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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 1 October 2020 at 1.00 pm
Via Zoom 

Present:

Russell Hardy RH Chairman 
Glen Burley GB Chief Executive 
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:
Alan Dawson AD Director of Strategy and Planning 
Geoffrey Etule GE Director of HR and OD 
Rebecca Gratton RG Associate Non-Executive Director (ANED)
Erica Hermon EH Associate Director of Corporate Governance
Val Jones VJ Executive Assistant (For the minutes) 
Andrew Parker AP Associate Chief Operating Officer, Medical 

Division
Grace Quantock GQ Associate Non-Executive Director (ANED) 
Nicola Twigg NT Associate Non-Executive Director (ANED) 

The Team of the Month was presented to the Colorectal Nursing Team. The Chairman read out the 
reason why the team had been nominated for this award. 

The Employee of the Month was presented to Gavin Turner, Resuscitation Officer. The Chairman 
read out the reason why Gavin had been nominated for this award. 

Minute Action

BOD01/10.20 Apologies for Absence

Apologies were received from Jon Barnes, Chief Operating Officer and Andrew 
Cottom, Non-Executive Director.  

BOD02/10.20 Quorum

The meeting was quorate.

BOD03/10.20 Declarations of Interest

There were no new declarations received. 
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BOD04/10.20 Minutes of the meeting held 1 October 2020

Resolved – that the minutes of the meeting held on 1 October 2020 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/10.20 Matters Arising and Action Log

BOD07/09.20 – Integrated Performance Report (B) – The Director Of Nursing 
confirmed that the data for the cleaning standards was missing from the report 
rather than the figures had deteriorated.  

Resolved – that the action log be noted.

BOD06/10.20 Chief Executive’s Report

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

(a) Covid19 and testing Update – We are experiencing a second wave of Covid 
cases with similar numbers to April. We are however able to test more staff 
than previously. It is encouraging to see some of the national figures 
starting to reduce. This has been managed very well in Herefordshire with a 
good public response. The Trust are using the national home testing kit to 
support elective testing admissions. More access to rapid testing is 
expected soon.  

(b) Financial Architecture for the second half of 2020/21 – The Trust had a 
block contract at the beginning of the year along with top up payments for 
Covid. The second half of the year is changing with further notification on 
how this will be put into place recently received, the background of which is 
included within the report. There are concerns that there will not be enough 
financial support but this depends upon numbers. Clear plans have been 
issued to the Divisions to ensure that they work within the funding envelope. 

(c) Recovery and Restoration – Herefordshire are in a very good position 
regarding the regional review of recovery and restoration. The aim is to get 
as much elective work as possible carried out prior to winter pressures. 

(d) Valuing Patients Time – Issues have been identified from the Inpatient 
Survey which we need to understand and improve upon using the surveys 
planned. 

(e) Mr Humphries (NED) noted that Herefordshire seemed to be coping very 
well with regards to Covid but did not feel that the average member of the 
public is aware of this. We do not appear to be giving feedback as other 
Councils do. The CEO noted that as Lead Provider we should take 
responsibility for this as well and ensure everyone is aware of the rules. The 
CEO will discuss this with this issue with the Communication Team to 
ensure that we link in more with our Public Health colleagues. 

GB
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(f) The Chairman reiterated the need for everyone to wash their hands 
regularly, wear a face mask/covering and socially distance to reduce the 
risk of infection. The Medical Director advised that we have one of the 
lowest prevalence of Community Covid currently. 

(g) Mrs Twigg (ANED) questioned regarding the challenges of recovery and 
restoration, whether the Trust are confident that lessons have been learnt 
regarding ways of working and reducing bureaucracy. The CEO confirmed 
that generally yes with areas improving with previous experience. Some 
processes were suspended during the first outbreak which are slowly being 
reintroduced including Funding Panels for Social Care. Bureaucracy will 
inevitably creep back but we are encouraging staff to be innovative and look 
at new ways of working. 

Resolved – that:

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

(B) The Chief Executive will discuss the issue of ensuring that members 
of the public are aware of the updates regarding Covid in the County 
with the Communication Team to ensure that we link in more with our 
Public Health colleagues.

GB

BOD07/10.20 Integrated Performance Report

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

a) We have submitted our Recovery Plan for the remainder of the year. There 
are around 500 patients waiting. The plan is that those still waiting, around 
200 by the end of March, will be those that have chosen to delay their 
treatment due to the pandemic, with plans in place for their treatment.

b) Cancer performance has been maintained during the pandemic with the 28 
day standard in a very positive position. 

c) The Integrated Care Division along with our Local Authority has combined 
the Discharge Team with the Home First Team under a single line 
management. Each patient is funded for up to six weeks post discharge at 
no cost to themselves. This will enable us to reduce the length of stay and 
get patients home quicker. This should in turn have a positive long term 
improvement on outcomes. The Director of Finance & Information is leading 
on the financial impact of this system, which again should be positive in a 
reduction of the most expensive care which is provided in the Acute. 

d) A bid has been submitted to our Commissioners for a two hour Community 
response which will reduce the pressure on hospital services. This is an 
integrated service between the Local Authority, Primary Care and our 
Community Services. 
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e) Workforce was also discussed in the Board Workshop held that morning. 
The Director of Human Resources shared a comprehensive report on the 
progress being made. Sickness is at the lowest rate for a few years despite 
Covid. Rapid testing for all staff and families is allowing staff to get back to 
work quickly. 

f) Revd Hargraves (NED) queried if a patient on the waiting list chooses to 
delay their surgery, where they will be fitted onto the waiting list once they 
decide to go ahead. The Managing Director advised that they will be 
prioritised with clinical need taking priority. The Chairman advised that the 
Hospital At Home Team presentation given at the Board Workshop showed 
how we can save money across the board whilst improving patient care. 

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

BOD08/10.20 Quality 

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

(a) We are in a much improved position regarding Serious Incidents and the 
number open and overdue. 

(b) The national Patient Safety Strategy was launched earlier this year although 
some parts have been delayed due to Covid. The focus is heavily on 
engagement, education and training. This was discussed in detail at the last 
Quality Committee meeting. 

(c) Progress is being made on working with the Primary Care Networks and 
Domiciliary Care with regards to moisture associated skin damage. A 
domiciliary care training package has been developed to train carers and 
the integrated care division are working with the CCG to amend the 
prescribing formulary to enable patients to access the same products in 
their own homes as in hospital. 

(d) The Patient Experience Committee met this week. Front line teams are 
working to value patient’s time and experience by addressing those things 
that were less positive in the previous Inpatient Survey. The focus is on 
communication and engagement with patients and families and around the 
discharge process. Healthwatch are working closely with the Trust too. The 
national survey has been adopted locally for patients discharged in the last 
two weeks.

(e) Cleaning Standards – Data was provided in response to the query at Board 
in the previous month.  This data showed good compliance with contract, 
trust and clinical cleans in the previous 12 months. 

(f) There are an increasing number of patients with complex mental health 
needs being admitted the Acute and Community Hospitals. This could be 
due to the impact of Covid and patients not being able to access mental 
health services they required during lockdown. 
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(g) The deep dive this month is on reducing the length of stay for patients, 
which was presented to the Quality Committee last week. An overhaul of the 
discharge hub has being undertaken to ensure all areas can refer patients 
to one specific area. Further work will be undertaken following the new 
guidance published due to Covid regarding the discharge to assess model. 

(h) The Hospital At Home had given an example of how their interventions for a 
complex patient who had spent over two hundred days in hospital in 2019 
had spent a quarter of this in 2020 due to being managed at home.

(i) Discharge to normal place of residence continues to improve with 
readmission numbers also remaining low. 

Resolved – that the Quality Report be received and noted.

BOD09/10.20 Activity Performance

The Associate Chief Operating Officer, (ACOO) Medical Division presented the 
Activity Performance Report and the following key points were noted: 

(a) Plans are going well for the Trust for the elective recovery plan despite 
Covid issues. Comparing against the regional performance, we are 
delivering 81% activity compared to last year (75% regionally), elective 77% 
(75% regionally), endoscopy 55% (regionally 62%) and imaging 96% (85% 
regionally). There are comprehensive plans to improve the figures for 
endoscopy. 

(b) We are prepared for the second wave of Covid. Plans are being concluded 
for what triggers need to be introduced and when and where to reduce 
elective activity and prioritise Covid. Additional bed capacity and staffing 
have been released. We are working with Human Resources to support 
staff with welfare and resilience. A staff based winter document to include all 
actions will be presented to the next Board of Directors meeting.

(c) Mrs Gratton (ANED) left the meeting. 

(d) Urgent Care Pathway – A significant amount of work is ongoing around this. 
The Emergency Department is working across an increased footprint with 
patients being signposted at the front door by a senior clinician. 

(e) The appointment of Acute Physicians was successful. This will enable an 
increase in virtual ward capacity. Of the twenty six patients scheduled 
through the booked appointment system, all bar one were seen within the 
four hour target. 

(f) The Trust had maintained the Stroke SSNAP score of B during the period 
April – June. We have also increased in the points score which is very 
positive. 
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(g) The Managing Director noted that it was early days for NHS 111 First but 
questioned the anticipated time for pathways to change from the Emergency 
Department to Same Day Emergency Care (SDEC) pathways. The ACOO, 
Medical Division advised that SDEC is part of NHS 111 First with the need 
for the updates to the system to occur to allow this to be undertaken. The 
Clinical Advisor on NHS 111 First is able to contact our Acute Physician 
directly. 

(h) Mr Humphries (NED) commended colleagues on the work carried out on 
accessing patients and the balance between discharging them in a timely 
and safe way and suggested that this could be reviewed through the Quality 
Committee to see how these new arrangements are bedding in. 

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

BOD10/10.20 Workforce

The Director of Human Resources (DHR) presented the Workforce Report and the 
following key points were noted: 

(a) Good progress is being made on mandatory and statutory training figures 
along with appraisal rates. 

(b) An overview of key Human Resources developments is included within the 
report with key strategic groups in place. 

(c) The Chairman thanked the DHR for the detailed presentation given at the 
Board Workshop around the 5 year plan this morning. 

(d) Revd Hargraves (NED) noted the high sickness rates for additional clinical 
services and questioned what group this covered. The Managing Director 
advised that this mainly covered Health Care Assistants. Revd Hargraves 
(NED) went on to query what was actively being done to improve this 
number. The DHR advised that a weekly report is produced to identify 
issues to review. The Chairman confirmed that this issue is being seen 
across the Foundation Group.

(e) Mr Myers (NED) highlighted that the chart for exit interviews had the second 
highest percentage as “other/not known” which was of concern. He also 
noted the importance of enabling flexible working where possible. The DHR 
confirmed that a comprehensive process for exit interviews has been in 
place since September with more detail around reasons for leaving to be 
included in future reports. 

 GE

Resolved – that:

(A) The Workforce Report be received and noted. 

(B) Future Workforce Reports will include more details around the 
reasons why staff are leaving the Trust. 

 GE
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BOD11/10.20 Finance Performance 

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

(a) This is the fifth month that the Trust have received additional finances, via 
the retrospective top up. This has enabled the Trust to break even. This 
system will change from Month 7. 

(b) In August, an increase was seen in Nurse and Medical agency costs 
(which has continued in September), with the highest nurse agency costs 
since March which needs to be reviewed, along with an increase use of off 
framework agency. This is partly due to more activity levels. 

(c) Capital – The Trust have been successful in a number of bids for 
additional capital. This year we are receiving capital from a number of 
sources but not all has currently materialised. More detail is included 
within the report. We need to progress as far as we can with schemes 
whilst awaiting finances to be received. 

(d) Ms Quantock (ANED) left the meeting. 

(e) The Trust have just received confirmation of approval for capital of £670k 
associated with purchases relating to the Covid outbreak. This was 
expected to be approved in May. The Trust converted £193m of loans to 
PDC on 16 September.

(f) The CEO questioned how the DFI was coping with the cash management 
arrangements, which have been easier than previous years. The DFI 
advised that it is a much easier system. A lot of cash been put into the 
system to ensure that there are no payment issues. This has enabled the 
Trust to improve our payment history during this period as well. 

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

 ITEMS FOR APPROVAL

BOD12/10.20  Terms Of Reference

 The Associate Director of Corporate Governance (ADCG) presented the Terms of 
Reference noting that they have all been through the respective Committees for 
comment and approval. 

BOD13/10.20  Audit Committee Terms Of Reference

 Resolved – that the Audit Committee Terms Of Reference be received and 
approved. 

BOD14/10.20  Charity Trustee

 Resolved – that the Charity Trustee Terms Of Reference be received and 
approved. 
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BOD15/10.20  Remuneration and Terms of Service

 The Managing Director did not feel that the paragraph “review the level and 
structure of remuneration of senior management, i.e. the level below executive 
directors, and make recommendations to the Chief Executive and Director of 
Human Resources and Organisational Development as appropriate” was 
appropriate to include as this had not occurred previously as this was captured 
under Agenda for Change. It was agreed to remove this paragraph. 

  Resolved - that with the one amendment, the Remuneration and Terms of 
Service Terms Of Reference be received and approved. 

BOD16/10.20  Board and Committee Dates 2021

 The ADCG presented the Board and Committee Dates 2021 and the following key 
points were noted: 

(a) The January 2021 Board of Directors meeting was delayed by a week to 
prevent the papers being produced during the Bank Holidays.

(b) Revd Hargraves (Chair of the Quality Committee and NED) advised that 
the Committee had agreed to extend the meeting times by half an hour 
for each meeting. 

 Resolved – that with the one amendment, the Board and Committee Dates 
2021 be received and approved. 

 ITEMS FOR NOTING AND INFORMATION

BOD17/10.20  Digital Programme Update

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

(a) The RAG rating has been reintroduced to the table on progress. 

(b) There is progress on all projects. All awaited areas have progressed as 
noted within the report. 

(c) A detailed implementation plan and the likely additional costs associated 
with EPR will be presented to a future Board of Directors meeting. 

(d) The joint implementation plan has been worked upon for the last few 
months. This will ensure that the EPR and EPMA projects are interlinked 
and implemented in an aligned process. This process has proven to have 
worked in other areas. 

 HO
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(e) Mr Myers (NED) noted that digital monitoring has been discussed at a 
Board Workshop and questioned where progress in the board structure and 
review of the digital progress will be discussed. The DFI advised that 
technology and IT is a large area. The August Board Workshop focused on 
the IT Strategy but not everything could be progressed due to insufficient of 
resources. It is critical that we look for areas that have the biggest gain and 
ensure that they get priority. The CEO advised that the Digital Hub Group is 
reviewing the use of monitoring patients via Wi Fi to ensure that they do not 
deteriorate post discharge from hospital and return to normal activities. Due 
to the positive progress made so far, this is planned to be rolled out across 
the Foundation Group. The Chairman suggested an update on the Digital 
Hub Group at the Foundation Group meeting. The CEO agreed to reference 
this at the next meeting. 

(f) Revd Hargraves (NED) noted that GPs in Worcester are not able to access 
Hereford patient notes, particularly radiology, who have been an inpatient 
and queried where in the Digital Strategy this sat. The CEO advised that the 
Shared Health Care Record Project was underway which covers 
Birmingham, Coventry, Herefordshire and Worcestershire. The Managing 
Director noted that there was an initiative around the Integrated Care 
Record with the plan for reports to be available around this. The DFI 
advised that the Project was chaired by the Clinical Commissioning Group 
and the STP, ensuring regular updates and links between the system and 
the staff attending. 

(g) The Chairman noted that clear progress is being made but there are still 
huge gaps with integrated functionality. 

 GB

  Resolved – that:

(A) The Digital Programme Update be received and noted.    

(B)  A detailed implementation plan and the likely additional costs 
associated with EPR will be presented to a future Board of Directors 
meeting. 

(C)    The Chief Executive will provide an update on the Digital Hub Group at 
the next Foundation Group meeting.

 HO

 GB

BOD18/10.20  Policy Panel

 The ADCG presented the Policy Panel Report and the following key points were 
noted: 

(a) In December, a Policy Panel was established. Best practice has been 
adopted from our Foundation Group colleagues. 

(b) The report provides an update of the policies approved. 

(c) The Chairman asked for a link to the policies to be included in future report.  EH

 Resolved – that:

(A) The Policy Panel Report be received and noted.  
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(B) Future Policy Panel Reports will include a link to the policies.  EH

BOD19/10.20  Audit Committee Annual Report

Resolved – that the Audit Committee Annual Report be received and noted. 

COMMITTEE SUMMARY REPORTS

BOD20/10.20 Quality Committee Summary Report 27 August 2020

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 27 August 2020 and the following key point was 
noted: 

(a) The Committee received assurance around the increase in mortality rates 
for the rolling 12 months period to August. These numbers are now reducing 
as expected. A further reduction is expected in the figures going forward. 

Resolved – that the Quality Committee Summary Report 27 August 2020 be 
received and noted.  

BOD21/10.20 Audit Committee Summary Report 17 September 2020

Resolved – that the Audit Committee Summary Report 17 September 2020 be 
received and noted. 

BOD22/10.20 Charity Trustee Summary Report 17 September 2020

Resolved – that the Charity Trustee Summary Report 17 September 2020 be 
received and noted. 

BOD23/10.20 Remuneration and Terms of Service Committee – 17 September 2020

This meeting was cancelled. 

COMMITTEE MINUTES

BOD24/10.20 Quality Committee – 30 July 2020

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

BOD25/10.20 Audit Committee – 18 June 2020

Resolved – that the Audit Committee minutes – 18 June 2020 be received and 
noted. 

BOD26/10.20 Charity Trustee – 18 June 2020

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

BOD27/10.20 Foundation Group Strategy Sub Committee 20 July 2020

Resolved – that the Foundation Group Strategy Sub Committee minutes – 20 
July 2020 be received and noted. 
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BOD28/10.20 Any Other Business

There was no further business to discuss. 

BOD29/10.20 Questions from Members of the Public

The Chairman read out a question from a member of the public “Just before the 
summer recess of Parliament, Jeremy Hunt asked a question of Matthew Hancock 
which alluded to a “Best Practice” league tale of English hospitals. Jeremy was 
concerned about the considerable difference between those near the top of the 
table and those nearer to the bottom. He asked what was being done to close the 
gap. Matthew Hancock’s response suggested that he was aware of the problem 
and steps were being taken to deal with it. 

(Q1) Is it possible for members of the public to view this league table, if so 
where and when?

(Q2) What is the position of WVT in the league table and what steps are being 
taken to ensure that WVT Consultants adopt best practice?

(a) The CEO advised that there are a number of league tables available and 
was not sure which specific league table the member of public was referring 
to. There is a mechanism to improve performance, most Trusts have signed 
up to be part of a group to share best practice and benchmark performance. 
We have reviewed ourselves for benchmarking for finance on the Model 
Hospital. We have highlighted over the last few years areas where we can 
improve and have endeavoured to do so. We use the Staff Survey as a 
good foundation to work from, within which we have improved year on year. 
The CEO asked if there was a specific question to be answered, to come 
back to us with the detail. 

The Chairman advised that the reason he and the CEO set up the 
Foundation Group was to share best practice. In terms of Consultants best 
practice, most of the NHS in the last few years have used the Getting It 
Right First Time (GIRFT) service. This identifies best practice for 
Consultants for each surgical intervention and shows variation. The GIRFT 
teams visit hospitals to share this practice; we have received a number of 
these visits. 

The Medical Director confirmed that we regularly receive NICE guidance 
which we routinely benchmark against with plans to improve if required. 

The Chairman advised that Matt Hancock singled out Herefordshire as 
doing well during Covid. Our recent SSNAP stroke result is another example 
of our good practice. 

Resolved – that the Questions from Members of the Public be received and 
noted. 
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BOD30.10.20 Date of next meeting

The next meeting was due to be held on 5 November 2020 at 1.00 pm via Zoom. 
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 5 NOVEMBER 2020

AGENDA ITEM ACTION LEAD COMMENT
BOD14/09.20
Covid Update
03.09.20

(B) The next Covid Update will include more information 
around routine specialties that are not meeting expected 
referral numbers.

JB Completed - Within Activity Report.    

BOD06/10.20
Chief Executive Report
01.10.20

(B) The Chief Executive will discuss the issue of ensuring 
that members of the public are aware of the updates 
regarding Covid in the County with the Communication Team 
to ensure that we link in more with our Public Health 
colleagues.

GB Completed - Director of Public Health briefing to 
media on 23/10/2020. Comms Teams in 
discussion about how to raise more public 
awareness on the results of good compliance.

BOD10/10.20
Workforce
01.10.20

(B) Future Workforce Reports will include more details 
around the reasons why staff are leaving the Trust.

GE Completed – Within report. 

BOD17/10.20
Digital Programme Update
01.10.20

The Chief Executive will provide an update on the Digital Hub 
Group at the next Foundation Group meeting.

GB Completed - Covered in October 3 Boards 
Meeting and due for Group launch event in 
November.

BOD18/10.20
Policy Panel
01.10.20

(B) Future Policy Panel Reports will include a link to the 
policies.

EH Completed – Will be included within future 
reports. 

ACTIONS IN PROGRESS
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 The Director Of Finance to discuss with Strategic 
Financial Advisor about next steps for this work.

BOD17/10.20
Digital Programme Update
01.10.20

(B) A detailed implementation plan and the likely 
additional costs associated with EPR will be presented to a 
future Board of Directors meeting.

HO Due December 2020
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Report to: Public Board
Date of Meeting: 05/11/2020
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 Opinion

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

4. Please 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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1) Retirement of Howard Oddy, Director of Finance

Our Finance Director for the best part of 14 years, Howard Oddy has announced that he will 
retire at the end of May next year. Howard has been a fantastic servant to the Trust over 
that time and has been so much more than a Finance Director to us. As well as being the 
Director of Finance of one of the most situationally financially challenged Trusts in the NHS, 
he has also been Deputy CEO and led on other important projects such as our electronic 
patient record.

I know that we will all miss Howard. In addition to his raft of experience, his personal qualities 
are second to none. He is very patient focussed and combines calmness with 
professionalism and a good amount of humour. Above all he is an absolute gentleman and 
will be almost impossible to replace as a key member of the Board. But now we must try!

2) Care Quality Commission Provider Collaboration Review 

Jane Ives and I recently took part in this review of partnership working in Herefordshire 
during the first wave of the pandemic. 

These reviews benefit from the CQC’s oversight of health and adult social care, and building 
on the work of their Local System Reviews as well as international thinking. The intention is 
to capture and help share good practice consistently. They also plan to identify national 
themes where things haven’t worked as well. The first 11 reviews focused on the interface 
between health and adult social care for the over-65 population group. Some initial findings 
were reported in the fourth issue of their COVID-19 insight report and they will publish their 
findings in more detail in a State of Care report in October. Our review was part of the 
second phase, where they are carrying out eight system reviews on how providers are 
collaborating to provide urgent and emergency services together in light of COVID-19.  As 
part of the reviews they will gather the views of people who use services and speak with a 
range of health and social care providers. They selected areas based on a range of 
information, including cross-sector indicators that inform a baseline understanding of system 
performance, demographics and complexity in a system. The CQC will review each of the 
42 system areas (ICS/STP) through subsequent phases of PCR programme activity.

Each system should receive a summary of findings soon and will be asked to provide a 
response including planned actions.  National external reporting will include a headline 
summary of themes and trends in our November 2020 COVID-19 Insight report, where 
systems will be named but not individual providers. 

3) Testing Update

Testing for COVID-19 continues to be a fast-changing environment. Recent outbreaks in 
the North West, North East and parts of the Midlands have led to changes to policy including 
the mass testing of asymptomatic NHS staff in hot spots. This testing is currently being 
undertaken mainly by Pillar 1 (NHS labs) but as they are facing increasing demand for 
patient testing, other technologies are soon to be deployed. The most notable is LAMP 
technology (loop mediated isothermal amplification).  This apparently differs from current 
tests as it detects viral RNA in the samples and hence can be used on saliva and in very 
high volume testing. Its specificity is sufficient to support testing in asymptomatic groups. 
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In addition, the Networks which run NHS Labs have each been asked to increase their 
COVID-19 testing capacity by at least 3,000 tests per day with effect from the end of 
October. The necessary equipment and enabling capital has been provided to support this 
and the expansion plans are being mobilised. Meanwhile, the elective home testing kits pilot 
has started to demonstrate its effectiveness. All three Trusts in the Group are now part of 
this pilot which is serviced by dedicated Pillar 2 (Independent Sector) capacity in Cambridge. 
This will ideally serve all patients on an elective pathway as it can be suitably scheduled as 
part of preadmission protocols and is more convenient for patients. 

Finally, we will soon see the deployment of additional rapid testing capacity across the 
Group. There are now three platforms which support this and which will provide a result 
within 1-2 hours. Successful deployment of sufficient capacity to support all non-elective 
admissions to hospital will be a vital step in managing beds over the winter period. 

4) West Midlands Region – Strategic Transformation and Recovery 
(STaR) Board

 

I previously reported to the Board about my involvement in the time-limited Midlands Region 
STaR Board. The intention is that the Board shapes to Midlands response to the final 
(Reset) phase of COVID-19 with a number of changes which can be implemented from next 
April. Despite the pressures of the second wave the Board agreed at its last monthly meeting 
that it is important to continue at pace with the work of the Board and the Working Groups. 
The recommendations contained within the recently produced Midlands COVID-19 Lesson 
Learned Report will be overseen by the Midlands Leadership Team.  One of the most 
significant learning points was that operating at a Place level was seen as the most effective 
way to engage all partner organisations in the response.  Staff well-being, mental health 
and morale were agreed as a key priority and regional support will be informed by 
discussions at the STaR Board and co-ordinated by the Regional People Board. The Chairs 
of the Regional People Board and STaR Working Groups for Health Inequalities and for 
Safe Restoration and Recovery of Services will also be working collaboratively on our 
regional approach for supporting BAME colleagues. The Working Group Chairs provided 
summary updates on progress to date and we were all encouraged to take up any 
opportunities available to influence national thinking in areas related to our work.  In my 
case this has taken many forms including meetings with national directors and promoting 
some proposals sponsored by the Association of Groups.

5) NHS Providers – State of the NHS Provider Sector Survey

NHS Providers recently published their latest annual update on the state of the NHS 
Provider Sector, which this year reflects trusts’ focus on learning from the first wave of the 
pandemic.  NHS providers conducted their annual survey of NHS hospital, mental health, 
community and ambulance trusts.  Nearly 200 executive directors responded from 140 
unique trusts, accounting for 65% of the provider sector.  All regions and types of Trust were 
represented in the responses. 
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The findings show that trust leaders are particularly concerned about the resilience and 
wellbeing of their staff after the first wave, with 99% either extremely, moderately or slightly 
concerned about the current level of burnout across the workforce. 94% of trust leaders are 
extremely (56%) or moderately (38%) concerned about the impact of seasonal pressures 
over winter on their trust and local area. While trusts are doing all they can to restore 
services safely, the results also highlight a strong sense among trust leaders that we are 
entering an unpredictable time - at its very worst a ‘perfect storm’ consisting of a second 
wave of COVID-19, seasonal winter pressures, workforce burnout, staff shortages, an 
unstable social care system, and the ongoing threat of a no-deal Brexit looming. 

All trust leaders recognise the contribution of their staff and are working tirelessly to support 
and help build resilience across the workforce. 

6) System Funding Envelopes

We have now worked through the detail of the financial funding allocated for the second half 
of the year. The allocation is based on a national set of assumptions and aims to provide 
enough funding in total to manage winter and elective recovery in line with national 
trajectories. One of the more notable assumptions is that Covid19 infections are modelled 
against an R=1 scenario. As COVID-19 funding has been allocated at system level, it was 
necessary for agreement to be reached on how this funding is allocated to individual 
member organisations of the STP. This approach required a level of mutual trust that year-
to-date positions were indicative of an appropriate ongoing level of expenditure as well as 
discussions around activity planning for the remainder of the year. 

The approach locally was relatively equitable but resulted in an overall deficit plan which 
required further efficiency plans to get to a more acceptable position. Nationally, the 
additional Covid19 funding has been awarded to systems based partly on expenditure 
trends in the first half of the year. This is an understandable outcome, but one which I would 
not recommend as a long-term methodology for managing NHS finances. I have made these 
comments to national and regional colleagues and whilst there is a high level of sympathy, 
the current predicament of the NHS requires a degree of pragmatism.  With Covid19 
impacting differentially in different parts of the Country, we may well need to continue to 
finance systems and Places with a degree of flexibility for a period of time. We should 
however continue to examine productivity and efficiency using some of the tools which have 
been relatively well honed in the acute sector over the past decade or so.

The resulting overall STP financial position is currently £14.6m worse than the expected 
break even position. The allocation methodology used leaves WVT with a £7.37m planned 
deficit. The detail beneath this headline will be discussed in more detail later in the meeting. 
As we have already entered the second half of the financial year it is absolutely vital that we 
put in place a set of plans and budgets at ward, department and divisional level which seek 
to deliver this position. Howard and the Finance Team are therefore now moving quickly to 
allocate supporting budgets which provide greater surety over winter.
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7) NHS Fab Change Day

On 21st October across the NHS we celebrated innovation with Fab Change Day. As there 
are so many remarkable things happening across the Group, we decided to take Twitter by 
storm and tweet about it. Our Group Improvement Lead, Ali Bolton also presented in the 
Fab Change Day global virtual conference on ‘solving system stuff’ looking at our Covid19 
response across the Group. 

8) Community Integrated Response Hub

There are so many fantastic innovations and service developments going on across the 
Group that I have asked each Managing Director to include a paragraph or two of local best 
practice in my monthly CEO report. This month we are looking at the work of the Integrated 
Care Division. 

Following on from the requirements set out in the COVID-19 Hospital Discharge Guidance 
in March of this year, the Division rapidly established a single point of access to support 
community based urgent care. The Community Integrated Response Hub (CIRH), was very 
quickly established, and was opened on 25th March 2020. The function of the hub was to 
provide access to an integrated assessment and implementation of urgent support for:-

 Patients being discharged from hospital
 Patients in the community requiring support in their homes.

Utilising a strengths based assessment, the service provides coordination for therapy 
support & reablement care, and linked to community based resources across Herefordshire. 
In the first week alone, they received an average of around 200 referrals (both for step-up 
and step-down care & support), and were operational 08:00-20:00, 7 days per week. With 
positive feedback from both professionals and families, the service was well received, and 
quickly established itself as the heart of a community response. Teams across the county 
who were able to refer to this service, were hugely positive about the benefits of a seamless 
pathway for patients, and the enhanced integrated working across the teams in the hub itself 
was seen as  positively supporting their wellbeing during a particularly challenging time.

In time, the CIRH saw some reduction in demand, and competing system priorities required 
a return of staffing to their usual roles. The demonstrable success this approach however, 
has now led to the development of a system vision which once again places this function at 
the heart of a future community urgent care model. The proposed model has been agreed 
across provider organisations, and some initial steps have been taken towards full 
implementation, including a submission to commissioners.
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The model embodies the system commitment to integrated working, fully supports care 
closer to the patient’s home, and maximises independence. Seeking to optimise learning, 
some further steps have already been taken towards delivery of the model, and  ahead of 
any system investment, initial measures already in place include;;

 Inclusion of community urgent response within the Directory of Service for WMAS
 Home First recruitment drive proving successful- 10 WTE in the last 4 weeks which 

will positively impact capacity
 Discharge to Assess process fully embedded and captured within information 

systems for more accurate reporting and monitoring
 Improved procedures for access and utilisation of Community Hospital beds
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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 September 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

The headline summary this month is one of increasing pressure across a range of indicators.

