Other 69 61 62 49 32 30 25 24 25 45 29 40 63 43 75 52 57

Total 2WW 209 178 191 142 79 68 73 76 69 129 98 131 158 125 199 166 172

Urgent GP 111 114 106 89 38 37 17 20 30 35 31 33 32 32 39 32 49

Other 269 254 208 177 102 96 68 80 93 116 131 165 196 158 191 200 197

Total Urgent 380 368 314 266 140 133 85 100 123 151 162 198 228 190 230 232 246

Routine GP 269 291 248 160 45 46 29 19 33 25 21 22 34 26 32 29 37

Other 354 343 364 288 231 144 109 108 148 132 141 174 172 138 217 265 234

Total Routine 623 634 612 448 276 190 138 127 181 157 162 196 206 164 249 294 271

Total GP 520 522 483 342 130 121 94 91 107 144 121 146 161 140 195 175 201

Other 692 658 634 514 365 270 202 212 266 293 301 379 431 339 483 517 488

Activity Type Measure Sparkline 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.
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Total Referrals 1212 1180 1117 856 495 391 296 303 373 437 422 525 592 479 678 692 689

Outpatient Activity (weekly Covid NHSi Activity) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

New Attendances Face To Face 1418 1384 1475 989 442 251 183 170 267 246 258 356 402 270 417 388 405

Telephone/Virtual 46 44 47 165 204 217 159 158 229 233 201 255 226 180 296 305 274

Total New 1464 1428 1522 1154 646 468 342 328 496 479 459 611 628 450 713 693 679

Follow Up Attendances Face To Face 3476 3195 3249 2032 1030 770 664 634 967 1003 882 1008 1198 945 1080 1107 1087

Telephone/Virtual 363 313 378 962 1055 1264 937 940 1278 1355 1295 1530 1441 1071 1252 1329 1451

Total Follow Up 3839 3508 3627 2994 2085 2034 1601 1574 2245 2358 2177 2538 2639 2016 2332 2436 2538

Total Face To Face 4894 4579 4724 3021 1472 1021 847 804 1234 1249 1140 1364 1600 1215 1497 1495 1492

Telephone/Virtual 409 357 425 1127 1259 1481 1096 1098 1507 1588 1496 1785 1667 1251 1548 1634 1725

Total 5303 4936 5149 4148 2731 2502 1943 1902 2741 2837 2636 3149 3267 2466 3045 3129 3217

New % Virtual 3% 3% 3% 14% 32% 46% 46% 48% 46% 49% 44% 42% 36% 40% 42% 44% 40%

Follow Up % Virtual 8% 7% 8% 27% 46% 59% 56% 58% 55% 56% 57% 57% 51% 51% 51% 52% 54%

Total % Virtual 7% 6% 7% 24% 43% 57% 55% 56% 54% 55% 55% 54% 49% 49% 49% 51% 51%

Covid related sickness/absence (Covid SitRep) 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

Sickness or self isolation n/a n/a n/a n/a 441 433 465 418 397 390 367 365 361 347 321 332 317

COVID-19 related n/a n/a n/a n/a 245 248 262 234 218 214 193 191 175 171 152 145 150

Activity Type Measure Sparkline 01-mar. 08-mar. 15-mar. 22-mar. 29-mar. 05-apr. 12-apr. 19-apr. 26-apr. 03-mai 10-mai 17-mai 24-mai 31-mai 07-jun. 14-jun. 21-jun.

3/3 26/130



This report is split into 3 sections as follows: 

1. Quality Priorities contained within the quality account 

2. Other quality indicators 

3. Staffing (inclusion of the NHSE staffing return as this is a mandatory requirement) 

4. VTE Deep Dive 

 

 

1 Quality priorities 

As detailed in the Quality Account for 2019-20 our quality priorities for 2020-21 are as follows;  

 

Safe: 

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

 

Compliance with the VTE risk assessment has improved in June, however remains below the national 

target. This continues to be monitored through the Finance and Performance Executive meetings 

with the medical and surgical division.  

VTE was reported as a deep dive to Quality Committee in July and is covered in section 4 of this 

report.  

 

 

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 was approved at Clinical Audit and Effectiveness Committee in July. Further the 

LocSIPs policy is being reviewed to align with this policy and ensure all safety standards are in place 

for all invasive procedures. The Trust has invested in a new software package for clinical audit, 

compliance and patient experience; FORMIC. This will be used to improve the monitoring of the 

implementation of these policies.  

3. Embed a culture of learning 

 

The Trust has declared four serious incidents this month as detailed below;  

Two infection control incidents relate to ward level COVID-19 outbreaks. One a retrospective review 

on Monnow ward which happened early in the pandemic and one reported in real time at Bromyard 

community hospital.    

The maternity incident sadly relates to an early neonatal death of a baby transferred to Worcester 

after delivery. 

The final incident relates to a patient under a Deprivation of Liberties Safeguarding (DoLS) that 

absconded from the hospital and returned home.   The patient did not come to harm. 

All incidents are under investigation in line with Trust policy and the findings and associated learning 

will be shared with Quality Committee.  

Effective: 

1. Reduce unnecessary admissions of frail elderly patients 

This is a quality priority for 2020-21 and will be presented as a deep dive to Quality Committee in 

October 2020.  

2. Reduce the incidence of hospital acquired functional decline 

 

There has been a reduction in falls in inpatient areas and the falls rate is back within the expected 

range.  There was, however, one fall with harm, whilst not a serious incident, immediate estates 

work was undertaken as the patient sustained a burns injury on exposed pipework.   
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There was a reduction in Moisture Associated Skin Damage incidents in June 2020.  The trust has 

procured alternative products to support incontinence management and is rolling out the associated 

training programme to support staff in product selection and management.  In addition, the 

integrated care division are working with system partners to explore ways of working with PCN’s and 

care agencies to ensure all care providers follow the agreed plan of care. 

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

first 

 

 

The metrics for this priority remain stable and within the national targets throughout quarter one. 

This work will be presented as a deep dive at Quality Committee in January 2021.  

Caring: 

Continuously improve the Quality of Care for patients with learning disabilities and dementia 

The Associate Director of Nursing has established a vulenerable patient group; this group brings 

together Dementia, Learning Disability and Deprivation of Liberty safeguards with a focus on 

addressing practical aspects that support an improved patient experience for these groups of 

patients.  The initial focus of the group is on mealtimes and ensuring that meal provision, support 

with feeding and appropriate adapted utensils are available should patients require them. 

 

The learning disability service has increased ‘flagging’ (an alert on our electronic systems that 

identifies that an individual requires personalised reasonable adjustments) from 190 to 549 flags 

since January.  This is excellent progress and alerts our staff at the earliest opportunity that an 

individual is vulnerable and may require adjustments to care delivery to meet their needs.  It also 

enables early access to the specialist Learning Disability Team. 

 

2 Other quality indicators  

 

 
 

As predicted in last month’s report, there has been a significant increase in same sex accomodation 

breaches in month three due to the cohoring of patients in AMU awaiting their COVID-19 test results 

and assigning them to the appropriate ward for treatment. The department continues to manage 

this proactively and keep breaches to the shortest time possible.  
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The Trust continues to see an improvement in performance in responding to complaints within the 

agreed timeframe, and complaints in month remain low. However in month three, 4 complaints 

within the surgical division were re-opened. The Quarter 1 patient experience report will be 

presented during the Board meeting. 

 

 
 

The infection prevention committee received an update on the externally reportable infections at its 

meeting last week.  The four bacteraemia cases are still subject to a full post infection review; these 

are in progress.  The trust has not been set its trajectory for clostridium difficile infection and 

therefore the trajectory of 36 remains from last year.  Due to Covid 19 there had been some delay in 

performing the CDif post infection reviews.  Since the performance indicators were published the 

team have now completed 7/10 post infection reviews.  There have been two lapses in care 

contributing to the infection; one relating to antibiotics and the other equipment.    

 

It is pleasing to note the improved performance relating to hand hygiene and BBE, these results are 

peer review results rather than self-assessment and give a high degree of assurance.  

 

At the time of writing the report the trust reported its first Covid free day (29 July) with no known 

Covid positive patient occupying an inpatient bed.  Following receipt of the infection Board 

Assurance Framework at the Board last month, a number of policies and actions cards were 

approved at the Infection Prevention Committee in July, this means that full compliance has been 

achieved for the majority of the standards.  Antimicrobial consumption, auditing and reporting 

remains an area of partial compliance.  The audit programme will recommence and will be 

supported by the IPC team.  Consumption data was presented to IPC Committee and is scheduled to 

be presented to the Medicines Safety Committee in August.  A plan to introduce a ‘hard stop’ for 

antibiotics for prescriptions has been agreed at Clinical Audit and Effectiveness Committee to 

coincide with the introduction of the Electronic medicines system.  The ‘hard stop’ will ensure that 

individuals do not receive antibiotics for prolonged periods of time. 

 

3 Staffing 

The national requirement to return planned and actual nursing fill rates to NHSE was suspended 

during Covid.  During June, Trusts were given notice to return to mandated reporting and June’s data 

is detailed below. 

The information must be reviewed with caution given that a number of factors affected both 

planned and actual fill hours* during this period: 
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 Wards changing specialty 

 Wards running at reduced capacity 

 Staff being redeployed, both out of and into areas 

 Wards increasing bed and/or staffing capacity 

 Establishments being adjusted to accommodate Covid related changes  

 Students being counted in the workforce numbers 

Given the nature of our current roster system, the rosters were not adjusted to change the ‘planned’ 

element, although clearly for governance purposes did capture the ‘actual’ hours worked element – 

hence the fluctuations that can be seen in percentage fill rates. 

  Day Night  

  RN Fill HCA Fill RN Fill HCA Fill 

Womens Health 109.0% 96.2% 96.7% 92.5% 

Maternity Ward 90.0% 92.9% 95.0% 95.0% 

Childrens Ward  86.1% 185.9% 101.0% 70.4% 

Lugg Ward  97.6% 131.8% 102.2% 111.1% 

Arrow Ward  103.3% 105.0% 100.0% 118.6% 

Wye Ward  110.1% 88.9% 105.3% 94.8% 

Frome Ward 55.4% 83.0% 120.8% 82.3% 

Cardiac Care Unit  102.2% 0.0% 102.2% 0.0% 

Leominster Community Hospital  95.0% 83.8% 100.0% 93.3% 

Bromyard Community Hospital  100.5% 61.6% 100.3% 46.7% 

Ross Community Hospital  86.4% 94.5% 101.7% 96.6% 

Leadon Ward  110.3% 99.6% 107.3% 100.0% 

Teme Ward  140.4% 135.4% 165.0% 182.9% 

Monnow Ward  87.3% 78.0% 100.1% 90.0% 

Redbrook Ward  98.1% 74.9% 99.2% 133.3% 

Special Baby Care Unit  98.2% 0.0% 93.4% 0.0% 

Intensive Care Unit 131.5% 0.0% 129.9% 0.0% 

Gilwern Assessment Unit  75.9% 32.8% 73.3% 8.3% 

Acute Medical Unit 89.7% 150.9% 96.6% 114.5% 
*planned is defined as hours planned to be worked on the roster template prior to sickness or any changes that occur during the worked 

period, actual is defined as those hours actually worked when any sickness or adjustments are made to the roster.  NB only clinical hours/ 

direct clinical care hours are counted. 

There were 12 incidents related to staffing shortfalls/skill mix during June, in all instances the 

incidents were low risk, did not cause patient harm and were resolved/mitigated for that shift. 

During the Covid period our reliance on agency has significantly reduced and the agency spend can 

be seen in the table below. 
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Reliance on Thornbury has persisted with 26 shifts being booked via Thornbury in June; 11 were for 

RMN cover, 11 for critical care and the remainder for general ward areas. 

The enhanced care policy has recently been approved at Clinical Audit and Effectiveness Committee 

in July, it is anticipated that the adoption of this policy and associated risk assessments will reduce 

reliance on RMN support. 

Work is also ongoing with the master vend provider to pre book an anticipatory RMN for all shifts 

with the ability to cancel for no penalty, the effectiveness of this will be monitored through the 

contract. 

VTE Deep Dive 
 
Introduction 

Preventing Venous Thrombo-embolism (VTE) on admission to our hospitals remains a Trust quality 

priority for 2020-21. This is done through two key work streams: undertaking VTE risk assessment on 

admission to allow appropriate thromboprophylaxis; and identifying cases of hospital-acquired VTE 

to review whether they could have been prevented and how this knowledge can improve prevention 

of further cases.  

Background 

This section focuses on the work undertaken in the previous two years and the achievements 

gained.  

2018-19 - The primary focus when initiating targeted improvement work in this area was to achieve 

the 95% national target for compliance with VTE risk assessment on admission, which is a 

contractual requirement. This had been very difficult to achieve for some years auditing a paper 

based assessment tool, but then there was an unexpected major deterioration in compliance 

following the introduction of an electronic tool. In 2018 the work focused on getting the basics right; 

ensuring our reporting was accurate and fully inclusive in line with new NICE and NHS England 

guidance. The newly appointed lead for VTE and the Clinical QI Manager, under the direction of the 
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newly appointed Medical Director, spent time changing the way the data was being collected and 

processed; removing errors, omissions and anomalies, and a new cohort reporting structure was 

agreed with the CCG. These cohort changes significantly improved our compliance rates and could 

be applied retrospectively, however compliance still did not meet the national target.  

2019-20 - Following on from ensuring accurate reporting, in order to maintain a focus on 

improvement three key aims were developed. These are outlined below with details of the progress 

made.  

1: SUSTAIN IMPROVEMENT IN VTE RISK ASSESSMENT TO >95% WITHIN THE NEXT 6 MONTHS  

The Trust achieved the 95% target in January and February 2020, and overall for quarter 4, 

marginally missing the target in March 2020 (table one) at the onset of the COVID-19 pandemic. This 

is the first time since 2017 the trust has achieved this and is a reflection of the sustained 

improvement work undertaken under the management of the VTE clinical lead and colleagues in 

Quality and Safety. 

Table 1 shows the monthly and quarterly compliance figures at the time of reporting.  

Table 1: VTE Assessment % compliance per quarter 

Quarter Month Total VTE 
Completed 

% Month on 
Month 
Progress 

Quarterly 
Progress 

4 

Mar-20 3,629 3,437 
94.7% 

  

Feb- 20 4,223 4,031 95.2% 
  

Jan- 20 4,571 4,371 95.6% 
 

 

Quarter* 12,422 11,854 95.4%   

3 

Dec-19 4,267 
 

3,974 93.1% 
 

 

Nov-19 4,495 
 

4,149 92.3% 
 

 

Oct-19 4,697 
 

4,268 90.9%   

Quarter 13,459 12,382 92.0%   

2 

Sep-19 4,486 
 

4,069 90.7% 
 

 

Aug-19 4,277 
 

3,829 89.5% 
 

 

Jul-19 4,694 
 

4,295 91.5% 
 

 

Quarter 13,457 12,193 90.6%   

1 

Jun-19 4,338 
 

3,930 90.6% 
 

 

May-19 4,318 
 

3,860 89.4% 
 

 

Apr-19 4,209 
 

3,729 88.6% 
 

 

Quarter 12,865 11,519 89.5%  
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Timeliness of VTE risk assessments 

During 2019-20, in order to maintain a focus on completing risk assessments and ensuring timely 

administration of any required education, the Trust started to measure whether patients received 

their first assessment within 24 hours and second assessment within 48 hours of admission. Whilst 

this second assessment is not a contractual requirement, this focus helps engrain assessment 

behaviour in anticipation of a gatekeeping role within electronic prescribing. Table 2 below shows 

performance against these internal standards.  

Table 2: Compliance with internal standards for VTE Risk Assessment 

  

 FY Quarter 

Month 

Overall % 
Compliance 

(NHSE 
Standard) 

1st VTE 

Within 24 

Hours (Excl 

Assumed) 

2nd VTE Within 

48 Hours (Excl 

Assumed) 

Quarterly 

Progress 

 2019/20 4 
Mar- 20 

94.7% 66.1% 38.5%  

 
Feb-20 

95.2% 62.7% 37.1%  

 
Jan-20 

95.6% 64.7% 34.7%  

 
Quarter 95.1% 

63.3% 35.1%  

 3 Dec-19 93.6% 45.5% 18.6%  

 Nov-19 92.4% 39.3% 12.5%  

 Oct-19 90.9% 40.1% 14.1%  

 Quarter 92.2% 41.6% 15.0%  

 2 Sep-19 90.7% 39.2% 13.4%  

 Aug-19 89.5% 40.4% 12.1%  

 Jul-19 91.5% 43.0% 11.8%  

 Quarter 90.6% 40.9% 12.4%  

 1 Jun-19 90.6% 38.1% 11.5%  

 May-19 89.4% 36.9% 9.2%  

 Apr-19 88.6% 32.8% 10.4%  

 Quarter 89.6% 36.0% 10.4%  

 Financial Year 91.3% 46.7% 15.7%  

 

This focus allows local difficulties in performing VTE risk assessment to be better visualised and, for 

instance, has driven a major IT upgrade to allow VTE risk assessment to be performed after 

assessment in A&E before a patient has been formally admitted to hospital.  
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2: IMPROVE CULTURE /OWNERSHIP OF VTE TO ENSURE THROMBOPROPHYLAXIS GIVEN AS PER 

UPDATED NICE GUIDANCE 

There were three significant pieces of work that contributed to improving engagement with 

undertaking risk assessments in 2019-20;  

 Daily reminders are now sent out to ward clerks with a list of outstanding assessments 

before the morning ward round. This allows VTE risk to become part of the ward round 

culture and has created a multi-disciplinary approach to ownership of the assessment. 

 

 Local decisions have been made to allow allied clinical professionals to undertake 

assessments, for instance Advanced Nurse Practitioners and Physicians Assistants.  

 

 Consultants encouraged to provide educational updates to junior colleagues alongside 

regular updates about compliance figures. 

 

Additionally the Thrombosis Committee was formalised with new Terms of Reference and new 

expanded membership.  

3: STREAMLINE THE RCA FEEDBACK LOOP TO ADDRESS CONCERNS HIGHLIGHTED IN Serious 

Incidents 

The existing process for investigating cases of hospital acquired VTE was backlogged at every step, 

due to complete reliance on paper notes and single person failure points. This process was improved 

last year with steps towards automation the introduction of a regular VTE RCA panel of medical 

consultants to allow greater extraction of themes and learning points, mandatory deep dives of 

avoidable cases and introduction of a feedback loop back to departmental M&M meetings.  

The VTE RCA panel has been successful in clearing part of the backlog however there remain many 

cases still to process.  

2020-2021 Quality Priority 

The Trust has outlined its intention to continue to improve compliance with VTE assessment and 

prevention in line with best practice in 2020-21. This section outlines the current position against the 

three aims outlined. It should be noted there is disruption to normal services during this quarter due 

to the COVID-19 pandemic; this included staff being reallocated to different services, admin time 

being reduced to provide increased clinical support and specialities being assigned to unfamiliar 

wards. While many services are being reinstated, it should be anticipated that this disruption will 

continue into the next quarter. 

1: SUSTAIN IMPROVEMENT IN VTE RISK ASSESSMENT TO >95%  

The chart below shows quarterly compliance with VTE risk assessment for the last three years and 

Q1 2020-21. There was a significant decline in Q1 (20/21), with the lowest compliance since Q2 

2017-2018 coinciding with widespread disruption of COVID-19. Table three shows the monthly 

breakdown of this data for Q1. 
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Table 3: VTE Assessment % compliance by month Q1 2020-21 

 

June saw compliance begin to increase again, however compliance for the quarter remains just 

above 90%. Whilst overall compliance has reduced, the timeliness of the reviews undertaken has 

improved for both first and second assessments from the previous quarter and continues to follow 

the increasing trend shown since monitoring commenced Q1 2019-20 (table two).  

The compliance data is being presented by ward for the divisions to review and focus action in areas 

not meeting the target. This data will be scrutinised at Finance and Performance Executive and will 

be presented as SPC charts from August 2020 for divisions to better identify areas for focused 

improvement work.  

The reporting algorithm will be reviewed again in the light of COVID-19 ward changes and changes to 

MAXIMS to ensure we are recording and reporting all the assessments we intend to.  

2: IMPROVE CULTURE /OWNERSHIP OF VTE 

Whilst engagement clearly improved the ownership of the VTE risk assessment, unfortunately a 

backlog of VTE RCAs on the old paper-based system remains – currently 122 cases.  

The data in relation to these cases has been broken down by consultant and distributed to the 

medical and surgical division for review. Consultants have been notified by their Associate Medical 

Director (division) of the outstanding reviews and the requirement for them to be done. This should 

be eased by a change allowing any senior clinician within the department to review the cases.  