The sources of the pressures are multiple and include higher levels of elective activity being undertaken, 
outbreaks of Covid infection on 2 wards, an increase in patients who are medically fit for discharge and 
higher levels of Covid in the community being admitted to hospital. Financial pressure has also emerged 
from the funding allocated to us that is insufficient to cover our recovery plan and winter response.

The impact of the pressure on front line staff means that we are continuing to focus on staff wellbeing and 
the October health and wellbeing month with a focus on staff support and showing racism the red card has 
been timely. The impact on more senior staff means that they have had to prioritise operational daily 
pressures and there are some quality reports and responses to complaints that have been delayed.

The impact on patients in longer waits in ED waiting for a bed, more mixing of sexes on our wards and the 
number of patients waiting over 52 weeks has now increased to over 700. It is going to be a long winter.

Our endoscopy activity has recovered more slowly than we had planned, and whilst the new schemes for 
trans-nasal endoscopy and conducting more cystoscopy in the urology centre are later than anticipated 
they are nearing completion, we are also looking for external support through the STP to increase capacity.

There is a lot of building work across the site.  Unfortunately, the work on the new ward block has been 
suspended for 2 weeks to manage a Covid outbreak amongst the workforce that may mean a delay to the 
opening of the ward in the new year. More positively, the work on expanding ITU will complete in early 
November, releasing DCU beds back for patient use and rapid work on planning to deliver a dedicated 
SDEC (same day emergency care) facility should see work commence at the end of November. Options 
for increasing OPD space due to Covid restrictions are also nearing completion ready to start work soon. 
In addition, we have now received the financial allocation for the third CT scanner. All these funds have 
been allocated on the basis that they will be spent and the new services available within the current 

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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financial year and so we will need to ask for Board approval outside our normal meetings to meet very tight 
timescales.

Whilst length of stay has remained at a shorter level, we have seen increases in medically fit for discharge 
(MFFD) patients. A recent confirmation of allocation of funding to the local authority to maintain discharge 
to assess pathways and increase community resources to deliver a 2 hour community response should 
make a difference. It is notable that the CCG have asked the Transition Board to prioritise the allocation of 
resources across our system, heralding in a new way of working with our local partners to take 
responsibility as a provider collaboration.

Whilst VTE assessment has remained stubbornly a bit below the expected standard we have now started 
the roll out of EPMA (electronic prescribing and administration) and this is our strategic solution to 
delivering this standard in the future. It is reported that the implementation on the first wards has gone well.

The continued improvement in turnover and feedback from exit interviews in encouraging. The national 
staff survey is currently out with our staff and hopefully will build on the improvement we saw last year. The 
staff flu vaccination programme this year changed approach to peer vaccinators and has gone very well 
and we are now waiting for more vaccines to arrive to complete the programme.

The end of month 6 has seen the end of the financial top up system we have enjoyed for the first half of 
the year. This will unfortunately see the trust move back into a deficit position and is covered elsewhere on 
the agenda today.

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 jul-20 aug-20 sep-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% 78,2% 82,2% 83,7% 80,9% 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% 77,6% 83,5% 83,7% 81,5% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 66,7% 0,0% 50,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Faster Diagnosis Standard - 28 days Responsive Chief Operating Officer 75% 65,0% 87,3% 85,9% 80,1% 78,7%

Referral to Treatment - Open Pathways (92% in 18 weeks) - English Standard Responsive Chief Operating Officer 92% 69,5% 59,8% 47,6% 42,3% 48,5% 55,0% 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% 61,8% 58,4% 58,1% Expectedc
onsistentF
ail

Concern -
Low

Diagnostic waiters, 6 weeks and over - DM01 Responsive Chief Operating Officer 1% 62,0% 70,4% 66,8% 57,9% 59,2% 51,5% Expectedc
onsistentF
ail

Concern -
High

A&E maximum 4 hour wait from arrival to departure Responsive Chief Operating Officer 95% 89,6% 84,7% 80,6% 82,9% 81,5% 77,9% 82,2% Expectedc
onsistentF
ail

Common
Cause

Financial Compliance CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-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 £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 £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 -£1 010 -£225 £249 -£1 819 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan -£4 -£95 £151 £452 -£31 £130 £603 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £143 £367 £181 £647 £256 -£379 £1 215 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

onsistentF
ail

Improvem
ent - Low

Financial
efficiency

I&E margin - I&E surplus or deficit  / total revenue Well Led Director of Finance Actual 0 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 0 Expectedc

onsistentF
ail

Improvem
ent - Low

Agency Spend - Distance from provider's cap Well Led Director of Finance Actual 0 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 jul-20 aug-20 sep-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% -20,4% -16,7% -14,7% -27,5% Improvem
ent - Low

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -45,5% -34,1% -20,5% -15,5% -15,3% -5,7% -22,6% Improvem
ent - Low

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan -56,7% -51,4% -54,8% -57,8% -63,4% -60,3% -57,0% Improvem
ent - Low

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan 0,6% -16,2% -17,9% -11,4% -8,9% 11,0% -7,6% Common
Cause

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan -44,3% -35,5% -26,0% -22,3% -22,9% -13,6% -27,3% 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% -8,7% -4,4% 1,5% -28,7% ERROR -

KPI NOT
FOUNDOutpatient Activity - New attendances Responsive Chief Operating Officer Plan -31,8% -34,6% -25,1% -28,0% -26,1% -22,7% -27,6% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan -28,0% -23,8% -20,0% -16,3% -19,0% -14,4% -20,0% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan -28,8% -26,3% -21,3% -19,0% -20,6% -16,6% -21,8% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan 20,0% 27,9% 11,4% 6,7% -1,7% 0,6% 5,2% Common

Cause
Daycase Activity Responsive Chief Operating Officer Plan -14,2% -12,2% -6,4% -6,4% -4,0% -16,5% -10,0% Concern -

Low
Total Elective Activity Responsive Chief Operating Officer Plan -11,8% -10,0% -5,4% -5,3% -3,7% -14,9% -8,8% Concern -

Low
Community Contacts Responsive Chief Operating Officer 2018/19

Outturn 0,7% 5,9% 8,7% 25,4% 7,5% 21,8% 11,7% Improvem
ent - High

Community Bed Days Responsive Chief Operating Officer 2018/19
Outturn -56,0% -47,9% -40,4% -50,4% -44,0% -32,1% -45,3% Concern -

Low

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

Date
Pass/Fai

l
Trend

Variation

A&E Quality
Indicators

Ambulance handover within 30 minutes (WMAS) Responsive Chief Operating Officer 98% 86,4% 85,6% 84,8% 88,6% 88,4% 86,1% 86,7% Expectedc
onsistentF
ail

Common
Cause

Ambulance handover over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 0,2% 0,0% 0,3% 0,1% 0,5% 1,1% 0,4% Expectedc
onsistentF
ail

Improvem
ent - Low

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer < 15
minutes 0:44 1:06 1:21 1:23 1:29 1:34 Expectedc

onsistentF
ail

Concern -
High

A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 0 0 0 0 1 1 1 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% 78,5% 63,6% 56,6% 63,3% 55,8% 49,5% 61,2% Expectedc
onsistentF
ail

Common
Cause

Cancer Cancer 2 week GP referral to 1st outpatient appointment Responsive Chief Operating Officer 93% 97,4% 96,9% 98,1% 97,4% 97,3% 97,5% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cancer Urgent referrals for breast symptoms Responsive Chief Operating Officer 93% 100,0% 100,0% 100,0% 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% 95,7% 98,6% 91,7% 93,0% 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% 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% 0,0% 85,7% 78,6% 72,9% 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% 79,3% 79,3% 78,6% 84,1% 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 9 4 2 21 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% 0,2% 0,4% 1,2% 0,0072 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 9 0 0 1 1 1 12 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Referral to
Treatment

RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 29 59 148 317 503 690 1746 Expectedc
onsistentF
ail

Concern -
High
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RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 375 688 1057 1192 2042 2489 Expectedc
onsistentF
ail

Concern -
High

Responsiveness Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 86,1% 93,3% 82,2% 65,9% 80,0% 74,4% 79,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 65,6% 65,5% 46,3% 43,9% 39,3% 45,2% 50,2% Expectedc
onsistentF
ail

Common
Cause

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 95% 96,9% 96,6% 95,1% 90,2% 92,9% 100,0% 95,3% 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% 48,9% 30,8% 62,9% 50,2% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Local Performance Targets and Measures CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-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% 29,1% 33,7% 35,1% 37,9% 31,4% 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 3,5 3,2 3,4 3,5 Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - Low

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

Common
Cause

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 54,0% 52,6% 54,9% 64,5% 69,4% 67,1% 60,4% Expectedc
onsistentF
ail

Concern -
Low

Elective - Daycase Rate Effective Chief Operating Officer 85% 90,6% 92,2% 93,4% 90,5% 89,5% 88,7% 90,4% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 7,7% 21,4% 60,0% 38,0% 33,0% Expectedc
onsistentF
ail

Common
Cause

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 53,5% 68,3% 69,2% 73,3% 80,0% 88,0% 72,1% Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 39,4% 49,0% 53,3% 44,3% 60,8% 85,7% 55,4% Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 4,9% 4,2% 4,3% 4,8% 5,3% 6,1% 4,9% Expectedc
onsistentF
ail

Improvem
ent - Low

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 71,1% 80,2% 80,3% 82,8% 79,4% 82,5% 79,4% Expectedc
onsistentF
ail

Common
Cause

% of patients waiting over 6 weeks without a date (month end snapshot) Effective Chief Operating Officer 0% 62,5% 68,8% 63,7% 61,2% 56,8% 54,2% Expectedc
onsistentF
ail

Concern -
High

Number of patients waiting longer than 16 weeks over their due appt date Effective Chief Operating Officer 0% 6,2% 7,5% 10,2% 13,9% 16,2% 17,3% Expectedc
onsistentF
ail

Concern -
High

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

Smoking at Delivery (6% by 2022) Effective Director of Nursing 11% 14,5% 14,9% 16,7% 22,0% 12,1% 16,2% 16,1% Expectedc
onsistentP
ass

Common
Cause

% of women who have seen a midwife by 12 weeks and 6 days of pregnancy Effective Director of Nursing 90% 85,4% 86,4% 94,6% 95,1% 96,9% 97,3% 92,4% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

% of women inititating breastfeeding Effective Director of Nursing 80% 86,3% 87,0% 82,5% 81,3% 85,5% 78,9% 83,6% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Caesarean section - Elective Effective Medical Director 13% 16,1% 10,6% 18,3% 22,0% 16,1% 10,8% 15,4% Expectedc
onsistentF
ail

Common
Cause

Caesarean section - Emergency Effective Medical Director 15% 10,5% 19,1% 22,5% 14,6% 21,8% 20,9% 18,3% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:26 1:31 1:30 1:28 1:26 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 jul-20 aug-20 sep-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% 9% 10% 9% Expectedc
onsistentF
ail

Improvem
ent - Low

Sickness Absence (%) Well Led Director of Human
Resources 3,5% 7,0% 5,8% 5,2% 4,7% 4,1% 4,3% Expectedc

onsistentF
ail

Common
Cause

Vacancy Rate Well Led Director of Human
Resources 5% 5,7% 5,7% 5,0% 6,2% 7,5% 7,3% 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% 3,5% 4,8% 4,7% Expectedc

onsistentF
ail

Improvem
ent - Low

Appraisal rate - all Well Led Director of Human
Resources 90% 88,6% 83,1% 81,2% 78,5% 79,8% 80,9% Achieve_F

ail_dueto
RandomV
ariation

Concern -
Low

Mandatory Training Safe Director of Human
Resources 90% 91,9% 91,4% 92,0% 92,6% 93,2% 92,5% Achieve_F

ail_dueto
RandomV
ariation

Improvem
ent - High

Clinical Outcomes CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 Year to

Date
Pass/Fai

l
Trend

Variation
Quality - reduce
avoidable death rates

Mortality - SHMI Effective Medical Director 100 105 Expectedc
onsistentP
ass

Improvem
ent - Low

Mortality - HSMR Effective Medical Director 100 102,3 Expectedc
onsistentP
ass

Improvem
ent - Low

Number of emergency calls Responsive Director of Nursing 67 52 73 46 63 58 359 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of in hospital cardiac arrests Responsive Medical Director 7 4 3 5 2 4 25 Expectedc

onsistentF
ail

Common
Cause

Out of hospital cardiac arrest Responsive Medical Director 3 5 3 3 7 3 24 Expectedc
onsistentF
ail

Common
Cause

% compliance with NEWS e learning Caring Director of Nursing 91% 90% 90% 91% 94% 92% Expectedc
onsistentP
ass

Improvem
ent - High

% compliance with NEWS practical assessment Caring Director of Nursing 88% 88% 87% 88% 89% 89% Expectedc
onsistentP
ass

Improvem
ent - High

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 0 0 0 0 0 1 1 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 2 2 0 9 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of >AD+1 MRSA Bacteraemia  Safe Director of Nursing 0 0 0 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 0 0 0 2 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Gram Negative Bacteraemia Safe Director of Nursing 14 0 1 2 2 1 0 6 Expectedc
onsistentP
ass

Common
Cause

Number of E.Coli Bacteraemia Safe Director of Nursing 0 0 0 0 2 1 0 3 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Common
Cause

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

Common
Cause

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 2 2 6 4 7 7 28 Expectedc
onsistentP
ass

Concern -
High

Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed Safe Director of Nursing 36 0 0 2 0 1 0 3 Expectedc
onsistentP
ass

Common
Cause

Hand Hygiene Safe Director of Nursing 95% 99,0% 99,0% 98,0% 99,0% 99,0% 100,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Bare Below the elbow Safe Director of Nursing 95% 99,0% 99,0% 98,0% 100,0% 99,0% 99,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 94,0% 95,0% 93,0% 93,0% 90,0% Achieve_F
ail_dueto
RandomV
ariation

Improvem
ent - High

Cleaning Standards: Private Contract Safe Director of Nursing 85% 96,0% 85,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 100,0% 96,0% 93,0% 95,0% 93,0% Expectedc
onsistentP
ass

Common
Cause

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 93,0% 93,0% 94,0% 94,0% 93,0% Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

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

Date
Pass/Fai

l
Trend

Variation

Experience Complaints resolved within agreed timeframe Caring Director of Nursing 90% 17,9% 30,0% 40,0% 33,0% 45,0% 33,0% Achieve_F
ail_dueto
RandomV
ariation

Concern -
Low

Number of complaints Caring Director of Nursing <301
 (2018/19) 8 11 8 13 13 20 73 Expectedc

onsistentP
ass

Improvem
ent - Low

Number of complaints reopened Caring Director of Nursing <54
 (2018/19) 1 2 4 5 3 7 22 Expectedc

onsistentP
ass

Common
Cause

Number of complaints referred to Ombudsman Caring Director of Nursing 6 0 0 0 1 0 0 1 Expectedc
onsistentP
ass

Common
Cause

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

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 8,0% 10,4% 10,4% 8,7% 6,8% 8,0% 8,7% Expectedc
onsistentF
ail

Common
Cause

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 0 8 81 48 176 304 617 Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 87% 89% 89% 91% 90% 91% 89,3% Expectedc
onsistentP
ass

Improvem
ent - High

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5,9% 11,5% 11,2% 10,5% 9,5% 10,7% Achieve_F
ail_dueto
RandomV
ariation

Concern -
High

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

Date
Pass/Fai

l
Trend

Variation

Safety Duty of Candour Responsive Director of Nursing 0 3 3 1 8 3 5 23 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Occurrence of any Never Event Safe Director of Nursing 0 1 0 0 1 0 0 2 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of SIs reported Safe Director of Nursing <75
(2018/19) 2 3 4 7 3 5 24 Expectedc

onsistentP
ass

Common
Cause

Safety Thermometer - Harm Free Safe Director of Nursing 95% Expectedc
onsistentF
ail

Concern -
Low

VTE Risk Assessment Safe Medical Director 95% 88,0% 89,4% 92,3% 93,2% 90,8% 91,0% Expectedc
onsistentF
ail

Improvem
ent - High

Number of hospital acquired thrombus Safe Medical Director 7 1 5 5 7 6 31 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 121 122 126 46 51 53 Expectedc
onsistentF
ail

Improvem
ent - Low

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

Common
Cause

Total number of deep tissue injury Safe Director of Nursing 30 22 20 24 13 18 127 Expectedc
onsistentF
ail

Common
Cause

Total number of moisture associated skin damage Safe Director of Nursing 67 72 54 85 78 80 436 Expectedc
onsistentF
ail

Common
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19) 38 53 40 42 38 68 279 Expectedc

onsistentP
ass

Concern -
High

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19) 6 12 12 7 7 9 53 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 6,4 5,8 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 6,1 5,4 Expectedc
onsistentF
ail

Common
Cause

Number of falls with moderate harm and above Safe Director of Nursing 0 0 2 1 2 1 1 7 Achieve_F
ail_dueto
RandomV
ariation

Common
Cause

Medication Errors (with harm) Safe Director of Nursing <10% 20,0% 22,2% 9,4% 10,6% 8,1% 10,8% Expectedc
onsistentF
ail

Common
Cause

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

Improvem
ent - High
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This report is split into three sections as follows (please note the scheduled deep dive ‘frailty’ has 

been postponed due to operational pressures: 

1. Quality Priorities contained within the quality account 

2. Other quality indicators 

3. Staffing 

 

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 VTE risk assessments has remained stable however no significant improvement. 

The electronic prescribing system is now being rolled out which will link to undertaking the 

assessment and it is anticipated once fully implemented that this should mean all patients will have 

their assessment prior to prescriptions being done.  

The reduction in outstanding reviews for hospital acquired thromboses reflects the changes in 

processs reported previously and agreed with the Commissioners. Work continues to ensure the 

outstanding cases from 1st January 2020 are undertaken. There is a delay in the cases having final 

review by the expert panel once consultants have completed the investigation. A plan is being 

devised to overcome these delays.  

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 

 

This was last presented as a deep dive to Quality Committee in August 2020. The quarterly sample 

audit of WHO checklists has returned a result of 100% compliance.  

Work continues to pilot the LOCSIPS checklist on FORMIC. Operational pressures have delayed the 

pilot. It is anticipated a dashboard will be available in December 2020. Currently divisions are 

reviewing their LOCSIPS to ensure all the correct documentation is in place in order to carry out the 

audit. A final review of the policy is also being undertaken to confirm all safety standards are 

incorporated.  

3. Embed a culture of learning 

 

Effective: 

1. Reduce unnecessary admissions of frail elderly patients 

This report was due to be a deep dive this month, due to operational pressures and clinical work 

taking a priority this has been deferred.  

2. Reduce the incidence of hospital acquired functional decline 

 

Of the 9 falls this month one resulted in moderate harm and is being investigated as a Serious 

Incident.  

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

first 
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Peformance in average length of stay and emergency admission discharges remains stable as we see 

admissions and A&E attendance increase.  

Caring: 

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

dementia 

During the first quarter of this year the learning disability service had seen a reduction in referrals 
and activity, this has increased in quarter 2 and during this quarter, the service saw 69 patients with 
a total of 618 contacts. 

Learning Disability Standards 

The team continue to work on the LD standards, and have made progress in most areas. Most 

progress has been made in ‘Patient Flagging’. Flagging is now available on Maxims and more 

recently Symphony (ED electronic patient record), this helps identify LD patients attending ED 

promptly, and ensures support right at the start of their patient journey. The trust is implementing a 

universal LD symbol for use throughout the hospital (a purple Butterfly) which will help identify 

patients who need reasonable adjustments.  

In relation to the LeDeR Programme (National programme -The Learning Disabilities Mortality 

Review) a ‘LeDeR flowchart’ has been developed in conjunction with the mortality team, for 

investigating LD deaths that occur in WVT.  The team have also joined the membership of the local 

LeDeR Steering Group and the Learning into Action Group, to ensure learning from LD deaths is 

embedded into practice.  

Formal training for staff has been restricted due to COVID, however the team are planning bespoke 

and ward based clinical skills sessions on a more targeted level to ensure sharing of best practice.  

The LD patient pathways for Surgery, Outpatients and Medicine are in place but require further work 

and refinement to incorporate new Covid measures.  The team are also planning to work with 

paediatrics to look at transition for 14-18 year olds, as this is a key time to have robust health 

planning in place. 

 

2 Other quality indicators  

 

 
 

External reporting of mixed sex  breaches has been suspended during Covid.  We are seeing a 

massive increase in mixed sex breaches due to the cohorting requirements of prescreened patients 

on AMU.  Additionally, mixed sex breaches have been authorised on GAU (green elective ward); 

patients are informed of this in advance of their admission.  Due to a recent outbreak on Monnow, 

our male emergency surgical  ward there was also a requirement to place female and male patients 

on Leadon which was our only remaining emergency surgical area.   

 

The Same Sex Breach policy is currently under review to reflect changes in national guidance.  

3/6 29/237



 

 

There has been a marked decline in responding to complaints within the agreed timeframe. At the 

time of reporting there were 40 overdue complaints, 23 of which are with the divisions for a 

response, the majority being in medicine and surgery.  A higher number of complaints have been 

reopened which is disappointing.  Just recently, we have seen a significant increase in the number of 

complaints from patients treated in ED.  The ED survey has just closed and will focus on those 

patients who were treated in our emergency department in the month of September.  The results of 

this national survey will not publish until the spring of next year.  Given the recent complaints, we 

will look to create a local survey using Formic. 

 

The national inpatient survey will focus on all inpatients discharged from the trust in November.  The 

Valuing patient time project - ‘improving patient experience’ remains a focus for the inpatient areas.  

Our local survey has been sent to over 200 patients who were discharged in October, at the time of 

writing we are awaiting responses to this survey. 

Our visiting restrictions were reviewed in August and patients with longer lengths of stay (more than 

10 days) were enabled to have a single designated visitor for up to 1 hour per day, every day.  Due to 

the increasing incidence of Covid in the community and an increase in cases within the hospital we 

have had to review the situation and regrettably, we have had to put in place further restrictions.  

With effect from the 26th October, those patients who have been in hospital for 10 days or more can 

have up to two visits per week.  Visiting for children, ITU and Covid areas is subject to separate 

arrangements.  Visiting for compassionate grounds and for vulnerable patients requiring additional 

support will continue. 

 

 
 

We are seeing an increase in the number of Covid cases in the hospital and we have had two recent 

outbreaks.   The lessons learnt from these outbreaks were shared with Quality Committee last week.   

Some of our findings mirror the national learning.  Due to the increasing number of asymptomatic 

positive cases we have introduced additional patient swabbing at day 13, this is not currently a 

national requirement but recommended best practice.  
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The flu campaign launched on 6th October and we have had a fantastic response, over 1900 staff 

have already received their flu jab.  Our thanks go to the 100 peer vaccinators who have made 

accessibility to the jab far easier.  We are awaiting a further delivery of the vaccine in order to 

vaccinate the remainder of our workforce. 

 

3 Staffing 

The fill rate information below should be reviewed with caution given that a number of factors 

affected both planned and actual fill hours during the month of September: 

 Embedding changes in speciality in several ward areas 

 Elective surgical work is continuing to increase, impacting on increased staffing and skill mix 

requirements in our 16 bedded elective surgical area – GAU   

 Community Hospital Wards continuing to run at reduced capacity 

 Increasing attendances within the Emergency Department, and increasing length of stay 

within the department, has required additional nurse staffing levels 

 Establishments being adjusted to accommodate COVID 19 related changes 

 Estates work commencing, impacting on reduced bed capacity within the Trauma and 

Orthopaedic ward – Redbrook ward, and within the Intensive Care Unit. 

Given the nature of our current roster system, the rosters were not always 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 rate. 

  Day Night    

  RN Fill HCA Fill RN Fill HCA Fill 
Overall 
CHPPD 

Elective Orthopaedic Unit 93.0% 109.0% 187.0% - 16.2 

Maternity Ward 92.0% 88.0% 92.0% 92.0% 6.8 

Childrens Ward  87.0% 88.0% - - 6.8 

Lugg Ward  107.0% 103.0% 106.0% 97.0% 6.1 

Arrow Ward  109.0% 85.0% 106.0% 98.0% 7.4 

Wye Ward  106.0% 81.0% 105.0% 91.0% 7.5 

Frome Ward 111.0% 76.0% 106.0% 90.0% 7.1 

Cardiac Care Unit  101.0% - 100.0% - 12.3 

Leominster Community Hospital  95.0% 69.0% 100.0% 81.0% 7.0 

Bromyard Community Hospital  106.0% 98.0% 100.0% 102.0% 7.0 

Ross Community Hospital  72.0% 81.0% 100.0% 73.0% 7.8 

Leadon Ward  102.0% 96.0% 113.0% 96.0% 6.5 

Teme Ward  144.0% 115.0% 153.0% 150.0% 7.7 

Monnow Ward  98.0% 76.0% 100.0% 93.0% 6.6 

Redbrook Ward  109.0% 69.0% 100.0% 141.0% 8.8 

Special Baby Care Unit  95.0% - 98.0% - 15.1 

Intensive Care Unit 107.0% - 128.0% - 32.5 

Gilwern Assessment Unit  101.0% 43.0% 90.0% 32.0% 11.8 

Acute Medical Unit 99.0% 92.0% 107.0% 97.0% 8.1 
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Agency 

As can be seen in the graphs below agency and bank spend has increased in the month.  In 

September the highest agency spend are ED and COVID 19 Medical. This equates to 16.69 WTE of 

the 49.58 WTE utilised across all areas.  

The COVID 19 Medical spend supports the additional staffing on Teme ward, which is currently being 

utilised as a frailty ward. ED continue to work across two areas, increasing the staffing need. 

Increasing volumes of patients attending ED have also led to additional nurse staffing requirements.  

 
 

The number of shifts filled by Thornbury nursing agency has also increased.  The highest areas for 

Thornbury usage were ED, AMU and Frome ward. The highest proportion of requests for Thornbury 

were for RMN support (20 shifts). 
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Cancer 2WW Referrals  Commentary:

The Trust continues to meet the Cancer 2ww and the 2ww Breast 
Symptomatic targets – performance year to date for 2ww is 97.5% and 2ww 
Breast Symptomatic is 100%.

Referral are relatively static at about 90% normal. There is significant 
variation amongst the cancer sites with some referral rates having been 
back to normal for many weeks, some sites are still running approx. 80% 
normal but improving, the site that is still significantly down is Urology.  
Nationally a more targeted campaign to encourage patients to come 
forward is being developed; the STP will be localising this campaign.

Cancer 28 Day – Faster Diagnosis Standard Commentary:

The Trust failed to meet the 28 day diagnostic standard (75%) for August 
with 71.5%. 

The main sites that are missing the target by the greatest number at the 
moment are those that are reliant on endoscopy for diagnostics – 
Colorectal and Upper GI. This position should improve as more endoscopy 
capacity is opened up and with the start of nurse triage in Colorectal. 
Urology is also missing the target but the planned changes to service with 
the opening of the Urology centre will improve this position.

Section 3 - Chief Operating Officer, Performance Exceptions
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Cancer 62 days urgent referral to treatment Commentary:

4 pathways failed the 62-day standard in month.
 Colorectal
 Lung
 Upper GI
 Urology. 

The work being completed on the Faster Diagnosis pathways will improve 
the diagnostic element of the pathways and should result in improvements 
in all pathways, particularly Urology, Colorectal and Head and Neck. The 
colorectal pathway has been particularly affected by diagnostic delays 
during COVID (specifically endoscopy). The situation in endoscopy is now 
improving but breaches will continue to come through over the next few 
months.

Cancer Performance vs Peers:

Commentary:

2WW and 62 Day performance for WVT continues to outperform our peer group. Our 31 day position for August dropped below that group however.
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RTT Referrals: (as of 26th October 20) Commentary:

The Trust measure referrals received against both last year’s referrals 
received and a revised plan constructed as part of the Covid restoration 
planning work

 2ww referrals remain significantly below last year’s levels (494) but 
above the levels expected in the revised plan (412)

 Urgent referrals remain below both last year’s levels and Trust plan, 
3539 and 416 respectively. 

 The volume of 2ww referrals over plan is roughly equal to the urgent 
referral under plan.

 Routine referrals remain down against last year and trust plan, 8519 
and 867 respectively.

The table below provides granularity by urgency of referral and clinical 
speciality

Referrals vs Plan this Year This Year Plan to Date Diff / Var

2WW (+ Upgrades) 4,871 4,459 412 / 9%

Urgent 7,272 7,688 -416 / -5%

Routine 9,111 9,978 -867 / -9%

Total 21,254 22,125 -871 / -4%

Referrals vs Last Year This Year Last year Diff / Var

2WW (+ Upgrades) 4,871 5,365 -494 / -9%

Urgent 7,272 10,811 -3539 / -33%

Routine 9,111 17,630 -8519 / -48%

Total 21,254 33,806 -12552 / -37%
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REFERRALS YEAR TO DATE SUMMARY vs HISTORICAL REFERRALS

2WW Urgent (+Upgrades) ROUTINE TOTAL

RTT Specialties This Year Last year Difference Variance This Year Last year Difference Variance This Year Last year Difference Variance This Year Last year Difference Variance

Breast Surgery 905 1,098 -193 -17.5% 114 277 -163 -58.8% 120 131 -11 -8.0% 1,139 1,505 -366 -24.3%

General Surgery Total 638 640 -2 -0.2% 332 522 -190 -36.3% 568 721 -153 -21.2% 1,538 1,882 -344 -18.3%

Urology 448 645 -197 -30.5% 271 473 -202 -42.6% 424 700 -276 -39.4% 1,143 1,818 -675 -37.1%

Vascular Surgery 1 4 -3 -75.0% 134 146 -12 -7.9% 144 342 -198 -57.8% 279 491 -212 -43.2%

Trauma & Orthopaedics 18 30 -12 -39.0% 1,616 2,899 -1283 -44.3% 867 2,082 -1215 -58.3% 2,501 5,010 -2509 -50.1%

ENT 342 411 -69 -16.8% 628 697 -69 -9.9% 475 1,421 -946 -66.6% 1,445 2,529 -1084 -42.9%

Ophthalmology 4 3 1 33.3% 693 948 -255 -26.9% 1,851 3,401 -1550 -45.6% 2,548 4,351 -1803 -41.4%

MAXILLO-FACIAL SURGERY 49 171 -122 -71.3% 10 74 -64 -86.5% 32 138 -106 -76.8% 91 383 -292 -76.2%

Oral Surgery 0 1 -1 -100.0% 106 143 -37 -25.9% 87 371 -284 -76.5% 193 514 -321 -62.5%

Orthodontics 0 0 0 5 10 -5 -50.0% 23 137 -114 -83.2% 28 147 -119 -81.0%

Plastic Surgery 224 123 102 82.9% 88 127 -39 -30.4% 37 105 -68 -64.8% 349 354 -5 -1.4%

General Medicine 2 13 -11 -84.0% 31 36 -5 -13.9% 28 61 -33 -53.7% 61 109 -48 -44.0%

Gastroenterology 317 193 125 64.7% 354 425 -71 -16.7% 384 534 -150 -28.0% 1,055 1,151 -96 -8.3%

Endocrinology 3 0 3 74 68 6 8.8% 127 188 -61 -32.3% 204 256 -52 -20.2%

Diabetic Medicine 0 0 0 47 147 -100 -67.9% 110 240 -130 -54.1% 157 386 -229 -59.3%

Haematology 61 58 3 5.2% 59 85 -26 -30.6% 63 141 -78 -55.2% 183 284 -101 -35.4%

Cardiology 129 168 -39 -23.2% 304 414 -110 -26.5% 752 1,173 -421 -35.9% 1,185 1,754 -569 -32.4%

Dermatology 906 1,015 -109 -10.7% 511 822 -311 -37.8% 254 920 -666 -72.4% 1,671 2,756 -1085 -39.4%

Respiratory Medicine 128 113 16 13.8% 183 245 -62 -25.2% 337 842 -505 -60.0% 648 1,199 -551 -46.0%

Nephrology 1 1 1 100.0% 23 36 -13 -36.1% 65 117 -52 -44.2% 89 153 -64 -41.8%

Neurology 0 0 0 187 267 -80 -29.8% 237 505 -268 -53.1% 424 772 -348 -45.0%

Rheumatology 1 1 1 100.0% 193 261 -68 -25.9% 238 474 -236 -49.7% 432 735 -303 -41.2%

Geriatric Medicine 2 0 2 8 27 -19 -70.4% 160 228 -68 -29.7% 170 255 -85 -33.2%

TIA 0 0 0 222 270 -48 -17.8% 2 3 -1 -33.3% 224 273 -49 -17.9%

Paediatrics 0 1 -1 -100.0% 145 137 8 5.8% 880 1,180 -300 -25.4% 1,025 1,318 -293 -22.2%

Gynaecology 458 508 -50 -9.8% 612 922 -310 -33.6% 433 875 -442 -50.5% 1,503 2,304 -801 -34.8%

Trust Total 4,637 5,190 -553 -10.7% 6,950 10,472 -3522 -33.6% 8,698 17,023 -8325 -48.9% 20,285 32,684 -12399 -37.9%

Surgical Total 2,863 3,509 -646 -18.4% 4,666 7,245 -2579 -35.6% 5,904 11,496 -5592 -48.6% 13,433 22,250 -8817 -39.6%

Medical Total 1,713 1,624 90 5.5% 2,003 2,872 -869 -30.2% 2,729 5,383 -2654 -49.3% 6,445 9,878 -3433 -34.8%

Clinical Support Services Total 61 58 3 5.2% 59 85 -26 -30.6% 63 141 -78 -55.2% 183 284 -101 -35.4%
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Elective Activity Commentary:

Elective activity volumes (excluding endoscopy) continue to improve overall 
but have not, at a Trust level, achieved the volumes required by the Phase 3 
national NHS target although have largely achieved the volumes planned by 
the Trust as part of its restoration planning 

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

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

Commentary:

Performance against English RTT standards has increased for the past 2 
months to 55% following July’s position of 42.3%.