The quality and safety team are exploring ways to automate each step of the process from 

identification, to reminder, to resolution in order to improve the user interface. 
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3: STREAMLINE THE RCA FEEDBACK LOOP 

The RCA panel did not meet in Q4 2019-2020 due to a lack of cases ready for review and was 

cancelled in Q1 2020-2021 due to COVID-19 priorities. It has now restarted in Q2 2020-2021 and will 

meet monthly.  

The VTE clinical lead has restarted VTE RCA panel in a new COVID-secure format in Q2 2020-2021 

and will be meeting monthly with case preparation beforehand. The VTE clinical lead is looking to 

expand membership to include trainee grades, surgical and orthopaedic representatives.  

The Thrombosis Committee provides wider clinical input and oversight of the VTE work streams, as 

well as ratifying guidelines. The committee last met in Q4 2019-2020 but was cancelled due to 

COVID-19 in Q1 2020-2021. The VTE lead and Chair of the committee is looking to restart these 

meetings in a COVID-secure format.  

Summary 

The divisional teams are fully engaged in driving improvement is all aspects of prevention of VTE for 

our patients.  

Whilst specialist oversight of VTE work is not currently in place, compliance is reviewed in a number 

of forums; Finance and Performance Executive, Clinical Effectiveness and Audit Committee and 

Quality Committee, engaging colleagues at all levels and providing representatives to challenge 

issues and drive change.  

To underpin all the work and processes outlined in this paper the VTE lead is redeveloping the Trust 

VTE policy to include the recently developed Medicines Related Guideline on Thromboprophylaxis 

and the Emergency Guideline on Thromboprophylaxis in COVID-19 patients.  
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Cancer 2WW Referrals 

 

Commentary: 
 
Cancer 2WW referrals have steadily increased since the initial 
stages of the Covid-19 pandemic and are now close to pre-covid 
levels. Referrals from the various cancer screening programmes 
have not been received as these programmes are yet to restart; 
this remains a cause for concern, both clinically and 
operationally. 
 The Trust is supporting the national campaign to encourage 
those patients with concerns to attend their GP for assessment 
and referral if required. 
 

Cancer 62 days urgent referral to treatment 

 

Commentary: 
20.5 out of 28.5 patients in total were treated within 62 days 
(total patients treated down from 66.5 in April).  
 
There were 11 breaches as the Trust failed to meet the 85% 
standard (71.9%). Breaches occurred in: 
Haematology    1 
Lung                    1.5  
Upper GI            1  
Urology              4  
The Trust continues to work with the local Nuffield Hospital to 
provide cancer care. 

0

50

100

150

200

250

05/01/2020 05/02/2020 05/03/2020 05/04/2020 05/05/2020 05/06/2020 05/07/2020

Wye Valley NHS Trust 2-Week Wait Referrals - Impact of Covid

Section 3 - Chief Operating Officer, Performance Exceptions 

1/6 38/130



  

RTT Referrals: 
 

 

Commentary: 
 
Total RTT referrals are 51% lower than this time last year with 
routine referrals down 62% and urgent referrals down 44%. In 
total 2WW referrals are 31% down but have now returned to 
near ‘normal’ levels whereas routine and urgent referrals 
remain significantly lower than this time last year. 
 

Elective Activity 
 

 
 

Commentary: 
At the outbreak of the Covid-19 crisis nearly all non-urgent activity was ceased. Restoration of services began in June with the highest clinical priority patient 
groups on both the County hospital site and at the local Nuffield Hospital. Restoration of all services is now ongoing for the majority of inpatient and outpatient 
services. 
Productivity (due to covid-19 measures) has been materially reduced in the majority of clinical areas and specifically within the operating theatres environment. 
The broader theatre team continue to explore opportunities to reduce the negative impact the covid measure are having on productivity. The recommendations 
and actions from the theatre productivity audit that took place at the end of last year are being actioned where covid restrictions allow and will be implemented 
as soon as the situation allows. 
Outpatient activity has continued in higher volumes than it might otherwise have been thanks to the utilisation of virtual (telephone or video) appointments – 
our clinical teams continue to see circa 50% of all outpatients virtually. 

Charts

2 Week Rule Last Year 3432

2 Week Rule This Year 2371

2 Week Rule Difference -1061

2 Week Rule Variance -31%

Urgent Last Year 5791

Urgent This Year 3251

Urgent Difference -2540

Urgent Variance -44%

Routine Last Year 10100

Routine This Year 3888

Routine Difference -6212

Routine Variance -62%

Total Last Year 19322

Total This Year 9510

Total Difference -9812

Total Variance -51%

Outpatient Referrals

Year To 

Date
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Referral to Treatment – Open Pathways – English Standard (92% under 18 weeks) 

 

Commentary: 
 
Performance against both the English and Welsh RTT standards 
has fallen sharply following the outbreak of the covid-19 crisis 
and the cessation of routine elective activity. 
The Trusts recovery planning is very much focussed on 
delivering a level of activity by speciality that matches or 
exceeds demand in order to as quickly as possible stop the 
position from deteriorating further.  
The recovery planning to date has made assessments on when 
this position can be achieved (where it can be achieved) and we 
will understand the size of the backlog at any given time in the 
coming weeks. We will be working across the STP and regional 
footprint to access support, where available, to deliver these 
and future plans  

Referral to Treatment – Open Pathways – Welsh Standard (95% under 26 weeks) 

 
Referral to Treatment  - 52(+) week waiters  - all patients 

 

Commentary: 
 
The profile of the Trust’s waiting lists have changed over the last 
4 months with reduced referral and reduced treatment creating 
lists that contain a much higher proportion of long waiting 
patients, including those waiting over 52 weeks, this positon 
will continue to deteriorate before we are in a position to treat 
sufficient volumes of patients and reduce the numbers waiting 
for long periods. We will continue to treat patient firstly in 
clinical priority order and then chronologically. 
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Diagnostic waiters, 6 weeks and over 
 

 

Commentary: 
 
Routine diagnostic activity was reduced alongside other types 
of ‘face-to-face’ care at the onset of Covid-19. Whilst the 
majority has now been restored, productivity (due to covid-19 
measures) has been materially reduced. Activity volumes are 
overall increasing but concerns remain in regard to a number of 
specialities, e.g. Endoscopy, Cardiac Cath Lab and CT. Work 
continues locally, regionally and nationally to address these 
issues 

Emergency Department activity: 

 
 

Commentary: 
 
Emergency Department attendances fell sharply at the onset 
of the covid-19 crisis to around 50% of their normal level. 
Attendance have steadily risen since May and in July are 
approaching normal seasonal levels. 
 

Ambulance conveyances: 

 

Commentary: 
 
Pressure from ambulance conveyances is slowly returning 
with demand growing each month since April’s low point. 
Current activity is on par with 2017 though it is widely 
expected to exceed that shortly. 
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ED maximum 4 hour wait from arrival to departure 

 
 

Commentary: 
 
Increasing numbers of attendances and ambulance conveyances combined with the ‘covid’ restrictions in place (both in the Emergency Department (ED) and 
inpatient areas) have seen pressure on the ED and a fall in performance 
 
o A revised Trust wide Escalation Policy is currently being drafted in order to reflect our revised pathways and clinical areas in order to ensure consistency 

of approach and prepare for the requirement of surge capacity. 
 
o  The split configuration on Frome ward to manage ‘Green/Yellow’ and ‘Blue’ Covid patients has been suspended due to the low number of Blue respiratory 

patients currently. There are identified Covid side rooms and bays available for any Blue patients that present and all the Infection control Operational 
functions remain should an increase in ‘Blue’ patients occur. 

 
o AMU remains the Yellow ward for emergency medical patients and 2 PODs have been installed in order to increase capacity for isolation of patients if 

required. 
 
o Think 111. Development work has started to implement this new UC programme as part of a Herefordshire and Worcestershire roll out. Think 11 aims to 

redefine and improve urgent care pathways by ensuring that patients receive the right care in the most appropriate setting first time, with the lowest level 
of risk of acquiring a hospital or health care related (nosocomial) infection. This will include: 

 
   Hot clinic appointments within SDEC or virtually 
   Scheduling attendance times for 111 patients in ED to even out attendances  
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Same Day Emergency Care (SDEC) 

 

Commentary: 
 
Work to recover and re-provide SDEC within the emergency floor 
has seen a steady improvement in the percentage of emergency 
admission with zero day length of stay. This has improved from a 
position in April of 22% [204 patients] to 29% in June [394 
patients]. Currently delivering 34% in July 
A working group with cross Divisional representation have been 
convened in order to review and improve the floorplan and 
pathways in order to deliver 40% SDEC before the winter months. 
 

Bed Occupancy – Acute beds 

 

Commentary: 
 
Bed occupancy fell sharply at the onset of covid-19 then rose to 
around 70% (+/- 10% depending on the day of the week) where it 
largely remains. Improved discharges, reduced length of stay and a 
reduction in the number of elective admissions account for the 
sustained reduction in bed occupancy. 
Maintaining bed occupancy at a maximum of 85% is arguably 
essential to maintain timely patient flow through out emergency 
pathways 

Bed Occupancy – Community beds 

 

Commentary: 
 
The changes to discharge planning and management introduced as 
a result of the covid crisis has significantly reduced the demand on 
our community inpatient beds. Occupancy levels remain at circa 
55% through July. 
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

     

17/18 18/19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20
Staff Numbers (FTE)
Budgeted Establishment 3005.7 2890.7 3043.0 3067.0 3074.5 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6 3147.0
Substantive Staff in Post 2707.8 2693.6 2755.2 2770.7 2788.9 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5 2989.1
Vacancy 297.9 197.0 287.8 296.3 285.6 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1 157.9
Starters (Excludes FTC/Jnr Drs) 321.7 498.3 28.8 36.4 45.9 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6 12.0
Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 16.6 24.6 23.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4 14.8
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17/18 18/19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20

Rolling
12 

Months 
Average

Target Threshold

Staff Numbers (FTE)

Budgeted Establishment 3005.7 2890.7 3043.0 3067.0 3074.5 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6 3147.0

Substantive Staff in Post 2707.8 2693.6 2755.2 2770.7 2788.9 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5 2989.1

Vacancy 297.9 197.0 287.8 296.3 285.6 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1 157.9

Starters (Excludes FTC/Jnr Drs) 321.7 498.3 28.8 36.4 45.9 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6 12.0 34.3

Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 16.6 24.6 23.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4 14.8 22.8

Turnover (% - Rolling 12 Months)

Turnover 12.9% 12.0% 11.0% 10.2% 10.2% 10.4% 10.6% 10.6% 10.3% 10.4% 10.6% 10.1% 9.9% 10.0% 9.6% 10.2% <=10% >15%

Vacancy (% - In Month)

Vacancy Rate – Total 7.6% 6.8% 9.5% 9.7% 9.3% 9.4% 9.4% 7.7% 7.8% 7.2% 7.4% 6.8% 5.7% 5.7% 5.0% 7.6% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 12.8% 9.7% 10.0% 10.4% 9.6% 9.8% 8.7% 9.4% 9.0% 8.9% 7.3% 9.0% 6.1% 5.5% 2.8% 8.0% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.6% 4.8% 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% 5.3% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 89.4% 87.6% 86.3% 87.3% 86.6% 88.1% 87.6% 88.0% 89.6% 88.8% 87.1% 88.7% 88.6% 83.1% 81.2% 87.0% =>90% <85%

Training (% - In Month)

Core Skills 88.5% 87.4% 90.2% 91.1% 92.3% 92.1% 92.6% 92.4% 92.8% 92.8% 93.0% 92.4% 91.9% 91.4% 92.0% 92.2% =>90% <85%
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Budgeted establishment demonstrates that we have 157.90 FTE funded vacancies across the Trust as 
follows:

Vacancies by Division:

Division FTE
Capital -29.04
Clinical Support 34.11
Corporate 35.22
Integrated Care 37.73
Medical 62.04
Surgical 17.84
Grand Total 157.90

Vacancies by Staff Group:

Staff Group FTE
Add Prof Scientific and Technic 4.23
Additional Clinical Services -17.95
Administrative and Clerical 15.76
Allied Health Professionals 28.06
Estates and Ancillary 1.93
Healthcare Scientists 8.36
Medical and Dental 42.70
Nursing and Midwifery Registered 75.81
Students -1.00
Grand Total 157.90

It is encouraging that the overall turnover at Trust level is now at 9.61% for June, with a rolling 12 month 
average turnover of 10.2%.  Further scrutiny of turnover in June highlights the following breakdown:

Staff Group %
Add Prof Scientific and Technic 15.03
Additional Clinical Services 10.41
Administrative and Clerical 7.52
Allied Health Professionals 12.66
Estates and Ancillary 5.71
Healthcare Scientists 13.28
Medical and Dental 4.44
Nursing and Midwifery Registered 11.10
Students 0.00

Grand Total 9.61

Reason For Leaving %
Retirement Age 20.34%
Relocation 20.34%
Work Life Balance 17.63%
Promotion 12.57%
Other/Not Known 12.21%
Health 6.78%
Incompatible Working Relationships 6.78%
Retirement - Ill Health 3.35%
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Division %
Capital 2.13
Clinical Support 10.92
Corporate 8.60
Integrated Care 14.45
Medical 8.29
Surgical 8.06

Grand Total 9.61

During this month, overall sickness at Trust level decreased to 5.16%, which is low when compared to a 
rolling 12 month average sickness of 5.3%. Further scrutiny of sickness in June highlights the following 
breakdown:

Division %

Capital 0.47

Clinical Support 5.24

Corporate 2.83

Integrated Care 4.71

Medical 4.88

Surgical 5.55

Grand Total 5.16

Sickness Reason %
Gastrointestinal problems 18.00
Anxiety/stress/depression/other psychiatric 
illnesses 17.56
Cold, Cough, Flu - Influenza 11.83
Headache / migraine 7.23
Back Problems 6.77
Other musculoskeletal problems 6.01
Pregnancy related disorders 4.16
Unknown causes / Not specified 3.56
Ear, nose, throat (ENT) 3.56
Other known causes - not elsewhere classified 3.39

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

Staff Group %
Add Prof Scientific and Technic 7.41
Additional Clinical Services 7.06
Administrative and Clerical 3.15
Allied Health Professionals 3.24
Estates and Ancillary 5.87
Healthcare Scientists 6.55
Medical and Dental 2.93
Nursing and Midwifery Registered 6.25
Students 0.00
Grand Total 5.16

A refreshed exit interview process is 
being implemented from August 
onwards to ensure that every 
member of staff who leaves the 
organisation is actively encouraged 
to complete an exit survey. Monthly 
reports on outcomes and key themes 
will be relayed to Divisions and 
reviewed by the HR Director.

New starter surveys are being 
reintroduced and all new employees 
will be encouraged to complete short 
online quarterly surveys during their 
first year of employment. Quarterly 
reports will be reviewed by the HR 
Director and relevant management 
teams.

In response to the pandemic, we 
implemented a local approach to 
testing staff for COVID-19 and 
launched a wide range of health & 
wellbeing initiatives in line with our 
Health & Wellbeing Compact. A 
comprehensive health & wellbeing 
strategy is to be developed for WVT.
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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:

    
Below is the anaylsis in relation to the risk assessments for the 432 Wye Valley NHS BAME staff, split by 
both division and staff group:

Total BAME Staff for 
Risk Assessment

Division Headcount % Headcount % Headcount % Headcount % Headcount %
Clinical Support Services Division 33 28 84.85% 3 9.09% 31 93.94% 1 3.03% 1 3.03%
Corporate Division 2 1 50.00% 0 0.00% 1 50.00% 0 0.00% 1 50.00%
Integrated Care Division 13 11 84.62% 2 15.38% 13 100.00% 0 0.00% 0 0.00%
Medical Division 177 131 74.01% 10 5.65% 141 79.66% 7 3.95% 29 16.38%
Surgical Division 207 183 88.41% 8 3.86% 191 92.27% 0 0.00% 16 7.73%
Grand Total 432 354 81.94% 23 5.32% 377 87.27% 8 1.85% 47 10.88%

Risk Assessment Completed
Unable to complete due to 

Maternity/Sickness/Shielding/Away

Total Number Completed 
(Including 

Maternity/Sickness/Shielding)

Number Remaining to be 
completed (some of which are 

awaiting responses)Risk Assessment Declined

Sickness Reason %
Covid Related 8.16
Other 91.84

Division Sickness Reason %
Clinical Support Coronavirus (COVID-19) 3.17%

Other 96.83%
Corporate Coronavirus (COVID-19) 8.98%

Other 91.02%
Integrated Care Coronavirus (COVID-19) 14.64%

Other 85.36%
Medical Coronavirus (COVID-19) 11.02%

Other 88.98%
Surgical Coronavirus (COVID-19) 5.93%

Other 94.07%

Sickness Reason Division %
Capital 0.00
Clinical Support Services 6.15
Corporate 6.15
Integrated Care 26.25
Medical 33.20
Surgical 28.26
Capital 0.55
Clinical Support Services 16.69
Corporate 5.53
Integrated Care 13.59
Medical 23.82
Surgical 39.83

Covid Related

Other

Sickness Reason Staff Group %
Add Prof Scientific and Technic 3.07
Additional Clinical Services 23.57
Administrative and Clerical 13.22
Allied Health Professionals 7.09
Estates and Ancillary 0.00
Healthcare Scientists 0.00
Medical and Dental 18.44
Nursing and Midwifery Registered 34.61
Students 0.00
Add Prof Scientific and Technic 5.28
Additional Clinical Services 30.98
Administrative and Clerical 17.10
Allied Health Professionals 3.23
Estates and Ancillary 2.11
Healthcare Scientists 2.82
Medical and Dental 6.27
Nursing and Midwifery Registered 32.43

Covid Related

Other

Staff Group Sickness Reason %
Add Prof Scientific and Technic Covid Related 4.93

Other 95.07
Additional Clinical Services Covid Related 6.34

Other 93.66
Administrative and Clerical Covid Related 6.44

Other 93.56
Allied Health Professionals Covid Related 16.34

Other 83.66
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
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Total BAME Staff for 
Risk Assessment

Staff Group Headcount % Headcount % Headcount % Headcount % Headcount %
Add Prof Scientific and Technic 12 11 91.67% 0 0.00% 11 91.67% 0 0.00% 1 8.33%
Additional Clinical Services 65 55 84.62% 6 9.23% 61 93.85% 0 0.00% 4 6.15%
Administration and Clerical 3 1 33.33% 1 33.33% 2 66.67% 0 0.00% 1 33.33%
Allied Health Professionals 7 6 85.71% 0 0.00% 6 85.71% 0 0.00% 1 14.29%
Estates and Ancillary 6 6 100.00% 0 0.00% 6 100.00% 0 0.00% 0 0.00%
Healthcare Scientists 10 9 90.00% 1 10.00% 10 100.00% 0 0.00% 0 0.00%
Medical and Dental 175 123 70.29% 7 4.00% 130 74.29% 8 4.57% 37 21.14%
Nursing and Midwifery 154 143 92.86% 8 5.19% 151 98.05% 0 0.00% 3 1.95%
Grand Total 432 354 81.94% 23 5.32% 377 87.27% 8 1.85% 47 10.88%

Risk Assessment Completed
Unable to complete due to 

Maternity/Sickness/Shielding/Away

Total Number Completed 
(Including 

Maternity/Sickness/Shielding)

Number Remaining to be 
completed (some of which are 

awaiting responses)Risk Assessment Declined
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I&E Performance against Budget Plan YTD 

The current funding arrangements 

The Trust is producing the monthly accounts in line with the national financial 

arrangements and guidance issued by NHSI/E for the first four months 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.  

 

Further guidance was recently received by the Trust (10th July) concerning the 

accounting treatment and calculation of PDC Dividends.  Early estimates suggest 

this is likely to result in a charge of circa £1.7m to the accounts for the year.  

Three months of this value has now been accrued into the year to date position. 

 

Given the above, the Trust has returned the required break-even cumulative 

position in June and is accruing for a cumulative retrospective top-up of £922k (in 

addition to the centrally calculated value, for the period from April to June).  