Performance against the Welsh RTT standard remains just under 60%.

The 52 week waiter position has deteriorated further in month and remains 
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Referral to Treatment  - 52(+) week waiters  - all patients  a concern. Clinical specialities are targeting long-waiting patients wherever 
possible and it is expected that this positon will begin to improve before the 
end of the calendar year if recovery plans are able to be delivered in full.

Commentary:

Last minute elective surgical cancellations did increase in September with issues related to bedded capacity and unavailability of swab results driving the 
majority of the issues. Work is ongoing to improve the scheduling of planned surgical activity and the Trust is working with both local and national teams to 
improve access to elective Covid testing.
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Diagnostic waiters, 6 weeks and over 

Commentary:

The overall number of patients waiting over 6 weeks for a diagnostic test continued to fall through September, however further work is planned to accelerate 
the required recovery and return as soon as possible to pre-Covid performance. 

Imaging:

 Continued pressure on CT and MRI, in particular recently increased inpatient MRI demand this month is driving up 6-week waiters in this modality.  

 In October, CT and non-obstetric ultrasound remain at greater than 100% levels of activity, compared to 2019.  

 Funding for substantive 3rd CT ‘pod’ from NHSE&I has now been confirmed and procurement will now progress, however the delay and pressure on 
supply chains mean a revised project delivery target is likely to be Feb/March 2021.

 Additional radiology posts identified as part of the Trust’s restoration plan have now been approved

 An additional mobile CT scanner has been secured through NHSE&I for the whole of November which will allow the backlog to be reduced further.
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Sleep Studies:

 Covid restrictions are still hampering ‘normal’ delivery of this routine test, however some activity is being achieved off site. A recent Business Case has 
now been agreed and will provide additional resource. Recruitment is now in progress.

Neurophysiology:

 The service has now been reinstated and the waiting backlog is reducing.

Echocardiography:

 The Outpatient service is now being fully delivered with plans in place for additional activity to address the waiting backlog.

Endoscopy Waiting list: Commentary: 

Endoscopy services continue to work toward delivering their recovery plan 
and a number of planned initiatives have commenced including additional 
clinical sessions and the commencement of the trans-nasal endoscopy 
service. Further improvements are scheduled for November and these 
include the relocation of the Urology cystoscopy service to the new 
Urology clinic which will free up further endoscopy sessions.

The trust is working with the local CCG to identify further schemes to 
improve both productivity and capacity

Endoscopy activity (% of 19/20)46% 49%
NHS Target 70% 90%
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Emergency Department activity:  

Commentary:

For the first time since April demand was less than the previous month with September (5,263) recording 83 less than August. Minor’s attendances continue 
to grow month-on-month.

Ambulance conveyances:  

Commentary:

1,838 ambulances conveyed to the Trust in September which was 57 less than in August. WMAS account for over 90% of conveyances but it should be noted 
that there was an increase in month from Powys.  This Powys / Welsh increase is under constant review with changes to Acute services in Abergavenny about 
to commence.  
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ED maximum 4 hour wait from arrival to departure

Commentary:

Emergency admissions, increased bed occupancy, across both acute and community sites, and an increase in 7 and 21 stranded patients combined with the 
‘Covid’ restrictions in place have seen pressure on the Emergency Department over the last month:

Weekly emergency admissions, 0 and >0 Length of Stay [LOS] were slightly higher than the weekly average for September last year [384 compared with 383 
last September]. However. overnight emergency admissions (LOS >0 days) were down with a 6-week rolling average reduction of circa 40 emergency 
admissions per week

The current projects below are covered via ‘Wye Valley walk’ and ‘Transformation Tuesday’ but summarises the current work ongoing in order to improve 
our 4 hour performance:

 1.2 Whole Time Equivalent [WTE] new ED consultants have started in the department this month. Therefore, of the 5 WTE budgeted establishment 
the vacancy gap is now 1.5WTE. A significant improvement from 12 months ago when the in post establishment was 1.4WTE. 

 111 First went “live” on Monday 28th September 2020. The changes to pathway implemented includes:

- Digital transfer of 111 patients from West Midlands Ambulance Service ‘Adastra’ into ED ‘Symphony’ system

- 3 ED slots an hour will be available for 111 patient

10/14 42/237



 

- NHS 111 service and Primary Care booking directly into Same Day Emergency Care (SDEC) without patient having to present to ED

- ‘Care Navigator’ at the front door, during peak times, to support heralded patients from 111 and start to work and signposting unheralded 
patients to 111 if ED is not the appropriate pathway.  The role of Care Navigator is not defined nationally and the ED team, along with the STP 
project team, are evaluating the skill-mix and hours of this post. 

Below is a summary of the 111 activity from 28th September to the 21st October 

Work continues to understand and learn from the following:

 The continuing number of 111 unheralded patients 

 The high number of ‘minors’ patients and whether these patients should have been signposted to a more appropriate primary care / 
community service 

 Same Day Emergency Care [SDEC] / ED redesign. An Outline Business Case for the initial capital investment to make the changes required with agree 
at Trust Management Board [TMB] and a project team has been established, along with an estates project manager, to agree and oversee the project 
requirements and deliverables. Subject to approval work should commence on the changes in November to deliver an increased ED and SDEC 
capacity.

-

111 
Heralded

111
Unheralded

Attendances 170 163
Resus 0 2
Majors 65 104
Minors 66 33
Paeds 39 24
Eyes 0 0

Conveyances 0 35
% 0.0% 21.5%

Admissions 14 47
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Same Day Emergency Care (SDEC) Commentary:

38% of emergency admissions were dealt with via SDEC for 
September which was our highest performance to date. This 
equates to 629 patients compared with 516 for the same period 
last year.

Work continues to allow NHS Pathways, the clinical tool of 111, to 
stream directly to the Trust’s SDEC along with the development of 
Community EMIS to create a “Virtual Ward” with Primary Care.

Bed Occupancy – Acute beds Commentary:

Bed occupancy within the Acute hospital continued to rise through 
September but did not reach the levels of occupancy seen prior to 
the Covid outbreak.
Whilst occupancy levels are not as high as pre-Covid levels the 
availability of beds and the ability to flexibly use all bedded capacity 
is severely limited by the lack of escalation capacity (now committed 
to Covid response) and the need to ‘ring-fence’ beds for Covid 
positive cases and ‘green’ surgical capacity.
Achieving timely access to both urgent and planned care capacity 
now requires the Trust to run at lower bed occupancy levels, if the 
Trust is unable to achieve this then it will certainly experience 
pressure on both urgent and planned care delivery.
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Bed Occupancy – Community beds Commentary:

Whilst teams remain committed to supporting patients to return to 
their usual place of residence, the challenges to acute flow have 
continued to inform the decisions to optimise the use of available 
community hospital beds. During this period, the Trust re-opened an 
additional 8 community hospital beds to support flow, resulting in a 
total of 62 of 76 community hospital beds in use.

Admitted to  HASU within 4 hours of presentation Commentary:

The Stoke team have successful been graded as Sentinel Stroke 
National Audit Programme (SSNAP) grade B for Quarter 1 of 
2020/21. This is the 6th Quarter in a row the service has been graded 
at that level.

Admission to the Hyper Acute Stroke Unit [HASU] was being 
adversely affected by the inability to accept ‘amber’ (awaiting a 
covid-19 swab result) patients on the unit due to a limited number 
of side rooms. Following advice from Infection Prevention Control 
[IPC] the ward are now able to cohort amber and green patients 
whilst adhering to additional infection control precautions.
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% of people who have a TIA who are scanned and treated within 24 hours Commentary:

September was the second time this year the TIA performance has 
been met with 62.9% of patients having a TIA specialist assessment 
within 24 hours.

Long term plans for Consultant Nurse Specialist [CNS] led TIA clinics 
continues and this includes how an increased SDEC can provide 
immediate clinics capacity for these patients with CNS / Consultant 
and Speciality Doctor support.

Short term plans to secure additional senior medical cover for 
weekends look promising and should be confirmed shortly to 
provide TIA clinics (and ward rounds) over weekends. 

Community Contacts Commentary:

With community teams continuing to focus on delivering care closer 
to home, the numbers of contacts remains marginally higher than 
during the previous year. 

It is noted that referrals remain lower following the initial COVID 19 
surge, but some teams are reporting that there has been increased 
workload which has arisen from changing clinical pathways in 
response to the virus.
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

     

17/18 18/19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20
Staff Numbers (FTE)
Budgeted Establishment 3005.7 2890.7 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6 3147.0 3152.1 3173.8 3192.1
Substantive Staff in Post 2707.8 2693.6 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5 2989.1 2956.9 2935.2 2959.5
Vacancy 297.9 197.0 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1 157.9 195.2 238.6 232.6
Starters (Excludes FTC/Jnr Drs) 321.7 498.3 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6 12.0 19.0 31.0 45.9
Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4 14.8 14.7 27.0 20.8
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17/18 18/19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20

Rolling
12 

Months 
Average

Target Threshold

Staff Numbers (FTE)

Budgeted Establishment 3005.7 2890.7 3082.6 3112.3 3119.6 3135.7 3140.0 3146.3 3146.7 3133.2 3138.6 3147.0 3152.1 3173.8 3192.1

Substantive Staff in Post 2707.8 2693.6 2792.5 2820.4 2878.7 2890.1 2914.8 2912.2 2933.7 2955.3 2960.5 2989.1 2956.9 2935.2 2959.5

Vacancy 297.9 197.0 290.2 291.9 240.9 245.6 225.2 234.1 213.0 177.8 178.1 157.9 195.2 238.6 232.6

Starters (Excludes FTC/Jnr Drs) 321.7 498.3 54.0 57.1 32.8 29.1 45.5 25.6 39.6 23.7 9.6 12.0 19.0 31.0 45.9 30.9

Leavers (Excludes FTC/Jnr Drs) 346.0 452.3 40.1 18.3 28.6 24.9 18.1 24.6 24.5 14.1 18.4 14.8 14.7 27.0 20.8 20.7

Turnover (% - Rolling 12 Months)

Turnover 12.9% 12.0% 10.4% 10.6% 10.6% 10.3% 10.4% 10.6% 10.1% 9.9% 10.0% 9.6% 9.3% 9.6% 8.9% 10.0% <=10% >15%

Vacancy (% - In Month)

Vacancy Rate – Total 7.6% 6.8% 9.4% 9.4% 7.7% 7.8% 7.2% 7.4% 6.8% 5.7% 5.7% 5.0% 6.2% 7.5% 7.3% 7.0% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 12.8% 9.7% 9.8% 8.7% 9.4% 9.0% 8.9% 7.3% 9.0% 6.1% 5.5% 2.8% 3.5% 4.8% 4.7% 6.6% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.6% 4.8% 4.7% 5.0% 5.1% 5.7% 5.6% 4.8% 6.0% 7.0% 5.8% 5.2% 4.7% 4.1% 4.3% 5.3% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 89.4% 87.6% 88.1% 87.6% 88.0% 89.6% 88.8% 87.1% 88.7% 88.6% 83.1% 81.2% 78.5% 79.8% 80.9% 85.1% =>90% <85%

Training (% - In Month)

Core Skills 88.5% 87.4% 92.1% 92.6% 92.4% 92.8% 92.8% 93.0% 92.4% 91.9% 91.4% 92.0% 92.6% 93.2% 92.5% 92.5% =>90% <85%
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Vacancies (Recruitment & Retention)

Budgeted establishment demonstrates that we have 232.58 FTE funded vacancies across the Trust as indicated in the 
table below. A deep dive into vacancies at WVT and actions being taken in our recruitment & retention plan will be 
provided in the next report.

Vacancies by Division:

Division FTE
Capital -30.11
Clinical Support 26.60
Corporate 31.26
Integrated Care 43.55
Medical 96.75
Surgical 64.53

Grand Total 232.58

Vacancies by Staff Group:

Staff Group FTE
Add Prof Scientific and Technic -1.76
Additional Clinical Services 54.05
Administrative and Clerical 10.30
Allied Health Professionals 28.68
Estates and Ancillary -2.44
Healthcare Scientists 10.67
Medical and Dental 52.45
Nursing and Midwifery Registered 79.62
Students 1.00

Grand Total 232.58

It is encouraging that the overall turnover at Trust level is now at is 8.9% for September, with a rolling 12 month average 
turnover of 10% which is nearly a 3% reduction in the last 3 years.  

Exit Interview Analysis – June to September 2020

          

It is reassuring to note that a significant amount of leavers would recommend the Trust and would consider working for 
WVT in future. The Recuitment & Retention working group will take forward a comprehensive action plan to ensure WVT 
has in place best practice initiatives to address recruitment & retention challenges.
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Sickness Absence 

During this month, overall sickness at Trust level decreased to 4.28%, which is low when compared to a rolling 12 
month average sickness of 5.3%. Further scrutiny of sickness in September highlights the following breakdown:

Division %

Capital 0.79

Clinical Support 5.54

Corporate 1.97

Integrated Care 3.94

Medical 4.67

Surgical 4.55

Grand Total 4.28

Sickness Reason %
Cold, Cough, Flu - Influenza 17.71
Gastrointestinal 16.64
Anxiety/stress/depression/other psychiatric 
illnesses 15.16
Other musculoskeletal problems 8.38
Headache, Migraine 5.93
Back Problems 5.85
Ear, nose, throat (ENT) 3.71
Other known causes 3.43
Pregnancy related disorders 3.29

Covid related sickness absence for the month of September remains low as indicated below:

      

Staff Group %
Add Prof Scientific and Technic 3.13
Additional Clinical Services 7.14
Administrative and Clerical 3.14
Allied Health Professionals 1.05
Estates and Ancillary 5.18
Healthcare Scientists 4.42
Medical and Dental 2.78
Nursing and Midwifery Registered 4.79
Students 0.00
Grand Total 4.28

Sickness Reason %
Covid Related 5.73
Other 94.27

The wide range of health & wellbeing 
initiatives launched in response to the 
pandemic is still in place for staff. A health & 
wellbeing group is now in place to support 
best practice interventions for WVT staff 
over the coming months.
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HR & OD DEVELOPMENTS – NOVEMBER 2020

STP People Board Herefordshire and Worcestershire STP have developed a strategic framework to support the 
delivery of its people and culture agenda as depicted in the diagram below.

 WVT HRD leading STP wide Thematic Group on Culture / OD Leadership and EDI 
 Proposed STP wide systems leadership development programme to be redesigned
 WVT seeking funding to coordinate the Kickstart programme for the temporary 

employment of young people in the STP area
 WVT HRD chairing the STP BAME Group and WVT to host the EDI project manager
 Ongoing work across STP with colleagues on the local STP People Plan

NHS People Plan  WVT action plan developed and being monitored by HRD with key actions (health & 
wellbeing, flexible working, equality, diversity & inclusion, culture & leadership, 
growing the workforce, recruitment & retention) based on the People Plan

Staff Engagement  Monthly Going the Extra Mile (GEM) awards for staff
 Virtual long service awards for staff with 25, 30, 35, 40, 45 years of NHS service in 

November
 Virtual staff engagement events with a variety of staff from all staff groups to take in 

in November

Sickness absence  Monthly HRD report is now in place. HRD reviews with HR on all long term sickness 
absence cases and case conferences with OH where necessary to ensure apropriate 
supportive actions are being taken to bring a timely resolution to cases

Performance 
Appraisals

 HR team  continues to work with line managers to ensure outstanding appraisals are 
completed – being reviewed at monthly TMB and F&P meetings

Health & Wellbeing  First WVT annual health & wellbeing week was held from 19 to 23 October with our 
flu campaign taking centre stage. Taurus provided NHS MOTs onsite and other 
activities included the 1 million steps Fitbit challenge (which WVT won!), virtual 
singing, virtual wellbeing exercises and self-care masterclasses provided by 
Professor Green, University of Derby

 Mental Health First Aid (MHFA) – 63 individuals trained to-date to work with the 
new wellbeing group and use their skills to support the mental health agenda

      The following initiatives are in place to support our H&W Compact for staff:

 Mental health and productivity 2 year pilot study with University of Derby (2021/22)
 NHS health & wellbeing offerings/apps being promoted to staff
 Open access psychological support for staff and teams 
 Using NHS H&W framework and West Midlands Combined Authority H&W THRIVE 

framework to further develop our H&W Compact and wellbeing strategy by 2021
 Health & Wellbeing Personal Coach for the organisation being advertised to 

support physical as well as mental wellbeing for WVT employees
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Strategic Workforce  New Head of Education & Workforce with a track record of HEE and NHS 
workforce projects joining WVT in December

 Fully engaged in STP People Board and workforce transformation projects
 To develop an apprenticeship strategy for WVT by March 2021 
 Working with STP partners to support the Kickstart scheme for employing young 

people 

Organisational 
Development

 A cohort of 11 WVT employees are studying for the ILM Level 7 in Coaching and 
Mentoring through Synergia

 WVT to support the first Cohort of Coaching professional apprenticeships from 
January using the apprenticeship levy 

 OD team completed Insights discovery training and are now able to offer this to 
teams

 Teams Reset – COVID & us training sessions available for teams 
 Leadership support circles will be available for line managers from November
 NHS Staff Survey for 2020 being completed by staff
 Group leadership development programmes to be offered to WVT line managers 
 Developing a WVT and Group leadership academy with appropriately experienced 

and qualified internal facilitators to support central OD team – coaching, 
masterclasses, quality projects

 The WVT Education Centre will now be relaunched in the new year following the 
appointment of the new Head of Education & Workforce

Equality, Diversity 
& Inclusion (EDI)

 EDI group with senior reps across all Divisions to address EDI issues and support 
actions required on the Workforce Race Equality Standards (WRES) and 
Workforce Disability Equality Standard (WDES)

 Monthly BAME group meetings now in place with representation of senior and 
junior employees across WVT.

   

Covid 19 Risk 
asessements

 Risk assessments completed for BAME and staff deemed as high risk and no 
significant issues of concern

 Risk assessments offered to all WVT staff and work place risk assessments have 
been completed

Recruitment & 
Retention

 Comprehensive WVT recuitment & retention plan drafted with a focus on 
recruitment data/systems, line management development, health & wellbeing, 
engagement and working environment – additional resources required to be 
considered in the business planning round

 10 international nurses arrived in the trust in the last 2 months and another 10 are 
due in Nov/December – total of 43 by March 2021

 Working with Director of Nursing on NHSE financial support to trusts for 
international nurse recruitment and £45k secured. Teamed up with Worcestershire 
Mental Health/Community and Worcester Acute Trust on a new collaborative 
recruitment project, with WVT as the lead recruiter  

 New exit interview process now in place with a monthly summary presented to 
executive directors

 New stay at WVT quarterly surveys for first 12 months of employment
 New recruitment tracker system now in place with weekly reviews on all posts to 

identify and address any delays in recuitment
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Equality, Diversity & Inclusion – Black History Month (Show Racism the Red Card)

                      

Managing Director – Jane Ives                                    FTSU Guardian – Den Macpherson

Wye Valley NHS Trust fully supports national Wear Red day and on 16 October, all members of staff were encouraged 
to help show racism the red card in their areas of work; Racism has no place at Wye Valley NHS Trust.

The Wear Red Day was one of the activities at WVT to celebrate Black History month.  As part of the Trust’s Equality, 
Diversity and Inclusion agenda, staff are encouraged to speak out, speak up and challenge any racist behaviour they 
might either experience or observe.

To support our Equality, Diversity and Inclusion (EDI) agenda, we now have a staff BAME group and a strategic EDI 
group.  The key purpose of both groups is to play a constructive part in creating an excellent working environment for 
everyone. 

In October we commenced a campaign to publish inspirational leadership stories to help illustrate how different and 
diverse we all are and how our different life experiences and philosophies actually make us stronger. To-date, we have 
published inspirational stories from the Chairman, CEO, Managing Director and HR Director. More stories will be 
published over the coming weeks. 
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I&E Performance against Budget Plan YTD 

The current funding arrangements 

The Trust has produced the monthly accounts in line with the national financial 

arrangements and guidance issued by NHSI/E regarding the first six months of 

2020/21.  These arrangements can be summarised as: 

 Centrally issued block contract values with English commissioners; 

 Local agreement with other commissioners following 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. 

 

Given the above, the Trust delivered the required break-even cumulative 

position in September (month 6) and has received or accrued for a cumulative 

retrospective top-up of £2,970k (in addition to the centrally calculated value) for 

the period from April to September. 

 

This represents the final month of the financial regime which has operated for 

the first half of the year.  The new arrangements covering the second half year 

and budget for the organisation are the subject of a separate paper to the Board. 

 

 

 

Section 5 - Director of Finance, Performance Exceptions 

STATEMENT OF COMPREHENSIVE INCOME - To Month 06  - 30th September 2020 - 2020/21

MOVEMENT
M1-6 IN

BUDGET CURRENT
PLAN BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract & PbR Income 86,350 86,350 87,316 967 (119)
Contract Overperformance 0 0 0 0 0
PbR Excluded Drugs 9,220 9,220 8,698 (522) 117
Non Contracted Activity (NCA's) 0 0 (425) (425) (0)
Other Income for Patient Care 3,421 3,421 2,831 (590) 281
Donations For Non Current Assets 200 200 10 (190) (33)
Other Non Patient Income 2,629 2,629 2,285 (344) (20)
Top Up Funding prepaid 18,956 18,956 18,956 0 0
Specialised Excluded Drug passthrough - CDF/HepC 0 0 0 0 713
Top Up Accrual/Claim - COVID (incl IS) 3,682 3,682 2,970 (712) (712)
COVID recharges 0 0 0
Plan B non-system recharge (Nuffield) 0 0 0 0 0

 Total Operating Income 124,457 124,457 122,641 (1,816) 226

Pay Expenditure 77,052 77,052 76,449 603 130
Non Pay Expenditure 30,962 30,962 29,472 1,490 (203)

Excluded Drugs 9,335 9,335 9,734 (399) (245)

 Total Operating Expenditure 117,349 117,349 115,655 1,694 (317)

 EBITDA 7,108 7,108 6,986 (122) (91)

Depreciation 3,099 3,099 3,286 (187) 6
Gain or loss on asset disposal 0 0 0 0 0
Interest Receivable 0 0 (0) (0) 24
Interest Payable on Loans 269 269 140 129 43
Interest Payable on PFI 3,012 3,012 3,012 (0) 0
Dividends on PDC 717 717 717 0 (13)

 

Operating Surplus/ (Deficit) 12 12 (169) (181) (32)

Technical Adjustments

Donated Assets - Additions 200 200 10 (190) (33)

Donated Asset Depreciation (188) (188) (179) (9) (2)

Donated Assets Adjustment 12 12 (169) (181) (32)

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 

 

September (month 6) has been significant in respect of the size of the additional top-up claim required to break-even.  Although income and costs have largely been to plan, 

without the additional retrospective top up accrual, this would have resulted in a deficit for the month of £1.4m.  This is a similar value for the five previous months together, 

which cumulatively required £1.6m to achieve break-even. 

 

The in-month run rate changes driving this position (when compared to the previous month) were £142k less income, £663k increased pay costs (including £380k medical 

staffing pay arrears as part of the national contract) and £345k increased non pay run rate.  The reasons for these changes are understood and were largely to plan; however 

this does serve to illustrate the move back into a deficit position now that the temporary additional funding is to be stopped. 

 

The following table tracks run rate expenditure and separates out expenditure associated with Covid 19.   

 

 

 

 
 
 
 

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

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 20,060 20,368 21,374

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 11,863 12,349 13,076

Covid 19 related pay 203 203 526 592 701 597 410 346

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 4,255 4,483 5,014

Covid 19 related non-pay 252 252 1,490 460 619 308 308 142

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 1,886 1,481 1,766

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 1,151 1,337 1,030

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 1,039 1,238 1,041

Dividends 426 142 129 20

Donated Asset Adjustment 7 (10) (11) (11) 15 7 (37) 21 (4) 40 (46) 424 394 68 (61) (86) (30) (30) (30)

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 0 0 0

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

Actuals 

(17,056)

1920 Values 2021 Values

Actuals 

0
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Covid 19 costs 

 
Costs in the table above have been categorised against the national definitions for recording Covid 19 costs and reflect the return that the Trust has to make each month.  The Trust has spent 

£6,574k in this financial year (plus £454k in March).  It has been possible to part fund this expenditure to date by redirecting unused variable cost budget from elective pathways and the balance 

has been claimed through the retrospective top-up. 

 Movements in expenditure patterns have generally followed the national trend, and, as a Trust, cumulative expenditure has equated to 5.7% of operating expenditure.     

Expenditure on PPE has now reduced to minimal levels as a result of improved central supplies to the Trust in recent months. Approximately £1.2m (of the total £6.6m) relates to the purchase 

of PPE, particularly in the early months of the year when local purchasing was unavoidable.  

2020-21  Month 06  Covid 19  Memorandum Account

Pay Expanding workforce 142,832 206,137 185,582 69,935 76,311 680,797

Sick pay 2,254 44,044 21,128 103,322 14,230 184,977

COVID-19 virus testing 1,557 20,320 28,273 15,304 36,840 40,953 48,724 191,970

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) 4,369 5,177 2,933 56,454

Increase ITU capacity 20,904 113,091 43,386 33,461 58,763 26,470 16,131 312,205

Segregation of patient pathways 31,899 31,899

Infection prevention and control training 9,730 4,074 9,043 2,478 3,988 29,311

Existing workforce additional shifts 324,870 307,621 330,793 245,107 152,158 236,328 1,596,878

Backfill for higher sickness absence 128,930 42,732 21,054 58,986 36,570 9,998 20,825 319,095

202,616 526,139 592,389 701,464 597,402 410,491 419,470 3,449,970

Non Pay Revenue Equipment 98,878 462,221 13,770 59,371 6,522 14,842 15,282 670,886

Consumables

Gross 224,652 866,868 509,075 542,805 176,305 146,209 108,411 2,574,325

Less stock (102,479) (33,211) (106,647) (51,430) (4,795) (4,065) (4,065) (306,693)

Net 122,173 833,657 402,428 491,375 171,509 142,143 104,346 2,267,632

Any other 30,895 251,946 194,230 1,490,108 43,622 459,820 68,480 619,225 129,756 307,787 150,690 307,676 22,635 142,263 640,308 3,578,826

Total 454,562 2,016,247 1,052,209 1,320,689 905,189 718,167 561,733 7,028,797

Total

spanning financial years

£ £ £ £ £

Jul-20

£

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

£

Sep-20

£
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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 4,402 4,402 4,144 (258) -6% 5,081

Elective 2,039 2,039 1,881 (158) -8% 3,493

Emergency 29,255 29,255 21,684 (7,571) -26% (1,412)

Outpatients 7,201 7,201 7,108 (93) -1% 4,394

Accident & Emergency 6,227 6,227 4,976 (1,251) -20% (84)

Pathology 1,894 1,894 1,079 (815) -43% (70)

Diagnostics 1,499 1,499 509 (989) -66% (97)

Critical Care 2,336 2,336 2,262 (75) -3% (101)

PbR Excluded Drugs 5,857 5,857 5,884 27 0% 154

Other Variable & Blocked 5,254 5,254 4,434 (820) -16% 267

Commissioner Overperformance (1,046) (1,046) 0 1,046 -100% 32

Community Community Inpatients 4,284 4,284 2,131 (2,154) -50% (460)

Community Direct Access 3,348 3,348 2,206 (1,142) -34% (211)

Community Nursing 4,805 4,805 4,717 (89) -2% 16

Community Child Health 784 784 670 (113) -14% (33)

Community Other 3,474 3,474 1,221 (2,253) -65% (306)

COVID 19 block adjustment 10,528 10,528 27,856 17,328 165% (10,632)

Any Qualified Provider 0 0 0 0 0% 0

Non Contract Income

Inter Trust SLAs - Cross Charges 3,572 3,572 3,714 142 4% 384

Central Funds 2,194 2,194 1,604 (590) -27% 4

Business Unit Service Income 2,629 2,629 2,285 (344) -13% (20)

Named Patient Panel Drugs 1,085 1,085 341 (744) -69% (142)

Donations For Non Current Assets 200 200 10 (190) -95% (33)

Top Up Funding prepaid 18,956 18,956 18,956 0 0% 0

Total Operating Income 120,776 120,776 119,671 (1,105) -1% 224

Top Up Accrual/Claim - COVID (incl IS) 3,682 3,682 2,970 (712) -19% 1

Specialised Excluded Drug passthrough - CDF/HepC 0 0 0 0 0% 0

STF income (Think 111) 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 124,457 124,458 122,641 (1,817) -1% 226

INCOME

YEAR TO DATE
M1-6 

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 still in part 
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 has now produced as part 
of Phase 3 of the NHS’s response. 
 
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. Daycase, elective and outpatient activity is now 
measured against the NHS Phase 3 Recovery & 
Restoration plans submitted on the 21st September. 
Variances reported are therefore representative of the 
impact of Covid 19. Total income budgets reconcile to 
the block contract regime via several budget lines 
capturing the new top up regime. 
 