Section 5 - Director of Finance, Performance Exceptions 

STATEMENT OF COMPREHENSIVE INCOME - To Month 03  - 30th June 2020 - 2020/21

MOVEMENT
M1-4 IN

BUDGET CURRENT
PLAN BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract & PbR Income 57,665 43,122 43,693 571 524
Contract Overperformance 0 0 0 0 0
PbR Excluded Drugs 5,882 4,411 4,165 (247) (197)
Non Contracted Activity (NCA's) 0 0 0 0 0
Other Income for Patient Care 2,894 2,237 1,488 (749) (571)
Donations For Non Current Assets 133 100 10 (90) (90)
Other Non Patient Income 1,890 1,385 1,083 (303) (140)
Top Up Funding prepaid 12,637 9,478 9,478 0 0
Top Up Accrual/Claim 1,471 922 922 0 67

 Total Operating Income 82,571 61,655 60,838 (817) (407)

Pay Expenditure 50,614 37,860 37,809 51 151
Non Pay Expenditure 21,357 15,753 14,963 789 275

Excluded Drugs 6,028 4,506 4,600 (94) (94)

 Total Operating Expenditure 77,998 58,119 57,372 747 332

 EBITDA 4,573 3,536 3,466 (70) (74)

Depreciation 2,061 1,546 1,546 (0) 0
Gain or loss on asset disposal 0 0 0 0 0
Interest Receivable 19 14 0 (14) (14)
Interest Payable on Loans 90 67 67 0 0
Interest Payable on PFI 2,008 1,506 1,506 (0) 0
Dividends on PDC 426 426 426 0 0

 

Operating Surplus/ (Deficit) 8 6 (79) (85) (89)

Technical Adjustments

Donated Assets - Additions 133 100 10 (90) (90)

Donated Asset Depreciation (125) (94) (89) (5) (2)

Donated Assets Adjustment 8 6 (79) (85) (89)

Net impact of asset impairments 0 0 0 0 0

Adj. financial performance retained 

Surplus/ (Deficit) 
0 0 0 0 0

YEAR TO DATE
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Run Rate 

 

All Values in £000s M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Totals M1 M2 M3

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 20,384

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 11,732

Covid 19 related pay 203 203 526 592 701

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 4,328

Covid 19 related non-pay 252 252 1,490 460 619

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 1,616

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 1,388

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 1,049

Dividends 426

Donated Asset Adjustment 7 (10) (11) (11) 15 7 (37) 21 (4) 40 (46) 424 394 68 (61) (86)

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 0

PSF 159 159 160 212 212 213 319 319 318 372 372 371 3,186 0 0 0

FRF 740 740 741 987 987 987 1,481 1,481 1,480 1,727 1,727 1,729 14,807 0 0 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 0

Actuals 

(17,056)

1920 Values 2021 Values

Actuals 

0  
 

During June, the underlying operational expenditure continued to be lower than normal (matching reduced elective activity levels). Expenditure on the pandemic increased 

against the level experienced in the previous month as expected with restoration costs starting to impact.  

 

This position reflects the revised income arrangements described above, the net cost position including Covid 19 marginal cost, reduced normal elective flow costs and the 

annual effect of inflationary change.    
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Covid 19 costs 

 
Costs in the table below have been categorised against the national definitions for recording Covid 19 costs and reflect the return the Trust is making each month in this respect.  The Trust has 

spent £4,389k in this financial year (plus £454k in March).  It has been possible to fully fund this expenditure to date by redirecting unused budget from elective pathways. 

 

2020-21  Month 03  Covid 19  Memorandum Account

Pay Expanding workforce 142,832 206,137 348,969

Sick pay 2,254 44,044 46,297

COVID-19 virus testing 1,557 20,320 28,273 15,304 65,453

Support for stay at home models 13,479 23,712 9,192 46,383

Plans to release bed capacity 19,327 11,648 13,529 (528) 43,975

Increase ITU capacity 20,904 113,091 43,386 33,461 210,841

Segregation of patient pathways 31,899 31,899

Infection prevention and control training 9,730 4,074 13,803

Existing workforce additional shifts 324,870 307,621 330,793 963,284

Backfill for higher sickness absence 128,930 42,732 21,054 58,986 251,702

202,616 526,139 592,389 701,464 2,022,607

Non Pay Revenue Equipment 98,878 462,221 13,770 59,371 634,240

Consumables

Gross 224,652 866,868 509,075 542,805 2,143,399

Less stock (102,479) (33,211) (106,647) (51,430) (293,767)

Net 122,173 833,657 402,428 491,375 1,849,633

Any other 30,895 251,946 194,230 1,490,108 43,622 459,820 68,480 619,225 337,227 2,821,100

Total 454,562 2,016,247 1,052,209 1,320,689 4,843,707

£ £ £ £ £

Mar-20 Apr-20 May-20 Jun-20

Total

spanning financial 

years

 

Movements in expenditure patterns generally follow the national trend - as a Trust, cumulative expenditure has equated to 7.7% of operating expenditure.  This is above the reported average 

value of Trust claims which is 5.3%). 

The monthly increased cost of the “Expanding workforce” category, reflects the increased intake of Nursing, Midwifery and Therapy students.   

Backdated sickness payments and payments to staff shielding account for much of the step change shown in month for both sickness and backfill.  The change is in the context of this specific 

area (as opposed to any wider changes across the Trust).  
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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

Acute Daycase 6,311 4,825 1,184 (3,641) -75% (1,117)

Elective 3,701 2,840 340 (2,500) -88% (887)

Emergency 18,147 13,451 9,031 (4,421) -33% (941)

Outpatients 8,127 6,311 3,412 (2,899) -46% (819)

Accident & Emergency 4,113 3,079 2,143 (936) -30% (208)

Pathology 1,263 947 336 (611) -65% (168)

Diagnostics 999 749 124 (625) -83% (195)

Critical Care 1,558 1,168 1,114 (54) -5% 58

PbR Excluded Drugs 3,904 2,928 2,808 (120) -4% 108

Other Variable & Blocked 3,930 2,627 1,733 (894) -34% (394)

Commissioner Overperformance 0 0 0 (0) -100% 647

Community Community Inpatients 2,856 2,142 901 (1,241) -58% (1,241)

Community Direct Access 2,232 1,674 893 (781) -47% (781)

Community Nursing 3,204 2,403 2,148 (254) -11% (254)

Community Child Health 523 392 313 (79) -20% (79)

Community Other 2,316 1,737 663 (1,074) -62% (1,074)

COVID 19 block adjustment (1,662) (1,257) 19,360 20,617 -1640% 7,990

Any Qualified Provider 0 0 0 0 0% 0

Non Contract Income

Inter Trust SLAs - Cross Charges 2,584 1,936 1,637 (299) -15% (199)

Central Funds 1,700 1,341 1,041 (300) -22% (300)

Business Unit Service Income 1,890 1,385 1,083 (303) -22% (140)

Named Patient Panel Drugs 634 475 166 (309) -65% (388)

Donations For Non Current Assets 133 100 10 (90) -90% (90)

Top Up Funding prepaid 12,637 9,478 9,478 0 0% 0

Total Operating Income 81,099 60,733 59,916 (817) -1% (473)

Top Up Accrual/Claim 1,471 922 922 0 0% 67

FRF, PSF 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 82,570 61,655 60,838 (816) -1% (405)

INCOME

YEAR TO DATE
M1-4 

BUDGET 

PLAN

 

 

Although the Trust is operating within 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 draft plan that 
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 £922k above the 
central top up funding prepaid in April in order to 
breakeven year to date. This included the impact of the 
changes to the PDC regime. 
 
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 36,700 36,700 0 0% 0

NHS Hereford & Worcester CCG Over Performance 0 0 0 0 0% 0

NHS Shropshire CCG 2,210 1,657 1,657 0 0% 0

NHS Gloucestershire CCG 530 398 398 (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 3,902 3,901 (0) 0% (0)

Aneurin Bevan LHB 663 497 497 (0) 0% 0

Welsh Specialised Commissioning 46 35 35 0 0% 0

Other Commissioning SLA's

NHSE - Specialised 2,115 1,586 1,586 0 0% 0

NHSE - Local Area Team 1,432 1,074 1,074 0 0% 0

NHSE - Armed Forces 85 63 63 (0) 0% 0

Public Health 748 561 561 0 0% 0

MRET 0 0 0 0 0% 0

Commissioner Overperformance (479) (484) 0 484 -100% 643

Contract Variations 37 27 27 0 0% 0

Inter Trust SLAs (Cross Charge)

Better Care Fund 137 103 0 (103) -100% (102)

Gloucestershire Hospitals FT 1,973 1,478 1,486 7 1% (69)

Overperformance Excluded 0 0 0 0 0% 0

Powys Trust 354 266 62 (204) -77% (27)

2gether MH Trust 80 60 60 (0) 0% (0)

Other Cross Charges 40 30 30 0 0% 0

Central Funding & Training

National & Regional Funding 0 0 0 0 0% 0

Education & Training 1,700 1,341 1,041 (300) -22% (300)

Other

Business Unit Service Income 1,890 1,385 1,083 (303) -22% (140)

Named Patient Panel Drugs 634 475 166 (309) -65% (388)

Donations For Non Current Assets 133 100 10 (90) -90% (90)

Total Operating Income 68,462 51,255 50,438 (817) -2% (474)

Covid 19 Recharges 12,637 9,478 9,478 0 0% 0

Covid 19 Top Up 1,471 922 922 0 0% 67

FRF & PSF 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 0 82,570 61,655 60,838 (817) -1% (407)

INCOME

M1-4 

BUDGET 

PLAN

YEAR TO DATE

 

 

Contract Summary 
 
The 2020/21 contract and planning round was 
suspended 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 although no income values have 
been published yet. 

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 03  - 30th June 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 1,811 1,350 1,368 (17) (4)

369 380 (11) Medical & Dental 14,395 10,710 10,783 (73) 55

0 0 0 WLI 122 89 97 (8) (4)

1475 1509 (34) Nurses & Midwives 20,189 15,165 15,130 35 32

295 291 5 AHPs 4,126  3,095 3,130 (35) (15)

31 26 5 Pharmacists 645 479 429 50 26

225 214 11 Professional, Technical, Scientific 2,732 2,058 2,033 25 10

61 58 3 Managers/Technical >Band 5 991 742 738 4 (12)

599 578 21 Clerical <=Band 5 5,174 3,871 3,802 69 27

29 24 4 Other Pay 223 165 154 11 5

0 0 0 Apprenticeship Levy 180 136 144 (9) (4)

0 0 0 Earmarked Reserves - Pay 25 0 0 0 34

Earmarked Reserves - Pay Slippage 0

3,147 3,141 6 50,614 37,860 37,809 51 151

Non Pay

Drugs 1,358 1,003 916 87 50

Excluded Drugs 6,028 4,506 4,600 (94) (94)

Excluded Devices 570 424 442 (18) (30)

Contract pass-through 191 140 112 27 4

Med & Surg Supplies 5,579 4,138 3,976 162 66

Implants & Accessories 170 152 152 0 0

Other Clinical Supplies 406 286 231 55 52

Clinical Services contracts 1,948 1,481 1,368 113 5

Private Sector Sub-Contracting 0 0 (0) 0 0

PFI Contract 3,494 2,621 2,622 (1) (1)

Transport & Travel 423 291 238 53 14

Establishment expenses 1,772 1,324 1,340 (16) (9)

I.T. 845 623 607 16 10

Trust Overheads (inc. Insurance) 2,724 2,028 1,964 64 23

Other Non Pay 1,527 1,088 808 280 116

Hoople 391 293 301 (8) (8)

Earmarked Reserves - Non Pay 151 0 0 0 (14)

Earmarked Reserves - Non Pay Slippage 0 0

27,384 20,259 19,563 696 181

Depreciation 2,061 1,546 1,546 (0) 0

Interest Received 19 14 0 (14) (14)

Interest Payable on Loans 90 67 67 0 0

Interest Payable on PFI 2,008 1,506 1,506 (0) 0

Sub Total 4,139 3,105 3,119 (15) (14)

0 3,141 (3,141) GRAND Total Expenditure 82,138 61,224 60,491 732 318

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 (including infection prevention 
on other patient pathways). 
 
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 funding of all costs associated with the pandemic.   

 

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 is currently being constructed for the remainder of the year now 
that clearer information regarding future funding arrangements is being 
published. 
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Directorate Performance – Variance against Budget Plan 
Following the same budget approach described above, this table shows the budget variance 
breakdown by area. 
 
Surgical Division – In income terms, the Division is suffering from the loss of dental access 
income and also private patient income in Ophthalmology.  Pay pressures include fixed term 
management cover in Midwifery.  Unused variable cost budget for elective pathway budgets 
have been vired to fund Covid 19 costs.  This has still left residual underspends in non pay.   
  
Medical Division – This Division has experienced significant cost pressure in staffing Green and 

Blue pathways in ED; WLI’s for additional virtual clinics; cover for members of staff shielding, 

and running the clinical administration of patient shielding advisory lists.  Recent recruitment 

in Cardiac Physiology should in the future reduce the pressure from agency staff in this area.  

In non- pay, the pressure around excluded devices (in this case now under block contract) 

relates to an increase in the issue of insulin pumps. 

Integrated Division – Contract sign off slippage in respect of MSK has resulted in a year to date 

variance against the original income expectation (this issue is expected to be resolved shortly 

to prevent this pressure from increasing further). 

Clinical Support Division – The significant variance in income relates to under-recovery of 

private patient income, FP10 and prescription income not covered by the temporary block 

arrangements.  The pay overspend has been driven by the cost of agency required to cover a 

significant number of radiographer vacancies.  Excluded drugs overspend beyond the block 

contract is matched by Income over-performance in respect of oncology excluded drugs.  This 

is expected to be recovered.  

Estates & Corporate – A wide range of issues are driving adverse variances in income including 

block contract issues against specific budgets, under-recovery of accommodation and staff 

parking budgets, interest receivable and budgeted overseas patient income.  Non pay includes 

a timing differences in respect of education expenditure. 

DIRECTORATE POSITIONS - To Month 03  - 30th June 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 (71) (4) (51) (49) (5) 0 (42)

Non NHS Income 8 16 (10) (44) (23) 0 (27)

Other Income 0 0 0 0 0 0 (514)

Interest Received 0 0 0 0 0 0 (14)

(63) 11 (60) (93) (28) 0 (598)

Pay Directors & Sen. Managers =>Band 8 (15) (0) (8) (6) (1) 0 13

Medical & Dental 8 (93) (0) 5 0 0 7

WLI (8) (89) 0 89 0 0 0

Nurses & Midwives (0) 24 6 (10) (3) 0 18

AHPs 7 (2) 2 (42) 0 0 0

Pharmacists 0 0 0 43 0 0 7

Professional, Technical, Scientific 8 (14) 1 34 (1) 0 (1)

Managers/Technical >Band 5 6 1 0 1 6 0 (11)

Clerical <=Band 5 6 (1) 9 4 (9) 0 61

Other Pay 0 0 (0) 0 11 0 0

Apprenticeship Levy 0 0 0 0 0 0 (9)

11 (174) 10 117 3 0 84

Non Pay Drugs 77 55 4 (50) (0) 0 2

Excluded Drugs 69 10 0 (173) 0 0 0

Excluded Devices (9) (34) 27 (2) 0 0 0

Med & Surg Supplies 58 64 14 49 (31) 4 4

Implants & Accessories (0) 0 0 0 0 0 0

Other Clinical Supplies 2 2 3 49 (0) 0 0

Clinical Services contracts 6 54 0 50 2 0 1

Private Sector Sub-Contracting 0 (0) 0 0 0 0 0

PFI Contract 0 0 0 0 (1) (0) 0

Transport & Travel 11 6 13 12 7 0 5

Establishment expenses (2) 3 0 (16) 1 2 (5)

I.T. 0 (3) 1 2 2 2 13

Trust Overheads (inc. Insurance) 5 2 6 12 2 0 37

Other Non Pay (3) 17 2 13 (1) 3 251

Hoople 0 0 0 0 0 0 (8)

Interest Payable on Loans 0 0 0 0 0 0 0

Depreciation 0 0 0 0 0 (0) 0

213 176 70 (54) (20) 10 300

Subtotals 161 14 20 (30) (46) 10 (214)
Total Variance from Plan Prior to 

PSF and Donated Dep'n
Donated Assets

Impairment

Total Variance from plan

(85)

0

51

695

(85)

0

(831)

Variance from Plan £000's
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M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 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 4,603 13,623

Bank 237 231 257 237 270 288 260 289 297 350 411 416 3,542 308 267 324 900

Agency 570 685 728 647 661 616 457 486 521 486 428 436 6,720 223 213 201 637

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 5,129 15,159

 Nurses & Midwives £'000s

2020/21 Run Rate

 Nurses & Midwives £'000s

2019/20 Run Rate

Nursing Cost Run Rate  

The table above shows the rolling run rate of nursing costs in from April 2020 and 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 and therefore overall 
agency cost.  Substantive costs include overtime which has increased from April.  Substantive and Bank costs from April include the inflationary effect of the incremental uplift 
of the final year of the Agenda for Change pay arrangement of 2018. 
 

 
 
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 and reduced current turnover of staff.  
   
 
        
 

 
 
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 short notice/high cost alternative provider.  
Definite progress has been made in recent months in this respect as 
evidenced by the recent reduced numbers of high cost shifts. 
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M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 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 2,808 8,539

Bank 286 310 201 215 431 356 275 291 241 460 432 349 3,848 430 420 436 1,286

WLI 153 156 244 185 210 114 120 159 139 118 129 137 1,866 32 40 27 98

Agency 425 439 403 503 392 488 535 545 520 521 479 660 5,910 409 384 164 957

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 3,435 10,880

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 from April 2020 and compared to the run rate of the previous financial year.  Agency and WLI costs falling 
with reduced (non-Covid 19) activity.  No pay award for the year for Medical staffing has been implemented yet so unlike nursing, values are directly comparable.   
 

Agency cost fell significantly in month owing to the need for reduced hours at a consultant 
agency level.  Hours used in June were 1,289 (when compared to shifts hours for 1,943 in May).  
The reductions were in the specialties of General Surgery, General Medicine, Pathology and 
Rheumatology. 
 
 
 
 
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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£99k YTD (2020/21) 
£594k YTD Prior Year (2019/20) 
£2,132k Prior Year (2019/20) 

£1,328k YTD (2020/21) 
£920 YTD Prior Year (2019/20) 
£4,206k Prior Year (2019/20) 

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 
when compared to the prior year. 
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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.  
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Scheme Name

20-21 Capital 

Plan value 

(£k)

Funding 

currently 

accessible 

(£k)

Funding not 

yet 

accessible 

(£k)

YTD 

Expenditure 

June (£k)

Backlog maintenance 457 457 0 81

Replacement Wards 20,533 19,319 1,214 3,099

HDU/ critical care - phase 1b 905 905 0 49

HDU/ critical care - phase 2 - design and tender 50 50 0 0

Gaol Street expansion 625 50 575 0

Theatre roof replacement (5,6 &7) 300 300 0 0

Endoscopy - replacement of washers 182 182 0 85

Endoscopy expansion - design and tender 50 50 0 0

Additional Theatre(s) - design and tender 100 100 0 0

Increase space / capacity within the mortuary 181 53 128 0

Estates - other 799 699 100 71

Total Estates 24,182 22,165 2,017 3,385

Transnasal equipment 276 276 0 0

Ultrasound couches. Expansion of continuity of care model and equipment to support this.125 125 0 0

Replacement of CCU monitors 111 111 0 0

Clinical Equipment - other 282 282 0 19

Total Clinical Equipment 794 794 0 19

EPR phase 2 development and implementation 3,140 2,320 820 725

EPMA purchase and implementation 1,522 0 1,522 69

Community EMIS implementation 360 110 250 75

Windows 10, device replacement & single sign on 725 325 400 193

Data centre phase 3 350 350 0 0

E-rostering & E-job-planning implementation 330 330 0 144

Tomcat Upgrade 150 150 0 0

IM&T other 363 363 (0) 59

Total IM&T 6,940 3,948 2,992 1,265

Covid 19 1,093 0 1,093 683

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

 Donated and granted assets - other 400 400 0 10

Total Gross Capital Expenditure 34,631 28,529 6,102 5,362
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Capital - Overview 

Capital Summary  
 
Funding Status 
 
The Trust’s capital plan has been agreed with the STP. The overall 
Herefordshire and Worcestershire STP plan is within its allocated 
envelope. However, there is currently £6.1m of funding which the 
Trust does not yet have access to.  
 
Further detail on the status of these sources is shown on the next 
page. 
 
Year to date Expenditure 
 
The Trust has spent £5,362k against the capital plan during the period 
of April to June 2020. This includes; 
 

 £683k on schemes relating to Covid 19 where reimbursement 
from DHSC is expected in the form of PDC; 

 £3,099k on the Hutted Ward replacement scheme; 

 £193k on the Windows 10 and device replacement project; 

 £794k on the EPR and EPMA projects; 

 £144k of expenditure on the e-Rostering system. 
 
Potential Further Funding 
At the end of July, the STP received notification of a further £5m 
allocation of funding (to be spent in this financial year) to significantly 
reduce Critical Infrastructure Risk. The Trust is working with the STP 
to identify its requirements and to assess deliverability of potential 
schemes. 
 
There has also been a national allocation of funds to support A&E 
departments. The national approach to allocating this funding is 
being finalised with further details expected imminently.   
 