The Trust was required to accrue a cumulative £2,970k 
above the central top up funding prepaid in year to 
date, 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. At 
the time of writing, there were 785 such patients. 
Restoration and recovery plans aim to recover some of 
this shortfall and local activity recovery plans have 
been developed for acute and community services.  
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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 73,400 73,400 73,400 (0) 0% 0

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

NHS Shropshire CCG 3,314 3,314 3,314 (0) 0% (0)

NHS Gloucestershire CCG 795 795 795 0 0% 0

NHS Telford & Wrekin CCG 0 0 0 0 0% 0

Non Contracted Activity (NCA's) 0 0 (425) (425) 0% (0)

Any Qualified Provider (AQP) 0 0 0 0 0% 0

LHB Commissioning SLA's

Powys LHB 7,803 7,803 7,803 0 0% 0

Aneurin Bevan LHB 995 995 995 0 0% 0

Welsh Specialised Commissioning 69 69 69 0 0% (0)

Other Commissioning SLA's

NHSE - Specialised 3,173 3,173 3,172 (0) 0% (0)

NHSE - Local Area Team 2,149 2,149 2,149 0 0% 0

NHSE - Armed Forces 127 127 127 (0) 0% (0)

Public Health 1,247 1,247 1,247 0 0% (0)

MRET 0 0 0 0 0% 0

Commissioner Overperformance (1,046) (1,046) 0 1,046 -100% 32

Contract Variations 115 115 115 0 0% 0

Inter Trust SLAs (Cross Charge)

Better Care Fund (0) (0) 0 0 -100% 0

Gloucestershire Hospitals FT 3,004 3,004 3,410 405 13% 371

Overperformance Excluded 263 263 0 (263) -100% (263)

Powys Trust 133 133 133 (0) 0% 277

2gether MH Trust 120 120 120 (0) 0% (0)

Other Cross Charges 52 52 52 0 0% 0

Central Funding & Training

National & Regional Funding 0 0 0 0 0% 0

Education & Training 2,194 2,194 1,604 (590) -27% 4

Other

Business Unit Service Income 2,629 2,629 2,285 (344) -13% (20)

Named Patient Panel Drugs 1,085 1,085 341 (744) -69% (142)

Donations For Non Current Assets 200 200 10 (190) -95% (33)

Total Operating Income 101,819 101,820 100,715 (1,104) -1% 224

Covid 19 Recharges 18,956 18,956 18,956 0 0% 0

Specialised Excluded Drug passthrough - CDF/HepC 0 0 0 0 0% 0

Top Up Accrual/Claim - COVID (incl IS) 3,682 3,682 2,970 (712) -19% 1

STF income (Think 111) 0 0 0 0 0% 0

TOTAL OPERATING INCOME INCLUDING STF 124,457 124,457 122,641 (1,816) -1% 226

INCOME

M1-6 

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 2020/2021 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 has been 
extended until the end of March - income values have 
now been issued and the impact is reflected in the 
financial plan for the second half of the year. 

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 the Trust has 
clearly delivered a much lower level of activity than it 
is being paid for, due to the impact of Covid 19. 

Ass indicated above, the NHS finance regime is 
changing from month 7 onwards. Changes to the 
regime and impact on organisational finances are 
captured in a separate planning paper to the Board. 
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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 have only been 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 six months of the year, aligned to national guidance and the initial time 
periods issued for the block funding arrangements.  A similar budget has 
been constructed for the second half of the year in line with the revised 
funding arrangements that have been published. 
 
It should be noted that, in particular, a pressure may develop in respect of 
what was previously a pass-through arrangement of cost on Excluded Drugs 
with HCCG. 
 
The Trust is also unable to recover interest to the budgeted value. 
 
 
 
 
 
 
 

COST POSITION BY CATEGORY  - To Month 06  - 30th September 2020 - 2020/21

 
MOVEMENT

Annual M1-6 IN
CURRENT

BUDGET ACTUALVARIANCE BUDGET BUDGET BUDGET ACTUAL VARIANCE MONTH

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

67             64 3 Directors & Sen. Managers =>Band 8 5,635 2,829 2,829 2,796 33 10

381 386 (6) Medical & Dental 45,567 22,205 22,205 22,139 67 2

0 0 0 WLI 872 163 163 199 (36) 22

1495 1490 5 Nurses & Midwives 61,856 30,801 30,801 30,586 215 84

300 281 19 AHPs 12,680 6,169  6,169 6,207 (38) (2)

31 29 2 Pharmacists 1,821 917 917 827 90 14

223 217 6 Professional, Technical, Scientific 8,149 4,117 4,117 4,053 64 (12)

60 58 2 Managers/Technical >Band 5 2,974 1,473 1,473 1,437 36 2

607 589 18 Clerical <=Band 5 15,805 7,748 7,748 7,605 142 4

29 26 3 Other Pay 683 339 339 313 26 5

0 0 0 Apprenticeship Levy 583 291 291 288 3 2

0 0 0 Earmarked Reserves - Pay 4,624 0 0 0 0 0

3,192 3,140 52 161,250 77,052 77,052 76,449 603 130

Non Pay

Drugs 4,168 2,039 2,039 1,859 180 2

Excluded Drugs 18,466 9,335 9,335 9,734 (399) (245)

Excluded Devices 1,742 863 863 868 (5) 2

Contract pass-through 605 295 295 246 48 (4)

Med & Surg Supplies 13,363 7,301 7,301 6,970 331 17

Implants & Accessories 1,675 414 414 396 19 18

Other Clinical Supplies 1,494 674 674 575 98 2

Clinical Services contracts 5,789 2,839 2,839 2,658 181 (88)

Private Sector Sub-Contracting 32 2 2 3 (1) (0)

PFI Contract 10,486 5,245 5,245 5,247 (2) (2)

Transport & Travel 1,474 682 682 538 145 19

Establishment expenses 5,280 2,661 2,661 2,656 5 (2)

I.T. 2,659 1,316 1,316 1,261 55 51

Trust Overheads (inc. Insurance) 8,156 4,078 4,078 3,980 98 (7)

Other Non Pay 4,222 2,254 2,254 1,859 394 (216)

Hoople 1,263 594 594 602 (8) 1

Earmarked Reserves - Non Pay 6,604 0 0 0 0 0

86,873 40,297 40,297 39,206 1,091 (447)

Depreciation 6,023 3,099 3,099 3,286 (187) 6

(Gain) or loss on asset disposal 9,210 0 0 0 0 0

Interest Received 0 0 0 (0) (0) 24

Interest Payable on Loans 923 269 269 140 129 43

Interest Payable on PFI 6,023 3,012 3,012 3,012 (0) 0

Dividends Payable 1,435 717 717 717 0 (13)

Sub Total 23,615 7,097 7,097 7,155 (58) 60

0 3,140 (3,140) GRAND Total Expenditure 271,738 124,446 124,446 122,810 1,636 (257)

MANPOWER POSITION YEAR TO DATE
HEADING
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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 continued to be impacted by the loss of 
dental access income and private patient income in Ophthalmology.  Pay pressures have 
been experienced in month within Medical and Dental staffing and this resulted in a 
budget overspend in month.  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 administration of patient shielding advisory lists.  The run rate 

on Excluded Drugs reduced in month following a significant spike in the previous month.  

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

date variance against the original income expectation (NB. this issue is expected to be 

resolved shortly, which will prevent the pressure from increasing further).  There has also 

been unavoidable under-recovery of private patient income in Orthotics. 

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

private patient income, and 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.  For oncology specifically, Excluded 

Drugs overspend is matched by income over-performance within the Gloucestershire 

Hospitals contract.  

Estates & Corporate – The adverse variance included the under-recovery of 

accommodation and staff parking income, interest receivable and budgeted overseas 

patient income.  Non pay included a timing differences in respect of education 

expenditure. 

DIRECTORATE POSITIONS - To Month 06  - 30th September 2020 - 2020/21

Surgical Medical

integrated 

Care

Clinical 

Support

Estates and 

Facilities PFI Corporate

£000 £000 £000 £000 £000 £000 £000

Income NHS Income (27) (6) (32) (82) (31) 0 (64)

Non NHS Income 11 19 0 (10) (47) 0 (76)

Other Income 0 0 0 0 0 0 (1,472)

Interest Received 0 0 0 0 0 0 (0)

(16) 13 (32) (92) (78) 0 (1,612)

Pay Directors & Sen. Managers =>Band 8 (38) (1) (10) (7) (2) 0 90

Medical & Dental (41) 65 (2) 29 0 0 16

WLI (3) (143) 0 111 0 0 0

Nurses & Midwives 97 87 6 (32) (5) 0 62

AHPs 13 2 0 (53) 0 0 1

Pharmacists 0 0 0 76 0 0 14

Professional, Technical, Scientific 27 10 3 24 2 0 (1)

Managers/Technical >Band 5 19 2 0 2 16 0 (3)

Clerical <=Band 5 22 (3) 9 4 (15) 0 126

Other Pay (3) 0 0 0 28 0 (0)

Apprenticeship Levy 0 0 0 0 0 0 3

94 18 6 154 24 0 307

Non Pay Drugs 120 151 13 (110) (1) 0 6

Excluded Drugs 298 (272) 1 (426) 0 0 0

Excluded Devices (5) (46) 48 (3) 0 0 0

Med & Surg Supplies 134 129 26 36 (32) 28 11

Implants & Accessories 19 0 0 0 0 0 0

Other Clinical Supplies 11 4 9 75 (0) 0 0

Clinical Services contracts 70 17 (0) 90 3 0 1

Private Sector Sub-Contracting 0 (1) 0 0 0 0 0

PFI Contract 0 0 0 0 (2) (0) 0

Transport & Travel 48 13 24 24 10 0 26

Establishment expenses (0) 3 14 (26) 14 4 (5)

I.T. 3 (11) 3 7 4 3 46

Trust Overheads (inc. Insurance) 7 5 12 12 1 0 61

Other Non Pay (2) 42 7 35 3 8 303

Hoople 0 0 0 0 0 0 (8)

Interest Payable on Loans 0 0 0 0 0 0 129

Depreciation 0 0 0 0 0 (0) (187)

Dividends Payable 0 0 0 0 0 0 0

703 34 156 (286) 0 43 384

Subtotals 782 66 130 (224) (54) 43 (922)
Total Variance from Plan Prior to 

PSF and Donated Dep'n
Donated Assets

Impairment

Total Variance from plan

(1,816)

Variance from Plan £000's

(181)

1

603

1,035

(180)

0

7/18 61/237



 

Nursing Cost Run Rate  

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 M4 M5 M6 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 4,473 4,492 4,443 27,031

Bank 237 231 257 237 270 288 260 289 297 350 411 416 3,542 308 267 324 372 415 357 2,043

Agency 570 685 728 647 661 616 457 486 521 486 428 436 6,720 223 213 172 248 269 388 1,512

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 5,100 5,093 5,175 5,188 30,586

 Nurses & Midwives £'000s

2020/21 Run Rate

 Nurses & Midwives £'000s

2019/20 Run Rate

 

The table above shows the rolling run rate of nursing costs from April 2020 and compares it with 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 of temporary staffing considerably and therefore the overall agency 
cost.  Substantive costs (including overtime) remained relatively flat in month.  However, the cost of nurse agency has stepped up again during the month (including an 
increased use of off framework agency).  Substantive and bank costs from April included the inflationary effect of the incremental uplift of the final year of the Agenda for 
Change pay arrangement of 2018. 

 
 
 
This graph illustrates the relationship between substantive, overtime and bank against agency 
trends over the course of a 12 month period.  Agency costs have trended down over the 
course of a year, but have stepped back up over the course of each of the last three months.  
 
 
   
 

     
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, although the step increase experienced in September is of concern and 
subject to further investigation. 
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Medical Staffing Cost Run Rate 
 

 
The table above shows the rolling run rate for Medical Staffing costs from April 2020 and compared it with the run rate of the previous financial year.  The variable costs of 
Agency and WLI have reduced across years due to reduced (non-Covid 19) activity.   
 

 
 
 
The graph illustrates the trend line of agency cost and substantive over a 12 
month period.  A large proportion of the step incrrease on substantive pay during 
month 6 is accounted for by the Medical Staffing apy award and arreas paid in 
month backdated to April. 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 M4 M5 M6 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 2,842 2,682 3,294 17,358

Bank 286 310 201 215 431 356 275 291 241 460 432 349 3,848 430 420 436 415 538 512 2,750

WLI 153 156 244 185 210 114 120 159 139 118 129 137 1,866 32 40 27 26 26 62 213

Agency 425 439 403 503 392 488 535 545 520 521 479 660 5,910 441 405 185 238 340 406 2,017

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 3,756 3,743 3,456 3,521 3,587 4,275 22,338

Medical Staffing £'000s

2020/21 Run Rate

Medical Staffing £'000s

2019/20 Run Rate
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Substantive Medical Staffing Additional Payments 

 
Payments of WLI and other medical staffing payments reflecting additional sessions, are shown in the two graphs below.  Clearly reduced activity levels have resulted in lower 
WLI’s when compared with the prior year.  Payments to medical bank workers (including extra sessions to substantive staff) have continued to increase. 
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All Agency Usage 

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

20-21 Capital 

Plan value 

(£k)

Funding 

currently 

accessible 

(£k)

Funding not 

yet 

accessible 

(£k)

YTD 

Expenditure 

Sept (£k)

Backlog maintenance 1,273 1,273 0 434

Replacement Wards 20,533 19,319 1,214 7,598

HDU/ critical care - phase 1b 933 933 0 652

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

Gaol Street expansion 625 50 575 0

Endoscopy - replacement of washers 182 182 0 156

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 300 102 198 0

Restoration and Recovery Estates work 627 627 0 0

Increase SDEC and Urgent Care capacity for Winter 2,000 0 2,000 0

Estates - other 752 722 30 163

Total Estates 27,425 23,408 4,017 9,003

Ultrasound couches. Expansion of continuity of care model 125 125 0 0

Replacement of CCU monitors 111 111 0 74

Restoration and Recovery Equipment 170 170 0 0

Clinical Equipment - other 465 465 0 29

Total Clinical Equipment 871 871 0 103

EPR phase 2 development and implementation 2,966 2,220 746 1,063

EPMA purchase and implementation 1,596 0 1,596 352

Community EMIS implementation 360 110 250 121

Windows 10, device replacement & single sign on 725 325 400 480

Data centre phase 3 350 350 0 0

E-rostering & E-job-planning implementation 330 330 0 183

Tomcat Upgrade 150 150 0 0

IM&T other 396 396 0 73

Total IM&T 6,873 3,881 2,992 2,272

Covid 19 1,400 0 1,400 1,088

Finance Lease additions - Radiology MES 1,300 1,300 0 0

 Donated and granted assets - other 400 400 0 10

Total Gross Capital Expenditure 38,269 29,860 8,409 12,476
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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 £8.4m of 
funding which the Trust does not yet have access to.  Further 
detail on the status of each source is shown on the next page. 
 
It should be noted that, during October, progress has been 
made towards increasing the funding which can be accessed: 
 

 The regional team have approved the £1.2m 
emergency PDC bid and submitted to DHSC, for their 
approval. 
 

 DHSC have issued a signed MOU for £1.1m for the 
Critical Infrastructure Risk PDC. The Trust will be able 
to draw from this in November. 
 

 £678k of the COVID expenditure has been approved for 
reimbursement nationally, although the PDC won’t be 
awarded until a mid-year capital review has been 
undertaken. 
 

 The delay in being able to access SDEC PDC continues 
to be escalated through the fortnightly progress 
updates to NHSEI. 

 
Year to date Expenditure 
 
The Trust has spent £12,476k against the capital plan during 
the period of April to September 2020. The breakdown is 
shown in the table to the left. 
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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 Fully No Fully No Fully Fully

Backlog maintenance 1,273 1,273 0 57 61 0 56 23 0 0 0 1,076 0 0 0 1,155 1,273

Replacement Wards 20,533 19,319 1,214 187 0 0 0 20,346 0 0 0 0 0 0 0 20,346 20,533

HDU/ critical care - phase 1b 933 933 0 191 28 0 714 0 0 0 0 0 0 0 0 714 933

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

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

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

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

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

Increase space / capacity within the mortuary 300 102 198 0 58 0 44 0 0 0 0 0 0 0 198 242 300

Restoration and Recovery Estates work 627 627 0 0 0 0 0 627 0 0 0 0 0 0 0 627 627

Increase SDEC and Urgent Care capacity for Winter 2,000 0 2,000 0 0 0 0 0 0 0 0 0 2,000 0 0 2,000 2,000

Estates - other 752 722 30 30 418 0 271 3 0 0 0 0 0 0 30 304 752

Total Estates 27,425 23,408 4,017 601 715 0 1,131 21,099 0 0 0 1,076 2,000 0 803 26,109 0 0 27,425

Ultrasound couches. Expansion of continuity of care model 125 125 0 0 125 0 0 0 0 0 0 0 0 0 0 0 125

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

Restoration and Recovery Equipment 170 170 0 0 40 0 130 0 0 0 0 0 0 0 0 130 170

Clinical Equipment - other 465 465 0 44 365 0 56 0 0 0 0 0 0 0 0 56 465

Total Clinical Equipment 871 871 0 44 641 0 186 0 0 0 0 0 0 0 0 186 0 0 871

EPR phase 2 development and implementation 2,966 2,220 746 462 0 1,339 0 419 746 0 0 0 0 0 0 2,504 2,966

EPMA purchase and implementation 1,596 0 1,596 0 0 0 0 0 1,596 0 0 0 0 0 0 1,596 1,596

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

Windows 10, device replacement & single sign on 725 325 400 103 2 0 0 220 0 0 0 0 0 0 400 620 725

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

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

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

IM&T other 396 396 0 100 93 0 50 120 0 0 0 0 0 33 0 203 396

Total IM&T 6,873 3,881 2,992 775 245 1,339 150 1,339 2,342 250 0 0 0 33 400 5,853 0 0 6,873

Covid 19 1,400 0 1,400 0 0 0 0 0 0 0 1,400 0 0 0 0 1,400 0 1,400

Finance Lease additions - Radiology MES 1,300 1,300 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1,300 1,300

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

Total Gross Capital Expenditure 38,269 29,860 8,409 1,420 1,601 1,339 1,467 22,438 2,342 250 1,400 1,076 2,000 33 1,203 33,548 1,300 400 38,269
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Is Funding currently accessible?

 
 
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 September Funding position 
 
The table below sets out the funding position at the end of September. 

Source

Access to 

funds 

approved?

YTD Act 

expenditure

Further COVID 

19 committed

Interim 

funding re-

allocation

YTD Act (re-

allocated)
20/21 Forecast

Financing 

remaining
Funding Status

Total Cash B/fwd. Yes 1,282 1,282 1,420 138 Accessible

Depreciation (less PFI and Finance Lease repayments) Yes 170 170 1,679 1,509 Accessible

19/20 Loan facility cfwd - to be drawn as PDC in 20/21 Yes 1,278 935 2,213 2,806 593 MOU signed by DHSC and Trust

PDC - STP Wave 4b Partially 7,893 751 8,644 22,438 13,794 MOU in place and draws being made. £2,092k is available for core capital.

PDC - CIR Yes 237 (237) 0 1,076 1,076 MOU signed by DHSC and Trust (in October)

PDC - Cyber Security Yes 0 0 33 33 MOU signed by DHSC and Trust

PDC - GDE No 352 (352) 0 2,342 2,342 £2,088k, for FAR 4, expected in November

PDC - HSLI No 11 (11) 0 250 250 Bid submitted - awaiting approval

PDC - COVID 19 Partially 1,088 73 (931) 230 1,400 1,170 Received £230k from 19/20. £678k approved nationally though PDC not yet awarded

PDC - UEC No 0 0 2,000 2,000 MOU signed by Trust but awaiting sign off by DHSC

PDC - Emergency Capital No 155 (155) 0 1,203 1,203 Agreed by regional team (9th October). Now awaiting approval from DHSC

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

Donated/ granted Yes 10 10 400 390

Total 12,476 73 0 12,549 38,269 25,720

£k

 
 
A total of £1,686k of YTD expenditure has had to utilise financing allocated to other schemes as an interim measure. This includes £931k of Covid 19 expenditure. 
 
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 has submitted an application to NHSI/E the £1,203k of Emergency PDC. Commitments against those schemes are being limited until the financing is agreed 
and in place with DHSC. The YTD expenditure of £155k against this source is the continuation of the Windows 10 device replacement programme. If the Emergency 
PDC was not agreed, then the Trust would need to de-prioritise other schemes in order to cover the cost of expenditure already incurred. 
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Balance sheet and Cash-flow position as at 30 September 2020. 

Summary 

 

Cash-Flow 
 
Trust cash-flow has significantly improved in 2020/21.  The main factors 
are the payment of block and top-up income one month in advance and 
confirmation that a loan for £11.7m in lieu of PSF and FRF advances in 
2019/20 would be converted to PDC.  These contribute an improvement 
of £28.2m to the Trust’s cash position. 
 
The Trust draw down of PDC to fund capital borrowing currently exceeds 
capital payments for the year to date.  This is to ensure that funds are 
available to meet payments required at short notice on what is a 
significant capital programme. 
 
Overall, £31.3m of the overall cash balance of £45.6m can be explained by 
these changes leaving an underlying cash position of £14.3m. 
 
In addition, the current financial regime ensures that Trusts break-even, 
thus avoiding any pressure on funding deficits.  As normal rules resume 
and the Trust is required to fund its deficit, this will impact on future cash-
flows. 
 
Whilst the Trust’s cash position remains healthy, it should be noted that, 
in future, any requirement for cash advances will be made through the 
award of PDC which will attract a 3.5% dividend charge. 
 
 

SoFP 
 
The balance sheet has strengthened in 2020/21 to 30 September due to 
the conversion of £193m of loans to PDC on 16 September. As a result, 
the SoFP is positive with additional PDC offsetting a negative Income and 
Expenditure reserve.  The SoFP also reflects a break-even position for the 
year to date and the award of PDC to fund the programme of capital 
expenditure. 
 
The Trust has utilised its improved cash position to address the payment 
of outstanding creditors. 
 
Working Capital 
 
The BPPC performance has improved significantly as a result of cash 
availability.  The Trust aims to make payments to suppliers as swiftly as 
systems allow in line with current guidance.  This places more pressure 
on managers to authorise invoices and goods received notes on a timely 
basis as this constitutes the main limitation to payment performance. 
 
The Trust now has a very healthy outstanding accounts position with 
Mercia (PFI supplier) in pursuance of a target to pay invoices within 10 
days. 
 
Finally, receivables are at a historic low reflecting success in settling a 
number of longstanding issues although some still remain. 
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Cash Flow Position 

2019/20 Actual Actual Actual Actual Actual Actual Cumulative

Cashflow Analysis Year-end Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Sep-20

£000 £000 £000 £000 £000 £000 £000 £000

Surplus / (Deficit) from Operations (9,288) 578 469 872 637 628 516 3,700

Adjust for non-cash items:

Depreciation 5,230 518 515 479 503 698 504 3,217

Income recognised in respect of capital donations (697) (67) 57 0 0 0 (10)

Impairments 2,010 0 0 0 0 0 0 0

Provisions 0 0 0 0 0 0 0 0

Operating Cash flows before working capital (2,745) 1,096 917 1,408 1,140 1,326 1,020 6,907

Working capital movements:

(Inc.)/Dec. in inventories (802) (119) 364 (20) (10) 88 (74) 229

(Inc.)/Dec. in current assets (12,806) (5,504) 11,360 (356) (3,737) 3,168 1,853 6,784

Inc./(Dec.) in trade and other payables 2,302 16,427 (2,765) 2,638 (3,020) 1,521 2,982 17,783

(Inc.)/Dec. in current provisions 391 0 (12) 0 (11) 0 0 (23)

Net cash inflow/(outflow) from working capital (10,915) 10,804 8,947 2,262 (6,778) 4,777 4,761 24,773

Capital investment:

Capital expenditure (11,347) (1,422) (1,685) (1,456) (194) (2,640) (4,499) (11,896)

Capital receipts 697 0 67 (57) 0 0 0 10

Net cash inflow/(outflow) from investment (10,650) (1,422) (1,618) (1,513) (194) (2,640) (4,499) (11,886)

Funding and debt:

Interest Received 82 0 9 (9) 0 0 0 0

Interest Paid (9,378) (502) (547) (524) (525) (1,232) (230) (3,560)

PDC Received 3,707 1,639 335 1,243 3,110 5,423 196,417 208,167

DH loans - received 54,533 0 0 0 0 0 0 0

DH loans - repaid (8,822) 0 0 0 0 0 (193,146) (193,146)

Capital element of finance lease rentals (617) 0 0 (927) (309) 1,236 (309) (309)

PDC Dividend Payment 0 0 0 0 0 0 0 0

PFI/LIFT etc capital (3,445) (308) (310) 618 0 (1,546) (308) (1,854)

Net cash inflow/(outflow) from financing 36,060 829 (513) 401 2,276 3,881 2,424 9,298

Net cash inflow/(outflow) 11,750 11,307 7,733 2,558 (3,556) 7,344 3,706 29,092

Cash at Bank - Opening 4,767 16,517 27,824 35,557 38,115 34,559 41,903 16,517

Cash at Bank - Closing 16,517 27,824 35,557 38,115 34,559 41,903 45,609 45,609   

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 was 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 had a net cash inflow in September and it remains positive for the year to date.  There has been a net increase in working capital 
due mainly to the receipt of an additional month of contract income in the year to date.  This is reflected within the inflow of working capital of £24.8m. 
 
The Trust has made payments for capital expenditure of £11.9m but has also drawn down £15m of PDC to fund capital giving a temporary funds flow benefit of 
£3.1m. 
 
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 September 
this can be explained by the receipt of an additional months block income payment of circa £16.5m plus the PSF cash advance in 2019/20 of £11.7m which was 
converted in to PDC in September. Once these are accounted for the underlying cash position is in line with expectations. 16/18 70/237



 

 SoFP (Balance Sheet) 
2019/20

September 2020 Accounts M06 YTD

£000s £000s

NON-CURRENT ASSETS:

Property, Plant and Equipment 83,129 93,201

Intangible Assets 13,487 13,022

Trade and Other Receivables 790 322

TOTAL Non Current Assets 97,406 106,345

CURRENT ASSETS:

Inventories 3,830 3,601

Trade and Other Receivables 23,088 16,772

Cash and Cash Equivalents 16,536 45,609

TOTAL Current Assets 43,454 65,982

TOTAL ASSETS 140,860 172,327

CURRENT LIABILITIES

Trade and other payables (28,516) (46,877)

Borrowings - Loans, PFI and Finance Leases (197,248) (4,364)

Provisions (46) (46)

Total Current Liabilities (225,810) (51,287)

NET CURRENT ASSETS/(LIABILITIES) (182,356) 14,695

TOTAL ASSETS LESS CURRENT LIABILITIES (84,950) 121,040

NON-CURRENT LIABILITIES:

Borrowings - Loans, PFI and Finance Leases (41,291) (39,156)

Provisions (1,476) (1,453)

Total Non-Current Liabilities (42,767) (40,609)

ASSETS LESS LIABILITIES (127,717) 80,431

TAXPAYERS EQUITY

Public dividend capital 30,324 238,491

Revaluation reserve 13,374 13,522

Income and expenditure reserve (171,415) (171,582)

TOTAL (127,717) 80,431

2020/21

 
 

General 
Due to suspension of the original 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 September 
2020. 
 
Non-Current Assets 
Non-current assets reflect additions to assets under construction and equipment.  
The increase from opening position is due to the ongoing capital programme 
 
Current Assets 
Trade and other receivables have reduced compared with August reflecting a PFI 
prepayment.  Cash balances have increased compared with the previous month, 
part of which is due to the PFI payment profile. 
 
Current Liabilities 
Borrowings in the form of loans have reduced by £192m reflecting the conversion of 
loans to PDC in September.  The Trust now has a positive net current asset balance. 
 
Non-Current Liabilities 
This change relates to the ongoing reduction in the PFI liability. 
 
Taxpayers Equity 
The Trust has received £192m of PDC to repay the DHSC loans and has also drawn 
down more PDC in September to fund capital expenditure.  The Income and 
Expenditure reserve shows a marginal change reflecting the small deficit (before 
technical adjustments) in September. 
 
The overall balance sheet is now positive. 
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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 93 2975 717 23201 1,372 54,492

% of Invoices paid within target 72.04% 93.95% 66.81% 80.84% 37.10% 51.09%

Value of Invoices paid in period (£000s) 948 6,684 6,112 61,092 9,676 110,379

% of value paid within target 85.34% 95.03% 83.80% 88.19% 69.56% 64.52%

ACCOUNTS PAYABLE ANALYSIS

NHS Non NHS Total NHS Non Total
0-30 70 488 558 476 4,127 4,603
31-60 22 142 164 208 610 818
61-90 96 100 196 96 78 175
91+ 478 1,130 1,608 273 1,248 1,520
Total 666 1,860 2,526 1,053 6,063 7,116

OUTSTANDING DEBTS

Host 

Comm- Other NHS

Welsh 

bodies

Non-

NHS

Private 

Patient Total

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

Current 0 1,740 193 1,675 21 3,629 1,265

1 Month 0 18 67 16 9 110 334

2 Months 64 194 14 8 4 284 119

Over 3 Months 61 266 718 623 4 1,672 1,849

Unallocated Credits (1) (667) (461) (214) 0 (1,343) (1,406)

Total Value Outstanding 124 1,551 531 2,108 38 4,352 2,160

Last Month 148 842 390 746 34 2,160

Age of Debt

2019/20

Debt outstanding as at end of the Month
Previou

s Month

No. of days from invoice receipt
2020/21 YTD - £k 2019/20 - £k

 

Better Payment Practice Code 
Performance against the PSPP target of 95% has consistently 
improved month on month this financial year and is now at 94%, 
remaining consistent with the previous month. 
Non NHS invoices constitute most expenditure.  September 
performance as measured by value was 94%, and 95% by volume.  
NHS payments in September achieved 72% and 85% respectively.  
The year to date values are lower but continue to show 
improvement month on month.  All values reported are 
significantly better than 2019/20. 
 
Accounts Payable 
The Trust's accounts payable position has improved as a result of 
better cash-flow.  The aged creditor analysis shows an 
improvement in the value of outstanding creditors across the 
board compared with the 2019/20 year-end position. 
The overall value of outstanding invoices on the purchase ledger 
has reduced by £4.6m compared with the position as at 31 March 
2020.  Long standing creditor disputes are being pursued with NHS 
Property Services and UHBT. 
 
Outstanding Debts 
The total value of outstanding debtors as measured by invoices 
raised has increased from £2.16m to £4.35m. The increase is 
mainly NHS and Non NHS debtors. Two large invoices raised last 
month were £1.3m to Phillips Healthcare and £1.3m to Health 
Education England. The latter invoice has now been paid. 
Long standing debts with Welsh NHS bodies relate primarily to 
Aneurin Bevan Trust and Powys LHB.  The Trust has continued to 
chase these outstanding balances as most relate to contract over-
performance in prior years. Non NHS debts relate mainly to 
Primecare for which provision has been made for unpaid invoices. 
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Report to: Public Board
Date of Meeting: 05/11/2020
Title of Report: Safeguarding Annual Reports
Status of report: ☒Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Director of Nursing
Author: Lead nurses for each service
Documents covered by this 
report:

3

1.  Purpose of the report

To provide the Board with the annual reports for our safeguarding teams and to seek approval for sharing with 
external agencies and on our website:

Report 1 - Child Safeguarding Annual Report
Report 2 – Children in Care Annual report
Report 3 - Safeguarding Adult Annual report

2. Recommendation(s)

The Quality Committee recommended the annual reports for submission to the Board of Directors and it is 
recommended these be approved for publication.