 
 
 
 
 

12/17 62/130



 

 

Planned Financing of the capital programme 
 
The table below shows the planned funding sources for the capital programme; 
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Fully Fully Fully Fully Partially No No No No Fully Fully

Backlog maintenance 457 57 61 0 56 283 0 0 0 0 339 457

Replacement Wards 20,533 187 0 0 0 20,346 0 0 0 0 20,346 20,533

HDU/ critical care - phase 1b 905 191 0 0 714 0 0 0 0 0 714 905

HDU/ critical care - phase 2 - design and tender 50 0 50 0 0 0 0 0 0 0 0 50

Gaol Street expansion 625 0 50 0 0 0 0 0 0 575 575 625

Theatre roof replacement (5,6 &7) 300 0 0 0 0 300 0 0 0 0 300 300

Endoscopy - replacement of washers 182 136 0 0 46 0 0 0 0 0 46 182

Endoscopy expansion - design and tender 50 0 50 0 0 0 0 0 0 0 0 50

Additional Theatre(s) - design and tender 100 0 0 0 0 100 0 0 0 0 100 100

Increase space / capacity within the mortuary 181 0 53 0 0 0 0 0 0 128 128 181

Estates - other 799 30 399 0 250 20 0 0 0 100 370 799

Total Estates 24,182 601 663 0 1,066 21,049 0 0 0 803 22,918 0 0 24,182

Transnasal equipment 276 0 25 0 251 0 0 0 0 0 251 276

Ultrasound couches. Expansion of continuity of care model and equipment to support this.125 0 125 0 0 0 0 0 0 0 0 125

Replacement of CCU monitors 111 0 111 0 0 0 0 0 0 0 0 111

Clinical Equipment - other 282 44 238 0 0 0 0 0 0 0 0 282

Total Clinical Equipment 794 44 499 0 251 0 0 0 0 0 251 0 0 794

EPR phase 2 development and implementation 3,140 462 50 1,339 0 469 820 0 0 0 2,628 3,140

EPMA purchase and implementation 1,522 0 0 0 0 0 1,522 0 0 0 1,522 1,522

Community EMIS implementation 360 110 0 0 0 0 0 250 0 0 250 360

Windows 10, device replacement & single sign on 725 103 2 0 0 220 0 0 0 400 620 725

Data centre phase 3 350 0 100 0 0 250 0 0 0 0 250 350

E-rostering & E-job-planning implementation 330 0 0 0 100 230 0 0 0 0 330 330

Tomcat Upgrade 150 0 50 0 0 100 0 0 0 0 100 150

IM&T other 363 100 93 0 50 120 0 0 0 0 170 363

Total IM&T 6,940 775 295 1,339 150 1,389 2,342 250 0 400 5,870 0 0 6,940

Covid 19 1,093 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 1,222 1,222

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

Total Gross Capital Expenditure 34,631 1,420 1,457 1,339 1,467 22,438 2,342 250 1,093 1,203 30,132 1,222 400 34,631
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Is Funding currently accessible?

 
 

Funding Sources Planned 
for the 2020/21 Capital 
Programme  

 
The colour coding in the 
first row shows whether or 
not the funding source is 
currently accessible to the 
Trust. 
 
The STP Wave 4b PDC is 
only partially accessible as 
DHSC has retained an 
element of the contingency 
within the Replacement 
Wards scheme. The Trust 
will have to provide clear 
evidence of need in order 
to access this centrally held 
element of the contingency. 
The governance for 
contingency usage is 
managed through the 
Replacement Wards Project 
Board. 
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April to June Funding position 
 
The below sets out the funding position at the end of June. 

Source

Access to 

funds 

approved?

YTD Act
Further COVID 

19 commited

Interim 

funding re-

allocation

YTD Act (re-

allocated)
20/21 Forecast

Financing 

remaining

Funding Status

Total Cash B/fwd Yes 1,243 177 1,420 1,420 0 Fully utilised

Depreciation (less PFI and Finance Lease 

repayments)
Yes 319 886 1,205 1,457 252

19/20 Loan facility cfwd - to be drawn as 

PDC in 20/21
Yes 195 (195) 0 2,806 2,806 Loan facilities converted to PDC. MOU signed by DHSC 16th July.

PDC - STP Wave 4b Partially 2,912 2,912 22,438 19,526 MOU in place and draws being made. £2,092k is available for core capital.

PDC - GDE No 0 0 2,342 2,342
First FAR of this financial year to be submitted in July for a draw in September. Trust 

requesting 3 draws rather than 2 in this financial year to match the cashflow timing.

PDC - HSLI No 0 0 250 250 Awaiting national announcement on HSLI funding for 2020/21

PDC - COVID 19 No 683 185 (868) 0 1,093 1,093 Various claims submitted. Awaiting approval. Have received £230k from 19/20.

PDC - Emergency Capital No 0 0 1,203 1,203 NHSI/E template received 20/07/20. Application in progress.

Finance Leases Yes 0 0 1,222 1,222 Cash not required (only CDEL impact)

Donated/ granted Yes 10 10 400 390

Total 5,362 185 0 5,547 34,631 29,084

£k

 
 
As the Trust is yet to have funding approved for Covid 19 expenditure, alternative financing sources have had to be temporarily utilised. 
 
The key risks to the funding of the capital programme are; 
 

 GDE PDC is not available in the period that expenditure is incurred. The Trust would need to discuss with the regional NHSI/E team and seek alternative interim 
financing sources. 
 

 HSLI PDC is not made available. Again the Trust would need to de-prioritise other schemes in order to cover the cost of expenditure already incurred. 
 

 Covid 19 claims are not fully reimbursed. If this were to happen, the Trust would need to de-prioritise other schemes in order to cover the cost of expenditure already 
incurred and committed. 
 

 The Trust is in the process of applying for the £1,203k of emergency PDC. Commitments against those schemes is being limited until the financing is agreed and in place 
with DHSC. 
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Cash Flow Position 

2019/20 Actual Actual Actual Cumulative

Cashflow Analysis Year-end Apr-20 May-20 Jun-20 Jun-20

£000 £000 £000 £000 £000

Surplus / (Deficit) from Operations (9,288) 578 469 872 1,919

Adjust for non-cash items:

Depreciation 5,230 518 515 479 1,512

Income recognised in respect of capital donations (697) (67) 57 (10)

Impairments 2,010 0 0 0 0

Provisions 0 0 0 0 0

Operating Cash flows before working capital (2,745) 1,096 917 1,408 3,421

Working capital movements:

(Inc.)/Dec. in inventories (802) (119) 364 (20) 225

(Inc.)/Dec. in current assets (12,806) (5,504) 11,360 (356) 5,500

Inc./(Dec.) in trade and other payables 2,302 16,427 (2,765) 3,438 17,100

(Inc.)/Dec. in current provisions 391 0 (12) 0 (12)

Net cash inflow/(outflow) from working capital (10,915) 10,804 8,947 3,062 22,813

Capital investment:

Capital expenditure (11,347) (1,422) (1,685) (2,256) (5,363)

Capital receipts 697 0 67 (57) 10

Net cash inflow/(outflow) from investment (10,650) (1,422) (1,618) (2,313) (5,353)

Funding and debt:

Interest Received 82 0 9 (9) 0

Interest Paid (9,378) (502) (547) (524) (1,573)

PDC Received 3,707 1,639 335 1,243 3,217

DH loans - received 54,533 0 0 0 0

DH loans - repaid (8,822) 0 0 0 0

Capital element of finance lease rentals (617) 0 0 (927) (927)

PFI/LIFT etc capital (3,445) (308) (310) 618 0

Net cash inflow/(outflow) from financing 36,060 829 (513) 401 717

Net cash inflow/(outflow) 11,750 11,307 7,733 2,558 21,598

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

Cash at Bank - Closing 16,517 27,824 35,557 38,115 38,115   

 

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 June 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 mainly due to the receipt of an additional 
month of contract income in the year to date.  This is 
reflected in an inflow of working capital of £22.8m. 
 
The Trust has made payments for capital expenditure of 
£5.35m.  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 during the year to date.  Whilst the cash position is 
very healthy at the end of June, this can be explained by the 
receipt of an additional month’s block income payment of 
c.£16.5m plus a PSF cash advance relating to 2019/20 of 
£11.7m which will be repaid later in the financial year. Once 
these are accounted for the underlying cash position is in line 
with expectations. 
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 SoFP (Balance Sheet) 
 

2019/20

June 2020 Accounts M03 YTD

£000s £000s

NON-CURRENT ASSETS:

TOTAL Non Current Assets 97,406 100,938

CURRENT ASSETS:

Inventories 3,830 3,605

Trade and Other Receivables 23,088 17,630

Cash and Cash Equivalents 16,536 38,115

TOTAL Current Assets 43,454 59,350

TOTAL ASSETS 140,860 160,288

CURRENT LIABILITIES

Trade and other payables (28,516) (45,615)

Borrowings - Loans, PFI and Finance Leases (197,248) (197,476)

Other financial liabilities (46) (50)

Total Current Liabilities (225,810) (243,141)

NET CURRENT ASSETS/(LIABILITIES) (182,356) (183,791)

TOTAL ASSETS LESS CURRENT LIABILITIES (84,950) (82,853)

NON-CURRENT LIABILITIES:

Borrowings - Loans, PFI and Finance Leases (41,291) (40,117)

Other financial liabilities (1,476) (1,460)

Total Non-Current Liabilities (42,767) (41,577)

ASSETS LESS LIABILITIES (127,717) (124,430)

TAXPAYERS EQUITY

Public dividend capital 30,324 33,541

Revaluation reserve 13,374 13,522

Income and expenditure reserve (171,415) (171,493)

TOTAL (127,717) (124,430)

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 30 June 
2020. 
 
Non-Current Assets 
Non-current assets reflect additions to assets under construction and equipment.  
The increase from the opening position is due to the ongoing capital programme. 
 
Current Assets 
Trade and other receivables have reduced compared to May reflecting the 
recovery of NHS debts.  Cash balances have also increased compared to the 
previous month. 
 
Current Liabilities 
Trade and other Payables have reduced by £2.1m compared to the previous 
month. 
Borrowings reflect the total value of outstanding DHSC loans plus PFI liabilities 
and finance leases (Radiology MES). 
 
Non-Current Liabilities 
The main change relates to PFI liabilities. 
 
Taxpayers Equity 
The Trust has drawn down more PDC in June to fund capital expenditure.  The 
Income and Expenditure reserve shows a marginal change reflecting the small 
deficit (before technical adjustments) in June. 
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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 83 3873 390 12427 1,372 54,492

% of Invoices paid within target 86.75% 86.13% 60.26% 69.83% 37.10% 51.09%

Value of Invoices paid in period (£000s) 850 8,413 3,246 31,610 9,676 110,379

% of value paid within target 99.29% 91.56% 79.57% 82.94% 69.56% 64.52%

ACCOUNTS PAYABLE ANALYSIS

NHS Non NHS Total NHS Non NHS Total

0-30 1,215 89 1,304 1,393 981 2,374

31-60 464 5 469 474 1,739 2,213

61-90 810 19 829 848 3,051 3,899

91+ 2,976 664 3,640 4,304 3,227 7,531

Unallocated credits (2,121) (13) (2,134) (2,147) (2,969) (5,116)

Total 3,344 764 4,108 4,872 6,029 10,901

OUTSTANDING DEBTS

Host 

Comm-

Other 

NHS

Welsh 

bodies Non-NHS

Private 

Patients Total

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

Current 51 854 310 88 1 1,304 981

1 Month 2 409 53 4 1 469 1,739

2 Months 18 629 163 17 2 829 3,051

Over 3 Months 194 664 2,118 658 6 3,640 3,227

Unallocated Credits (49) (854) (1,218) (13) 0 (2,134) (2,969)

Total Value Outstanding 216 1,702 1,426 754 10 4,108 6,029

Last Month 933 1,996 2,191 897 12

No. of days from invoice receipt
2020/21 YTD - £k 2019/20 - £k

2019/20

Age of Debt

Debt outstanding as at end of the Month
Previou

s Month

 

As a result of the Covid19 crisis, NHSI/E introduced processes to 
assist Trust cash-flows and thus improve invoice payment 
performance.  At the same time, the Trust has worked to overcome 
the operational issues resulting from having to move the accounts 
payable function to working from home. As a result, the 
department is now completely up to date in processing invoices. 
As a consequence of the above, the Trust has improved 
performance against PSPP. For June 2020, 86% of non-NHS invoices 
(92% by value) were paid within 30 days.  The corresponding values 
for NHS invoices were 87% and 99% respectively. 
 
In addition to the above, the aged creditor analysis shows an 
improvement in the value of outstanding creditors across the 
board compared to the 2019/20 year-end position. 
 
Also, an analysis was undertaken of the use of local suppliers by 
the Trust.  During the first three months of 2020/21, the Trust 
spent 13% of its non-pay expenditure with local suppliers 
compared to 8% for the same period in the previous year.  A large 
proportion of the increase can be ascribed to Covid19 expenditure 
with a couple of local firms. 
 
The total value of outstanding debtors as measured by invoices 
raised reduced from £6m to £4.1m overall. 
The reduction in outstanding debt relates primarily to debt which 
was 1-2 months old.  A significant element of this relates to the 
settlement of outstanding debt with Gloucestershire Hospitals FT 
and with Welsh health bodies. 
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 debt 
with Other NHS bodies and Non NHS bodies. 
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Version 3 16 June 2020

Report to: Public Board
Date of Meeting: 06/08/2020
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:

N/a

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 Digital Programme continues to make good progress, in spite of the constraints caused by the 
pandemic.

There has been a successful upgrade on IMS Maxims and we are now currently negotiating a revised 
delivery plan with IMS for the remainder of phase 2 of the project. We should be able to share this with 
the Board at the next meeting.

The EPMA project has had to revise certain elements of the programme but we are still reporting that we 
remain on plan.

A first update from the E-rostering project has been included in this report and shows that the project has 
started to make progress after initial delays caused by Covid.

Good progress has been made on the Windows 10 and devices project and also on the Windows server 
and SQL project. Both are due to conclude by the end of December.

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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5. Digital Programme update

EPR Phase 2

Programme work is continuing positively with activity on a number of elements, such as pilots and 
clinical engagement, which were compromised due to the impact of Covid. The team is primarily 
continuing to work from home but planning is underway for managing a safe transition to more 
office based activity. 

Release 15.1 
Release 15.1 was successfully promoted to the live environment overnight on Tuesday 7th July. 
This was the first upgrade undertaken since going live with a number of mHealth components 
(H@N, eOBS), thereby adding to the complexity and clinical impact.

Two issues were encountered through the upgrade;
o mHealth eOBS configuration – which was resolved with an emergency patch on 14th July;
o Pathology results view – a fix for which is targeted for R15.2.1;

An internal Lessons Learned exercise has already been undertaken, so that the learning can be 
built into later releases.

Workstream Summary

A summary of some major deliverables is shown below;

 Nurse Noting in MAXIMS – A pilot on Nurse Noting is now scheduled to commence on 10th 
August in Leominster Hospital. The pilot is envisaged to last four weeks, and will also help to 
corroborate the choice of user device. Subject to agreement, a further trial is provisionally 
planned for Bromyard thereafter.

 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 additional feedback.

 Electronic Whiteboards – Following the R15.1 upgrade, Arrow Ward has now gone live (27th 
July) using Whiteboards and associated mobile devices. Feedback thus far has been positive 
and initial issues appear to have been resolved. 

 Nurse eOBS (observations) – The rollout has continued with two further wards (Wye and 
Redbrook) currently in the process of going live, and should be complete by 31st August.

 Theatres – Following the R15.1 upgrade, the theatres pilot is now in planning to commence 
on 27th August in two theatres and Teme Ward.

 Order communication (OCS) –
o Pathology Order Communications – As a consequence of a meeting involving the 

laboratories, the CCIO and the EPR team, and discussions with the Medical Director 
and CRG, a report is being prepared to advocate a Trust-wide switch-off, on one day, 
for all paper Inpatient Test results, following appropriate notice and preparation. The 
aim for this would be early Autumn 2020;

o Radiology Order Communications - Ordering has continued to be used via Maxims, 
but with a dependency on the RIS replacement project delivery, scheduled for autumn, 
before the complete solution can be configured;
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o Cardiology - Final readiness checks are ongoing for the initial OCS go-live with 
Phillips (TOMCAT/CVIS). A business decision regarding Spacelabs Sentinel (which 
requires a costly upgrade ahead of integration to Maxims) is currently being 
considered.

Implementation Planning

A joint implementation plan which includes delivery of both EPMA and EPR Phase 2 workstreams 
is underway. Implementation Groups met during May and June, where options and implications 
of all workstreams were assessed. A proposed plan will be presented to an Implementation Board 
on 3rd August. The Board has been created to receive recommendations as to how and when new 
capabilities would be best implemented, with the requirement to provide Trust directives where 
the Programme requires. 

EPMA

The EPMA Programme Team are continuing to maintain programme momentum, managing the 
Covid impact. The Team has initiated a rota to manage a balance of home and office based 
working which supports project activity. 

There has been a slight delay of one month within the programme plan due to a new software 
version release by the supplier and reduced clinical engagement. The Team elected to delay User 
Acceptance Testing until the software was up to the latest version to prevent unnecessary 
duplication of activity. The delay does not take the programme outside of NHSD commitments

The team has recruited additional resource to support increasing workloads, in particular for the 
testing phase and deployment planning. Clinical staff are also being engaged to view the software, 
support testing and sign off processes, and also providing feedback on system configuration and 
optimisation. 

Electronic Discharge System (EDS) 

A kick off meeting for the EDS replacement workstream took place on 16th July, with subsequent 
meetings being planned to manage the workstream. A Project Initiation Document is in progress 
to baseline delivery expectations between all stakeholder groups and the supplier. 

Community EMIS

The Community EMIS Project Board and Digital Programme Board have approved a short Outline 
Business Case which falls within current project budget, for activity to optimise the system in light 
of Covid requirements and business as usual feedback. A project manager has been recruited to 
manage this piece of work and will be supported by a small team to scope and deliver 
requirements. The aim of the extension, expected to be completed in October 2020, is to support 
enhanced joined up working with Taurus, optimise working practises for District Nursing and 
implement SNOMED coding to enhance the Trust’s data sharing and reporting capabilities. 

E-Rostering

The timescales for the e-rostering project have been re-cast due to the impact of Covid19 and 
the project is now progressing in accordance with the newly agreed timescales. The Project 
Board is fully engaged and supportive of the tasks and timescales now being worked to.  

Despite early project delays caused by the pandemic, a great deal of preparatory work has 
continued and is now well underway in relation to the implementation of the bank module which 
is scheduled to go live in January 2021.  Allocate Workshops have re-commenced during July in 
relation to process mapping and global system configuration, together with the revised 
compilation of the Nursing and Midwifery project plan.  

4/5 71/130



Version 3 16 June 2020

In addition, a high level Medical rostering plan has been devised and a demonstration has been 
arranged for early September for the appropriate staff group. Originally, the Medical rostering 
rollout was planned to follow the completion of the Nursing rollout, however this has been 
revisited by the Project Board in recent months and the initiation of this work has been brought 
forward.  This is subject to the appropriate resources being assigned.

Windows 10 Project

The Windows 10 project remains on track with 706 Windows 7 and 121 Windows 8 devices 
remaining to be replaced or upgraded.  The project is working to a target of 200 devices per 
month and aiming to complete by December 2020.  The main risk to this is the additional 
complexity as a result of moves and changes made in response to departmental Covid risk 
assessments.   

Windows Server and SQL 2008

The Windows Server 2008 and SQL 2008 project continues to progress as planned and also 
plans to complete by 31st December 2020.  79 of 109 (74%) of servers have now been 
upgraded.  The work to achieve this has included varying degrees of technical and operational 
complexity.    

0

500

1000

1500

2000

2500

3000

3500

4000

15 m
ai

04 jul

23 aug

12 okt

01 des

20 jan

10 m
ar

29 apr

18 jun

07 aug

26 sep

Win XP

Win 7

Win 8

Win 10

Total

WVT Devices by OS

De
vi

ce
s

5/5 72/130



Version 4 24 June 2020
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Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Mortality Committee
Lead Executive Director: Medical Director
Author: Chris Beaumont – Mortality Project Manager 
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
A quarterly update on the implementation of the mortality strategy. The report includes performance in 
relation to mortality rates with analysis of trends and variation.  In addition it includes the number of mortality 
reviews undertaken for the previous month with key learning derived from the process.

2. Recommendation(s)
That the Board accepts the report.

3. Executive Director Opinion1

Due to annual leave the Executive Summary has not been completed.

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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HSMR Jan-19 to Dec-19 April 19 - Mar-20 Change +/-

Rolling 96.09 98.44 2.35

Weekday 95.75 97.43 1.68

Weekend 97.11 101.56 4.45

1. Introduction 

This report is designed to provide the Trust Board with assurance of the surveillance mechanisms 

in place to proactively monitor our mortality rates at Wye Valley NHS Trust. This will include an 

outline of the response and actions taken to address any areas of concerns or that require further 

investigation.  

Within this report it will also provide a summary of the progress made with in the implementation 

of the national guidance for Learning from Deaths, including our Bereavement and Medical 

Examiner services.  