3. Executive Director Opinion1

These reports provides a high degree of assurance that the work of the Safeguarding teams ensures that the 
organisation is meeting its statutory duties in relation to safeguarding vulnerable children, young people and 
adults.   

The following points should be noted:
 Despite the successful recruitment into the community paediatric post we continue to struggle to meet 

the initial health assessment within timescale for Children in Care
 The use of technology during Covid has been extremely successful in maintaining performance for review 

health assessments
 The number of Children in Care in Herefordshire continues to be much higher than the national average
 There has been a significant increase in the number of domestic abuse notifications where a child lives in 

the household across Herefordshire since Covid lockdown
 The introduction of the new domestic abuse hub and plans to maintain this as part of the BAU model
 The impact of Covid 19 affecting supervision of staff particularly within school nursing and health visiting
 Successful implementation of the Mental health arrangements with 2G
 Further work required is required across all disciplines in relation to understanding and application of the 

Mental Capacity Act
 The alert system on EPR and in Symphony in ED is supporting early notification of admission/attendance 

of individuals with a learning disability

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 teams flexibility in adapting to very different ways of working during the pandemic is to be 
commended

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. Introduction 
 

The term ‘safeguarding’ covers everything that assists children, young people at risk to live a life that is free from 

abuse and neglect. Safeguarding also encompasses prevention of harm, exploitation and abuse through provision 

of high quality care, effective responses to allegations of harm and abuse, responses that are in line with local 

multi‐agency procedures and lastly, using learning to improve services to children, young people and their 

parents/carers.  

This report covers the period April 1st 2019 until 31st March 2020 and details how Wye Valley NHS Trust (WVT) is 

fulfilling its statutory duties to safeguard the welfare of children and young people. It also provides; 

 

 An overview of the national and local context and influences on safeguarding children 

 Assurance that WVT is compliant with its safeguarding responsibilities 

 An outline of priorities for 2020‐2021 

 Details in relation to NHS Trusts statutory responsibilities under Section 11 of the Children Act of 2004 to 

make arrangements that, in discharging their functions, they have regard to the need to safeguard and 

promote the welfare of children. Section 11 responsibilities are detailed in the Working Together 

statutory guidance, the latest version was published in July 2018.  

 

All health providers are required to have effective arrangements in place to safeguard vulnerable children and to 

assure themselves, regulators and their commissioners that these are working. All health providers must be 

registered with the Care Quality Commission (CQC) and are expected to be compliant with the fundamental 

standards of quality and safety. Two of these standards have particular relevance in safeguarding – regulation 11 

(consent to care and treatment) and regulation 13 (safeguarding vulnerable people from abuse). 

These arrangements include; 

  

 a clear line of accountability for the commissioning and/or provision of services designed to safeguard 

and promote the welfare of children  

 a senior board level lead to take leadership responsibility for the organisation’s safeguarding 

arrangements 

 a culture of listening to children and taking account of their wishes and feelings, both in individual 

decisions and the development of services 

 arrangements which set out clearly the processes for sharing information, with other professionals and 

with the Safeguarding Children and Young People in Herefordshire Partnership 

 named safeguarding children professionals – nurse, doctor and midwife 

 safe recruitment practices for individuals whom the organisation will permit to work regularly with 

children, including policies on when to obtain a criminal record check 

 appropriate supervision and support for staff 

 employers being responsible for ensuring that their staff are competent to carry out their responsibilities 

for safeguarding and promoting the welfare of children and creating an environment where staff feel able 

to raise concerns and feel supported in their safeguarding role 

 provision of safeguarding training staff including a mandatory induction, which familiarises staff with child 

protection responsibilities and procedures to be followed if anyone has any concerns about a child’s 

safety or welfare 
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 clear policies for dealing with allegations against people who work with children, in line with those from 

the Safeguarding Children and Young People in Herefordshire Partnership. 

 

2. Safeguarding Children Team. 

2.1. Infrastructure 

The Director of Nursing is the Executive Lead for Safeguarding Children and oversees the management of and the 

work undertaken by the team. 

In March 2020 the WVT safeguarding children team establishment was;  

 1 whole time equivalent Named Nurse  

 1.5 PA’s Named Doctor  

 0.4 whole time equivalent Named Midwife (Trust Lead for Female Genital Mutilation‐FGM)  

 1.5 whole time equivalent Specialist Safeguarding Children Advisors (0.5 whole time equivalent vacancy), 

1 whole time equivalent of which is hospital based.  

 1 whole time equivalent  Safeguarding Children Practitioner (Based in the Multi Agency Safeguarding 

Hub)  

 1 whole time equivalent Safeguarding Children Administrator.   

     

WVT also employs the Designated Doctor Safeguarding Children and Children in Care (working 4 PA’s per week for 

the Herefordshire and Worcestershire Clinical Commissioning Group) and the Sudden Unexpected Death in 

Infancy Consultant role (working 1 PA per week) also under a contractual arrangement with Hereford and 

Worcester Clinical Commissioning Group. 

 

2.2. Roles  

 

The work of the Safeguarding Team is multi‐faceted and relies heavily on partnership working, both internally and 

externally. We strive to deliver a seamless integrated service to safeguard children from abuse and neglect. The 

Trust’s safeguarding team continues to provide a range of activities to support key areas of safeguarding work, 

embrace change, respond to emerging themes and strive to ensure all safeguarding processes are robust and 

effective. 

The core functions of the team are to; 

 Provide clinical leadership in respect of safeguarding to support high quality safeguarding practice 

 Offer support for practice development through, 

 A robust training and development strategy utilising education forums, light bite sessions as well 

as formal training.  

 Supervision  

 Coaching 

 Sharing learning from practice reviews 

 Support and advice on case management, including attendance at complex meetings 

 Provide oversight and assurance regarding how the Trust is meeting its obligations in respect of 

Safeguarding Children  

 To provide oversight and development of policy and procedures 
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 To provide challenge and scrutiny of safeguarding practice internally and externally 

 To support staff to provide high quality statements for court, police and if attendance at court is required 

 To undertake internal management reviews and contribute to multi‐agency practice learning / serious 

case reviews  

 Support the business of the multi‐agency partnership. (see Section 3)  

3.0. Contribution to the work of Safeguarding Children and Young People in Herefordshire Partnership  

3.1 The Safeguarding Children and Young People in Herefordshire Partnership was implemented at the end of 

June 2019 to replace Herefordshire Safeguarding Children Board. The new Safeguarding Children and Young 

People in Herefordshire arrangements reflect the fundamental legislative changes to the Children Act 2004, which 

was amended by the Children & Social Work Act 2017. The changes are covered in the updated Working Together 

2018, which sets out a number of changes in the way in which agencies are required to work together to 

safeguard children and young people. Local Safeguarding Children’s Boards are no longer required in their current 

form, and are to be replaced by more flexible arrangements determined locally. 

 

3.2. The lead safeguarding partners are Police, the CCG and Local Authorities, each being invested with specific 

duties to secure the safeguarding arrangements and responsibilities for children and that those duties should 

attach to the senior leaders in each of the organisations. However the lead partners are clear that these new 

arrangements will not diminish the importance of the responsibilities and contributions of all the other agencies 

in Herefordshire who play such a vital role in safeguarding children & young people.  

 

The safeguarding partners must: 

 

 Agree on ways to co‐ordinate their safeguarding services 

 Act as a strategic leadership group in supporting and engaging others 

 Implement local and national learning from serious child safeguarding incidents. 

 

Primarily, the work of the partnership is to promote high standards of safeguarding work and to foster a culture 

of continuous learning and improvement. Through its work the partnership will identify and act on identified 

weaknesses in services and measure how improvements are having an impact on children & families. To read the 

full account of the new arrangements and how they will work follow this link: 

https://herefordshiresafeguardingboards.org.uk/media/6643/safeguardingcypherefordshire.pdf  

A review of these arrangements, to ensure they are working as effectively as they should, is due to be undertaken 

during autumn 2020. 

 

Safeguarding children is a multi‐agency process and the Trust works closely with colleagues  across Herefordshire 

to support the work of the Safeguarding Children and Young People in Herefordshire Partnership ensuring that 

the Trust is represented at all its groups and contributes consistently to the work streams for the partnership’s 

priorities. The safeguarding children team also represent the trust within other multi‐agency groups such as 

Prevent and Deter (for Child Exploitation), Multi‐Agency Risk Assessment Conferences (MARAC) for high risk 

domestic abuse cases, and on task and finish groups as required. 

 

3.3 At  the end March 2020 children  receiving multi  agency  support  at  Level 4  ,  those children most  in need  is 

depicted below. 
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3.4.  The Partnership  adopted  the  following  priority  areas  for  set  for  2017/19. New priorities will  be  agreed  in 

autumn 2020. 

1. Neglect. The early identification and response to childhood neglect.  

2. Identification, prevention and response to Child Exploitation/ Children Who Go Missing  

3. Safeguarding children with disabilities  

4. Early Help  

Priority area 1 – Neglect 

The focus is on the identification and response to childhood neglect, with key outcomes of: 

 Concerns about possible childhood neglect are identified early and interventions put in place to 
ensure children’s needs are met and they are not at risk of, or experiencing, neglect 

 Plans put in place to protect children from further neglect, where chronic cases of neglect are 
identified 

 Consistent and timely response across agencies 

 Innovative tools and approaches are put in place to support practitioners in assessing and 
understanding neglect and improving and better targeting work and interventions with families with 
a clear focus of the impact of neglect on children and young people.  
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WVT has supported the work of the partnership to improve the identification and response to childhood 
neglect through; 
 

 Safeguarding team members contributing to the delivery of HSCB neglect /Graded Care Profile 2 

(GCP2) training 

 Provision of single agency GCP2 training within WVT for key staff groups  

 Facilitating the embedding of GCP2 is ongoing through supervision and regular up‐dates to staff 

 Providing the chair to the Multi‐agency Policy and Practice group that had neglect within its work 

stream until the new partnership arrangements came into place. 

Priority Area 2 – Child Exploitation and Missing Children 

This priority focuses upon identification, prevention and response to Child Exploitation and children who go 

missing, County Lines, Trafficking, Slavery, digital exploitation and transitional arrangements. 

WVT has supported the work of the partnership in this priority area by ensuring;  

 A member of the safeguarding children team attends and supports both the Strategic Child Exploitation 

Sub Group and also the Prevent and Disrupt group.  

 A process of intelligence gathering to support the Prevent and Disrupt group is in place and the use of the 

intelligence form. The form has been disseminated through the WVT safeguarding children education 

forums and individual safeguarding supervision.  

 Child Exploitation awareness is included in all levels of mandatory training and bespoke sessions have 

been delivered to individual teams and at the safeguarding education forum.  

 Children who have been assessed as at medium to high risk of Child Exploitation are reviewed by 4 weekly 

Multi‐agency Risk Management meetings, chaired by the Local Authorities Child Exploitation Team. WVT 

staff attend these meetings as appropriate. 

 Contribution to the Partnership’s audit on Harmful Sexual Behaviour commissioned from the NSPCC 

Below is an example of strong partnership working to support a young person who was experiencing significant 

difficulties resulting from exploitation. 

 

 

 

 

 

 

 

 

 

 

Anonymised Case Study 

Young Person A was admitted to the paediatric ward having taken an overdose and expressing 

suicidal ideation. He was known to be at high risk of sexual exploitation and was receiving services 

from children’s social care.  

 During his stay on the ward a series of multi –agency meetings including strategy discussions, risk 

management meetings and discharge planning meetings were held which ensured clear and 

effective communication between the agencies supporting him.  At these meetings the level of risk 

to the young person was assessed / reviewed and decisions made to ensure appropriate care and 

interventions were being provided to keep him safe. The paediatric ward team worked well with the 

young person to ensure that his voice was heard and that he remained safe.  

He was able to express that neither he nor his parents were able to keep him safe and consequently 

he was discharged from the ward to residential accommodation out of county, which had expertise 

in working with young people experiencing sexual exploitation. 
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Priority Area 3 – Children with Disabilities 

This priority focuses upon safeguarding children with disabilities and ensuring any significant harm of likelihood of 

harm is recognised and responded to. 

WVT has supported the work of the partnership in this priority area by ensuring;  

 Children with disability awareness is included in all levels of safeguarding children training. Additionally a 

module on safeguarding children with disabilities has been developed and is delivered as part of the Level 

3 training. 

 A member of the safeguarding children team has specialist knowledge about children with disabilities. 

This is utilized to provide safeguarding supervision to targeted staff groups which provide services to 

children with disabilities. 

Priority Area 4 – Early Help 

This priority focusses upon ensuring that early help services effectively identify needs and offer support to 

children and families to enable the best outcomes for children. Services aim to reduce the risk of statutory 

intervention. 

WVT has supported the work of the partnership in this priority area by ensuring;  

 In 2019 the Early Help Assessment and associated guidance was launched and training and development 

sessions were held for WVT services. Internal safeguarding training also includes training on the Early 

Help Assessment. 

 Contribution to Early Help is monitored via the dashboard for school nursing and health visiting services. 

The health visiting service continued to be one of the largest contributors to Early Help Assessments 

across the multi‐agency partnership. 

4. Quality of Safeguarding Services – External Scrutiny, Safeguarding Children Performance Dashboard 

(Appendix 1) and Audit  

Safeguarding is central to quality of care and patient safety. The Trust has a clear governance structure in place.   

 

 

 

 

 

 

 

     Trust Board

Quality Committee 

Overarching Safeguarding Committee 

Operational Safeguarding Children Committee 
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The effectiveness of the safeguarding system is assured and regulated by a number of bodies and mechanisms. 

Wye Valley NHS Trust has an established safeguarding children quality framework which includes a safeguarding 

children performance dashboard and an annual audit plan.  The dashboard and report are submitted on a 

quarterly basis through the governance structure to the Quality Committee. (Appendix 1) and onto Herefordshire 

and Worcestershire Clinical Commissioning Group. Parts of the performance data is also used to inform the 

Safeguarding Children and Young People in Herefordshire Partnership’s multi‐agency data set.  

4.1. Care Quality Commission (CQC) 2019 Inspection – Safeguarding Children 

The inspection report was published by the CQC at on 18th March 2020. This inspection did not inspect services 

for children and young people, community health services for children or community dental services.  

The report indicated improvements in response to suspect safeguarding concerns across all areas and noted that 

midwifery staff met or exceeded completion targets for safeguarding training. 

Areas for improvement; 

 The trust must ensure all medical staff meet the requirements for safeguarding training. 

 The Trust must ensure all staff are aware of specific arrangements for patients with, or at risk of female 

genital mutilation.  

(See Section 8)  

 

4.2. Learning, Development and Training 

The provision and delivery of safeguarding children training remains a key priority for the team. Significant focus 

has been placed upon improving the trust’s compliance to ensure that the staff have the required level of 

competency as set down for their role.  

The Intercollegiate guidance in relation to Safeguarding Children Training was revised and published at the end of 

February 2019. In response to that the WVT Safeguarding Children Training Strategy was revised and approved in 

September 2019. As part of the new strategy, a pilot commenced in January 2020. The pilot group is staff that 

requires level 3 safeguarding children competencies and introduces the use of reflective learning logs to record 

their training and development, from a wider range of opportunities. This will be evaluated next year, with a view 

to further roll out. 

During 2019 Level 2 was incorporated into the trusts induction programme and this has improved compliance 

with Level 2 training as can be seen in the table below.  
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Safeguarding Children Training 

 

 

March 18  

 

March 19 

 

March 20  

 

% staff trained at level 1 

97%  99%  95% 

 

% staff trained at level 2 

78%  87%  95% 

 

% staff trained at level 3 

91%  90%  87% 

 

% ED staff trained at Level 3 

87%  82%  76% 

 

% Staff trained to level 4 

100%  100%  100% 

 

%  Trust Board trained  

100 %  100 %  100% 

   

Training for Levels 1 to 3 are available internally via face to face training or via e‐learning. Additionally Level 3 

training is available from the safeguarding partnership. 

 

The Trust’s Safeguarding Children Supervision Policy was revised and presented to the Overarching Committee in 

May 2019  for approval.   All members of the team who provide child safeguarding supervision have received  in 

depth training from the NSPCC. Capacity to provide safeguarding supervision is appropriate except for midwifery 

due to staffing constraints. (See Section 8 Priorities 20‐21) Attendance is monitored and reported on and where 

attendance  is not acceptable  this  is highlighted  to  the service manager  for action and discussed at governance 

meetings.  

 

Peer Review for Paediatric Consultants was increased to bi‐monthly sessions in April 2019. This was to increase the 

numbers of case discussions. It continues to be led by the Named Doctor Safeguarding Children and is supported 

by  the  Designated  Doctor.  New  guidance  is  likely  to  be  published  by  the  RCPCH  during  the  next  year  and 

amendments will be made to the processes as required. (Section 8)  

4.3. Audit 

Audit  results,  themes  and headlines  are disseminated  in  a  variety  of ways  including  for  example;  via  the WVT 

Safeguarding  Children  Educational  Forum,  Partnership  practitioner  forums  operational  safeguarding  group  and 

during training and supervision. Any individual shortfalls in practice are addressed directly on an individual basis, 

e.g. a poor quality safeguarding referral.  

The themes and findings for the audits that were undertaken in 2019/20 include; 

  
4.3.1 Multi‐Agency Safeguarding Hub (Mash) Audit  

This audit which examined quality of referrals made and how thresholds are applied both by the referrer and by 

children’s social care. The audit has previously been completed across the health economy alongside the CCG and 

2Gether NHS Trust  but due to time and staffing constraints the audit was completed  as a single provider audit  

focusing on just WVT referrals into MASH.  
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The audit was completed in September 2019 following the implementation of the new format of the referral form 

in June 2019. Due to the changes to the referral form the audit tool was updated to reflect this. There were no 

specific issues of concern identified from this audit; a general point was that the Levels of Need threshold guidance 

was not being used to evidence threshold in some instances and that staff need to be using and attaching specific 

evidence based assessments to support their referral i.e. GCP2, Child Exploitation  risk assessment and domestic 

abuse risk assessment. 

 What we did?  

The findings of the audit were disseminated and reinforced in Safeguarding Children Education Forums. In addition 

safeguarding children training at Induction, 2 and 3 include a practical session to reinforce the correct use of the 

HSCB Levels of Need threshold guidance, the referral form as well as use of the Early Help Assessment / Processes.  

 4.3.2 Repeat Audit into Children Who Were Not Brought to Appointments  

This audit examined risk assessment, documentation and actions for a cohort of paediatric patients who were not 

brought to their out‐patient appointments. A previous audit had been undertaken  in 2016 and following that a 

proforma sticker had been designed to enhance practice. The findings from this audit indicated that this was being 

used in the majority of cases thus improving risk assessment and record keeping. However further improvements 

were required in relation to communication with GPs and parents. 

What we did? 

The findings of the audit were presented to the paediatricians in May 2019. A further re‐design of the Was Not 

Brought Sticker was agreed. Work is in progress to ensure the template is included as the electronic patient record 

is further refined. Following discussion it was agreed that the Trust Was Not Brought policy would be amended as 

part of the 20‐21 work plan.  (See Section 8)  

4.3.3 Audit of Paediatric Ward records  

This audit examined the safeguarding assessment process of children admitted to Paediatric Ward or reviewed on 

the  Paediatric  Assessment  Unit.  Areas  explored  included,  the  recognition  of  safeguarding  concerns  and  the 

subsequent actions, communication with wider multi‐agency professionals and whether the “voice of the child” 

was recorded. The audit tool had been changed from the previous year to include checking of CP‐IS (child protection 

information  sharing)  alerts  as  well  as  Child  Safeguarding  Alerts  on  Maxims  EPR.  The  audit  identified  that 

safeguarding alerts were not always being checked by staff and the child’s hospital records did not always convey 

the voice of  the child.  For younger children and babies  the parent and child  interactions were not consistently 

recorded. The audit highlighted good practice such as parents and children were always asked if they had a social 

worker  and  in  cases  where  safeguarding  concerns  were  identified  the  team’s  communication  with  children’s 

services and other professionals was good. Additionally, when required, discharge planning meeting were held to 

ensure the child’s safe discharge from the ward. 

  What we did? 

The  results  were  communicated  to  staff  during  bite  size  teaching  sessions  on  the  ward  and  in  the  Paediatric 

speciality monthly meetings. The audit is undertaken is repeated quarterly. It is planned that for the next year a 

separate audit for SCBU records will be completed. 
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4.3.4 Audit into the effectiveness of multi‐agency planning and intervention in minimising risks to children subject 

to Child in Need and Child Protection plans 

This audit multi‐agency audit took place in January 2019 and examined the following;  

•  Do agencies understand the thresholds for Child in Need or Child Protection Plan? 
•  Have agencies contributed sufficiently in relation to planning and attendance at meetings? 
•  Is planning of good overall quality, and appropriate to the identified needs and risks. Is planning SMART 

and multi‐agency in nature? 
•  Are risks to the child well identified and are steps taken promptly to minimise these risks. Is appropriate 

challenge provided by multi‐agency partners when drift and delay occurs? 
•  What  is  the  quality  of  overall  communication  between  multi‐agency  partners?  Is  multi‐agency 

consideration given to new or significant information? 
•  Is the voice of the child clear? Are their views known by a range of multi‐agency partners and are they 

listened to? 
•  Are multi‐agency partners aware of the identified lead professional and has it been necessary to utilise the 

resolution of professional disagreements policy?  
 
The  findings  are  not  yet  finalised  but  indicated  that  overall  multi‐agency  partners  are  on  the  whole  working 

effectively to achieve tasks outlined within plans for children and young people. There is evidence of effective multi‐

agency working  in swiftly  identifying needs of the child and any presenting risks, and working collaboratively to 

ensure that risks are reduced and positive outcomes achieved. It was noted that school nurses, education staff and 

social workers were working effectively together and had formed positive relationships with children and young 

people, resulting in a positive change in the child’s day to day lived experience. 

  What we did?  

The WVT action plan  includes dissemination of the findings, an up‐date to staff about the revised Resolution of 

Professional Disagreement policy and audit of the use of the policy.  

5. Child Safeguarding Practice Reviews (CSPR) / Serious Case Reviews (SCR)  

Child Safeguarding Practice Reviews (formerly Serious Case Reviews) in England are undertaken when a child dies 

(including death by suspected suicide), and abuse or neglect is known or suspected. Additionally, Local 

Safeguarding Children Partnerships (formerly LSCBs) may decide to conduct an SPR if a child has been seriously 

harmed. 

During 2019/20 two Serious Case Reviews (A and B) were completed. The learning from both have been 

disseminated to staff through training, the safeguarding children education forum, bite sized teaching, team 

meetings and in safeguarding children supervision.   

5.1. SCR A. This focused upon multi‐agency safeguarding practice delivered to a child who had an episode of 

acute mental health distress. 

There was significant learning for Paediatric in patient services and the review led to the development of a revised 

Paediatric Mental Health Care Pathway. An action plan was developed and remained in progress at end March 

2020.  
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5.2. SCR B.   This six month old child sustained serious, life changing injuries and at the time a number of agencies 

were providing services to the immediate and extended family. The review explores multi‐agency practice.  

There was specific learning for WVT services and an action plan was formulated. All actions were completed at 

end March 2020.  

5.3. CSPR B commenced in April 2020 and is not yet completed. This review examines multi‐agency practice 

following the death of a baby born to a young mother. The mother, a child herself, had not received any care 

from health services prior to the birth of the baby. The review will also examine the knowledge of professionals in 

relation to; peer on peer abuse, exploitation and coercion, young carers parental responsibilities towards a child 

under 16 years who is sexually active and practitioner’s knowledge of sexual health / contraception.  

6. Focus upon the Multi Agency Safeguarding Hub (MASH)  

In November 2019 the role of Safeguarding Children Practitioner within MASH health transitioned from 

Herefordshire Clinical Commissioning Group to Wye Valley NHS Trust Safeguarding Children Team. A budget for 1 

whole time equivalent Band 6 was transferred at the same time. In order to cover the role all of the safeguarding 

children team have worked in MASH and developed working relationships with the other partners. The Named 

Nurse for Safeguarding Children sits on the MASH Partnership forum which oversees MASH performance and 

reports to the safeguarding partnership.  

Although there were strong systems in place, the change in provider meant revision and allowed a refresh of the 

pathways. Additionally it was identified that a revised information sharing agreement for MASH was required. 

This is at final draft stage.  

External agency training by the MASH practitioner has seen an improvement on the use of the Herefordshire 

Levels of Need guidance and the quality of referrals from the health economy. This has been evidenced by audits 

both within the MASH and the safeguarding children team. 

7. Focus upon Domestic Abuse  

The Lead for Domestic Abuse for Public Health Nursing has worked closely with the safeguarding children team to 

develop practice in relation to domestic abuse. Highlights of the work include; 

 Development of electronic record keeping on EMIS for police incident notifications 

 Auditing and then development of  an action plan to strengthen the use  of the routine enquiry in relation 

to domestic abuse made by public health nurses 

 Provision of training in conjunction with West Mercia Women’s Aid , including a module within Level 3 

child safeguarding training  

 Attending  multi‐agency risk assessment conferences ( MARAC ) 

 Refreshed the domestic abuse pathways and developed a Domestic Abuse Intranet page 

 Worked closely with the Hospital Independent Domestic Violence Advisor from West Mercia Women’s  

Aid to promote the role and raise awareness within the trust. 
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8. Priorities for 2020/21  

Below is a summary of the work plan that is not “business as usual”; the action; leads and timescales are  

detailed within the Safeguarding Children Team Work Plan. 

 

9. Conclusion  

This annual report has provided an insight into local issues, developments and initiatives pertaining to 

safeguarding children and young people that have taken place during the last twelve months. In doing so it aims 

to provide a high level of assurance that the organisation is fulfilling its statutory duties and responsibilities in 

relation to safeguarding children and young people. The Trust’s safeguarding team continues to provide a range 

of activities to support key areas of safeguarding work, embrace change, respond to emerging themes and strive 

to ensure all safeguarding processes are robust and effective. Ongoing monitoring of the capacity of the trust’s 

various services will be required during the next year to ensure that the Trust continues to meet its Section 11 

responsibilities. 

Practice around safeguarding children is always complex and challenging. At the time of writing the report new 

challenges have emerged in relation to the pandemic Covid ‐19. New ways of working have been put in place for 

example delivery of safeguarding supervision via Microsoft team and the developing of virtual training and 

education to replace classroom training at this time.  

 

 

 

 

Team

capacity and 
sustainability 

•Review of the role and appointment of a Named Midwife 
•Develop job share arrangements for the Named Nurse and recruit to the vacant 
band 7 post

•Ensure new recruits have  access to specialist safeguarding children 
supervision and leadership training.

Safeguarding  

Practice 

•Nominated team members to attend training on the new social work model of 
practice and disseminate to trust staff.

•Deep dive review of understanding and use of Child Safeguarding Alerts 
•Develop trust wide approach to risk assessment of children who are not 
brought to appointments/ repeated cancellations

•Explore and develop safe systems to create alerts for children at high risk of 
exploitation

•Explore and develop safe systems to alert staff if a domestic abuse victim has 
been discussed at MARAC

• Covid - 19 response - development and delivery of virtual training, staff 
support and supervison where required. 
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Annual Report 2019 – 2020

Introduction

Following the significant redesign of the database to improve scrutiny of Herefordshire children in 
care the report will compare two years of data.  

During 2019-2020 there continued to be a consistent increase in the number of Children in Care in 
Herefordshire recording 92 children in care per 10,000 of under 18 population. This was also above 
the national average of 64 children in care per 10,000 under 18 head per population. 

The annual report will provide a;

 Profile of Herefordshire Children in Care.
 Review of performance of Initial and Review Health Assessments in line with statutory timeframes 

and key performance indicators for Herefordshire children in care. This data will be separated into 
data for those living in Herefordshire and those not living in Herefordshire.

 There will be a brief report on the outcomes of the Strengths and Difficulties Questionnaire (SDQ) 
and how concerns are managed in relation to scores that raise concerns about the emotional 
wellbeing and mental health of children and young people.

 Overview of activity of the Children in Care Health Team.

Profile of Herefordshire Children in Care 2019-2020

At the end of 2019-2020 there were a total of 355 children in care an increase from 334 children in 
care the previous year. December 2019 saw the highest monthly total of children in care at 368 
children being looked after.

During 2019 – 2020 Herefordshire saw a reduction of under-five’s coming into care compared to the 
previous year and an increase in the 10-15 year age groups. In line with national average for the last 
two years Herefordshire had a higher number of boys in care than girls. 
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Health Performance Indicators for Children in Care 

Statutory time frames for Health Reviews

 Initial Health Assessment (IHA) – All children new into care should have an Initial Health 
Review with a Consultant Paediatrician within 20 working days.

 Review Health Assessment (RHA) : - 
All children age 0-4 years should have a review every six months. Children aged 4 -18 years 
should have an RHA every 12 months.

Key Performance Indicators (KPI)

 All children should have a dental check every six months 
 All children should have immunisations in line with the National Immunisation
 All children should be registered with a Local GP

Initial Health Assessments (IHA) 2019-2020

Total by year Quarter 1 Quarter2 Quarter3 Quarter4
2018/2019 99 46 22 22 31
2019/2020 111 19 31 31 30
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Q1 Q2 Q3 Q4 Year Pecentage
2018/19 44,7% 66,7% 55,6% 51,7% 54,7%
2019/20 50,0% 53,6% 51,9% 68,8% 56,0%
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Delay in receiving medical consent and medical capacity severely impacted on WVT achieving an IHA 
appointment within 20 working days of a child becoming a child in care. This has been resolved with 
the successful recruitment of a Community Paediatrician and a dedicated weekly clinic for IHA’s. IHA’s 
cannot be completed without medical consent. Best practice would be for consent for medical 
treatment to be received at the same time that notification of a child coming into care is sent to the 
Child in Care Health Team. When this does not happen consent is chased with the child’s social worker 
and manager and if required escalated to Head of Service for Children in Care at the Local Authority.

Key Performance Indicators for new children into care at Initial Health Assessment.

Total number 
of children

Child was not 
brought to the 
appointment

Carer 
cancelled 

appointment 

Placement 
move

Delayed 
medical 
consent

Medical 
Capacity

2019-2020 29 4 8 2 7 8
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Compliance with attending for a dental check for Herefordshire children is frequently the lowest 
scoring key performance indicator at IHA. Access to six monthly dental checks will be recorded as an 
action on all health care plans. The Children in Care Health Team work closely with the Head Dentist 
for Herefordshire to action urgent appointments where significant dental health concerns are 
identified.

Immunisations are discussed at IHA and carers are referred back to the GP or Immunisation Team to 
ensure that children and young people are able to access catch up programs if they are not fully 
immunised for their age following the IHA. 

All children coming into care were registered with a GP but at the time of IHA may not have been 
registered with a local GP. Carers will be encouraged to register a child in their care with a local GP 
as soon as they arrive at a new home.

Review Health Assessments (RHA) for Herefordshire Children in Care Living in Herefordshire

Total RHA.s 
due

Health 
assessments 

refused

Statutory health 
assessments 
completed

RHA's completed 
in of statutory 
time frames 

RHA's completed 
but out of 

statutory time 
frames

2018/2019 243 8 235 197 38
2019/2020 256 9 246 195 51
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Dental Compliance Immunisation up to date GP registration 
IHA Q1 14,3% 57,1% 35,7%
IHA Q2 46,2% 61,5% 73,1%
IHA Q3 55,6% 77,8% 81,5%
IHA Q4 50,0% 87,5% 93,8%
IHA National benchmark 84% 87% 95%
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RHA’s completed within statutory time frames has remained similar to last year. Most notably in 
Quarter 1 saw a drop to 71% long term sickness and increasing numbers of children needing a health 
review were contributory factors in the reduced percentage of RHA’s in timescales. This was 
recognised and support was kindly provided by the school nursing service and a successful business 
case resulted in a permanent increase in nursing establishment by two whole time equivalent band 6 
nurses. The positive impact of this completed recruitment at the end of Quarter 3 is clearly seen in 
Quarter 4 data. 

However, carers cancelling appointments provides a significant challenge to meeting the statutory 
time frames for RHA’s and contributed to 25 (49%) of young people being seen for a health review 
but the health review being outside of statutory time frames. Reason for cancellation are explored 
and appointments reallocated at the earliest opportunity. Allocation of children and young people 
requiring an RHA has changed to allow for rescheduled appointments with the intention of being 
able to comply with meeting statutory time frames for health reviews. 

Q1 Q2 Q3 Q4 Year Percentage
2018/2019 81,8% 86,1% 76,2% 69,9% 78,50%
2019/2020 71,0% 82,0% 78,1% 86,9% 79,80%
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Review Health Assessment Key Performance Indicators (KPI). 

There has been an improvement in all key performance indicators at RHA and throughout the year. 
Quarter 4 shows a lowering of dental compliance and this was due to many dental appointment 
cancellations in March due to the emerging COVID-19 Pandemic. All carers for children and young 
people are aware of how to access emergency dental care and will prioritise making appointments as 
restrictions due to COVID-19 are released. All health action plans reinforce that every child or young 
person is registered with a GP, access dental checks six monthly or as directed by the child’s dentist 
and has immunisations in line with the National Immunisation Program. Children in Care Nurses work 
closely with heads of service for dentistry to ensure that children can access dental care and 
immunisation providers to support access to immunisations for all children not fully immunised in line 
with the National Immunisation Program. 

Refused Statutory Health Assessments 

Two of the refused health assessments were because the young people were excelling in all aspects 
of their life during 2019-2020. When a young person refuses a full statutory health assessment, a Child 
in Care Nurse will contact the young person and their foster carer and provide support and advice 
about any individual health concerns they may have based on a health risk assessment. General public 
health advice is also given this will include information on access to dental care, information about 
individual overdue or pending immunisations and where relevant information and points of access for 
emotional wellbeing and mental health support services, sexual health and drugs and alcohol services.

Strengths and Difficulties Questionnaire (SDQ)

The Strengths and Difficulties Questionnaire (SDQ) is a brief tool for screening emotional and 
behavioural problems in children and young people aged three to 17. It consists of 25 statements to 
which the respondent is asked, on three-point scale, to what extent they agree. This results in five sub 
scores covering:
 

 hyperactivity/inattention symptoms; 

 emotional symptoms; 

Dental Compliance Immunisation up to date GP registration 
RHA Q1 85,5% 88,4% 98,6%
RHA Q2 82,0% 88,5% 93,4%
RHA Q3 87,5% 95,3% 98,4%
RHA Q4 77,0% 95,1% 100,0%
RHA National benchmark 84% 87% 95%
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 conduct problems; 

 peer relationship problems; and 

 pro-social behaviours (i.e. strengths). 

From this, a single summary figure is produced for each child, the 'total difficulties score', ranging from 
0 to 40. Scores are banded into three categories; a score of under 14 is considered normal, 14-16 is 
borderline cause for concern, and 17 or over is considered a cause for concern. 

The SDQ is completed by all carers for children and young people from the age of four to seventeen. 
Once a child reaches the age of 11 they will complete a young person SDQ this will provide a self-
report score and provide information to professionals about the child’s view of their strengths and 
difficulties. In some cases, a SDQ can be completed by school/educational provider which triangulates 
areas of difficulties for the child or young person.

Local authorities are only required to complete an SDQ for children who have been cared for 
continuously for at least 12 months. The SDQ is not currently completed at the point of entry into care 
and therefore, for many children, does not provide a baseline (DfE 2015a, Bazalgette, Rahilly and 
Trevelyan, 2015). There has been some discussion between the Local Authority and the Children in 
Care Health Team about completing an SDQ once a child or young person has been in care for three 
months and if they have been in a stable consistent placement during this time. This would provide a 
baseline score for strengths and difficulties in readiness for the SDQ at the first review health 
assessment. Whilst it is required to complete a yearly SDQ the SDQ score should not be considered in 
isolation of further assessment and analysis is required to fully provide a package of care that supports 
a child or young person’s emotional wellbeing or mental health. SDQ are not completed for children 
or young people who have a learning disability. Support of a child or young person’s emotional 
wellbeing is not dependant on the SDQ additional support and referrals to services will be made at 
any point of concern for a child or young person emotional wellbeing or mental health.

Q1 Q2 Q3 Q4
2018/19 42,50% 68% 61,60% 76,10%
2019/2020 76,20% 75,50% 70,20% 64,10%
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In Herefordshire the SDQ is sent out prior to the RHA and carers are requested to return this before 
the RHA. This practice is recognised as good and enables the SDQ to be scored, the results evaluated 
and therefore makes discussion at the RHA about a child or young person’s emotional wellbeing more 
meaningful with greater focus on the young person’s strengths and areas of concern that will impact 
on emotional wellbeing or mental health.

If a child or young person has a high or very high  SDQ an action plan is put into place to support the 
child or young person’s emotional wellbeing and mental health this will include a multi-agency 
approach with carers, health, social worker, school and any other professional supporting the child or 
young person. Previous SDQ scores will be considered and reviewed and additional SDQ’s may be 
completed at an identified point to monitor any changes in emotional wellbeing. 37% of girls and 49% 
of boys scored in the high or very high score ranges indicating a risk of emotional distress. There is a 
strong correlation between placement fragility and breakdown and high or very high SDQ score.

Health Information for Herefordshire Children in Care who are not living in Herefordshire

Children Llving outside 
Herefordshire needing 

an IHA 

Children living out of 
Herefordshire needing 
a Health review RHA

Health reviews 
requested to other 

health teams

Health reviews 
completed by 

Hereford Team for 
Herefordshire  

Children not living in 
Herefordshire

2018/2019 13 97 79 18
2019/2020 14 83 71 12
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Health Assessments are requested to host health teams 6-8 weeks in advance of when they are due 
and updates are requested about health reviews status 28 days after the date the review was due if 
we have not received them back. All health reviews are quality assured when received to ensure the 
health needs of Herefordshire children and young people not living in Herefordshire are being met 
and that there is an action plan in place for any identified unmet health needs. Any concerns relation 
to health reviews for our children living out of Herefordshire are escalated to the Deputy Designated 
Nurse for Children in Care at the CCG. Over view of health for our children not living in Herefordshire 
can be challenging.

OOC IHA in timescale OOC RHA in Timescale
OOC Timescales Q1 33,3% 68,4%
OOC Timescales Q2 40,0% 58,3%
OOC Timescales Q3 92,6%
OOC Timescales Q4 50,0% 59,1%
OOC Timescales National benchmark 90% 90%
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Summary of Statutory Health Assessments for Children in Care by Herefordshire Health Teams.

Developments for the Children in Care Health Team 2019-2020. 

 2019-2020 posed some significant challenges to the Children in Care Health Team in meeting 
statutory health reviews for children into care at both IHA and RHA. This was due to a continued 
increase in the numbers of children in care and both reduced medical and nursing capacity. This 
has been resolved with the successful recruitment of a Community Paediatrician and weekly clinic 
at the Child Development Centre dedicated to IHA’s. The nursing establishment has also been 
increased by two full time Band 6 Children in Care Nurses. The recruitment process for this was 
completed successfully in November 2019. Data from Quarter 4 demonstrated the direct benefits 
of the increased staffing.

 New RHA assessments have been introduced these have a greater focus on the voice of the child. 
These are being used across the whole of the Midlands and have been well evaluated by CQC 
inspectors. The Lead Nurse for Children in Care was involved in the development of this new 
assessment with regional colleagues. 

 Data analysis of health outcomes for children in care has been significantly refined and allows 
greater scrutiny of the health journey of each Herefordshire child and young person in care 
wherever they live in the UK. In addition it allows greater review of trends and themes and areas 
of health care where greater focus needs to be made to ensure that our children in care are able 
to have the same chance of good lifelong health as their peers

Next Steps -:

Introduction of RHA health proforma for children under five years of age.

The new RHA proforma has been embedded into practice for children over the age of five years. The 
proforma for new assessments now needs to be embedded into practice for child under the age of 
five. This has been delayed due to the COVID -19 pandemic and redeployment of Health Visitors. 

IHA RHA

Health reviews 
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placed into 
Herefordshire by other 

local Authorities

Health reviews refused 

2018/2019 102 235 67 8
2019/2020 87 249 71 9
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Language that Cares.

This is the result of listening to children and young people about their wishes and feelings on the day-
to-day language used when professionals talk to or about them. It is not a definitive list of all words 
used in the care system and does not represent everyone’s view. However, it starts a much-needed 
discussion about the way we communicate and engage with our children and young people. The 
Children in Care Health Team will continue to promote Language that Cares across all areas of Wye 
Valley NHS Trust.  

Corporate Parenting Strategy.

The Corporate Parenting Strategy is in the process of being refreshed. The Children in Care Health 
Team will continue to develop and deliver health care for Herefordshire children in care that reflects 
the health priorities within the strategy. The revised health priorities have been considered in 
collaboration of Your Voice Matters Health Ambassadors.

The health priorities will have a focus on;

 Improving health information for Care Experienced Young People as they leave care
 Developing Health Action Plans for IHA’s and RHA’s that are (specific, measurable, achievable, 

relevant and time orientated) SMART and focus on developing skills in order for children and 
young people to feel in control of  their health and equipped with skills that support lifelong good 
health

 Maintaining a focus on assessment of emotional wellbeing and mental health as concerns are 
identified

 Ensuring that SDQ’s are recorded for eligible children and young people.

12/12 101/237



1.0 INTRODUCTION

1.1. This adult safeguarding report outlines the activity and work undertaken by Wye Valley NHS 
Trust (WVT) for the period 1st April 2019 – 31st March 2020. The report demonstrates the 
organisations commitment to protecting adults at risk across all services and highlights how the 
Trust manages allegations of abuse and neglect and ensures that safeguarding is integral to 
everyday practice.

1.2. Safeguarding is a complex area of practice. The potential patient group is wide ranging from 
people able to self-care to those who are experiencing a short-term illness or a long-term disability. 
Abuse can happen in any context and takes many forms, some of which may not be obvious. 
Therefore, it is essential that the Trust continue to promote the importance of safeguarding for our 
patients and community. 

1.3. The Care Act 2014 which came into force on 1st April 2015 provided a statutory framework for 
adult safeguarding, setting out the responsibilities of Local Authorities and their partners. The Act 
focuses on people and organisations working together to prevent and stop both the risks and 
experience of abuse and neglect and puts the adult, their wishes and desired outcomes at the centre 
of safeguarding enquiries. It is about making safeguarding a personalised experience, aiming to 
achieve the outcomes identified by adults at risk of harm or abuse, rather than a person being taken 
through a process. It recognises that adults sometimes have complex interpersonal relationships 
and may be ambivalent, unclear or unrealistic about their personal circumstances

1.4. As a partner agency, safeguarding adults is the responsibility of National Health Service (NHS) 
funded organisations and all healthcare professionals working in the NHS have a duty to ensure that 
the principles underpinning adult safeguarding are applied, by delivering safe and high quality care 
and support. Working within the principles of the Mental Capacity Act (MCA) 2005, adult 
safeguarding is based on who can make decisions; adults have a legal right to make their own 
decisions, even if they are unwise, as long as they have capacity to make that decision and are free 
from coercion or undue influence.

1.5. Under the Care Act 2014 an adult at risk is a person aged 18 or over who has care and support 
needs and is experiencing, or at risk of, abuse or neglect and as a result of those care and support 
needs is unable to protect themselves from either the risk of, or the experiences of abuse or neglect.

1.6. Safeguarding practice that preserves an individual’s wellbeing at its core should be underpinned 
by six principles: empowerment, prevention, proportionality, protection, partnership working and 
accountability; the outcome being that people are safe and able to protect themselves from abuse 
and neglect, treated fairly and with dignity and respect, protected when they need to be and able 
to easily get the support, protection and services that they need.
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1.7. Abuse and neglect can take many forms. It may be an isolated incident, a series of incidents or 
a long-term pattern of behaviour and could affect one person or more, whether in someone’s home, 
in public or in an institutional setting. It may be deliberate or the result of negligence or ignorance. 
The degree or lack of intent will inform the response.

Where abuse is suspected or alleged Safeguarding Adults: Multi-agency Policy and Procedures for the 
Protection of Adults with Care and Support Needs in the West Midlands (Nov 2019) should be used by WVT 
to ensure a consistent and comprehensive response is provided.

2.0 Key Achievements and Challenges

2.1. Safeguarding Adults Workload

2.1.1. There is a requirement that all commissioned services should have within their workforce, 
staff with the expertise and capacity to fulfil a leadership role for safeguarding adults within their 
organisation and to demonstrate they have capacity to provide leadership, guidance and 
supervision across the workforce.

2.1.2. The WVT Lead Nurse Adult Safeguarding (LNAS) has operational and strategic responsibility 
across the organisation supporting multi-professional staff and working in partnership with Adult 
Social Care and other partner organisations. 

2019/20 was a difficult year in terms of staffing due to a vacancy and sickness. The vacancy was 
reviewed as part of a restructuring and an essential requirement for the new post was for applicants 
to hold a mental health qualification in order to address a previous unmet need in this area.  This 
post was successfully recruited to with the Advanced Practitioner MHA, MCA and DOLS (AP) 
commencing in October 2019. This post is a key part of the adult safeguarding team and has 
continued to support staff through legal and complex processes.

The restructure described above enabled an increase in the Learning Disability Liaison Nurse (LDLN) 
post to full time. In January 2020, a Service Level Agreement (SLA) was set up with 2gether NHS 
Foundation Trust whereby the Community Learning Disability Team provided the Learning Disability 
Service for WVT, with a full time Learning Disability Liaison Nurse based on site. This post remains 
under the umbrella of adult safeguarding and is central to supporting this group of vulnerable 
patients. The SLA will be reviewed in the year 2020/21.

Secondment plans had been put in place to cover the sickness in the team but had to be put on hold 
during the organisations response to the Covid-19 pandemic.

2.1.3. Safeguarding activity for 2019/2020 was comparable with the previous year, both in terms of 
referrals and in the type/complexity of concerns raised. The adult safeguarding team have 
maintained a high presence within clinical areas and continued to support and guide multi-
professional staff with all aspects of safeguarding and decision-making. Support and guidance has 
also been provided to the WVT community hospitals and community teams.
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2.1.4. Making Safeguarding Personal (MSP) remained a high priority during 2019/20 in ensuring the 
adult, their wishes and desired outcomes are at the centre of the safeguarding process. The adult 
safeguarding intranet page has additional information in relation to MSP and it is also incorporated 
into the adult safeguarding flowcharts in use in clinical areas, which are a guide for staff in how to 
access help and support and how to raise a safeguarding referral. MSP had been a shift in culture 
and practice and we continue to recognise the importance of a patient centred approach to 
safeguarding by promoting and embedding these principles.

MSP should not be a barrier to raising safeguarding concerns. It has proved challenging at times, as 
either the individual is not willing to engage in the process or staff do not feel comfortable to discuss 
some of the more complex issues. This is where support from the adult safeguarding team is crucial 
in helping staff overcome their fears and ultimately achieve an appropriate outcome for the 
individual at risk; working with partner agencies both statutory and non-statutory.

2.2. Safeguarding Concerns regarding WVT

2.2.1. Of the 425 safeguarding concerns raised during 2019/20, 32 were in relation to acquired 
pressure damage equating to 7.52% of the total and compared to 7.35% in 2018/19. All 32 cases of 
acquired pressure damage were reviewed at the WVT Pressure Ulcer Panel (PUP) and nine were 
deemed to have been avoidable, 17 non-avoidable and 6 were withdrawn following review and 
discussion with the CCG. 

Where pressure damage was deemed to have been avoidable the main themes identified continue 
to be in relation to;

 poor documentation which did not evidence and support practice
 inaccurate calculation of Waterlow scores with past medical history and special risks not 

being taken into account
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 poor completion of SSKIN bundles
 inaccurate categorisation of pressure damage
 preventative equipment not being put in place in a timely manner
 advice from Tissue Viability not being sought at the earliest opportunity. 

Section 2.6 of this report provides more information in relation to PUP.

2.2.2. Pressure damage, whether acquired in our care or inherited, is reported via the adult 
safeguarding process and WVT staff continue to fulfil this requirement.

2.2.3. In addition to acquired pressure damage 23 further concerns were raised regarding care at 
WVT; this equated to 5.41% of the 425 safeguarding concerns raised during 2019/20. Of the 23 
concerns;

 3 were Position of Trust investigations and managed by Human Recourses with oversight by 
the Director of Nursing as Executive Lead for safeguarding

 3 concerns were passed for investigation as part of the Trust Serious Incident process 
 5 concerns were passed for investigation as formal complaints.

2.2.4. The remaining 12 concerns have been separately investigated and the outcome assessed 
using the red, amber, green rating (RAG) system. Where actions are identified, these are owned and 
monitored by the individual Divisions. The Red, Amber, Green (RAG) rating system is a visual cue 
and highlights concerns where actions are required, with red being an area of higher concern.

2.2.5. As part of the internal safeguarding process any concerns raised about care at WVT are 
automatically highlighted to the Director of Nursing, along with lead managers from the individual 
service areas. During 2019/20 concerns were also reported and monitored via the weekly Executive 
Overview Panel.

2.2.6. The 12 concerns have been broken down into the following 3 categories and RAG rated 
accordingly following investigation.

2.2.7. The 12 concerns were predominantly in relation to poor communication with family, care 
homes and care agencies with a lack of information sharing appropriate to the ongoing care of the 
patient. Each of these concerns was investigated in conjunction with the relevant ward 
Sister/Matron and resulted in local learning which was also shared across other clinical areas where 
appropriate.

Area of Concern Total Red Amber Green

Discharge Planning/Communication 6 4 2

Hospital/CH Provision of Care 5 1 3 1

Unexplained bruising 1 1
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2.2.8. The LNAS maintains a record of all safeguarding activity, which is reported on a quarterly basis 
to the Clinical Commissioning Group as part of the WVT agreed safeguarding performance 
indicators (appendix 1).

2.3. Deprivation of Liberty Safeguards (DOLS) Mental Health Act (MHA) and Mental Capacity Act 
(MCA)

2.3.1. As reported in last year’s annual report and following a period of review, the law underpinning 
MCA practice is to change. The final parliamentary stage of Liberty Protection Safeguards (LPS) was 
completed on 24th April 2019, following this completion Liberty Protection Safeguards received 
royal assent on 16th May 2019 and became Law. This new legislation repeals the Deprivation of 
Liberty Safeguards contained within the Mental Capacity Act (2005) (MCA).

The review of the current system of DOLS occurred, as it was felt that the system needed to change 
and move away from DOLS. This change makes health care providers responsible bodies as well as 
the CCG; the LA will also remain a responsible body. This will mean WVT will be responsible for 
authorising, monitoring and reviewing their own DOLS; it was felt that introducing a simpler process 
that also involves families would create faster access to assessments.

LPS establishes a process for authorising arrangements and enabling care and treatment, which 
result in a Deprivation of Liberty, within the meaning of article 5(1) of the European Convention on 
Human Rights (ECHR), where a person lacks capacity to consent to the arrangements. The 
Government is currently working on a Code of Practice (COP) and regulations to support the use of 
this legislation. This was expected by the end of 2019 and was pushed back to early 2020 and then 
spring 2020. This guidance is still awaited; it will lay out how the process should occur and what 
roles should be in place to facilitate this new act of law. The government will undertake a public 
consultation on the draft regulations and COP which will run for 12 weeks and it is hoped this will 
provide more detailed information about how LPS will operate in practice. It remains unclear what 
the funding and staffing implications will be as a result of a change to LPS.

In July 2020, the government announced that the LPS would not be coming into force in October 
2020 and the aim for full implementation is now April 2022. Some provisions will come into force 
ahead of that date, most likely in relation to new roles and training.

2.3.2. Under the current DOLS legislation staff are required to complete a mental capacity 
assessment to assess if the patient has capacity to consent to being accommodated in hospital for 
the purpose of receiving care and treatment. If the person lacks capacity in relation to this specific 
decision then a DOLS application is made; DOLS does not authorise the care and treatment for a 
patient and decisions in relation to this must be subject to separate mental capacity assessments 
which are always time and decision specific.

More emphasis continues to be placed on treating patients initially in their best interests for the 
first 24-48hrs of their hospital stay; this follows accepted and expected practice as the detention 
power of DOLS should not be used inappropriately where it is likely a patient will regain capacity 
within this timeframe, therefore being able to consent to being accommodated in hospital for their 
care and treatment.

The Adult Safeguarding Team maintains a high clinical presence within clinical areas and supports 
multi-professional staff in relation to concerns regarding the MCA and also completion of DOLS 
applications.
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2.3.3. Where DOLS applications are made (both Urgent and Standard), these are submitted to the 
WVT Adult Safeguarding team who review the application and then submit it to the Local Authority 
(LA) in which the patient usually resides. The Adult Safeguarding team records and monitors all 
applications via the DOLS safeguarding database.
Between April 2019 and March 2020 WVT submitted 383 DOLS applications to the relevant LA, a 
slight increase on the previous year. 

2.3.4. The LA is the responsible body for the authorisation of DOLS applications, however, there 
continues to be a significant national back log of applications and outcomes where LA do not have 
the resources to undertake assessments within the required timeframes.

321 individuals were not assessed by the relevant LA prior to discharge due to a lack of resources; 
this mirrors previous years and was one of the factors in the review of the DOLS which has resulted 
in the forthcoming LPS.

2.3.5. The safeguarding team is also required to make statutory notifications to the Care Quality 
Commission (CQC) in each case once the outcome of the DOLS application is known.  All outcomes 
are also recorded on the safeguarding teams DOLS database and the team has fulfilled this 
requirement for all 383 applications.

Area Monitored Number of Patients

DOLS approved (Standard Authorisation) 11

DOLS not approved 0
Discharged prior to being assessed by Local Authority   321

Regained capacity prior to being assessed   5

Died prior to being assessed  40

Other  6

Total = 383
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2.3.6. Since the appointment of the Advanced Practitioner MHA, MCA and DOLS (AP) as part of the 
adult safeguarding team in October 2019 the WVT Section 5 (2) policy of the Mental Health Act 
(MHA) has been fully implemented across the organisation. As part of the Mental Health Service 
Level Agreement with 2gether NHS Foundation Trust (2g) overseen by the Medical Director the MH 
consultants support the policy by ensuring the MHA assessments are completed within the required 
timeframes. The implementation of section 5 (2) policy also includes both section 2 and section 3 
of the MHA.  

The AP liaises with the MH administrator in 2g in relation to all patients under MH section to ensure 
legal processes are followed. The AP also liaises with the appropriate clinical area to ensure 
processes are followed and to offer any additional support with complex and challenging patients.

The AP has developed a comprehensive MHA folder for the Clinical Site Team (CST) to support their 
practice in facilitating the section process and to ensure the legal aspects are met out of hours or 
when the AP is not available. Feedback from the CST is that the folder has been a very welcome and 
comprehensive resource. 

Between October 2019 and March 2020 no patients were detained under mental health section; 
however, since 1st April 2020 a number of patients have been detained and these will be reported 
in the 2020/21 quarterly reports and annual report.

Having a member of the safeguarding team with a MH qualification has enhanced the service and 
provides additional skills to clinical areas and teams.

Note: from 01.04.20 the SLA transferred to mental health provision delivered by Worcester Health 
and Care Trust.

2.4. Learning Disability Liaison

2.4.1. NHS Improvement developed Learning Disability (LD) Standards in 2018 for all NHS Trusts to 
meet. The standards provided a benchmark against which WVT can measure their performance in 
delivering services to people with learning disabilities/autism, so driving quality improvement. The 
standards reflect the strategic objectives and priorities described in statute, national policies and 
programmes, in particular those arising from Transforming Care for People with Learning Disabilities 
– next steps and the Learning Disabilities Mortality Review (LeDeR) programme. WVT must ensure 
it meets its Equality Act Duties to people with learning disabilities/autism and that the wider human 
rights of individuals are respected and protected, as required by the Human Rights Act. Carrying on 
from previous years, WVT is on a journey for delivering high quality services for people with a 
learning disability/autism.  WVT provided a part time Learning Disability Liaison Service for our most 
vulnerable patients.  The service promoted the rights and quality of care for people living with a 
learning disability to be the same as everyone else. This included ongoing efforts to identify people 
with a LD via an alert on the electronic record, starting to develop pathways and reinforcing the 
need for good communication via the LD passport. 
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2.4.2. In January 2020 a Service Level Agreement (SLA) was set up with 2gether NHS Foundation 
Trust whereby the Community Learning Disability Team (CLDT) provided the Learning Disability 
Service for WVT, with a full time Learning Disability Liaison Nurse (LDLN) based on site (see 2.1.2 
regarding funding) This post remains under the umbrella of adult safeguarding and is central to 
supporting this group of vulnerable patients. The SLA will be reviewed in the year 2020/21 with a 
view to becoming a permanent arrangement with the current part time WVT LDLN transferring (via 
TUPE arrangements) to the CLDT. 

Note from 01.04.20 the SLA will continue when the LDLN provision is delivered by Worcester Health 
and Care Trust.

2.4.3. Between January and March 2020 the LDLN were involved with 102 patients who had a 
learning disability, both inpatients and outpatients. Progress was made in developing good working 
relationships with services internal and external to WVT and strengthening links between primary 
and secondary care to ensure equality of access to the same healthcare as the general population 
and achieve the same health outcomes.

Opportunities to provide training for various staff groups had taken place and the LDLN were highly 
visible in clinical areas offering practical advice and support to staff especially supporting with 
mental capacity assessments and the best interests process.

The LDLN are involved in mortality/LeDeR reviews and two inpatient deaths were reported in Q4 of 
2019/20. It is important that learning from these reviews forms part of the training and 
development for staff and also ties into the LD standards.

 2.5. Independent Domestic Violence Advisor (IDVA)

2.5.1. During 2019 The West Midlands Police and Crime Commissioner allocated funding to West 
Mercia Women’s Aid (WMWA) for an initial 2 year period to provide a full time IDVA based in each 
acute trust within the region. In the summer of 2019 the WVT IDVA commenced on an honorary 
contract, initially based with adult safeguarding and then in the emergency department until the 
Covid-19 lockdown when they worked from home.

2.5.2. For many men and women who experience domestic violence and abuse, hospitals often 
represent the one place where it is possible for them to talk about their experiences safely. 

The role of the IDVA in the hospital setting is to provide independent advice and advocacy to all 
victims of domestic abuse; they assess the level of risk and invite the individual to explore what they 
want to do. This might include; 

 crisis intervention
 helping individuals if they wish to report to the police
 providing information about legal and civil remedies
 arranging ongoing support if the victim wishes to seek protection through the criminal and 

civil justice systems
 supporting patients through the Multi Agency Risk Assessment Conference (MARAC) process 
 acting as a central point for other involved agencies 
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 enabling individuals to access other services provided by WMWA or other specialist 
providers in order to assist the person to understand and come to terms with their 
experiences and move towards a safer future.

The IDVA is also able to offer a bespoke package of support for staff who disclose they are suffering 
from domestic abuse. The IDVA service is confidential and based around the needs of the individual.

2.5.3. The IDVA offers information and advice about domestic abuse to WVT staff, which includes 
awareness and training so that staff feel able and confident to ask patients about domestic abuse. 
Staff have a dedicated number to contact in hours and out of hours, or when the IDVA is unavailable, 
they are able to contact the WMWA 24 hour helpline. There is also a domestic abuse page on the 
WVT intranet which provides additional information and resources.

2.6. Pressure Ulcer Panel (PUP)

2.6.1. Pressure Ulcer Panel (PUP) was set up in 2017 and chaired by the Deputy Director of Nursing 
(DDON) until February 2020 when it changed, due to retirement, to one of the Nursing Locality 
Managers;  the panel consists of the LNAS, Tissue Viability, Quality and Safety (Q&S), Locality Lead 
Nurse and a divisional Matron. The Clinical Commissioning Group joined the panel in July 2017 to 
provide external scrutiny and attend as able.

2.6.2. PUP continues to meet weekly and reviews all Datix incidents relating to pressure damage 
reported for the previous seven days. Where pressure damage is likely to be acquired and avoidable 
the panel collectively decides if a Case Review (CR) or rapid review is required; the chair also holds 
round table reviews with specific areas where particular concerns are identified. Where a CR is 
required this is requested by the Q&S team and staff are made aware of the timeframes for 
completion and date on which they are required to present the CR at PUP. In conjunction with the 
person completing the CR, the panel makes a final decision on whether the pressure damage was 
avoidable or non-avoidable and agrees any action plan and timeframes.

2.6.3. Reviewing all reported pressure damage on a weekly basis ensures WVT is not under or over 
reporting to external bodies. Reporting on pressure damage is via the Q&S Team to ensure this is 
consistent and accurate. Figures reported in 2.2.1 of this report have been verified with the Q&S 
team.

2.6.4. PUP also monitors any themes identified from CR’s and round tables and therefore targets 
training and support to the appropriate clinical area. Themes identified have been in relation to 
poor documentation which did not evidence and support practice, inaccurate calculation of 
Waterlow scores with past medical history and special risks not being taken into account, inaccurate 
categorisation of pressure damage and preventative equipment not being put in place in a timely 
manner.

2.6.5. Where PUP identifies concerns in relation to external care providers, these are taken forward 
and escalated to the CCG.
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2.7. Adult Safeguarding Operational Group & Overarching Safeguarding Committee 

2.7.1. The way in which the WVT Overarching Safeguarding Committee functioned was reviewed by 
the Director of Nursing (DON) during 2018/19. Adult and Child Safeguarding have separate 
Operational Groups, which report by exception to the Overarching Safeguarding Committee. The 
operational groups meet every 2 months and the overarching committee every 3 months. The 
Director of Nursing continues to chair the joint committee and the Deputy Director of Nursing 
chaired the Adult Safeguarding Operational Group (ASOG) until February 2020. At this point ASOG 
was stood down whilst the DON reviews the remit of the Overarching Safeguarding Committee.

2.8. Annual Assurance Statement.

2.8.1. All partner agencies of the Herefordshire Safeguarding Adults Board (HSAB) are required to 
complete an Annual Assurance Statement when requested by the HSAB. The individual assurance 
statements are completed to satisfy the HSAB that agencies are working together to safeguard the 
people of Herefordshire and improve outcomes.

2.8.2. The statement is written against The Care Act six key principles of empowerment, protection, 
prevention, proportionality, partnership and accountability in relation to Safeguarding Adults. 
Under each key principle there are a number of assurance statements and each organisation is 
asked to state the extent to which they believe their organisation meets each of the standards.