2. Overall Trust Performance 

 

i. HSMR (in-hospital mortality rates) The in hospital mortality rates have continued to remain 

under the nationally expected levels, although there has been a small rise over the past 

quarter due to the inclusion of the winter months. The latest 12 month rolling HSMR (April 19 

– Mar 20) is 98.44. 

 

 

 

 

 

 

 

ii. SHMI (in-hospital mortality and 30 day post discharge rates) A small rise in the rolling 12 

month SHMI (Mar 2019 – Feb 2020) of 1.21 to 104.51.  

 

 

 

 

 

Previously Reported Latest

SHMI Jan-19 to Dec-19 Mar-19 to Feb-20 Change +/-

Rolling 103.3 104.51 1.21

Weekday 104.52 104.77 0.25

Weekend 99.67 103.73 4.06
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iii. Crude Mortality (Deaths proportionate to hospital admissions) 

 

The crude mortality rate for the latest month of June has shown a reduction, following on 

from the initial months of the Covoid-19 pandemic. This significant spike observed in April and 

May has been caused by a hugely reduced number of hospital admissions to the hospital 

during this time.   

3. Mortality Outlier Groups: 

 

This sections aims to provide a summary of the progress with our mortality outlier groups 

and other key areas of focus, outlining any work to address higher than expected mortality 

rates.  

 

 

 

 

 

 

i. #NOF – The latest data indicates a considerable reduction in both the in-hospital and post 

discharge mortality rates for patients with a fractured neck of femur. Although these 

mortality figures continue to remain above the national expected levels, there is a significant 

amount of work being undertaken by the clinical teams involved to address any potential 

issues in the current pathway. This month a workshop was held with strong engagement 

from clinicians to decide the approach and areas to address to support a reduction in the 

mortality rates. An outline of the actions taken so far are highlighted below. 

 

HSMR Jan-19 to Dec-19 April 19 - Mar-20 Change +/-

Chronic Obstructive Pulmonary Disease 109.82 98.08 -11.74

Pneumonia 83.4 90.44 7.04

Congestive heart failure; nonhypertensive 124.22 126.03 1.81

Septicemia (except in labor) 86.21 88.13 1.92

Fracture of neck of femur (hip) 153.91 140.50 -13.41

SHMI Jan-19 to Dec-19 Mar-19 to Feb-20 Change +/-

Chronic Obstructive Pulmonary Disease 111.35 111.32 -0.03

Pneumonia 83.13 87.37 4.24

Congestive Heart failure 128.45 134.36 5.91

Septicemia 107.63 107.78 0.15

Fractured Neck of Femur 138.28 131.52 -6.76
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 Peer review and clinical support from our Foundation group partners at South Warwickshire 

Foundation Trust. This support has provided us with wealth of useful information to support 

improvements and identify some key areas for focus.  

 Strong focus on establishing a ‘Golden’ patient for each day, which has resulted in significant 

reductions in the time to theatre. This can be seen on the latest data for June, whereby the 

time to theatre is 24hrs and 20mins. This is nearly 10hrs below the nationally recognised best 

practice for #NOF patients.  

 

 Working across divisions to devise a plan for an ortho-geriatric pathway in preparation for 

opening of new ward block. 

 Promoting the 8am trauma meeting with both orthopaedic and anaesthetic presence to 

improve communication across both teams. 

 Monitoring the utilisation of the Trauma lists in theatres for improved efficiencies and 

emulation of SWFT approach to book elective am and trauma pm for extended day. 

 A thematic review of all #NOF deaths in the past 12 months. 

 Continued improvement of the length of time spent in ED for #NOF patients. 

 

ii. CCF 

Due to the continuing rise in the mortality rates for heart failure, an initial review of all data 

items has been undertaken. An analysis of this data, in combination with the learning from 

mortality reviews, will be discussed and a forward plan developed with the team.  

 

The initial plan will be to conduct a full review of those in-hospital deaths attributed to heart 

failure over the past 12 months, using the Structured Judgement Review format. This audit 

will aim to provide the assurance that any potential issues in care are being addressed 

appropriately.  
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iii. Sepsis 

The latest mortality data reported continues to remain below the national expected for 

patients with sepsis, but has been gradually rising over the past couple of months. We will 

continue to monitor the data over the coming months, and if appropriate provide an action 

plan to address any areas causing concern.  

 

4. Community Hospitals 

 

In response to the continual high SHMI and HSMR at Bromyard Community Hospital, a meeting was 

held with the Integrated Care Division to confirm the approach required to understanding the causes, 

and any potential issues in care. The following approach and actions have been agreed: 

 A clear process for the review of all deaths occurring at the Community Hospital sites, 

involving both Acute and Community care clinician input. These review meetings will occur on 

a monthly basis at the County site, with representation from the locality networks. The first 

monthly CH Mortality Review meeting will be held during August. To further support this, a 

clear pathway for escalating any issues and feeding back all learning through the various 

governance structures, has been agreed.  

 

 Plan for the backlog of community hospital deaths during 2020 to be reviewed.  

 

 A thematic audit of the previous 12 months deaths at Bromyard Community Hospital will be 

undertaken by Dr Emma Wales. The aim is to identify any areas of concern in the management 

of the patients, with a focus on the End of Life care management in Community Hospital 

setting.   
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5. Learning from Deaths  

 

i. Bereavement Services and Medical Examiners  

A business case is in development to increase the Medical Examiner cover, allowing the team to 

provide further support to clinicians and bereaved families, including the timely completion of all 

cremation paperwork. This is in alignment with the direction and guidance of the national Medical 

Examiner Office. Further updates will be provided through the One Herefordshire Mortality Group.  

The bereavement team have continued to develop the service, during these difficult times, 

establishing a wider network of contacts to provide excellent care to those bereaved families. A recent 

example of this has been the close working with the local hospice counselling team, following a 

concern raised to the bereavement team by ward staff of a patient’s wellbeing. The teams have 

worked together to deliver the care and support required to this bereaved relative. This level of 

support and care has been reflected in the positive feedback the team are currently receiving.  

Working relationships with the Registrar and Coroners Officers continue to grow, with improved 

communication and support ensuring any potential delay in the death certification is flagged early and 

managed to reduce any delay to the families.  

In the coming months, the team are looking to implement a two week follow-up call to bereaved 

families and carers. There is an understanding that families may need time before recognising the 

need for additional support.  

ii. Alerts and Audits 

This section aims to summarise the current activity of Wye Valley NHS Trust for mortality alerts 

and audits. The table below includes both internal and external alerts with a short summary of the 

current actions.   

 

a. Acute respiratory team are undertaking a full mortality review of all COVID positive hospital 

deaths on the 28th July. A summary of the findings, and any actions taken to address potential 

areas for learning, will be provided in the coming weeks. The findings will also support a wider 

piece of work, in combination with Worcestershire, to identify key areas for improvement as 

a system.  

 

b. #NOF In conjunction with the action plan outlined above, a distinct audit of the previous 12 

months deaths will be undertaken. Any findings will be used to support the improvements 

and focus moving forward.  
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This Month
(June 20)

Last Month
(May 20)

This Month
(June 20)

Last Month
(May 20)

This Month
(June 20)

Last Month
(May 20)

71 75 30 (42.25%) 51  (68%) 5 0

This Quarter Last Quarter This Quarter Last Quarter This Quarter Last Quarter

226 215 144 (63.72%) 196 (91.1 %) 5 10

Score 1: Definitely Avoidable 0

0

Score 3: Probably Avoidable 0

Score 4: Possibly Avoidable 0

1

Score 6: Definitely not Avoidable 4

Score 2: Strong Evidence of Avoidability

Score 5: Slight Evidence of Avoidable

The learning is circulated through clinical leads, the teams directly involved and  the Mortality Newsletter.

Summary of June Panel Reviews:

During June there were 5 reviews  conducted in accordance to the agreed Wye Valley Mortality Review process.  

The panel, consisting  clinicians from a wide range of specialties, engaged positively with the process and through 

broad discussion were able to pull out good relevant learning.  

Learning from these reviews  highlighted the need to review all treatment prior to transfer to Community Hospitals, 

and chemotherapy decisions for the seriously ill patient.    

Learning from Deaths Dashboard 

Total Number of Deaths 

(In Hospital Deaths)
Total Deaths Reviewed Total Deaths with a Panel Review

Summary of the total number of deaths and total number of cases reviewed under the Structured Judgement 

Review Methodology. 
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6. LeDeR – Learning Disability Mortality Review Programme 

A new agreed process for flagging, and systematically reviewing any in-hospital LD death, will be 

commenced during August. This new process will aim to ensure that all LD patients are appropriately 

flagged on their health records, and if any LD deaths occur in hospital, a full mortality review will be 

undertaken by the Trust. The findings from the review will be fed through to the LeDeR process, and 

if applicable the learning will be discussed at the One Herefordshire Mortality Committee.  

Annual Report 

An Annual Report for LeDeR (2019/2020) will be published by the end of August 2020. The publication 

has been delayed due to the redeployment of key LeDeR programme leads for Herefordshire and 

Worcestershire. The report will combine Herefordshire and Worcestershire (H&W) data and set out 

the next steps for aligning the LeDeR programme across both counties. A proposal to form an 

integrated H&W LeDeR Steering Committee, with two county based LeDeR Action Learning Groups 

will be considered by all existing LeDeR Steering Group members from Herefordshire and 

Worcestershire during July. 
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6. Perinatal Mortality  

This is the initial draft of the Wye Valley Perinatal Mortality Dashboard, which based on feedback, we 

aim to develop over the coming months to ensure that we have a robust mechanism in place for 

monitoring perinatal mortality.  

Due to the very small numbers of deaths reported, we have provided a rolling 12 month figure 

alongside the in-month values. This helps the Trust in identifying potential trends and patterns over 

longer periods of time. 

A further section is planned to be added to the dashboard to allow the division and team to provide 

any updates or feedback from recent mortality reviews. This section will also outline any improvement 

work to address these areas. 

Please note that all definitions, for each of the key measures, is taken directly from the latest guidance 

provided by MBRRACE. 

 

MBRRACE Mortality Measures Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Rolling 12 month 

Late fetal losses – the baby is delivered between 22+0 and 23+6 weeks of pregnancy (or 

from 400g where an accurate estimate of gestation is not available) showing no signs of life, 

irrespective of when the death occurred.

0 0 0 0 0 0 0 0 0 0 0 0 0.00

Stillbirths – the baby is delivered from 24+0 weeks gestation (or from 400g where an accurate 

estimate of gestation is not available) showing no signs of life.
0 0 0 2 2 0 0 0 0 3 0 0 0.58

Early neonatal deaths – death of a live born baby (born at 20 weeks gestation of 
pregnancy or later or 400g where an accurate estimate of gestation is not available) occurring 

before 7 completed days after birth.

0 0 0 1 0 1 0 0 0 0 1 0 0.25

Late neonatal deaths – death of a live born baby (born at 20 weeks gestation of 

pregnancy or later or 400g where an accurate estimate of gestation is not available) occurring 

between 7 and 28 completed days after birth.

0 0 0 0 0 0 0 0 0 0 0 0 0.00

All Terminations - terminations from 20 wks 0 0 1 0 0 1 0 2 1 0 0 0 0.42

Feedback from Division - Recent mortality review findings, actions for improvement, learning 

Perinatal Mortality Dashboard

In-month data 
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Late fetal losses – the baby is delivered between 22+0 and 23+6 weeks of 
pregnancy (or from 400g where an accurate estimate of gestation is not available) 

showing no signs of life, irrespective of when the death occurred.
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Stillbirths – the baby is delivered from 24+0 weeks gestation (or from 400g where an accurate 
estimate of gestation is not available) showing no signs of life.
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Early neonatal deaths – death of a live born baby (born at 20 weeks gestation of pregnancy 
or later or 400g where an accurate estimate of gestation is not available) occurring before 7 

completed days after birth.
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Late neonatal deaths – death of a live born baby (born at 20 weeks gestation of 
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Report to: Public Board
Date of Meeting: 06/08/2020
Title of Report: Freedom To Speak Up
Status of report: ☐Approval ☒Position statement  ☐Information  ☐Discussion
Report Approval Route: TMB  
Lead Executive Director: Director of HR and OD
Author: Denise MacPherson FTSU Guardian
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
1.1 This report provides broad detail on Speaking Up events for the final two quarters of 2019/20.

1.2 It provides an up-date from the Trust’s Freedom to Speak Up Guardian (FTSUG) on progress, 
exceptions any themes and learning and on-going plans to continue strengthening arrangements 
for staff to raise concerns. As an exception it also provides an overview of the pandemic period.

2. Recommendation(s)
2.1 A self-review of the FTSU process at WVT by the Board every 2 years as recommended by the 

National Guardian Office. WVT last reviewed in 2018 so a review is due before December 2020.

2.2 To note a summary of the FTSU feedback audit. 

2.3 To note the FTSU activities planned for the rest of the financial year. 

3. Executive Director Opinion1

Effective speaking up arrangements help to improve the experience of NHS workers and by 
default this will also improve the patient experience. 

3.1 Having a healthy speaking up culture is also an indicator of a well-led trust. The National 
Guardians Office has requested that Trusts without a FTSU Guardian with ring fenced time for 
the post cannot receive more that “requires improvement” in a CQC inspection.

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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Freedom to Speak Up Bi-annual Report to Open Board

Executive summary

This paper provides a summary of activity and themes of concerns raised with the Freedom To 
Speak Up Guardian (FTSUG) at WVT for Quarters 3 and 4 of 2019/20. It also provides a brief update 
for Q1 of 2020/21 to illustrate Covid-19 related activity.

A summary of FTSUG activity is detailed along with developments and actions that have been taken 
to further imbed the FTSU role and to encourage a culture of Speaking Up to be ‘business as usual’.

Information is provided on the activities that the FTSUG and FTSU Champions will be engaging in 
for the rest of the year to further embed the FTSU role and to promote an open culture of Speaking 
Up at WVT.

Background

FTSU Guardians are in place to ensure that Speaking Up becomes ‘business as usual’ and our staff 
do not suffer a detriment for speaking up. 

The role of the FTSUG is directly linked to our Trust Values with the aim being to promote a culture 
of openness and the freedom to Speak Up. This enhances our ability to operate in the safest way 
possible for our patients and employees. 

The Care Quality Commission (CQC) assesses a Trust’s speaking up culture during inspections 
under key line of enquiry (KLOE) 3 as part of the well-led question. 

The role of the FTSUG culture touches many areas of the CQC Well-Led Framework which 
describes the different elements of good practice as indicated below: 

At WVT it is clear that the visibility of the FTSUG role has increased over the past two years. This 
has resulted in increasing numbers of staff accessing the support provided by the FTSU Guardian, 
which is seen as a positive development. 

Trust Boards are required to undertake self-assessments of the FTSU process every two years. The 
WVT assessment will be conducted by November 2020.
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Between October 2019 and March 2020 (Q3 and 4), the FTSG handled 44 cases. A breakdown of 
the cases is provided below: 

Table of cases – Q3 and Q4. October 2019 to March 2020 Nature of concerns

Nursing staff 18  Maternity related 
issues

 Poor practice and 
behaviours 

 Service changes
HCAs 8  Poor behaviours  x 2

 Patient experience 
 Staff wellbeing x 2 
 Operational and 

personnel 
management issues x 
3

AHPs 7  Poor behaviours x 5
 Management issues x 

2
A&C 7  Poor behaviours x 6

 Communication x 1 
Medical staff 3  Poor behaviours 

 Patient safety 
Corporate staff 1  Poor management  

Total number of cases 44

27 of the cases raised were in the Surgical Division. The key issues raised fall into 4 main areas;

 Maternity related concerns which resulted in an external service review
 Poor behaviours and management in certain departments
 Staff wellbeing and communications 
 Patient experience and patient safety 

Most of the concerns about poor practice and behaviours are being resolved informally where 
possible. 13 cases are still active and it is envisaged that these would be closed by September.

Audit of FTSU feedback questionnaires - 2019-2020

The audit of the 14 feedback questionnaires from staff who had raised concerns, was conducted by 
the nominated Non-Executive Director for Freedom To Speak (FTSU).

As part of the survey staff are asked if there are any lessons that the Trust can learn from their 
experiences. The full audit will be fed back to the Trust Management Board and lessons learned 
disseminated to departments and teams via the Divisions. It is recognised there are certainly lessons 
to be learnt and this will be addressed over the coming year. 

Respondents feel responses are timely, are treated in confidence and worthwhile and all stated they 
would use the process again.

Effort may need to be put in to ensure that males do not feel disenfranchised from the process and 
that all staff regardless of ethnicity can use it. (Respondents: 14 female.  Ethnicity: 13 White/White 
British and 1 Asian/Asian British)

4/6 85/130



The auditor concluded that clearly the FTSU process is needed and is acknowledged to be working 
well taking into account the limited responses received (14 from 34 issued)  One might assume that 
if people were unhappy with the process they would have responded to this anonymous 
questionnaire. 

The FTSU Guardian clearly has the attributes required for the role – there were no negative 
comments and the positive ones were fulsome in their support of the post holder.

Key Points for 2020/21

 Monthly reviews of all cases to ensure investigations are completed in a timely manner
 Ensuring that all investigators are trained and have allocated time
 Recruiting more FTSU champions and actively publicising their role
 Encouraging more males and BAME staff to use the FTSU process 

COVID-19 National Guardian Survey

A pulse survey across the National Guardian Network was taken by the NGO to understand how 
Speaking Up was being supported through the pandemic. One third of guardians responded 
including the FTSU Guardian at WVT. That survey can be reviewed HERE  

The results of the survey show staff were continuing to speak up to Freedom to Speak Up Guardians, 
and that speaking up arrangements had been adapted in many organisations in response to the 
COVID-19 pandemic.

Data for the 18 cases at WVT during the pandemic period is as below:

 8 are Covid specific  - would not have occurred without the pandemic 
 4 are Covid related  - may have occurred anyway
 6 are unrelated

A summary of the key themes from the 18 cases handled for the Covid-19 period (Quarter 1 2020/21) 
is illustrated below.
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FTSUG Activities – 2020/21

The following FTSUG activities are planned for the rest of the financial year.

 WVT FTSU policy update
 Recruitment of more FTSU champions
 Board FTSU self-assessment review by November
 FTSU national campaign in October 2020 Alphabet of Speak Up, from ‘anonymity’ to ‘zero-

tolerance’; 26 letters in 26 days. 
 Regular meetings with MD, NED Nominated Lead for FTSU and Director of HR and OD.
 Introduce different schemes to encourage staff to Speak Up. 

The FTSUG at WVT continues to play an important role in raising awareness about the importance 
of staff speaking up at all times. This ensures that any patient safety related matters can be raised 
and addressed in a timely manner. 
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Version 3 16 June 2020

Report to: Public Board
Date of Meeting: 06/08/2020
Title of Report: Patient Experience Quarter 1 Report
Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Patient Experience Committee, Quality Committee
Lead Executive Director: Director of Nursing
Author: Associate Director of Nursing
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
 To provide Board with an update on activity within the patient experience service.
 To provide the Quarter 1 performance indicators 

2. Recommendation(s)
The Board accepts this report as a record of patient experience activity and notes the changes in service 
provision during this quarter.

3. Executive Director Opinion1

 There have been a lower number of complaints and concerns raised – coinciding with 
reduced activity

 During Covid a new process was implemented to resolve complaints prior to entering a 
formal process – this new way of working needs to become the new norm

 The response time to complaints standard has been amended to reflect the foundation 
group standard – compliance with this standard is improving but still more to do

 Communication and discharge remain the top themes of complaints and this triangulates 
with the inpatient survey results – an improvement plan is in place

 FFT remains suspended although a local survey is being developed to collate regular 
feedback on particular areas

 ED survey due to commence for patients attending in September and Inpatient survey to 
follow for patients during November

 We have received tremendous support from a number of volunteers during Covid 19
 The Associate Director of Nursing is leading a vulnerable persons group to address some 

practical elements of improving the experience of our most vulnerable patients
 The national inpatient survey was published earlier last month, the results demonstrate 

that work is required in relation to communication, discharge planning and involvement in 
decision making about care and treatment.  There will be a particular focus on this at the 
Board workshop in September, with an extensive improvement plan already in 
development.

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 3 16 June 2020

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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1.0 Summary

 Thirty one complaints were received during this quarter which is a 30% reduction from previous 
quarter. 

 Policy revised to 30 days response time with improvement in compliance seen within divisions. 
 Number of reopened complaints reduced to 6 in quarter.
 A third (35%) of all complaints were triaged as ‘Red’ with communication as a main concern.
 Friends and family recommendation score remains suspended nationally with preparation 

internally for implementing the new survey in the autumn.
 Demand on the Interpreting service has been high with increased support to virtual clinics during 

Covid
 Volunteers have supported a range of initiative including wider roll out of Pharmacy runners across 

the County.
 2019 Inpatient Survey has been received with initial analysis underway.
 Patient Experience Committee met for the first time this quarter and has moved to monthly 

meetings. 
 Covid 19 has led to a number of changes with the current service including suspension of the 

Patient Engagement Forum.
 The Patient Experience Team have facilitated a number of initiatives during Covid 19 including 

Thinking of You, Connected Hearts and Letters to Children. 