2.8.3. HSAB did not request assurance statements from partner agencies for the year 2019-2020; 
however, it is expected this will be a requirement for 2020-2021

2.9. Domestic Homicide Reviews (DHRs)

2.9.1. DHR’s were established on a statutory basis under section 9 of the Domestic Violence, Crime 
and Victims Act (2004) and came into force on 13th April 2011. The act requires a local multi-agency 
review of care provision and services provided to both the victim and the alleged perpetrator when 
a domestic homicide occurs and is carried out alongside legal/criminal proceedings. The purpose of 
a DHR is not to assign blame or responsibility but to learn lessons and to improve policies and 
practice at a local and national level.

2.9.2. Two new DHR’s were formally commissioned by the Herefordshire Community Safety 
Partnership (CSP) with agreement from the Home Office in May (DHR05) and September (DHR06) 
2018. WVT, along with other partner agencies, provided Individual Management Reviews and 
chronologies for both cases.

2.9.3. By the end of March 2020, DHR05 had been presented to the HSAB and partner agencies with 
a plan for submission to the Home Office for consideration later in 2020. DHR06 was still ongoing 
with the independent chair collating all information from partner agencies into a draft report which 
will be presented to HSAB and other agencies sometime in 2020 prior to submission to the Home 
Office. There were no immediate actions identified for WVT at the point of writing this annual 
report.
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2.9.4. DHR’s are complex and often lengthy; partner agencies are required to attend numerous 
meetings throughout the process. Progress on the DHR’s is also monitored via the WVT Executive 
Overview Panel.

2.10. Safeguarding Adult Review (SAR) and Practice Learning Review (PLR)

2.10.1. The SAR and PLR process is used where there has been multi-agency input into the care of 
an individual person that has not gone according to plan. The aim is to (a) learn from past 
experience, improve practice and multi-agency working (b) engage frontline practitioners and first 
line managers in conjunction with designated staff and safeguarding leads. The involvement of the 
front and first line managers gives a greater degree of ownership and therefore a much greater 
commitment to learning and dissemination of lessons (c) to involve practitioners, their managers 
and safeguarding leads at a learning event which will be independently chaired to facilitate 
discussion and debate. 

2.10.2. Each agency completes a chronology and/or an Individual Management Review (IMR) and 
action plan which feeds into one main action plan monitored by the Herefordshire Safeguarding 
Adults Board (HSAB) Executive Committee who in turn feeds progress to the HSAB Strategic Board.

2.10.3. Two individual cases were discussed at the HSAB Joint Case Review Panel in February and 
March 2019 respectively and both remained ongoing into the 2019/20 financial year; both 
individuals had been found dead in their respective homes and each were known to have been be 
in receipt of services from various agencies. In both cases it was agreed a SAR would be 
commissioned and a PLR would form part of the process.

SAR 1 – A PLR took place in May 2019 and the independent author presented the report to the HSAB 
in September 2019. The final report was published on the HSAB website and a 7 minute learning 
guide was shared with partner agencies.

SAR 2 – A PLR took place in August 2019, however the patient was not known to WVT. The 
independent author presented the report to the HSAB in January 2020 where minor 
alterations/additions were required; the plan was for a 7 minute learning guide to be shared with 
partner agencies and for the final report to be published.

2.10.4. In both cases multi-agency learning was identified in relation to the person’s mental capacity 
and their ability to make individual decisions (decisional capacity), however the person’s ability to 
implement or deal with the consequences of the decision (executive capacity) had not always been 
taken into consideration and explored further. WVT safeguarding team used every opportunity 
during training and when in clinical practice to share this learning and support staff to appropriately 
assess mental capacity. Support remains ongoing as staff do not always feel confident in this area 
of practice which can be complex.
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2.10.5. A new case where hoarding had contributed to a fire, was discussed at the HSAB Joint Case 
Review Panel in June 2019. It was agreed a SAR was required and this was formally commissioned 
in September 2019 with a PLR taking place in November 2019. The draft report was presented to 
HSAB in March 2020 at which time several queries were raised, which the HSAB chair planned to 
discuss further with the author.

During the PLR multi-agency knowledge around the HSAB Adult Self Neglect Best Practice Guidance 
was discussed; this guidance contained specific advice on hoarding along with a useful clutter index, 
prompt questions and actions to take to support staff from all agencies.

It was established the guidance was not well known about or used across partner agencies. This 
multi-professional guidance was already available on the WVT adult safeguarding intranet page, 
however in response to the concerns raised and prior to the final report being shared it was re-
circulated across the organisation in November 2019 via division managers, particularly targeting 
staff who saw patients in the community to help support their decision making.

In addition an article was also added to Trust Talk for a 4 week period with a link to the best practice 
guidance. 

2.10.6. Progress on the SAR’s is also monitored via the WVT Executive Overview Panel.

2.11. The Counter Terrorism and Security Act 2015 (CTSA)

2.11.1. The Act received Royal Assent on 12th February 2015 with relevance to PREVENT and 
includes a duty on specified bodies, including the police, prisons, local authorities, schools, 
universities and health, to have due regard to preventing people being drawn into terrorism. It also 
makes Channel (the voluntary multi-agency programme for people at risk of radicalisation) a legal 
requirement for public bodies so that it is delivered consistently across the country. The statutory 
guidance issued under section 29 of the CTSA became statute on 1st July 2015.

2.11.2. The Act places on health organisation in the exercise of their functions to have ‘due regard 
to the need to prevent people from being drawn into terrorism’.

2.11.3. All health organisations are required to deliver PREVENT training in line with the NHS 
England Prevent Training and Competency framework.

2.11.4. The WVT Local Security Manager (LSM) has responsibility for leading on PREVENT for the 
organisation. 

2.11.5. In the annual report for 2017/18 the Director of Nursing reported the risk of WVT not being 
compliant with the national requirement to have 85% of identified front line staff trained in health 
wrap 3 by March 2018.  All staff are required to undertake Prevent level 1 and 2 training on 
induction and 3 yearly refreshers thereafter. This expectation presented a challenge for WVT and 
our risk of non-compliance was reported to our commissioners and the regional team.  

2.11.6. A remedial plan was put in place and at the end of March 2019, 72.76% of staff identified as 
requiring Level 3 training had completed this requirement and 91.01% had completed level 1/2. 

12/17 113/237



2.11.7. By the end of July 2019 the position had further recovered with 84.21% of staff having 
completed Level 3 training and 93.93% having completed level 1/2 training, demonstrating a further 
significant improvement. 

2.11.8. At the end of the 2019/20 financial year 90.09% of staff had completed level 3 training and 
95.18% had completed level 1/2 training.

It should be noted this improved position has continued into the 2020/21 financial year.

2.12. Care Quality Commission Inspection

2.12.1. WVT was last re-inspected by the Care Quality Commission (CQC) in November and 
December 2019 with their final report being published in March 2020, just prior to the national 
lockdown in response to the Covid-19 pandemic. During this inspection the CQC identified the trust 
must ensure patients’ mental capacity assessments are appropriately completed and recorded and 
that the trust must ensure medical staff meet the trust target for safeguarding training specific for 
their role.  Action is being taken to address these matters.

2.12.2. The WVT adult safeguarding team continues to support multi-professional staff in clinical 
areas across the Trust. Having the Advanced Practitioner MHA, MCA & DOLS will strengthen the 
safeguarding team both in terms of knowledge and capacity.

2.13. Training

2.13.1. Training has remained a key priority across the trust and all staff must receive mandatory 
adult safeguarding basic awareness with an update every three years. All staff must also receive 
training on mental capacity and DOLS (if applicable to their role) with an update every three years. 
A Trust target of 90% has been set in relation to mandatory training

2.13.2. During 2019/20 compliance with training attendance continued to be recorded on the 
Electronic Staff Record (ESR) and monitored by the Education and Development Centre. The 
recording of training on ESR provides a ‘live’ record of staff who have joined or left the Trust and 
therefore delivers more accurate training figures.

2.13.3. At the 31st March 2020 training compliance against a trust target of 90% was as follows:

As  at 31st March 2020 

Competence Name Compliance %

Deprivation of Liberty Safeguards  - 3 Years| 79.34%

Menta l  Capaci ty Act - 3 Years| 90.20%

Preventing Radica l i sation - Bas ic Prevent 
Awareness  - 3 Years|

95.18%

Preventing Radica l i sation - Prevent 
Awareness  - 3 Years|

90.09%

Safeguarding Adults   - 3 Years| 94.69%

13/17 114/237



2.13.4. DOLS training does not meet the trust 90% threshold, however the adult safeguarding team 
continues to support multi-professional staff in clinical practice with all aspects of mental capacity, 
best interests and DOLS. 

It should be noted that at the 30th September 2020 DOLS training compliance was 87.77% 
demonstrating an ongoing improved position. 

2.13.5. Face to face training for MCA and DOLS was delivered on a monthly basis by an external 
trainer (previous WVT MCA and DOLS Lead Nurse) up to and including February 2020, however this 
then ceased due to Covid-19. In addition to face to face training the new Health Education England 
e-learning package was implemented across the organisation during Q3 and is completed by both 
qualified and non-qualified staff.

2.14. Audit

2.14.1. Audit is an important element of HSAB partner organisations working together and WVT is 
an active member of the Performance Quality and Audit sub group (PAQA). During 2019/20 WVT 
participated in one multi-agency audit in relation to self-neglect concerns raised via adult 
safeguarding.

2.15. Priorities for 2020/2021

 Recruit to all vacancies and build on safeguarding practice to enhance the existing commitment 
and dedication of the team.

 Respond to safeguarding issues and concerns that arise as a result of Covid-19, remaining vigilant 
to abuse and neglect, recognising the impact of Covid-19 on vulnerable individuals and groups 
and liaising with partner agencies as required and in a timely manner. Utilising the expertise of 
the hospital IDVA in relation to disclosures of domestic violence.

 Further develop and strengthen the mental health pathways within the trust.
 Ensure the principles of the Mental Capacity Act, capacity assessments and Best Interests Process 

are embedded into everyday clinical practice, improving knowledge, application, care and 
recording.

 Ensure a plan and implementation programme is in place for WVT to meet the new Liberty 
Protection Safeguards (LPS) legislation.

 Continue to move forward enhancing the care provided to patients with learning disabilities, 
ensuring it meets the national learning disability improvement standards, which is a Board 
quality priority. 

 Continue to raise awareness of self-neglect especially in relation to hoarding using the multi-
agency guidance and clutter index. 

 Maintain a sustained profile, ensuring that safeguarding adults is an individual responsibility as 
well as an organisational priority.

 Ensure we have an informed workforce in relation to their role and responsibility regarding 
adults at risk and safeguarding matters. 
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 Fully participate in, review and learn from local and national Domestic Homicide Reviews and 
Safeguarding Adult Reviews. 

 Focus on the impact of the Care Act both strategically and operationally and continue to work 
collaboratively with the main statutory and partner agencies. 

 Ensure the voice and views of vulnerable people and those who support them are heard and 
applied to the safeguarding process to ensure safeguarding is made personal with improved and 
meaningful outcomes for individuals. 

 Maintain delivery of mandatory training at the required levels in relation to adult safeguarding, 
MCA, DOLS and PREVENT.

3.0 CONCLUSION

Safeguarding and the protection of adults at risk from abuse and harm is everyone’s business. 
Practice around safeguarding, MHA, MCA and DOLS can be complex and challenging and the 
safeguarding agenda is constantly changing and advancing both nationally and locally. As the 
approach to safeguarding evolves, the complexity of decision making increases and therefore 
structures and processes must continue to develop in response, in order to safeguard the most 
vulnerable patients.

Whilst this Annual Report provides examples of the progress made during 2019/20 we are 
constantly adapting, changing and exploring ways in which we can improve how we work together 
to ensure the best outcomes for all those who use or come into contact with WVT services.

The Trust has continued to effectively contribute to the safeguarding of adults in Herefordshire 
during the past year, despite a challenging period in the operational and strategic workload. The 
Trust has demonstrated there are effective mechanisms in place to safeguard adults at risk and to 
investigate and learn from concerns raised about the Trust through safeguarding processes

WVT will maintain their commitment to be active partners in raising the profile and supporting the 
work of the Herefordshire Safeguarding Adults Board. 

WVT will equally maintain their commitment to work collaboratively with out of county 
Safeguarding Boards.
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Appendices

Appendix 1  

Y/N Yes Yes Yes Yes

Y/N Yes Yes Yes Yes

Y/N Yes Yes Yes Yes

80% 90.47% 93.22% 94.33% 94.69%

80% 81.55% 86.76% 90.27% 90.20%

DOLS Training 80% 72.14% 67.69% 70.94% 79.34%

Prevent Level 1 & 2 80% 93.73% 93.54% 93.52% 95.18%

Prevent Level 3 80% 82.06% 84.62% 86.16% 90.09%

Y/N Yes Yes Yes Yes

Numbers 1 2 0 0

Concerns raised regarding care at WVT Numbers 6 3 6 5

Numbers

3xC3  1xC4  (total = 4)
1 x avoidable

2 x non-avoidable
1 x withdrawn

4xC3  0xC4  (total = 5)
2 x avoidable

2 x non-avoidable
1 x withdrawn

10xC3  0xC4  (total = 10 )
1 x avoidable

9 x non-avoidable
0 x withdrawn

13xC3  0xC4  (total = 13 )
5 x avoidable

4 x non-avoidable
4 x withdrawn

Numbers 1 (air not 02)
    3   (retained guidewire)
         (wrong site nerve block)
         (wrong mole removed)

0 0

Numbers 95 101 94 93

Numbers

3
0

15
61
1

12
3

3
0
3

81
2

10
2

4
0
1

78
1
9
1

1
0
7

75
1
9
0

Numbers 3 x SAR 3 x SAR 3 x SAR 2 x SAR

Numbers 0 0 1 1

Numbers 2 2 2 2

Position of Trust Concerns

WVT attendance at HSAB

Awareness adult safeguarding training

Safeguarding supervision ad hoc

Mental Capacity Training

Pressure ulcer developed or worsened 
during care by this organisation

Numbers of SCR/SAR open

Number of SCR/SAR with outstanding 
actions

Number of DHR open

Numbers of never events

Number of DOLS applications made

DOLS approved
DOLS not approved
Awaiting Assessment
Discharged prior to being assessed
Regained capacity
Died prior to being assessed
Other

Adult Safeguarding Wye Valley NHS Trust

Indicator
Quarter 1 2019/20

Apr, May, June
Quarter 2 2019/20

July, Aug, Sept
Quarter 3 2019/20

Oct, Nov, Dec

WVT Board (or sub committee) 
received a report on adult safeguarding

Quarter 4 2019/20
Jan, Feb, MarTarget

WVT Board lead for adult safeguarding
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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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Title of Report: Quality Committee Terms of Reference 
Status of report: ☒Approval ☐Position statement  ☒Information  ☐Discussion 
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Lead Executive Director: Director of Nursing 
Author: Natasha Owen, Head of Governance 
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1 

1.  Purpose of the report 
To present the Quality Committee Terms of Reference for approval. 
  

2. Recommendation(s) 
The Board is asked to note: 
Amendments to the membership in section 2 and quoracy in section 6.   
 

3. Executive Director Opinion1 
The terms of reference are an accurate reflection of the work undertaken by the Quality Committee and 
enable us to meet our regulatory requirements.  
 

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 

☒prove 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 
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Wye Valley NHS Trust 

Quality Committee Terms of Reference 

1. Purpose 

1.1 The purpose of the Quality Committee is to provide assurance to the Board of 
Directors that the Trust is fulfilling its statutory duties, complying with national 
standards and achieving its own strategic objectives in respect of the 
provision of high quality clinical care. 

1.2 As a Sub-Committee of the Board, the Quality Committee will fulfil this 
purpose through; receiving reports that cover the breadth of the quality 
agenda and from those committees that report into the Quality Committee*.   

1.3 Reports will be provided for assurance and provide the opportunity for scrutiny 
and challenge with regard to all aspects of quality, clinical safety and patient 
experience and ensure that where necessary lessons are learnt and 
implemented throughout the organisation. 

1.4 The Committee will promote an organisational culture that strives for 
continuous improvement. 
*The Committee sub structure and the functions associated with the quality agenda are referenced at the end of this 

document. 

2. Membership 

2.1 Members of the Committee are: 

 three Non-Executive Directors 
 the Director of Nursing  
 the Medical Director 
 the Chief Operating Officer 
 the Managing Director   
 the Deputy Medical Director 
 the Associate Director of Nursing 
 the Head of Governance 

2.2 In attendance: 

 Deputy Chief Nurse Herefordshire and Worcestershire CCG 
 Associate Medical Directors for each division (when divisional 

reports are due)* 
 Divisional Nurse Directors/Head of Midwifery/Professional 

clinical lead for each division (when divisional reports are due)* 
 Divisional Directors of Operations will be expected to attend 

when their divisional report is due 
 Clinical Director, Pharmacy 

 
 *Divisional management representatives are invited but not mandated to attend all meetings 
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2.3 Other officers of the Trust will be invited to attend for appropriate agenda 
items where they are the lead. 

2.4 Where a member is unable to attend routinely, an appropriate deputy who will 
attend on a regular basis should be nominated and notified to the Chair. 

3. Duties of the Committee 

3.1    In furtherance of achievement of its purpose, particular duties of the Committee 
are to: 

 Oversee the development and implementation of the Trust’s Quality 
Priorities 

 Receive, review and sign off the annual Quality Account (given timings 
of data and audit requirements, sign off may well be virtual) 

 Receive data and trends relating to quality priorities, patient safety and 
patient experience and provide assurance to the Board on performance 
and undertake ‘deep dives’ as appropriate at the discretion of the 
committee 

 Receive reports demonstrating compliance with relevant national 
standards and regulatory requirements 

 Review any full RCA resulting from a significant event or incident and 
ensure that lessons have been learnt and shared 

 Receive a composite report of all serious incidents, case review 
findings and lessons learnt 

 Receive reports and any associated actions pertaining to any national 
enquiry, regulatory review or relevant external inspection 

 Have oversight of all Quality Impact Assessments related to cost 
improvement and productivity (CPIP), service development or 
transformation  

 Agree the terms of reference and work plans for each of the sub 
committees it is responsible for 

 Receive reports related to the workforce safeguards and establishment 
reviews  

 The Committee will receive a quarterly update from each division plus 
obstetrics and maternity, these reports will include quality 
improvements and remedial action being taken to address any quality, 
outcome, safety or patient experience concerns.  

3.2   In addition the committee will: 

 Delegate authority to the sub committees of the committee for the 
approval and ratification of relevant policies. 

 Ratify any significant policy/ procedure, identified by the Director or 
Nursing/ Medical Director/ Head of Governance that the Board may 
need to be sighted on.  

 Receive reports on any Internal Audit of a clinical nature following a 
referral via the Audit Committee. 
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4. Chair 

The Board shall appoint one of the Non-Executive members to be Chair of the 
Committee. 

5. Agenda setting and work plan 

The Director of Nursing shall have: 

 Corporate oversight of agenda preparation 
 Corporate oversight of an annual programme of work for the 

Committee to approve 
 Ensure that the annual programme aligns to the commissioner quality 

contractual requirements 

6. Quorum 

A quorum shall be two Non-Executive Directors (one of which could be the 
Committee Chair), two Executive Directors (one of which must be the Director of 
Nursing or the Medical Director) and the Associate Director of Nursing or Head of 
Governance 

7. Frequency of Meetings 

The Committee shall normally meet monthly. The Chair may call an additional or 
special purposes meeting if he/she considers one is necessary. 

8. Notice of Meetings 

Unless otherwise agreed, notice of each meeting, including venue, time, date 
agenda and supporting papers, shall be provided with members no later than five 
working days prior to the date of the meeting. 

9. Minutes of Meetings 

The Committee shall be supported by the Executive Assistant to the Director of 
Nursing, whose duties in this respect will include:  

 Ensuring the collation & distribution of the Committee papers at least 5 
working days in advance of the meeting. 

 Ensuring the minutes accurately reflect the business of the meeting & 
keeping an accurate record of matters arising and issues to be carried 
forward are maintained.  

 Ensuring that minutes and actions are circulated to the Chair for 
comments within 5 working days of the meeting and to the other 
members for comments within 10 working days. 
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10. Accountability 

10.1 The Committee is accountable to the Board of Directors and is authorised by 
the Board to investigate any activity within its terms of reference, seek the 
relevant information from employees and all employees are directed to 
cooperate with any request made by the Quality Committee 

10.2 The Board of Directors has delegated responsibility to the Quality Committee 
for oversight of the Workforce Safeguards, establishment reviews and staffing 
reports (this may be subject to change). 

11. Reporting Responsibilities 

11.1 The minutes of the Quality Committee will be formally recorded and submitted 
to the Board. Any confidential matters will be identified as such in the minutes 
and separately recorded. The Chair will provide a brief written report to the  
Board (a month in arrears) meeting drawing attention to significant 
developments, highlighting areas where further assurance is required and 
matters requiring Board decisions. 

11.2 The Committee will review its work annually to highlight key issues in the 
development of the Trust’s clinical activities and their management, as well as 
the effectiveness of the Committee.  

12. Review 

These Terms of Reference will be reviewed annually and recommendations made to 
Board of Directors for approval. 

13. Approval 

Date of approval:     Approving Body:  Board of Directors 
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Report Approval Route: N/A
Lead Executive Director: Alan Dawson, Director of Strategy and Planning
Author: Alan Dawson, Director of Strategy and Planning

Christian Homersley, Head of Estates and Facilities
Documents covered by this 
report:

Estates and Facilities Strategy 2021-26

1.  Purpose of the report

To share the Trust’s interim strategy for estates and facilities for the coming five years.

2. Recommendation(s)

That members approve the Strategy.

3. Executive Director Opinion1

This Estates and Facilities Strategy refreshes the previous document and highlights the key priorities for 
known developments over the coming five years. The Trust has extremely limited access to capital 
funding and this will be the major constraint in the delivery of the strategy but it is crucial that the Trust 
maintains a prioritised list for future planning. A Board-approved estates strategy is a standard 
requirement that should accompany any capital applications for major schemes. We have been 
successful in attracting short notice capital funding through the STP and national funding in recent times 
and need to continue access to capital in this way in a time of uncertainty.

This strategy has been developed on the back of wide-ranging engagement with stakeholders via a 
recent Board workshop, the Stakeholder Council, Trust Management Board and a development 
workshop with senior clinicians and managers.

However, we are in the midst of a Covid pandemic and this is dynamically changing service delivery 
models, creating uncertainty for future funding and local and regional structures for planning and 
managing integrated care systems. This means that as the future landscape becomes clearer there will 
be a need to revisit the strategy in light of emerging clinical and service strategies.  

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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1. Background and Introduction
This Estates and Facilities Strategy document is a refresh of the previous strategy developed in 2015 
and reflects the aspirations of the Trust in developing its estates for the forthcoming five year 
period. The constraints of NHS finances and building availability mean that not every scheme listed 
in this document is likely to be taken forward within the period covered by this strategy but it is 
crucial that the Trust sets out its key buildings requirements and how they support the delivery of 
the Trust’s objectives in the coming period in order to secure the necessary funding to take them 
forward.

Whilst this document summarises the current strategy, it is acknowledged that the Covid pandemic 
has shifted models of care and there is a lot of uncertainty in the coming months that may create 
further fundamental changes to service delivery or care models that impact on the estate required 
to deliver services. In this dynamic situation, it is prudent to provide an interim strategy that is likely 
to be revisited in the near future.

1.1 Engagement
This strategy has been developed through the engagement of senior clinical and managerial leaders 
within the Trust, through engagement with partners through the Trust’s One Public Estate Project 
Board and with key public, patient and staff stakeholders through the Trust’s Stakeholder Council. 
The Trust Board considered its strategic approach to estates and facilities in a workshop held in 
October 2020 and this document was subsequently approved by the Trust Management Board.

2. Strategic Context
In developing a strategic vision for the Trust’s Estate for the coming years, it is crucial that the wider 
strategic context is understood. The section below considers how the environment external to the 
Trust will influence its estates and facilities into the future.

2.1 NHS Long Term Plan (LTP)
The NHS LTP states that the NHS uses its capital assets and infrastructure more intensively than most 
other western countries and, in recent years, has invested less capital than these other countries 
and our historic track record. One of the ambitions in the plan is to make better use of capital 
investment and its existing assets to drive transformation.

Alongside the LTP the government announced an additional allocation of £3.9 billion in 2017 to 
accelerate estates transformation, tackle critical backlog maintenance issues and support efficiency. 
All STPs now have estates plans to support their clinical and service strategies, and include proposals 
for a pipeline of possible capital investments. The expectation is that Trusts will continue to 
maximise the productivity benefits we generate from NHS estate, through improving utilisation of 
clinical space, ensuring build and maintenance is done sustainably, improving energy efficiency and 
releasing properties not needed to support the government’s target of building new houses.
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2.2 STP Estates Strategy
The STP Estates Strategy was resubmitted in 2019 and formally accepted as ‘Good’ rated by NHS 
England and Improvement. The Trust continues to work closely with both public sector leads across 
Herefordshire and health providers within the STP geography.  

2.3 Clinical Strategy
The Trust’s Clinical Strategy sets out the priorities for transformation and what needs to be done 
differently to develop its services; this includes the development of new roles and skills, new ways of 
working and adopting new technologies.  The overarching acute care strategy for the organisation is 
to focus on improving seven-day services to improve patient flow, reconfiguring beds to right-size 
the bed base to speciality demand, increase acute bed capacity to meet demand and provide 
services that integrate seamlessly with those in the community. 

2.4 Impact of Covid-19
The Covid-19 outbreak has had a massive impact on clinical services at the Trust and this has 
translated into new challenges for the estate. This strategy was in production long before the 
outbreak began and both reflects the strategic estates requirements of the Trust both pre-Covid and 
reflects the current requirements whilst the Trust is still dealing with the pandemic. As has been 
experienced to date, guidance around Covid-19 has regularly changed as an understanding of the 
disease develops; this strategy reflects the current known estates requirements.

2.5 What is an Estates Strategy?
An Estates Strategy is recognised as best practise within the Health Service and has been created 
using applicable guidance1. The Strategy is meant as a high level document to support the direction 
of travel for the Trust’s Estates and Facilities. The Strategy does not detail specific solutions for 
individual service needs but provides a consistent framework from which plans can be developed. 
These plans will follow applicable guidance and where necessary be set out in Strategic Outline Case 
(SOC) form before proceeding.

1 NHS Estates (2005) Developing an Estate Strategy

Strategic Direction
Service Strategies 

Estates Strategy
Masterplan

Data and policies

Strategic Direction
Service Strategies 

Estates Strategy
Masterplan

Data and policies
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2.6 Strategic Estates Objectives
Based on the strategic context of the Trust’s estate, the following strategic estates objectives are 
proposed:

 Improve patient experience and care quality

 Provide a safe, fit for purpose and therapeutic environment to deliver healthcare

 Support the clinical/service strategy and business requirements of WVT

 Increase efficiency – better utilisation, lower overheads

 Provide flexible solutions for future changes in function & capacity – this will include 
avoiding ground floor only developments which may restrict longer term development 
opportunities

 Re-provide where buildings are unsustainable for modern healthcare

 Reduce carbon footprint and become more sustainable.

These objectives will be used to evaluate future estates developments as part of the business case 
process.

3. Where are we now?

3.1 Key facts
 The Trust occupies 41 buildings and less than 10% of these are under 10 years old 

 The buildings are on 18 sites with 78% within the City of Hereford

 The Trust owns 39% of these buildings

 The Trust’s income in 2018/19 was £186M (the last year there is national comparative data 
for). 

Occupancy costs: 

Depreciation       £5.0M 

Rent and rates £1.7M 

Land value                                             £5,990,000 

Building value                                       £66,474,355 

Gross Internal Area                               59,554m2  

Physical backlog                                    £19.75M  

High and significant risk backlog           £17.56M  
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The Trust has a mixed tenure of PFI and NHS retained estate across the County Hospital site. In 1998 
one of the Trust’s founder organisations (Hereford Hospitals NHS Trust) signed a business case for 
the development of the County Hospital under a PFI deal which became operational in 2002 and 
expires in 2029. 

The Trust is in the process of replacing 38 inpatient beds currently located in two Hutted Ward 
buildings.  This represents the delivery of the most significant element of the Trust’s previous Estates 
Strategy.

In terms of service provision, often referred to as Hard and Soft Facilities Management (Hard FM and 
Soft FM), the following summarises the current position:

 Most services at the County Hospital are provided through a PFI Contract.

 Hard FM is generally provided by Trust staff on other sites and these services are also 
provided to third parties (e.g. mental health provider and commissioners).  

 Soft FM services for community sites were market tested in 2018 and were awarded to the 
internal bid and are now provided by the Trust. 

3.2 Model Hospital 
The NHS benchmarking tool, Model Hospital, shows the performance of the Trust estate compared 
to peers. This shows a range of performance indicators which this Strategy seeks to improve on. 

In summary, the analysis shows that the:

 Estates and Facilities costs at the Trust are high, largely due to the costs of the PFI contract

 Occupied floor area is productively used

 Critical infrastructure risk is very high, largely due to the age and condition of the hutted 
wards

 Patient Led Assessment scores are below the benchmark, highlighting room for 
improvement in specific facilities themes such as wayfinding and dementia friendly buildings

3.3 NHS Premises Assurance Model (PAM)
NHS PAM is now mandatory and has been used by the Trust since it was first published. It is a self-
assessment against a number of questions. There are no areas where statutory requirements are not 
being met. 

 In summary the Trust has one area which is outstanding.

 The majority of areas (233) are good 

 58 of the areas shown require minimal improvement.

 There are six areas requiring moderate improvement within five domains.
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 There are no areas rated as inadequate within the document.

3.4 SWOT Analysis
The SWOT analysis below has been developed in conjunction with stakeholders to highlight the 
strategic context to estates planning.

Strengths Weaknesses

Significant recent investment leading to 
improving estate flexibility

Experienced capital team

Relationship with PFI partners

STP Estates Strategy in place

Strong relationship with local authority

Ability to generate capital internally

County Hospital site constrained for space

Long term lack of capital investment in Trust 
estate

Stock of buildings not compliant with modern 
health building design

Opportunities Threats

Recent increases in national capital investment 
initiatives

One Public Estate approach to capital planning

Changes to working practices – working from 
home

Improvements in technology changing working 
practices

Relationships with other providers – integrating 
services in health facilities

PFI contract end in 2029

Charitable funding availability

Access to ongoing capital funding to support 
strategic intent

Climate change requiring adaption or causing 
damage to the estate

Dealing with outbreaks and meeting the 
challenges of Covid-19

4. Where do we want to be?
The following issues are the key estates issues to be addressed by the Trust during the lifetime of the 
strategy based on the aims and objectives set out in section 2.6. They are framed around the County 
Hospital site, community sites and non-clinical corporate schemes. This is not an exhaustive list; it 
represents the key schemes that stakeholders felt best met the objectives of the organisation.
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4.1 County Hospital Site
A Development Control Plan (DCP) outlining the main changes proposed for the County Hospital site 
can be found at Appendix 1. 

4.11 Acute Beds
Bed usage is predicted on historic trends, expected changes in demographics, expected changes in 
clinical practice and through discussions with clinical and operational leads.