2.0 Patient Story

For this quarter due to Covid 19 Trust Board workshops were suspended, these have now resumed and 
there is a team/patient story scheduled for each meeting. 

3.0 Complaints and concerns management

Analysis of the first quarter is outlined below. Complaints activity decreased as the organisations ‘usual’ 
activity was reduced. Whilst managing the pandemic and due to restricted visiting the approach to 
complaints and concern handling was amended with the aim to resolve within 48hrs to ensure family 
distress was minimised. This change in emphasis was embraced by all divisions.

3.1 Complaints/PALs Activity

During this quarter 31 new formal complaints were received.  During this quarter 4 were received for 
corporate services and raised concern regarding infection Control and Prevention (IPC) practices through 
the initial Covid response period. 

There were 221 informal concerns received through the Patient Advise and Liaison Service (PALS) a 
decrease from 316 in quarter 4 2019/20.  
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Figure 1 number of complaints received 

               Figure 1

Figure 2.0 outlines complaints by Division. A reduction in complaints has been seen for the Surgical 
Division and may be as a consequence of reduced elective activity. 

Figure 2
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Figure 3.0

3.1.1 Complaints Response Times

Previously the Trust was working towards a target of 25 days and following a workshop led this has been 
amended to 30 days which is in line with Foundation Group partners. This was due to commence form April 
20 with data collection being amended from June 20.

This quarter has seen trust wide performance reach 38%. Medical Division monthly compliance has 
improved across the quarter to 66% and Surgical Division 23%.  The Surgical Division are currently 
focussing on clearing a number of ‘older ‘more complex complaints which will be outside the target.

Figure 4
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In addition, figure 3.0 
represents the PALs activity. 
Quarter 1 has seen the 
lowest number of concerns 
since 17/18 and is 44 
concerns less than last year. 

Even though Covid 19 has 
led to reduced activity focus 
has been on resolution as 
soon as possible. 
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3.1.2 Complaints – Re-opened complaints

 
Figure 5

3.1.3 Top subjects for complaints

This quarter has seen communication as a main reason for the complaint followed by clinical treatment. 
Analysis shows that many of the complaints relate to care/treatment provided in the previous quarter.

Figure 6

3.1.4 Quarter 1 2020/2021: PHSO 

There are currently four complaints with the PHSO. One of which we are waiting for confirmation of 
closure. All action have been completed by the organisation. Due to Covid 19 all PHSO investigation was 
suspended and re-commenced on July 1st 2020. 

Ref Description learning

189-17/18o

Complaint about the attitude of paediatric 
consultant during meeting.
Initial contact from the ombudsman case 
reopened. Still awaiting further contact

Mediation meeting with PHSO-date to be set
Complex issues- possible delays at each step. 

137-17/18O

Lack of care and communication during 
husband’s final days. 
Report received from Ombudsman with 
division for comment. Initial findings – 
complaint upheld and compensation 
amount suggested

Waiting Confirmation of formal closure from 
PHSO
Sepsis work has demonstrated improved results.
No obvious gaps or omissions in complaints 
management.
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Quarter 1, 20-21, saw a reduction in the number of 
complaints which were re-opened. This provides a 
useful indicator of how satisfied complainants are 
with the response they have received from the 
Trust. 

A total of 6 complaints have been re-opened, 
which is a reduction when compared to 13 re-
opened in the previous quarter. 
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Final apology letter currently in draft with 
evidence
Waiting confirmation that this is formally closed 
with PHSO

227-18/19o
Waiting time in A&E and treatment 
received.
Investigation ongoing

Awaiting update from PHSO :
Initial rapid response-meeting declined escalated 
straight to PHSO by Complainant

280-
18/19co

Wife queried what treatment her husband 
received for serious and life threatening 
illness and the communication following 
this.
Investigation ongoing

Provisional outcome- Partially Upheld-
Waiting Acute physician feedback to PHSO query 
on initial assessment in 2018.
 

 Figure 7

3.2 Compliments 

A total of 438 compliments were recorded this quarter.

Figure 8

This data is from formal compliments received by the organisation. It is an under representation, due to the 
fact that many thank you cards and compliments are not formally counted. 

3.3  NHS Choices 

One post on NHS Choices received on June 22nd 2020

I had a perforated appendix which was assessed and diagnosed by the A&E team, admitted to hospital 
that evening and operated the next day. The surgical team visited each morning when I was on the ward 
and the nursing staff were outstanding in their care and compassion across all patients in my ward, 
especially welcome as my brief time in hospital coincided with the (then) ongoing covid-19 pandemic 
where no visitors were allowed. Caring, dedicated and professional are the words that sum them up. 
Heart-felt thanks to all.
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3.4      Friends & Family Test (FFT)    

Friends and Family Test remains suspended. Current indications that this will be resumed in the Autumn. 

Development has commenced of new data collection template using Formic application with plan to test in 
Maternity services in near future. 

3.5 National Patient Survey Programme

Results from the 2019 Inpatient Survey have been received and initial analysis commenced with initial 
feedback presented at June’s Patient Experience Committee. Further scoping work is currently under way 
to identify areas for action. A Board workshop will be held in August to provide full feedback and agreed 
actions.

Amended survey times have been received and are outlined below. Further updates will be provided 
through these reports

 When will patients 
receive care?

When will trusts 
draw samples?

Fieldwork period

The Urgent and 
Emergency Care Survey September 2020 October 2020 October 2020 – 

March 2021

The Adult Inpatient 
Survey November 2020 December 2020 January 2021 – 

May 2021

The Children and Young 
People’s Patient 
Experience Survey

November & 
December 2020 January 2021 February 2021 – 

June 2021

Figure 9

4.0 Patient Engagement

Due to the Covid 19 crisis face to face engagement has not been possible. This time has been utilised to 
explore the use of MS teams and the VISCONN patient experience cloud for virtual involvement options. 
Service users have been involved in testing these systems to give a user perspective for both future 
engagement purposes and virtual complaints/ concerns meetings.

New ways of working with service users are being investigated, such as the possibility of introducing the 
patient voice and experience based design (EBD) within the transformation agenda at WVT.

Ways to engage with currently under-represented service user groups such as BAME and LGBT+ are also 
being explored.

Volunteers who are currently unable to work in the hospital environment are being encouraged to support 
with virtual engagement opportunities such as joining the reader panel for review of patient information. 
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5.0 Patient information 

The patient information production policy has been updated to reflect some changes in process and 
submitted to patient experience committee for ratification.

In light of the move to virtual clinics patient information templates have been updated to allow for web 
friendly options that are easier to download from the Trust website/links emailed after a consultation.

The clinical library team have agreed to support aspects of the patient information production process. A 
generic email and shared folder have been created to support facilitation of this improved patient 
information process.

As part of the response to COVID-19, NHSX has secured a 6 month national license for NHS clinicians to 
use the Health and Care Video Library of over 600 patient information videos with their patients, free of 
charge. We are exploring how this might be used to support our patient information provision.

6.0 Interpreting Service: 

Polish interpreting assignments

There were 237 Polish interpreting jobs in total during this quarter. Due to the COVID 19 pandemic the 
numbers have reduced by a third compared to the previous quarter. In-house interpreters managed to 
perform 70% of all Polish interpreting assignments of which an increased amount has been remote 
working.  

Other languages

There were 252 interpreting assignments in other languages. The most popular languages were 
Romanian, Bulgarian, Arabic, Lithuanian and Russian. There were a few requests for rare languages such 
as Tamil (3 jobs), Swahili (1 job), Tigrinya (1job), Bengali (3 jobs).

Telephone interpreting

During the last quarter the Prestige network has been used more extensively for telephone interpreting 
which allows the user to obtain the assistance of an interpreter in various languages at short notice. 
Posters with guidelines on how to use the service have been distributed across the hospital. This has 
been the only option to conduct a telephone consultation when the health professional and the patient are 
not in the same room. However, the new patient experience cloud for VISCONN aims to enable an 
alternative in house option.

For appointments where the health professional and the patient were both present in the same room we 
have used Herefordshire Language Network interpreters which allows for booking in advance and 
availability of the interpreter to take the phone call for the specified duration. This proved to work well 
during scans and doctor’s appointments. However, some issues were identified for example, lack of a 
landline in a given room, poor reception, the interpreter having to speak up. This includes a number of 
bookings where the interpreters weren’t used despite having been booked in advance incurring a cost.

Translation of written information

During the Covid 19 crisis there has been an increase in requests for translation of written information. 
Where possible, attempts have been made to access suitable translated information from national 
sources/ other Trusts.

Over the last 12 months (July 2019 – June 2020) the total costs for externally translated information 
stands at £1785.22 despite 25 short sentence requests being met at no charge by Herefordshire language 
network. The usual cost for external translations is £0.08 per word plus an admin fee.
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Our in-house interpreters will complete translations into Polish, unfortunately the number of requests has 
outstripped available capacity resulting in eight of the requests over the last 12 months being outsourced 
at a cost of £525.96.

Figure 10

Macmillan Cancer Information & Support Service (MCISS) 

Although interactions and in particular face to face contacts have reduced significantly during Covid the 
service has continued to operate throughout the current crisis with the majority of the support being 
offered via telephone and email. 

7.0 Volunteer Service

The onset of the Covid19 lockdown just prior to the beginning of this quarter meant that temporary 
arrangements were put in place, following government guidance, to protect our older and more vulnerable 
volunteers, resulting in many taking a break from their normal roles. We have however, continued to 
provide voluntary services during the crisis and arrangements for this have been put in place in line with 
advice from NHS England. The national call for volunteers to support with the Covid 19 response led to an 
unprecedented level of interest in volunteering. Many of those who expressed an interest wished to 
provide more community based support such as shopping and these offers were coordinated through the 
WRVS Good Samaritan app. A number of offers to return to work from retired staff were also received 
which were coordinated through the workforce hub.

Many of our existing volunteers have increased the time they are able to give us and have kindly covered 
several different roles as well as coming in over the weekends.

 Pharmacy Runner Service: 

This continued to be extremely successful, maintaining distribution of medication around the hospital as 
well as a new pharmacy delivery scheme. The new scheme enabled patient’s medication to be delivered 
to them at home using the Free Wheelers charity team and at the outset of the lockdown these runs were 
being co-ordinated with the support of a volunteer. The Free Wheelers efforts were also supported by two 
drivers from a company called TM factors who offered not only their time to volunteer but covered their 
own costs to enable this. 

Other new roles that were developed included eye unit escorts, Personal Protective Equipment runners 
and reception support volunteers.
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Translation requests by language Further gathering and 
analysis of data is required 
to understand the capacity 
and demand gap.
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 Reception Support: 

Here volunteers supported staff from the patient experience team with the receipt of donated connection 
hearts that are being given to patients and their relatives to help them feel more connected during the 
period of restricted visiting. The TM factor drivers, where possible, delivered hearts directly to family 
members locally to avoid any postal delays.

In addition, the reception volunteers helped with the distribution of “Thinking of You” messages and patient 
property to wards.

 Weekend Cover:

At weekends, our pharmacy runners doubled up on their role to support the extended seven day working 
of the PALs team with distribution of the “Thinking of you” messages and patient belongings.

Continued contact with all volunteers who are unable to come in has been maintained via email, phone 
calls and all have received postcards to let them know we are thinking of them. Alternative ways to utilise 
the skills of our volunteers have also been explored and they have been invited to support with emerging 
virtual service user engagement opportunities.

At the end of this quarter a dedicated voluntary services hub has been created following some previously 
delayed office moves. The Voluntary services hub provides an area to support existing volunteers and 
extend our volunteer programme going forward. 

8.0 Patient Experience Committee

The Committee was stood down during the pandemic planning but resumed meeting in June.  This 
committee is now meeting monthly with an initial focus on the recent results from the Inpatient survey.
In addition, the first meeting of the Vulnerable Adults Group was held. This group brings together 
Dementia, Learning Disability and DOLS with a focus on addressing practical aspects that support an 
improved patient experience.

9.0 Covid update

This reporting period covers the majority of the organisations response to Covid 19 and this can be seen 
through the activity figures as outlined in this report. The Patient experience team, like colleagues across 
the organisation, responded to the challenge by providing a 7 day service.  The team supported 
organisation response by implementing the following:

Thinking of You: 

With over 60 “thinking of you” messages being distributed during April

Connected Hearts: 

This service uses handmade hearts to connect families and was launched at the end of April. Support 
provided by volunteers for distribution across the County.

Patient property:

An average of 90 items of patent property per week are being handed via PALS reception. This has 
continued whilst restricted visiting remains in place. 

Letters to Children:
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The initiative where a Thank you letter was sent to children whose parents work within the organisation 
from the CEO was well received. At the end of June over 250 letters had been sent.
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Version 4 24 June 2020

Report to: Public Board
Date of Meeting: 06/08/2020
Title of Report: Board Assurance Framework
Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Executive Risk
Lead Executive Director: Managing Director
Author: Erica Hermon, Associate Director of Corporate Governance
Documents covered by this 
report:

1.  Board Assurance Framework
2. WVT High Risks

3.  Purpose of the report
To review the 2020/21 Board Assurance Framework (BAF), considering the risks to the delivery of the 
Trust’s strategic objectives, plus those divisional ‘high’ risks within the WVT risk registers. 

4. Recommendation(s)
To:

 Approve the BAF, identifying any gaps in risk to delivery of WVT’s strategic objectives.
 Note those operational ‘high’ risks being carried by divisions within the Trust. 

5. Executive Director Opinion1

The BAF is continually updated to identify and capture those risks that impact on the strategic delivery of 
the Trust’s objectives.  The Trust’s high risks are reviewed monthly by the Executive Risk Committee, 
with a deep dive of each divisions’ risk registers taking place on a rotational basis.

6. 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 plans 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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BOARD ASSURANCE FRAMEWORK (as at 30 July 2020)

D
atixID Strategic Objective Description

C
onsequence (initial)
Likelihood (initial)

R
ating (initial)

Controls Gaps in Controls

C
onsequence
(current)

Likelihood (current)

R
ating (current)

Risk
OwnerAction/Delivery Date

R
ating (target)

1114

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

There is a risk of poor
clinical performance in
identified fragile services
due to being unable to
recruit to medical
vacancies resulting in the
use of locum staff (and an
inability to comply with
agency caps) and a lack of
capacity to deliver national
standards.

3 5 20

1.  Consultant recruitment plan.
2.  Dedicated staff for medical recruitment.
3.  STP clinical reference group devoted to
fragile services.
4.  Allocate Project Plan (which oversees
implementation of innovative job planning)
5.  Development of the non-medical
workforce to enhance support to clinicians.
6.  Contract management of Master Vendor
and Direct Engagement contracts.

1.  Clear medical workforce
plan that addresses
opportunities within STP
2.  Appropriate use of
locum/agency medical staff
to fill gaps in establishment.
3.  Recruitment & Retention
Plan - detailing initiatives to
address the vacancy gap
and deliver sustainable
workforce.
4.  Availability of certain
clinical staff nationally.

3 4 12 Etule,
Geoffrey

1.  Discussions around alternative
models are ongoing for the vulnerable
services at STP level (31/03/2021)
2.  Fragile services list reviewed
regularly (31/03/2021)
3.  Review of agency and locum
contracts and suitability of provision to
the Trust (31/10/2020)
4.  Recruitment & Retention Plan -
detailing initiatives to address the
vacancy gap and deliver sustainable
workforce (31/03/2021)

9

1115

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

There is a risk to the
delivery of the Digital
Strategy due to the scale,
number and complexity of
individual projects and the
change/transition
requirements of the
workforce.

4 4 16

1. Digital Strategy
2. Programme Team
3. IT Project Managers
4. Digital programme board with overview of
projects to determine critical path, overlap
and staff impact.
5. Programme Director with programme
oversight.
6. Clinical reference group which provide
clinical acceptance and engagement in any
proposed solutions
7. Programme progress against plan.

1. Change management
training of staff
2. Staff engagement.
4. COVID 19 impact on staff
training delivery.

4 3 12 Oddy,
Howard

1.  Production of Group Digital Strategy
by appointed Group Director
(04/10/2020)
2.  Refreshed training delivery model
(30/09/2020)

8

1118

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

There is a risk that, as a
result of continued
operational pressures
(including the impact of
the COVID19 pandemic),
the well-being of staff and
their families could be
impacted negatively
leading to sickness
absence, low morale and
poor health and well-being

3 5 15

1. Health@work and VIVUP counselling
services
2. National NHS well-being support apps
3. Clinical psychologist support

1. Lack of comprehensive
well-being strategy
2. Monthly Schwartz rounds.

3 4 12 Etule,
Geoffrey

1.  Agree multi-agency approach to
Occupational Health (31/10/2020)
2.  Delivery of Occupational Health
Services (31/03/2021)
3.  Well-being Strategy (31/03/2021)
4.  Introduce monthly Schwartz rounds
to front-line staff (31/03/2021)

6
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1116

1.  Implement revised
operational capacity
plants that deliver
safe elective,
emergency and
critical care.
2.  Work with system
partners to restore
and recover services
in a way that values
our patients’ time and
keeps them safe.

There is a risk that a
second wave of COVID 19
will severely impact on the
delivery of revised
operational capacity plans
that deliver safe elective,
emergency and critical
care and significantly
decrease the level of
activity available.

5 4 20

1. Responsive Recovery and Restoration
plan
2. Critical care escalation plan
3. Green surgicval pathways
4. Use of the private sector
5. Blue, yellow and green pathways for
unplanned care
6. PPE distribution
7. In-patient and elective care patient testing

1. Lack of preventative or
curative treatment for
COVID 19.
2. Further spikes or
outbreaks will have
significant effect on the
recovery and restoration
plan.
3. No formal agreement in
place for continued use of
private facilities.

5 3 15 Barnes,
Jon

Regular review of Recovery and
Restoration plan to be responsive to
changing and emerging issues
(31/03/2021)

10

1120

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

There is a risk that the
organisation is unable to
demonstrate learning,
given repeat never events
and serious incidents

4 3 12

1.  Underpinning polices and processes
2.  Robust escalation processes
3.  Compliance monitoring through F&PE
4.  Audit of relevant policies and procedures
5.  Safety huddles

1.  Human factors training
not fully embedded across
the organisation.
2.  Assurance reports need
to demonstrate change in
learning.

4 2 8 Flanagan
,  Lucy

1.  Review new Patient Safety Strategy
and develop implementation plan
(31/08/2020)
2.  Review the effectiveness of the
methods and mechanisms in use
currently to learn from incidents
(31/10/2020)
3.  Introduce human factors training to
aid effective incident response
(31/08/2020)
4.  Create evidence base for
organisational learning (31/03/2021)

4

1122

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

There is a risk that the
capital investment
required to achieve the
Sustainability Strategy is
not the available creating
an inability to meet and
non-compliance with
national targets.

2 5 10
1.  Private capital ventures (funded through
return on investment)
2.  Sustainability grants

Not all initiatives suited to
private venture and grant
support. 2 4 8 Dawson,

Alan

1.  Apply for national sustainability
grants when available (31/03/2021)
2.  Develop business case for an
integrated energy centre (31/12/2020)

6

1123

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

There is risk that the
behaviors required to
achieve the sustainability
strategy can not be
embedded in sufficient
time.

2 5 10

1.  Sustainability Strategy Group
2.  Sustainable Transport Committee
3.  Salary sacrifice scheme to promote
sustainable transport (including, for example,
reduced carbon vehicles)

1.  Attendance and support
of the Sustainability Strategy
Group
2.  Staff engagement
3.  Sustainable transport
plan and initiatives.
4.  KPIs to monitor delivery
and progress.

2 4 8 Dawson,
Alan

1.  Review membership of the
Sustainability Strategy Group
(11/09/2020)
2.  Move meetings to virtual meetings
and encourage voluntary staff
engagement (11/09/2020)
3.  Develop a communications plan to
launch the Sustainability Strategy
(31/10/2020)
4.  Link to local and national initiatives
to engage staff, patients and the public
in measures to reduce the impact of
climate change (31/03/2021)
5.  Develop a social movement
approach across the organisation to
take forward the Sustainability Strategy
(31/03/2021)  6.  Developing reporting
and metrics for measure delivery.

4
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1126

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

There is a risk that current
community service models
and the estate
configuration is designed
for reacting to illness and
could impact of the
effective delivery of more
preventative models.

3 4 12

1.  Transition Board
2.  Configuration of community services are
aligned to PCNs.
3.  Funded integrated programme
management.
4.  Well-functioning multi-agency
relationships.

1.  Ability to change estate
configuration. 3 3 9 Ives,

Jane

1.  To develop community access/hubs
(31/03/2021).
2.  As part of our role as an anchor
institution, link to the development of the
Trust's well-being strategy to support
staff.

6

1128

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

With the national strategy
and guidance on a 'NHS
reset' not yet known, there
is a risk that this will
impact on the architecture
required and the plan to
hold the alliance contract
for Herefordshire.

3 4 12 1.  Transition Board
2.  High level and regional engagement/input

1.  Availability of national
strategy for 'new NHS'. 3 3 9 Ives,

Jane

Continue to utilise current arrangements
with commissioners and regulators to
establish the credibility to taken on
Herefordshire's contract (31/03/2021)

3

1113

1. Improve staff well-
being and experience
by delivering focused
improvements based
on staff feedback
2. Empower our staff
by further developing
our leaders and
strengthening our
governance
structures

There is a risk that the
inability to recruit and
retain nursing and support
staff will result in the Trust
being unable to meet the
established staffing levels
resulting in the use of
agency staff (and an
inability to comply with
agency caps) and a lack of
capacity to deliver national
standards.

3 4 12

1.  Foundation Group Leadership
Development Programme.
2.  Leadership Charter
3.  Flexible working policy
4.  Contract management of Master Vendor
and Direct Engagement contracts.

1.  Data quality regarding
turnover
2.  Recruitment & Retention
Plan - detailing initiatives to
address the vacancy gap
and deliver sustainable
workforce.
3.  New NHSI Retention
Project 2021
4.  Staff engagement
programme for 20/21
5.  Workforce Strategy
6.  Project planning and
management support

3 3 9 Etule,
Geoffrey

1.  Deliver refreshed workforce strategy
(31/03/2021)
2.  Delivery of e-rostering system
(30/09/2021)
3.  Targeted international recruitment
programme for 2021/22 (31/03/2021)
4.  Participation in future NHSI retention
projects (31/05/2021)
5.  Recruitment & Retention Plan -
detailing initiatives to address the
vacancy gap and deliver sustainable
workforce (31/03/2021)

6

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

No perceived risk to
delivery 0 0 0 0 0 0 Flanagan

,  Lucy 0

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

No perceived risk to
delivery 0 0 0 0 0 0 Ives,

Jane 0
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WVT HIGH RISKS (as at 30 July 2020)

ID Description Controls
Consequence (current)

Likelihood (current)

Rating (current)

Rating (Target)

Review date

1097

There is a risk of combustible material becoming easily
ignitable due to oxygen enriched atmospheres which
could lead to severe fire situations. And results in injuries
to patient and visitors or damage to equipment and
property.

Fire alarm system;
Emergency lighting;
Firefighting equipment;
Fire compartment lines;
Ventilation system / fans;
Oxygen isolation points;
Acceptable travel distances;
No keys on escape route locking
mechanisms;
Management of combustible
materials;
Management of escape routes;
Staff training;
Emergency evacuation plan.

5 3 15 3 23.07.2020

964

Since the beginning of 2019, 55 incidents relating to V&A
have been reported on datix. This is in direct comparison
to 22 reported incidents on datix in 2018.
Police are not always able to respond to requests for help
with regard to the management of aggression due to
their lack of resource.
This has led to staff feeling threatened and concerned for
their welfare and a number of staff have been referred to
the health at work team to offer support  following a
number of challenging incidents. Staff have reported
higher levels of anxiety/stress and this has been managed
appropriately. There is potential this will impact on staff
retention and lead to high levels of burnout and
turnover. It has also resulted in situations where other
patients including paediatrics have been exposed to
aggression and abusive language.
Due to lack of adequate support with regard to the
management of security incidents, this could have
financial and reputational implications for the trust.

Porters provide assistance 4 4 16 12 21.11.2019
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1060

There is a risk to the delivery of quality patient care and
keeping patients safe from avoidable harm due to the
reduced number of nursing work force available and the
appropriate skill mix to staff the inpatient areas
(including the field hospital).
This could lead to
- an increase in the number of patient incidents with
harm.
- low morale of staff

Work force cell for managing staffing-
daily review of staffing requirements
with senior overview of skill mix
applied to each inpatient area.

Refresher training for staff- increasing
possible number of qualified and/ or
trained staff available to work each
day.

Wellbeing cell to support staff during
pandemic promoting self care,
signposting to support services, and
tailored psychological support.

M
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1031

There is a risk of blood gas analyser failure due to the age
of equipment and increased unreliability which could
lead to delayed management of critical care patients,
taking clinical staff away from patient's bedside and be
detrimental to patient care.

Maintenance contract
Contingency plans
Capital bid

3 5 15 6 27.08.2020

893

There is a risk of increased harm to patients who have
been admitted with a fractured neck of femur due to the
inability to meet some sections of the integrated care
pathway, which has the potential to lead to increased
mortality rates and non achievement of best practice
tariff.

#NOF integrated pathway in place
Medicine out to advert for Ortho-
geriatrician
Anaesthetic representation at daily
trauma meeting
Process to utilise CEPOD theatre
should the opportunity arise
Process to cancel elective T&O
surgery to accommodate trauma
surgery
Weekly tracking of Best Practice Tariff
#NOF pathway to highlight the
themes of why the pathway is not
being followed. Issued by the
informatics team which feeds into the
#NOF clinical lead for review and
comment
Ring fenced #NOF bed on Redbrook
Monthly #NOF meetings to review
pathway compliance and general key
themes for learning and change

4 4 16 8 19.06.2020

552

There is a risk that due to the number of consultant and
middle grade vacancies, currently  13.5 WTE Consultant
gaps vs 43.58 WTE budget and 11 WTE Middle Grade gap
vs a 35.8 WTE budget  and high demand within medical
division that the service is required to be covered by the
use of agency and locum medical staff.

The impact of this gap in provision results in a financial
risk to the Trust through maintaining high Locum /
Agency  cover and also impacts on failure to deliver RTT
and associated income.

1. Active recruitment to fill gaps.
2. New ways of working eg ANPs MTIs
as part of local Workforce plans
3. Medical staffing continue to fill
gaps with Locum and Agencies
4. Regular review of RTT assumptions
and position
5. Continued challenge at MARP
6. Looking to recruit internationally
20/21

3 5 15 6 31.07.2020
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585

There is a risk that someone attempts suicide or self-
harm. This could be by use of a ligature point (e.g. coat
hook) and/or other ligature hazard (e.g. cable, cord etc).
There is also a risk of accidental strangulation particularly
by children on loose cords (e.g. from blinds) - this has
been the subject of a safety alert.

The risk could lead to death or serious physical injury.

Local risk assessments 5 3 15 5 10.07.2020

380

There is a risk of harm to patients due to the lack of
Uninterrupted Power Supplies (UPS) within Theatres in
the event of a power interruption.  This could lead to a
loss of power to vital equipment needed to support
operations, which could result in injury or harm caused to
patients and staff.

1. Back up generator 5 3 15 10 07.08.2020

412

There is a risk of harm to staff and patients and the
continued ability to provide inpatient care due to the age
and condition of the hutted wards.

This could lead to:

1) Reduced bed capacity for service provision / patient
care
2) Patient harm
3) Patient claims - Financial
4) Staff harm
5) Staff claims - Financial and workforce
6) Cancellation of elective surgery
7) Loss of service provision related income
8) Breaches in national targets, 4hr wait, 18weeks, 2WW
etc.
9) Increased costs if further building failures occur
10) Increased numbers complaints
11) Deteriorating Trust reputation

1. Estates Strategy including Estates
Governance Processes, Capital
Programme
2. FBC approved by Trust Board in
December 2019
3. FBC under review by NHSI
4.Additional roof protection installed
in 2015

5 4 20 10 31.07.2020

1091

There is a risk that patients who are on the Government
shielded list may be exposed to Covid 19 during their
attendance to the Emergency Department, which could
increase their risk of contracting Covid 19 and result in
hospital admission and/or death.

Shielded patient pathway in place to
protect shielded patients as best we
can as a Trust.
Shielded patients will be managed in
single patient rooms wherever
possible.
PPE guidance will be adhered to
stringently to minimise the risk of
cross contamination

4 5 20 15 07.09.2020
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Report to Foundation Group Strategy Sub-
Committee

Enclosure D

Date of Meeting 20 July 2020

Title of Report Foundation Group Strategy Sub-Committee Annual Report 
2019/20

Status of report:
(Consideration, position 
statement,
information, discussion)

For discussion

Author: Sarah Collett, Acting Trust Secretary – SWFT and GEH 
(Committee Administrator during 2019/20)

Lead Executive Director: Russell Hardy, Committee Chair

1. Purpose of the Report It is good governance for Board Sub-Committees to complete 
an Annual Report to demonstrate compliance with the 
requirements of its Terms of Reference and provide 
assurance that there are no matters the Sub-Committee is 
aware of at the time of reporting which have not been 
disclosed properly.

2. Recommendations The Foundation Group Strategy Sub-Committee is asked to 
consider its Annual Report for 2019/20, prior to submission 
to the Board of Directors of each Trust.

3. Executive Director 
Assurance

The report provides an overview of the Committee’s business 
during 2019/20.  It also provides assurance that there are 
no matters the Sub-Committee is aware of, at the time of 
reporting, which have not been disclosed properly.
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Report to Foundation Group Strategy Sub-Committee – 20 July 2020

Foundation Group Strategy Sub-Committee Annual Report 2019/20

1. Introduction

In 2017 the Foundation Group was formed when South Warwickshire NHS Foundation Trust 
(SWFT) formalised its collaboration with Wye Valley NHS Trust (WVT).  In June 2018, 
George Eliot Hospital NHS Trust (GEH) joined the Foundation Group.

The Foundation Group Strategy Sub-Committee (FGSSC) is established under Board 
delegation of each Trust of the Foundation Group with approved Terms of Reference 
which are reviewed annually and any requests for amendment are made to the Board of 
Directors of each Trust.  

The Sub-Committee consists of the Group Chairman, Group Chief Executive, a Non-
Executive Director (NED) from each Trust, Managing Director from each Trust, Medical 
Director from each Trust, Group Strategy Advisor and Group Strategic Financial Advisor.  
Other officers from each Trust may be invited to attend for appropriate agenda items.

The Sub-Committee has met on 3 occasions during 2019/20.  It should be noted that the 
meeting in September 2019 was cancelled due to SWFT’s Care Quality Commission 
(CQC) Well Led inspection, the meeting in January 2020 was cancelled due to the 
Foundation Group Board session on 16 January 2020 and the meeting in March 2020 was 
cancelled due to the Coronavirus pandemic.  The Foundation Group has held two Board 
Sessions during 2019/20, which brings together the Boards of the three Trusts, and are in 
addition to the Sub-Committee meetings.  The Sub-Committee meetings are scheduled 
on a bi-monthly basis and it was agreed at the meeting on 26 May 2020 to move to monthly 
meetings from August 2020, extra meetings may be called if the need arises.  A schedule 
of attendance at meetings during 2019/20 is attached (Appendix A).

The NED from each Trust reports in writing to their respective Board of Directors on key 
issues considered by the Sub-Committee following every meeting.  In addition to this, the 
approved Minutes of the meetings are also submitted to the Board of each Trust.

As part of the annual review of the Terms of Reference, amendments were approved by 
each Board in May 2020.  As part of the annual review of the Terms of Reference in April 
2019, it was agreed that the Sub-Committee’s agendas and meeting papers would be 
available to all Board members of each Trust.

2. Principal Areas of Review

The Terms of Reference set out Strategic Financial and Operational Plan as the key duty for 
the Sub-Committee which includes the following responsibilities:

 developing strategy and investment plans, including finance, IT, estates, and 
commercial development; 

 overseeing processes which benchmark clinical outcomes and productivity 
across the Foundation Group supporting the implementation of best practice 
solutions;
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 developing new working models for corporate functions; 
 developing new business models to progress the development of integrated 

health and care;
 developing and executing a communications strategy;
 developing and maintaining business development capacity and capability across 

the Foundation Group;
 determining the framework that supports each provider’s organisational 

objectives and targets; 
 developing and supporting achievement of operating, business, efficiency and 

delivery plans; 
 identifying, reviewing and mitigating strategic risks, and
 proposing and implementing joint working with partner organisations where 

collaborative approaches will yield tangible improvements and/or efficiencies 
overseeing service transformation and pathway redesign.

3. FGSSC – Review of Effectiveness

The FGSSC has been active during the year in carrying out its duty in providing the 
Board of each Trust with assurance relating to the Foundation Group’s strategic financial 
and operational planning.  The Sub-Committee also advises the Boards of each Trust on 
all matters relevant to identifying and sharing best practice at pace.

The Sub-Committee has undertaken a formal review of its effectiveness during 2019/20 
and a separate report has been submitted to the Committee on the responses received.  It 
can be confirmed that the Committee met on 3 occasions between April 2019 to March 
2020 and achieved an attendance rate of 81%.  It should be noted that 80% is considered 
to be a good rate of attendance.  

The Committee achieved its aim by delivering the duties set out in its Terms of Reference 
and referred to in section 2 of this report.

4. Areas of Particular Note

During the year the Committee has had the opportunity to consider strategic financial and 
operational planning opportunities as part of collaborative working across the Foundation 
Group.  Examples of these are detailed below but it should be noted that the list is not 
exhaustive:

 development of Place;
 Group Leadership Development Strategy;
 collaborative working across back office functions such as communications, 

procurement, quality and service improvement, and IT;
 work plan for the Committee;
 Digital and IT Strategy;
 updates on SWFT Clinical Services Ltd, which is a subsidiary company of SWFT;
 delivery models for Shared Services;
 oversight of strategic risks across the Group;
 overview of the NEDs discussion on best practice clinical governance, and
 overview of the NEDs discussion on best practice audit and assurance.
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The following areas were also considered as part of the Foundation Group Board sessions 
held on 18 July 2019 and 16 January 2020:

 look back on 2018/19;
 update from the Chief Executive of Sensyne Health on realising the potential of big 

data and clinical AI to transform patient care;
 looking forward within each Trust;
 viewing Group opportunities in future;
 Health and Wellbeing update from Public Health Warwickshire;
 Group wide approach to improvement;
 update from Sir David Dalton on transforming services through a Group model to get 

best practice into practice;
 digital update following the Group Chairman and Group Digital Strategy Advisor’s visit 

to Israel;
 an overview from the SWFT Managing Director of Out of Hospital Care Collaborative 

on system leaders 2025 and visit her to Denmark, and
 positive stories to share from each Trust.

Looking forward into 2020/21, the Committee continues to focus on development 
opportunities for strategic financial and operational planning.  Also identifying and sharing 
best practice at pace across the Foundation Group.

5. Conclusion

The Sub-Committee is of the opinion that this Annual Report demonstrates compliance 
with the requirements of its Terms of Reference and that there are no matters the Sub-
Committee is aware of at this time which have not been disclosed properly.

6. Recommendation

The FGSSC is asked to consider its Annual Report for 2019/20, prior to submission to the 
Board of Directors of each Trust.

Russell Hardy
Foundation Group Chairman
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Foundation Group Strategy Sub-Committee
Attendance 2019/2020

2 May 2019 22 July 2019 11 November 2019

Members
Russell Hardy (Chair)  
Charles Ashton (Group Medical Director) 
Jayne Blacklay (Group Strategy Advisor)   
Glen Burley (Group Chief Executive)  
David Eltringham (Managing Director at GEH)   
Catherine Free (Medical Director at GEH)  
Julie Houlder (NED representative at GEH)   
Richard Humphries (NED at WVT)   
Jane Ives (Managing Director at WVT)   
Chris Lewington (NED at SWFT)  
David Moon (Group Strategic Financial Advisor)   
David Mowbray (Medical Director at WVT)  
Bruce Paxton (NED at SWFT) 

Committee Attendance Rate 92% 75% 77%

The meetings scheduled on 24 September 2019, 21 January 2020 and 23 March 2020 were cancelled due to SWFT’s CQC Well Led inspection, the 
Foundation Group Board session in January 2020 and the Coronavirus pandemic.  

Appendix A
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Version 3 16 June 2020

Report to: Public Board
Date of Meeting: 06/08/2020
Title of Report: Quality Committee Summary Report of 25 June 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 3 serious incidents reported in May.  

There were three incidents closed and no incidents withdrawn by the CCG in May.

Medical Division Quarterly Report: 

Are we safe and how do we know?  Two serious incidents during the period, one of which was a Never 
Event relating to dermatology. Number of falls reduced but two falls resulting in severe harm. Neither were 
a result of lack of nursing or medical input but the ward will take part in a quality improvement event to 
improve fall prevention.

What is new and different? Covid 19. Rapid changes made within the Division to deal with the pandemic. 
Staff performed extremely well under difficult circumstances. Work has commenced on introducing a more 
formal method of safety huddles on each ward. Implementation of Digital NEWS2 on 3 wards which will 
reduce errors in calculating NEWS scores and thus improve care of the deteriorating patient.

What are we especially proud of? The resilience and professionalism of staff during these difficult months. 
Nurse recruitment has been very successful and there are now several areas with no vacancies. Students 
employed to work as part of the Covid response have been applying for substantive posts. Development of 
Divisional Quality Board has been delayed because of Covid but the work to draw out themes from 
incidents, complaints, ward huddles and audit results is growing.  

What are we worried about and what are we doing about it? Work needs to continue at pace around 
infection prevention, medicines management and VTE.

Mortality Report:

Rolling 12 month SHMI from February 2019 to January 2020 has reported a small rise to 104.0,
which equates to 1203 observed deaths against an expected 1153 deaths. Rolling 12 month HSMR from 
March 2019 – February 2020 continues to remain consistently below the nationally expected levels at 96.6, 
with 15 less observed deaths than expected. Latest crude mortality for in-hospital deaths (inclusive of 
COVID-19 deaths) has shown a significant spike for both April (7.8%) and May (6.4%). The main reason 
behind this sharp rise is due to the significant reduction in the number of hospital admissions during these 
months. Based on the latest data available it shows, minus COVID-19 deaths, that the Trust has had
lower actual numbers of deaths than the previous 5 years average. 

Pressure Ulcer Report:

The number of pressure ulcer incidents are increasing. The main drivers are deep tissue injuries and 
moisture associated skin damage (MASD). It would appear that the main driver for the increase in the 
MASDs is because care agencies may not be following the prescribed plan of care. Further investigation is 
underway to identify further learning from these cases.

LocSSIP Progress Report:

The implementation and adherence of LocSSIPs is still an issue within the Trust and further audits are 
needed to ascertain progress. The Committee remains unassured that this area of work is appropriately 
embedded within the Trust.
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Clinical Audit and Effectiveness Committee:

Progress on the work areas dealt with by this committee have been severely hampered due to Covid. Work 
is now recommencing on many areas including a rewrite of the WHO checklist policy.

CQC Must/should review:

The Committee reviewed the recommendations made by the CQC. Of the 95 recommendations at least a 
third relate to compliance matters which have not changed context during Covid. These will be managed 
through the Finance and Performance Committee. However there are some issues that have been affected 
by Covid e.g. mixed sex breach issues, RTT and some estate issues. These will need review as a result of 
altered service provision.

Infection Control Board Assurance Framework

NHSI advised that the completion of this was optional but the Director of Nursing felt that it would be 
helpful to use this framework to conduct a self-assessment. This was a comprehensive piece of work and 
gave significant assurance to the committee that the few areas that were not fully compliant had clear 
actions against them. This Framework will be recommended to the Board of Directors.

Falls Report

The team had made a number of achievements in the last three months and this along with the areas of 
focus for the forthcoming quarter were presented to the Committee. Falls remain in the natural variations 
prior to Covid. However since then there has been an increase in falls both in the Acute and Community 
settings. Falls per week are less but as there are less occupied beds the numbers are increasing. This 
variation has been found in other Trusts as well and may be due to time taken to don PPE, lack of visitors 
supporting patients and high risk patients not as visible through closed doors.

Changes to General/Public Holidays Working

Changes to rostering in the Medical Staffing Team has led to improved staffing during holiday periods with 
no significant additional cost.
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee
Held on 28 May 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 – Left partway through Item 11
David Mowbray DM Medical Director – For Items 6.1 and 7
Grace Quantock GQ Associate Non-Executive Director – Via MS Teams – For 

Item 8 onwards
Nicola Twigg NT Associate Non-Executive Director – Via MS Teams

In attendance:
Rosemary Gardiner RG Divisional Operational Director, Surgical Division – For item 

11
Val Jones VJ Executive Assistant (for the minutes)
Rachael Skinner RS Clinical Commissioning Group Representative via MS 

teams
QC001/05.20 APOLOGIES FOR ABSENCE

There were no apologies noted. 

The meeting was held with just essential staff due to the Covid-19 outbreak. 

QC002/05.20 QUORUM

The meeting was quorate. 

QC003/05.20 DECLARATIONS OF INTEREST

Mr Humphries (NED) advised that he had been invited by the WHO to join the 
Expert Advisory Panel on long term care and Covid-19. 

QC004/05.20 ACTION LOG

(a) QC008/04.20 – Action Log - (C) – Revd Hargraves (Chair of the 
Quality Committee and NED) confirmed that the Quality Account had 
been sent out to the Committee by the Head Of Governance. There 
were only a couple of responses received. The Director of Nursing 
(DON) advised that the responses had been added to the Quality 
Account which will be presented to the Board of Directors meeting 
being held next week. 

(b) Revd Hargraves (Chair and NED) advised that discussion was 
required at the next meeting on what “post Covid-19” means and how 
to deal with actions going forward and asked colleagues to look 
critically at the outstanding actions.  

ALL
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(c) QC013/05.19 – Patient Experience Committee Terms of Reference - 
(C) - The DON advised that an active decision had been taken not to 
restart the Patient Experience Committee at this stage along with 
some other Committees. All patient surveys have currently been 
suspended.  Work is still being progressed in this area and a restart 
of the meeting will be reviewed in the future as business as usual 
resumes. 

(d) QC011/04.20 – Patient Experience Report 2019/20 Quarter 4 Report 
– (B) – The Associate Director of Nursing (ADN) advised that the 
original complaint was received in 2016 with all six actions from the 
Ombudsman review completed. Revd Hargraves (Chair and NED) 
questioned if the Trust had originally reviewed all the questions raised 
by the complainant, would this have prevented this going to the 
Ombudsman. The ADN advised that the actions were specifically 
around sepsis. Part of the failure was around colleagues not 
responding but there is evidence to confirm that this has now 
occurred. The ADN will review the detail of the complaint to 
understand the background. 

CD

Resolved – that:

(A) The action log be received and noted.

(B) Discussion was required at the next meeting on what “post 
Covid-19” means and how to deal with actions going forward.

(C) The Associate Director of Nursing will review the information 
provided on the complaint referred to the Ombudsman in 2017 in 
more detail to understand the background of the complaint.
 

ALL

CD

QC005/05.20 MINUTES OF THE MEETING HELD ON 30 APRIL 2020

Resolved – that the minutes of the meeting held on 30 April 2020 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 

QC006/05.20 MORTALITY MONTHLY REPORT

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

 The HSMR and SHMI are reassuring but cover the period prior to 
Covid-19. 

 Crude mortality does not take into account co-morbidities. The 
number of deaths against the number of admissions has gone up 
significantly for April which may affect the figures. The position is much 
the same for the outlier group data. 
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 The Medical Director had concerns around heart failure and fracture 
neck of femur. We need to ensure processes in the Community are 
robust. There was previously difficulty getting clinical engagement but 
there are much better links now with Primary Care and IT links. The 
Mortality Project Manager is linking in the Clinical Directors to set up 
a Clinical Forum across the Community. Improvements had been 
made regarding fracture neck of femur but the HSMR and SHMI have 
increased again. There are some issues around getting patients to 
theatre in a timely manner. The national average is 34 hours, we are 
36 hours. Other areas of the pathway have improved but the figures 
are still unacceptably high. A meeting is planned with the Orthopaedic 
Team to benchmark where we feel we are outliers in the pathway. 
More theatre time may have to be made available in theatres if we are 
unable to improve the timeframe any other way. 

 The Managing Director noted that capacity for fracture neck of femur 
patients was within the Theatre Capacity Plan with the number of lists 
increasing from one to two per day. The Medical Director confirmed 
this, noting that this was a rolling figure. A review of consultant data 
had shown that there was no issues around this area. 

 Mr Humphries (NED) questioned whether there were sufficient 
numbers to show the excess deaths from Covid and non-Covid 
patients in the data and whether this could have an impact on the 
Trust’s figures. The Medical Director advised that our crude mortality 
had increased from 1.7 to 4.2which was due to admissions reducing 
dramatically but the number of deaths overall were lower than last 
year. Therefore there is no reason to believe that care has worsened, 
in fact, the exact opposite is true. The Clinical Commissioning Group 
Representative felt that this was mainly influenced by the ratio and 
level to acuity. The Medical Director had asked the Mortality Project 
Manager (MPM) to review whether there was an excess deaths issue 
in Herefordshire and whether there has been a change in the age of 
deaths. ?Action

 Mrs Twigg (ANED) advised that we were looking at deaths due to 
Covid and non Covid and would expect guidance at some stage 
around reviewing this and questioned where we felt our biggest risk 
was, whether data was skewed due to numbers and if there was a risk 
of missing something fundamental. The Medical Director advised this 
was why he had asked the MPM to produce a review of overall deaths 
in Herefordshire. Although Covid is being written on death certificates, 
it may be that it this was not around that another reason would have 
been cited, ie heart failure. 

 The Managing Director advised that benchmarking data around Covid 
deaths is being carried out across the STP against the expected levels 
of cases of actual and predicted deaths. We are currently modelling 
below trajectory on the number of deaths compared to 
Worcestershire. Community and Primary Care staff are finding that 
the RESPECT forms are being completed in a more timely fashion 
and patients are being appropriately looked after at home rather than 
being admitted which may have occurred previously. 
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 Revd Hargraves (Chair and NED) noted that the mortality data relating 
to maternity was not included within the report. Learning disabilities 
were mentioned but no numbers around this. The Medical Director 
advised that a meeting had been held in maternity around this issue 
which was more complex to achieve than first realised. A process of 
how to produce these figures is required. Basic information around 
stillbirth numbers should be available for next month’s reports. 

 Revd Hargraves (Chair and NED) highlighted that the data around 
fracture neck of femur had been reviewed over a year ago with more 
theatre time required. An action around South Warwickshire NHS 
Foundation Trust (SWFT) assisting the Trust in this area does not 
seems to have progressed. The Medical Director advised that both 
orthogeriatric review and physiotherapy had improved for these 
patients, ring fencing beds along with other factors which have shown 
improvement in numbers. It now appears that numbers are increasing 
again and it is not known why. The Medical Director advised that he 
had asked the MPM for an update on the request with SWFT around 
their support and will advise of their response. 

DM

DM

Resolved – that:

(A) The Mortality Monthly Report be received and accepted. 

(B) Information round stillbirth numbers will be included in next 
month’s Mortality Report to the Quality Committee. 

(C) The Medical Director will provide an update on the discussions 
held with South Warwickshire NHS Foundation Trust around 
them supporting the Trust to improve our fracture neck of femur 
figures. 

DM

DM

QC007/05.20 QUALITY PRIORITY - VTE

The Head Of Governance presented the Quality Priority – VTE Report and 
the following key points were noted: 

 Work around VTE had been carried out last year and had been kept 
as a Quality Priority for this year as well with the Head of Governance 
taking on this work. The three aims that are being worked upon are 
outlined in the report.

 The 95% target had been achieved but just missed this target for 
March. There has been improvement with the 24 and 48 hours 
compliance target set internally. There has been a decline in 
compliance since Covid with a meeting tomorrow to discuss how to 
improve compliance again. 

 Improvement in figures has been achieved by improving ownership 
and culture of VTE. Education has been carried out in teams which 
has seen an increase in the numbers of assessments being 
completed. 
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 The Root Cause Analysis process is being reviewed and ensuring that 
learning is being taken from these. There is unfortunately a backlog of 
cases. The system is currently paused until confirmation of whether 
clinical colleagues are able to take this forward which will be discussed 
at the planned meeting. 

 Revd Hargraves (Chair and NED) raised her concern that there is no 
assurance on hospital acquired thrombosis cases. The Medical 
Director has reassured us that there are no issues but there is no clear 
evidence of this which needs further review and questioned what the 
risk is of not undertaking these assessments. The Clinical 
Commissioning Group Representative agreed that an extraction of 
learning is of critical importance. The DON had previously questioned 
the risk of not undertaking assessments and whether it was 
achievable to complete the backlog of assessments given the number 
and time that has elapsed for some. The Medical Director advised that 
the Committee required reassurance around this area and ensuring 
that audits are not showing any lapses of care. . The Medical Director 
will ensure that the backlog be reduced as much as possible, noting 
the need to diagnose the actual issue around the cause. 

NO

Resolved – that:

(A) The Quality Priority – VTE Report be received and noted. 

(B) Update on the plans to reduce the backlog of thrombosis 
assessments to be provided to the June Quality Committee. 

NO

CONFIDENTIAL SECTION

QC008/05.20 SERIOUS INCIDENT REPORT

BUSINESS SECTION

QC009/05.20 STAFFING REPORT

The DON presented the Staffing Report and the following key points were 
noted: 

 This report was for information. Under business as usual there are two 
mandated reports including the national mandated monthly NHSE fill 
rate return and the biannual audit. The fill rate reporting had been 
stood down due to Covid, hence the ceasing of monthly reporting. 

 The usual bi-annual acuity and dependency audit was conducted in 
February and reviewed in March. Unfortunately the results are no 
longer meaningful given the changes to wards during Covid and 
therefore the results will not be presented to Quality Committee, 
although will be archived. 
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 The report presented shows the modelling that was undertaken as 
part of Covid planning for opening surge and super surge capacity and 
compared best practice “business as usual” staffing scenarios 
compared to alternatives that may need to be considered if the 
hospital was under extremis due to additional bed requirements or 
significant staff loss due to sickness. Fortunately much of the 
modelling was theoretical and based on the early guidance. 

 Also included in the report is the staffing provision from CAU and ED 
in order to staff two Emergency Departments. 

 Also include is the modelling for ITU based on the initial and 
subsequent guidance issued by the Royal College of Anaesthetics 
during the initial stages of Covid.  This section also covers the 
numbers of staff redeployed to critical care to support staffing.

 As we plan for restoration, we need to ensure that we have sufficient 
staff to cover the service. The plan is to bring back the revised 
establishment to areas where the service has not changed and as our 
restoration planning evolves and wards are re-designated we will 
review and revise our establishments and present further updates as 
required. 

 Mr Humphries (NED) noted it was helpful to have the report on 
hospital services but queried Community and staffing issues. The 
DON advised that we have doubled capacity in most of the Community 
to support patients at home. . Staffing was reviewed and resource 
moved accordingly. Mr Humphries (NED) felt that we were not aware 
of the detail around staffing for non-hospital services. The Managing 
Director advised that a significant amount of services provided in the 
Community had been stood down so if anything, we have more staff 
than required. This is more around knowing how patients are coping 
in their own home when staff are not visiting. It was agreed that the 
Integrated Care Division will provide more information around this 
area in their next Divisional Report. 

 The Managing Director advised that the new General Manager and 
Senior Nurse Managers across the four localities are being 
encouraged to work closely with their Primary Care Networks, Clinical 
Directors and Local Authority services in the Community. A lot of 
redesign is being carried out. If we just look at the data from our 
Community Services, we may not understand the whole issues. 

DF
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 Revd Hargraves (Chair and NED) queried when the Integrated Care 
Division were next reporting to the Quality Committee. The DON 
advised that this was next due in July. Revd Hargraves (Chair and 
NED) queried if a short narrative would be useful prior to this full 
report. Mr Humphries (NED) noted that it was about the Committee 
having an overview of staffing across all services we are responsible 
for, and was an area the Committee needed to take seriously. The 
DON advised that the last Integrated Care Divisional Report had 
previously provided an overview of District Nurse capacity and 
demand. 

 The DON agreed to contact her counterpart at SWFT to find out how 
they report on community staffing. Mr Humphries (NED) felt that 
regular reporting was needed and found it a useful report to receive. 
Revd Hargraves (Chair and NED) advised that the Committee will be 
resuming regular reporting again post a reduced agenda due to Covid. 
The Managing Director advised that the integration of Home First 
occurred faster than expected, the detail around which also could be 
included in their report.    

DF
LF

Resolved – that:

(A)  The Staffing Report be received and noted.

(B) The next Integrated Care Division Report to include information   
around staffing numbers and any challenges.  

(C) The next Integrated Care Division Report to include information 
around the integration of Home First. 

(D) The Director of Nursing will provide an update following her 
request to South Warwickshire NHS Foundation Trust to find out 
how they report on staffing in the Community. 

DF

DF

LF

QC010/05.20 RESUSCITATION AND DETERIORATING PATIENT REPORT 

The ADN presented the Resuscitation and Deteriorating Patient Report and 
the following key points were noted: 

 This report covers quarter 4 and includes details on the deteriorating 
patient Quality Priority. 

 NEWS compliance has improved to around 90%. 

 A repeat audit had been carried out on the use of the RESPECT 
document. There had been an improvement in a number of areas that 
were of concern from the previous audit, including capacity and 
emergency contacts. 

 We are maintaining a high survival rate for cardiac arrest and the 
numbers remain low. 
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 The Critical Care Outreach Service has been suspended from 
February due to Covid to enable more resources to be available to 
Critical Care. 

 There has been a 42% reduction in sub optimal care Serious Incidents 
compared to 2018/19.

 E-obs has been rolled out in AMU with ongoing work to continue with 
this programme. 

 The Managing Director questioned if the Outreach Service was now 
reinstated. The ADN advised that this was planned. The DON 
confirmed that they are running an ad hoc service as the staffing 
situation allows. 

 The Managing Director queried how quickly E-obs will be rolled out. 
The DON advised that there had been a realignment in the EPR and 
EPMA team which will enable a review of the service. A rapid roll out 
is the simplest option. A lot of the preparatory work can be done in 
advance, eg log ins for staff. 

 Revd Hargraves (Chair and NED) highlighted the positive work carried 
out by the Sepsis Nurse, noting that the post was now ceasing. The 
DON advised that this was part funded by the Better Care Fund and 
partly by the Trust. Pre-Covid, the Better Care Fund had agreed to 
further fund this post for another twelve months until March 2021, but 
was not aware if the funding was still available now. The Sepsis Nurse 
had moved to another role and felt that the education required around 
recognising sepsis could be undertaken as part of the wider learning 
rather than specifically via the Sepsis Nurse role. Education was 
clearly needed for Nursing Homes. The Chief Nursing Officer, 
Hereford and Worcestershire CCG will be discussing funding for Care 
Homes. Revd Hargraves (Chair and NED) noted that this was positive 
news, with the continued support possibly helping to reduce 
inappropriate referrals. 

 Ms Quantock (ANED) questioned whether a review of the difference 
in outcomes before and after the loss of the Sepsis Nurse once 
learning has been embedded will be undertaken. The DON advised 
that indicators for sepsis will be monitored as part of the ongoing 
quality monitoring. The Sepsis Care Bundle, which is best practice, 
will continue to be audited and reported on. 

Resolved – that the Resuscitation and Deteriorating Patient Report was 
received and noted.

QC011/05.20 CQC ACTION PLAN

The Head Of Governance (HOG) presented the CQC Action Plan and the 
following key points were noted: 

 There are actions against every must and should do, nearly eighty in 
total. Any actions outstanding from the Section 29a notice are also 
included. 
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 The Theatre Action Plan has been completed. 

 The DON advised as agreed at the last Board of Directors meeting, 
that a review of the action plan will be undertaken to assess if the 
actions are still relevant or if there are any context changes as we are 
now operating in a different way. Further discussion may be required 
on these items. The next update will be presented to the July Quality 
Committee. 

 The Clinical Commissioning Group Representative suggested RAG 
rating actions if actions are met within a set deadline with work 
undertaken to understand the level of risk of not meeting an action 
within this timeframe. The Managing Director advised that this would 
be difficult to undertake as there are nearly eighty actions. Some of 
these have a plan and been agreed post Covid but some will need a 
new date. The dates will need updating prior to the next report. We 
are clearly going to have to change the RTT targets for patients being 
treated. Previously we were undertaking harm reviews at the point of 
treatment and discussions are being held with the Clinicians around 
whether this should now be part of Restoration and Recovery or wait 
until later on in the process. Harm reviews may not be required if this 
is undertaken as part of the risk assessment being carried out. The 
Clinical Commissioning Group Representative noted that there was 
an extensive action plan due to the number of points raised, with areas 
that affect patients being reviewed first. 

 Mrs Gratton (ANED) queried the RAG rating as this did not appear to 
be consistent throughout the report. The HOG advised that this was 
an issue with coding, confirming that blue was complete, green 
ongoing, amber work in progress, and red not commenced/on track. 

 Mrs Gratton (NED) queried the difference between the amber working 
in progress and the green ongoing. The DON advised that some 
actions could be ongoing for some time and therefore could be 
classed as complete. This action plan will be shared with the Care 
Quality Committee with a meeting booked with herself and the HOG. 
The DON advised that the Care Quality Commission had advised that 
they were satisfied with the work carried out so far and agreed with 
the future plans. 

 Revd Hargraves (Chair and NED) suggested having an evidence 
column added to enable evidence to be embedded into the document 
going forward.  

 Revd Hargraves (Chair and NED) confirmed that the Committee were 
in agreement that the next report was presented in July but an 
overview report will be presented to the June meeting. 

NO

LF

Resolved that: 

(A) The CQC Action Plan be received and approved. 

(B) An evidence column will be added to the CQC Action Plan. NO
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(C) A CQC must/should overview will be presented to the June 
Quality Committee. 

LF

QC012/05.20 ANY OTHER BUSINESS

 The DON advised that the IPC Board Assurance Framework had been 
issued by NHSI/E during the first week of May. An assessment against 
the guidance has been completed and collation of evidence to support 
the self-assessment is underway This will be presented  at the 
Infection Prevention Control meeting on 12 June, then the June 
Quality Committee and then included as a deep dive in the Quality 
Report to the Board of Directors in July. Whilst the CQC and NHSI/E 
have requested assurances re Board oversight in relation to this the 
Chief Executive is in agreement with the proposed timescale for 
presentations. 

Resolved – that the Any Other Business be received and noted. 

CONFIDENTIAL SECTION

QC013/05.20 COVID-19 UPDATE

BUSINESS SECTION

QC014/05.20 SURGICAL IMPROVEMENT PLAN

The Divisional Operational Director (DOD), Surgical Division presented the 
Surgical Improvement Plan and the following key points were noted:

 There has good engagement with the General Manager and the 
clinical teams. The DOD, Surgical Division felt confident that areas 
should improve relatively quickly. Critical Care and theatres are 
working well and adapting their practices following the Care Quality 
Commission visit. There is evidence from meetings and visits that 
these areas are taking on the recommendations made. 

 Governance processes have been reviewed and a review of the risk 
register processes and risk management is underway. 

 Mrs Twigg (ANED) noted that a lot of outturns are being measured 
around leadership and development of training, but very little is 
mentioned around observations and feedback to individuals and any 
structure around this. This goes back to cultural and behavioural 
issues. This is hard to identify and show how addressing. The DOD, 
Surgical Division advised that a cultural survey was undertaken with 
theatres with feedback at the end of March. Posters have been put up 
and monthly meetings are being held to discuss and address issues. 
Real changes have been made with regards to nursing leadership. 
Since the DOD, Surgical Division has taken on this new temporary 
role, she has met with all the General Managers to understand the 
issues and concerns and will pull together a development plan. A 
development day is also planned with the lead for the Foundation 
Group post Covid. 
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 The Clinical Commissioning Group Representative felt that leadership 
had improved and queried to what extent the changes brought about 
with Covid had allowed surgery to have the time to address some of 
these issues. The DOD, Surgical Division advised that this has 
enabled them to have the time to review areas. Consultants have 
moved away from their job plans to work more flexibly and able to 
have conversations around new ways of working to improve 
outcomes for patients and opportunities for Clinicians and General 
Managers to agree to different approaches. An early morning meeting 
is held to discuss theatre lists and plans for the day. We need to make 
this a standard approach at 8.00 am for CEPOD and trauma lists. 
Human factors training will be undertaken in theatres whilst we have 
the capacity.

Resolved – that the Surgical Improvement Plan be received and noted.

CONFIDENTIAL SECTION

QC015/05.20 DISCUSSION ON FUTURE QUALITY COMMITTEE AGENDAS

QC016/05.20 CONFIDENTIAL ANY OTHER BUSINESS 

QC017/05.20 DATE OF NEXT MEETING 

The next meeting was due to be held on 25 June 2020 at 1.30 pm in the 
Boardroom, Trust Headquarters, Hereford County Hospital. 
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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
DTI Deep Tissue Injury
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
MASD Moisture Associated Skin Damage
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
RCA Root Cause Analysis
ReSPECT Recommended Summary Plan for Emergency Care and Treatment
RGN Registered General Nurse
RRR Rapid Responsive Review
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
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SIRI Serious Incident Requiring Investigation
SOP Standard Operating Procedure
STF Sustainability and Transformation Funding
STP Sustainability and Transformation Plan
SWFT South Warwickshire NHS Foundation Trust
TMB Trust Management Board
TIA Transient Ischemic Attack
TOR Terms of Reference
TTO To Take Out
TVN Tissue Viability Nurse
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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