The Trust’s analysis predicts that there would be a significant shortfall in acute beds through the 
next five years, mitigated through the planned increase in 19 beds due to the New Wards scheme, 
which will become available in early 2020. Pre-Covid, this additional capacity was deemed suitable 
for the foreseeable future and the business case for the New Wards anticipated both the demolition 
of the two remaining hutted wards and the mothballing of the Gilwern Assessment Unit (GAU). The 
demolition of the hutted wards is assured (creating further development space 4.10 below), but the 
16 bed GAU presents an opportunity for flexible capacity in the light of the ongoing Covid outbreak.

4.12 Emergency Department
The Emergency Department (ED) on the County Hospital site has been subject to significant change 
in recent years, with extensions and the creation of a Clinical Assessment Unit. Currently, the 
national priority around ED is to create Same Day Emergency Care facilities and the Trust has been 
awarded funding to develop this space within the existing ED. Coupled with existing schemes to 
improve the flow of patients through ED, create a Fit to Sit area and upgrade the facilities within the 
existing CAU, a major ED scheme is currently being planned. 

Based on feedback from the Medical Division, future developments will include a review of the 
capacity of the Resuscitation area within ED as the existing capacity of three spaces is often 
exceeded by demand.

4.13 Theatres
The Trust has seven main theatres plus dedicated Maternity and Podiatric Surgery facilities in other 
locations. Theatre demand has been modelled in a variety of scenarios including the 2020/21 
original planned activity levels, additional activity to achieve NHS Constitution standards and plans 
to incorporate elective activity from the maternity theatre. There is a significant mismatch between 
the current core theatre hours and demand within the current plan. Other issues include:

 Capacity to treat trauma cases is inadequate and this takes precedent over elective surgery 
resulting in cancelations

 General Surgery, Urology, Ophthalmology and Gynaecology all require additional theatre 
capacity

 The Trust plans to relocate elective Obstetric cases to main theatres creating a dedicated 
Obstetric emergency theatre on the second floor (a key compliance issue for the CQC)

 The Trust continues to outsource work to the private sector in key specialities, this could be 
repatriated if bed and theatre capacity were aligned
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It is clear that Theatre capacity within the traditional working week has been outstripped by 
demand. To meet future Theatre requirements additional permanent capacity will be required as 
well as existing efforts to extend the working day. The Trust is therefore developing a business case 
for permanent additional Theatre capacity, the exact number of which will be determined by 
demand, space available and cost, but the latest analysis suggests that a further two theatres will be 
required to meet future need.

4.14 Endoscopy
The Trust’s capacity of three Endoscopy rooms on the County Hospital site and one at Ross 
Community Hospital has been proven to be inadequate both for the required levels of activity and 
for appropriate patient care. Recently approved business cases for Trans-nasal Endoscopy and 
Urology One-Stop services will augment the existing capacity, but even with these developments, 
additional capacity will be required to meet both demand and the increasing standards of regulatory 
bodies such as JAG and a business case will be developed as a priority.

4.15 Ophthalmology
The services offered by the Ophthalmology Department at the County Hospital have grown 
exponentially, particularly since the advent of treatments for macular degeneration. Some work has 
been undertaken to increase capacity within the department but this has not kept pace with 
demand, requiring the continued use of a mobile facility which is taking up important space outside 
of the main hospital entrance. This is not a sustainable position.

It is important that a major service such as Ophthalmology has appropriate facilities from which to 
operate and the Trust’s position is that it needs to find a sustainable long term solution to 
accommodate this service fully. Re-locating the service elsewhere on the site could provide a prime 
location for the expansion of other services, such as ED and Outpatients. Likewise, relocating other 
services that are adjacent to the Ophthalmology service could provide enough space to 
accommodate a solution.

4.16 Cardiac Angiography 
Housed in a temporary building for over 15 years on the County Hospital site, the Cardiac 
Angiography service is an important part of the Cardiology offering in any hospital. Therefore the 
strategic aim is to re-house this service within a permanent building on the site, probably as part of a 
planned expansion of other services. This will vacate space around Critical Care that could be used as 
future expansion space.

4.17 Development Space
The space that will be created by the demolition of Monnow and Leadon wards in 2021 was 
identified in the last strategy as a potential development space as this is the last large-scale area 
with good clinical adjacency available on the County Hospital site.

A feature of the previous Estates Strategy and still favoured by clinical leaders, is the development of 
ambulatory facilities on this space, addressing the requirements outlined above, such as Endoscopy, 
Ophthalmology and Cardiac Angiography and in turn free up space in the main hospital building to 
deal with issues relating to the Surgical Day Case Unit, Critical Care and Outpatients.
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4.18 Outpatients
Outpatient rooms for holding clinics have been in increasingly short supply in the Trust for some 
time. Demand has been met by better scheduling of rooms to clinics. The impact of the Covid 
outbreak has meant that many clinics or appointments are delivered virtually, either by telephone or 
online and this is likely to continue into the long term for those specialties that suit this way of 
working.

The Trust will review outpatient demand and capacity and consider how any shortfall may be met 
through a mixture of traditional outpatient buildings or via facilities aimed to support virtual 
appointments. A range of other options away from the County Hospital site also exist, through the 
Trust’s partner organisations and these will be explored. The vacation of a number of GP surgeries as 
the Hereford Medical Group consolidates onto the Station Medical Centre site presents such an 
opportunity.

One particularly constrained outpatient speciality is the Breast service. Currently provided from a 
sub-optimal space within the Macmillan Renton Unit, the Breast service should be relocated to 
provide a more appropriate environment and increased capacity. 

4.2 Community Services
The Trust operates from a number of community sites including three community hospitals and a 
child development centre.  

One of the main community sites in Hereford City, Belmont, is leased indirectly from Belmont Abbey. 
The Trust is about to agree a direct lease for this building and sub-let to the other occupants in order 
to reduce costs and improve the estates performance.

One of the main principles guiding community services is one of service integration with provider 
partners in primary care, mental health and social care. Where this makes sense, this will be 
extended to the built environment in the community, bringing together teams to work together as a 
single service. Herefordshire partners are fully signed up to this approach, through the One Public 
Estate Project Board, and a number of opportunities will be explored in the coming years, such as 
opportunities in market towns and the opening of the Station Medical Centre in Hereford.

4.21 Community Hospitals
Following the closure of the 22 bed Hillside Facility in 2018, the Trust has retained 76 community 
beds across Leominster, Ross-on-Wye and Bromyard. The STP bed analysis completed in 2016 
suggested that these beds could be reduced further, with an investment in community services, to 
care for people closer to home. Reviews of patients in community hospitals show that a large 
number do not need a hospital bed and therefore support this analysis.
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Community hospitals do not just provide bed-based care, they provide a range of outpatient and 
diagnostic services as well as acting as a hub for the local population for a variety of health and care 
related services. As bed numbers reduce, with more people being cared for in their own homes, 
community hospitals will change to reflect the changing way community services are provided in a 
more integrated approach. Space availability in community hospital opens up opportunities for 
additional outpatient services, including virtual appointment facilities, diagnostics and near-patient 
testing and shared spaces for community teams.

4.22 Skin Centre
The creation of a Skin Centre on the Gaol Street site in Hereford is already an approved scheme. This 
development will deliver an integrated Dermatology/Plastic Surgery service and crucially provide 
additional minor operating procedure (MOPS) rooms. The Trust currently estimates a shortfall of 
MOPS rooms and this scheme is key to the long-term delivery of additional capacity.

In order to deliver the Skin Centre scheme a number of community teams must be relocated within 
the City of Hereford. The teams require a number of clinic rooms and some shared office space. A 
number of options are being assessed, including the use of existing healthcare premises owned by 
other Hereford providers.

4.23 Community Paediatrics
The Community Paediatrics team is based at the Ross Road Child Development Centre (CDC) in 
Hereford. The building occupies a prime location near to the city centre but is an older outdated 
building with extremely limited car parking. There is an opportunity to consolidate a number of 
children’s services onto one site either in an upgraded building or at a different location.

4.3 Non-Clinical Services

4.31 Car Parking
Car parking at the County Hospital site has always been a pressure point and will continue to be so 
into the future. Recent developments on the site have reduced the volume of car parking spaces and 
the new car parking created by the Trust in 2018 on the Orchard Site has temporary planning 
permission until 2021. The Trust has recently commissioned a Travel Plan which suggests that the 
number of staff, patients and visitors using active travel options or public transport could be 
significantly increased but this is unlikely to lead to a major reduction in demand for on-site car 
parking due to the distances that people travel to reach the site. Providing adequate car parking 
capacity whilst improving the active travel and public transport options is therefore a high priority.

The creation of additional parking on the hospital site is possible by developing the space created by 
the demolition of Monnow and Leadon Wards, but this is only likely to be temporary as this strategy 
recommends this site as a future development area. 

Building additional decks above the main car parks in front of the main building is an option, but the 
impact on the flight paths into the helipad means that this would need to be re-provided within this 
development, rendering the scheme costly and disruptive.
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The Trust has been working with the Local Authority to develop plans for additional car parking and 
a number of options are being considered across the development space of the Orchard Site and the 
Country Bus Station and car park. Other options from nearby private providers are also being 
considered.

4.32 Education Centre
The Trust’s educational facilities are spread across the County Hospital site; the Education and 
Development Centre, The Postgraduate Medical Centre and elements of the Gwyndra Downes 
building. These facilities are dated, tired and do not support the modern requirements for clinical 
education or the capacity for the future workforce need. 

A project is already in place to consider this need. The proposal is to consolidate these facilities into 
one purpose-built education centre funded by a mixture of NHS capital, charitable funding and 
income from education commissioners and deaneries. The proposed site for the development is 
around the Orchard Site, providing a first class education centre that attracts staff to train and work 
at the Trust. 

4.33 Staff Accommodation
Part of the plans to improve the offering to staff in order to attract a workforce from across the 
world is to improve the accommodation offering. With more international recruits expected as part 
of the Workforce Strategy and more trainees on-site as medical training is expanded, the Trust 
needs to be able to offer accommodation to those that require it.

The Trust’s approach has been to work with its One Herefordshire partners to consider the 
accommodation requirements of the Trust, Herefordshire Council, NMITE and Herefordshire College 
of Arts holistically in order to meet the needs of all partners. There are a number of developments 
across Hereford to create student and key worker accommodation and the Trust is developing plans 
to utilise existing developments and opportunities in order to deliver the required capacity at a 
better standard to the current offering.

4.34 Office Space
The Trust has already developed a business case for the redevelopment of the Lionel Green former 
nurses home and has utilised funding from One Public Estate to complete a detailed design 
(undertaken by SWFT Clinical Services). The intention is to redevelop the building as flexible office 
space to replace assets that the Trust leases privately and from Herefordshire Council (the lease for 
Monkmoor Court ending in 2021). NHS capital funding has not been prioritised for this scheme to 
date as it provides no direct patient benefit. The indirect benefits are significant; bringing a number 
of Trust teams back on site and reducing the revenue costs of leasing other buildings.
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Despite this, the Trust’s need for office space, particularly in light of the social distancing rules 
around Covid, mean that this development is crucial. A number of existing estates schemes at the 
Trust have a financial allocation for the costs of providing space for displaced staff and it is looking 
increasingly possible that the Lionel Green building development could take place on a phased basis, 
one floor at a time, as the Trust requires space. This revision to the scheme is currently being 
evaluated and may provide an affordable way forward that ultimately delivers the project benefits 
over a number of years.

Developing the scheme in a phased approach could also support the emerging strategy of the Trust 
around staff working from home. An initial survey suggests that a significant number of staff can, 
and are, working from home. The office space this has created is already in the process of being 
backfilled by clinical teams as they create Covid-secure environments for staff. Whatever the 
outcome of the current pandemic and its impact on working practices, a pragmatic flexible approach 
to office space will be required.

4.35 Staff Health and Wellbeing
Whilst not a distinct estates and facilities scheme, the work done to date by the Trust on supporting 
staff health and wellbeing has identified many small scale schemes that support and benefit the 
workforce. Providing rest areas, green spaces and improved welfare facilities is a priority for the 
Trust and will be taken forward throughout the lifetime of the strategy.

4.4 PFI
With nine years left on the PFI contract for the County Hospital site, the focus of the Trust within the 
time period of this strategy turns to the contract end and the handing over of the building to the 
Trust in Condition B. As the building is now over 20 year’s old, major systems within the building (fire 
alarm, lifts etc.) are reaching the end of their life and are due to be replaced. It is therefore vital that 
the Trust maintains a strong focus on this lifecycle replacement for the remaining years of the 
contract. Mercia Healthcare Ltd are expected to undertake a condition survey of the assets within 
the next 12 months and this will inform the ongoing lifecycle replacement programme for future 
years.

4.5 Sustainability
In May 2020 the Trust Board approved the Sustainable Development Management Plan. This plan 
represents a paradigm shift in the way the Trust approaches sustainability, in its widest sense, 
considering workforce sustainability and clinical practice approaches against the more traditional 
topics of energy consumption, waste and carbon emissions. The Plan sets out a long term strategy 
against a framework of the United Nation’s 17 Sustainable Development Goals. The ambition within 
this plan supports the “Delivering a ‘Net Zero’ National Health Service” plan set out by NHS 
Improvement/England in October 2020.

The Trust will ensure that the BREAAM for Health (Building Research Establishment Environmental 
Assessment Method) is utilised for all necessary building developments to ensure the highest 
standards of sustainability are being implemented.
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4.51 Integrated Energy Centre
A key element of the Trust’s Sustainable Development Management Plan is the delivery of an 
integrated energy centre (IEC) that utilises a variety of modern initiatives to deliver heat and power 
to the County Hospital site in a way that reduces cost and carbon. An outline business case has 
selected Centrica as the Trust’s partner for this scheme and a full business case is expected towards 
the end of 2020. The expectation is that the partner provides funding for the scheme which is repaid 
through the savings. A number of delivery options are being considered including biomass and 
ground source heat maps, as a more sustainable solution. Funding for this development is expected 
to be via government grants and/or borrowing based on the cost savings.

The development of an IEC also presents an opportunity to maximise the benefits of the scheme by 
supplying energy beyond the County Hospital site to other partners across the district. This could 
potentially provide a more cost effective source of energy for building developments in the local 
area and along the city link road whilst providing a valuable source of heat for the Trust.

4.6 Prioritisation
The schemes discussed above have been identified through engagement with clinical teams and 
divisions. Some were identified in previous iterations of the strategy and some have emerged in 
recent times as a result of the unprecedented changes to service delivery as a result of the Covid-19 
outbreak.

The table below sets out the proposed major schemes that the Trust will take forward during the 
lifetime of this strategy. The nature of the constantly-changing healthcare environment in which the 
Trust functions means that other schemes currently unidentified may come to the fore based on 
need, but the table below suggests the current prioritisation of the known schemes.

Scheme Prioritisation Comments

Emergency Department – SDEC High Business case in development 
– funds secured

Emergency Department – Resuscitation Area Medium Requires demand and capacity 
analysis

Additional Theatres High Business case in development

Endoscopy High Outline scheme developed – 
requires business case

Ophthalmology Medium Requires holistic solution

Cardiac Angiography Low Requires long term solution – 
probably as part of another 
scheme
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Development Space – Ambulatory solutions High Solution could resolve issues in 
Endoscopy, Ophthalmology 
and Cardiac Angiography

Outpatients High Immediate need – solutions 
being assessed

Skin Centre – Gaol Street High Business case agreed – funding 
agreed. Requires clinical 
decant facility.

Community Hospitals – Community Hubs High Service design work required

Community Paediatrics Low Potentially co-locate with 
other services

Car Parking – County Hospital site High Urgent need

Education Centre Medium Income available, possible 
Charitable Funding scheme

Staff Accommodation High Urgent need. Unlikely to 
require capital.

Office Space High Urgent need

Integrated Energy Centre High Significant benefits. Unlikely to 
require capital.

5. How do we get there?

5.1 Delivery
The key to delivering aims and objectives of the strategy is through:

 Capital investment in key assets

 Robust programme and project management 

 Alignment with other strategies (e.g. IT, Sustainability)

 Partnership working

The options developed to date have been set against emerging service strategies and all preferred 
options will be contingent upon these strategies being fully supported over time. 
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A development control plan showing options for long term changes to be made to improve or 
amend services and use of the estate will be developed for all inpatient sites. A development control 
plan for the County Hospital site is shown at Appendix A showing how development might be 
phased to suit a number of preferred options for different clinical and support functions.

5.2 Business cases
The Trust’s approach has been to develop business cases for prioritised key schemes, whether 
capital funding is available or not. Due to the nature of capital funding for NHS Trusts, experience 
has shown that funding can be secured when Board-approved business cases are available, often 
when capital is available at short notice.

The table below provides an indicative phasing for each project, which will drive the development of 
the associated business cases.

Project 2021/22 2022/23 2023/24 2024/25 2025/26
Endoscopy
Theatres
Lionel Green Building (office capacity)
Infrastructure
Outpatient Capacity
Community Hubs
Educational Facility
Car parking
Critical Care
Ophthamology
Staff accommodation
Integrated energy centre
Emergency Department Resus Capacity
Belmont Theatre Replacement
Paediatric Community Facilities
Cardiac Catheter Facility
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5.3  Funding
The table below shows some estimated costs for the key schemes that are currently prioritised. 
Whilst there may be options to combine projects, either in procurement or in terms of physical 
solutions, the indicative costs have been shown elementally so that the business cases can be 
progressed in parallel and delivered as funding is available. 

The Trusts internal capital sources are expected to be fully utilised on existing infrastructure 
schemes, therefore external financing will be required for the schemes listed above. 

Funding sources for schemes in the first table (above) are likely to be either; Department of Health 
and Social Care (DHSC) central programmes (such as Health Infrastructure Plan) or DHSC Emergency 
Capital (either Public Dividend Capital (PDC) or loans). Either will require a form of NHSEI and DHSC 
approval and will require support from STP partners.

1. Projects requiring DHSC capital

Project Proposed Area m2
Upside Build cost 

(all inclusive) £m2

Downside Build 
cost (all inclusive) 

£m2
Optimism Bias/ 
Contingency % Upside (£000) Downside (£000)

Endoscopy 770 8 10 30% 8,008 10,010
Theatres 600 10.5 12 30% 8,190 9,360
Lionel Green Building (office capacity) 1000 3.5 4.5 30% 4,550 5,850
Infrastructure 30% 975 1,950
Outpatient Capacity 30% 975 1,950
Community Hubs 30% 975 1,950
Critical Care 100 10 12 30% 1,300 1,560
Ophthamology 600 7 9 30% 5,460 7,020
Belmont Theatre Replacement 150 5 7 30% 975 1,365
Emergency Department Resus Capacity 100 5 7 30% 650 910
Paediatric Community Facilities 850 1.5 3 30% 1,658 3,315
Cardiac Catheter Facility 200 8 10 30% 2,080 2,600

Total 35,796 47,840

2. Projects with alternative funding sources earmarked
Estimated capital 

cost (£000)
Earmarked 

funding source
Integrated energy centre 5,900 SALIX grant
Educational facility 5,800 Charitable

Staff Accommodation
Non capital 

solution
N/A

Car parking
Non capital 

solution
N/A

Total                         11,700 

Notional allowance (e.g. back up generator supply)
Notional alowance 
Notional alowance 
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Appendix 1 – Development Control Plan (County Hospital site)
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Report to: Public Board
Date of Meeting: 05/11/2020
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 Trust’s Digital Programme continues to make good progress.

During October, we have seen EPMA successfully go live on Wye ward. We have also seen Nurse 
noting go live on Wye ward too. The deployment of the Electronic Discharge System is also scheduled 
for October.

However, the roll out plan for nurse noting has had to be changed very late on, due to the operational 
pressures in the acute hospital and we have thus switched to rolling out in the Community Hospitals.

The roll out of whiteboards continues to plan.

Both the Windows Server /SQL 2008 and the Windows 10 projects are expected to complete on time, in 
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

Digital Programme RAG Status
Note: the RAG status is rated against progress being made by each project and issues being experienced. 

Project
Rag 

Status
Summary

Overall Status A

Progress has been made on all projects, despite the 
challenges being faced. An updated delivery plan is 
being presented to the Trust Management Board and 
NHSD in November which will re-baseline the 
programme.

Nurse Noting G Implementation has commenced in the Acute 
hospital.

White Boards A Progress is continuing, no dates set for Community 
Hospitals.

eOBS G Remaining acute areas have been delivered and final 
community deployments planned.

Theatres G Post pilot review in progress.

Pathology OCS G Plan to switch off inpatient pathology test reports is 
on track.

Radiology OCS G RIS upgrade has been completed enabling integration 
work to commence.

Cardiology OCS G Cardiology OCS in place, but review of Sentinel 
replacement is in progress.

EPR

Patient Arrival 
Kiosks A

Potential issue of EPR team resource while wider 
deployments are taking place. Progress has been 
impacted by Covid. 

EPMA G Pilot has commenced successfully.

EMIS G Optimisation project on track for completion by the 
end October. 

Windows Server and SQL 
2008 G On track.

Windows 10 G On track.

E-Rostering G On track to deliver re-baselined plan. 
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5.1 NHS Digital Global Digital Exemplar Programme

EPR Phase 2

The EPR programme is continuing to make significant progress with a number of key milestones 
being reached, including the following:

 Nurse noting has gone live on Wye Ward  (NB the first acute ward)
 Rollouts for eOBS and Whiteboards continue
 Kiosk rollout current phase now completed

Workstream Summary

A summary of some major deliverables is shown below:

Nurse Noting in MAXIMS – Nurse note rollout on Wye ward commenced on 7th October and has 
gone very well. Early lessons learned include:

1. Role of Digital Assistants on the ward has been crucial to the smooth implementation;
2. Top down Nurse management support has been unstinting and has eased rollout;
3. It will take the planned two-weeks to rollout to each ward, to ensure that sufficient staff are 

trained and have run through an admission.

However, the roll out plan had to be changed in response to the challenges that the Trust is currently 
experiencing. This has enabled the programme team to continue deployment in the Community 
Hospitals before returning to acute wards in mid-November. 

Electronic Whiteboards – Electronic whiteboards are now live on seven wards, with seven more 
planned for configuration and deployment before mid-December. No dates have been scheduled 
yet for the Community Hospitals. 

Nurse eOBS (observations) – Implementations are continuing for Nurse eOBS with all inpatient 
acute wards now live. Two remaining Community Hospitals will be deployed alongside Nurse 
Noting over the coming three week period. 

Theatres – A further meeting with Theatres has been held, supported by IMS, to review the 
dashboards and to trial the clinical process with suggested IT equipment. Work has commenced 
to plan a deployment to coincide with Nurse Noting on Surgical Wards in January –March 2021. 

Order communication (OCS) – 
Pathology Order Communications – Further to the last report, outlining the Inpatient paper switch-
off, further activity has been undertaken in line with the plan.

The AMDs for Surgery and Medicine have been asked for their support in getting a Speciality 
specific SOP created to underpin this transition. Plan is on track to switch off paper by 1st 
November.

Radiology Order Communications - Radiology ordering has continued to be used via MAXIMS. 
The Radiology Information System (RIS) replacement project went live on the 17th October and, 
following a brief ‘bedding in’, work will commence within the EPR team to deliver the integration 
work which will see full Radiology OCS.

4/7 149/237



Version 1 22nd October 2020

Cardiology Order Communications - At the recent financial review, it was agreed to fund the 
Sentinel upgrade, which will enable broadening the patient information in MAXIMS. 

Outpatient Arrival Kiosks – A summary of the original scope, current position and plans is shown 
below.

Area
No of 

Kiosks Status Comments

Oxford Suite 2 Completed Pilot complete Feb 2020

PreOp 1 Completed Go Live 30th Sept 2020

Women’s Health 1 Completed Go Live 30th Sept 2020

Paediatric OP 1 Completed Go Live 30th Sept 2020

Fred Bulmer 1 On Hold
Pending C-19 Restoration 
plan

Eign Suite 1 On Hold
Pending C-19 Restoration 
plan

Therapies OP 1 On Hold
Requires integration with 
EMIS

Diabetes Centre 1 On Hold New Urology Centre Project

MRU 1 On Hold
Requires integration with 
Trak

Radiology 1 On Hold
Requires integration with 
CRIS

Further direction is currently being sought as to the “on hold” deployments.

EPMA

As of 5pm on 21st October, EPMA is live on Wye ward, and has been extended to include the 
additional beds created by the merge with Lugg ward. An initial issue with Clinical Decision 
Support was detected which delayed the go-live by 24 hours; however, a fix was delivered and 
tested by suppliers which enabled the pilot to commence. Initial take up and feedback has been 
extremely positive. An extraordinary Project Board is scheduled for 28th October, with the aim of 
approving the next phase of the pilot on Paediatrics, scheduled to commence on 3rd November. 

Electronic Discharge System (EDS)

The new EDS system was deployed alongside EPMA commencing on 22nd October. This will 
enable immediate delivery of benefits. A joined up EPMA and EDS system will prevent doctors 
from transcribing discharge medication. This saves time and prevents errors. Work to continue to 
streamline the process, and utilise discharge information collected in EPR, will be continuing, 
across both EPR and EPMA programmes with the aim of deploying a mature discharge system 
alongside inpatient noting in October 2021. Work has commenced to build a specification for this 
piece of work. 
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Implementation Planning

A revised EPR implementation plan is being submitted to Trust Management Board on 6th 
November. The content of this plan has been combined with IMS Delivery schedule and the EPMA 
implementation detail. This will be submitted for approval by NHSD to re-baseline the GDE funding 
agreement.

Work is also taking place to include E-Rostering plans in the overall implementation plan to 
monitor impact on wards through the remainder of 2020/21.

Community EMIS

Work to deliver the business case for optimisation of the community EMIS system is coming 
towards an end, with a final project board to finalise the handover to BAU taking place on 29th 
October.

Work with clinical colleagues to build a Virtual Ward pilot for Acute Medicine Cardiac Failure is 
progressing. The configuration is being tested by the service and scheduled for deployment on 
the 5th November. 

5.2 Wider Digital Projects

Windows Server and SQL 2008

This project is progressing as planned.  Out of the 110 upgrades within the scope of this project, 
89 have now been successfully completed.  Planning and discussions continue regarding the 
remaining upgrades.  The project remains on course to conclude at the end of December.

A kick off meeting for planning Phase 3 of the project took place on 15th October.  This will 
address business continuity requirements for the Trust’s data centres.

Windows 10 Project

At the end of September, there were just 161 Windows 7 and 8.1 devices remaining to be 
migrated.  The project remains on track to conclude by the end of December.  The Trust’s 
device age profile is now much more in line with the 2018 IT strategic intent to maintain the 
client estate below 5 years.  The progress made during 2020 is highlighted in the two bar charts 
below.  The main risk to the project ending on time is the impact of Covid-19 which limits access 
both to areas of the estate and Trust staff who are working from home but may have legacy 
devices left in offices.
The project budget for 2020-21 is £865k which includes contingency but excludes additional 
authorised expenditure on Covid-19 related activity.  The total capital budget for the project 
across two years was £1.5m.
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NB there are no 2019 figures on Chart 1 as the devices deployed up until then were built 2018.

E-Rostering

The project is progressing as planned.  Work continues to support the Bank Module and the 
ESR interface which will keep Allocate updated on a nightly basis with staff changes.

Shortlisting has taken place for the Medical Module Project Manager.  This post will report to the 
E-Rostering Project Manager.  

Project communication planning is underway with support from the Trust Communications 
Manager.  This will include the development of a new Intranet page for the Allocate 
Implementation which will be launched along with the Communication Plan at the appropriate 
time.

The project has allocated a capital budget of £240k in 2020-21 out of a five year total of £1.3m
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Report Approval Route: Trust Board
Lead Executive Director: Director of Finance and Information
Author: Jonathan Wren; Stephen Powell  - Associate Directors of Finance
Documents covered by this 
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1.  Purpose of the report
 
As a result of the pandemic, the financial regime was changed for the first half of 2020/21 and 
arrangements were put in place to enable all Trusts to deliver a breakeven position. 

Further changes have been introduced for the second half of the year but these are based on ‘financial 
envelopes’ that have been allocated to STPs and then to Trusts, with an expectation that Trusts continue 
to deliver a breakeven position.

In view of the above, the Trust has set budgets for the second half of the year, taking account of the 
financial envelope that has been allocated. However, based on the assumptions made by the Trust, we 
are proposing to set a budget which results in a £7m deficit at year-end. 

2. Recommendation(s)

The Board is asked to note the financial position and approve the budget for the second half of the 
financial year 2020-21.

3. Executive Director Opinion1

The attached report provides detail of the income and expenditure assumptions that have been made in 
setting a deficit budget for the second half of 2020/21.

It is clear that the NHSI/E are expecting all Trusts to deliver a breakeven position but having reviewed all 
elements of the financial position on a number of occasions, we have been unable to reduce our 
expenditure plans any further. It should be added that the proposed position also includes a number of 
risks which would have a negative impact on the bottom line. 

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 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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Budget for second half of Financial Year to 31st March 2021

The Board is asked to note the financial position and budget for the second half of the financial year 
2020-21.  Delays in publishing funding envelopes for organisations at a national level, meant that it 
was not possible to complete this exercise prior to the start of the period.

1] Transition to the new funding arrangements and financial regulatory framework (Month 7 – 
Month 12)

There is a clear transition to new funding arrangements effective from 1st October 2020.  The table 
below summarises the key changes impacting on all organisations and, for Wye Valley Trust, this is 
resulting in a recommendation to the Board to approve a deficit budget of £7.003m.

National Financial (& funding) 
regime

1st April – 30th Sept 2020 1st October  2020– 31st March 
2021

Deficit positions Deficits avoided through 
retrospective Top-Up 
mechanism allowing Trusts to 
break-even.

Deficits possible at a Trust 
level as a result of the 
cessation of the retrospective 
Top-Up. Expectation moves to 
break-even at overall STP level 
(NB. this comprises the 
aggregate of the positions of 
the organisations within).

Financial Performance 
Management

At an individual Trust level Through STPs

Covid-19 Funding Fully funded to avoid any cost 
pressure occurring above what 
could be internally funded 
(from reduced variable costs 
as a result of reduced activity).

Funded only to the level of 
allocated budgets (and 
through lead CCGs within each 
STP).

Organisation Planning Returns 
(Financial Budgets, Restoration & 
Recovery metrics, Workforce

Original requirement for 
planning returns (March/April) 
put on hold nationally and 
subsequently not collected

Fully triangulated Financial 
Plan required to enable 
delivery of all aspects of 
overall performance (draft 5th 
October & Final submission 22nd 
October).

2] Recommended Budget for Approval by Board

The following budget is recommended to the Board for approval and has been calculated to fully 
fund:

 The Divisional requirements to deliver ‘Plan B’, Restoration and Recovery trajectories (as 
separately submitted to NHSE/I).  

 The financial impact of Trust-wide investments approved by the Board and/or TMB.
 Appropriate (although not risk free) assumptions relating to income and also the level of 

Covid-related expenditure for the second half of the year.
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A more detailed view is included in Appendix A (also including the actual run rate of Month 1 – 
Month 6 for further context).

When considering this budget, it is helpful to understand the wider financial context and how the 
national financial funding regime has impacted on the financial position of the Trust.  Funding to 
providers has moved away from the previous PbR / National Tariff regime which had been 
established for so many years.  At the same time, the cost base of Trusts have been impacted by 
reduced activity (in the short term) and conversely rapidly increasing costs in the way services need 
to be delivered safely in response to the pandemic.  In this context, financial comparisons can only 
be made with a certain degree of caution across years and even between the first six months of this 
financial year and the plan for delivery in the next six months.  Accepting this, the table below 
shows:

 The Trust will benefit from receiving £26.6m more income than it did in the prior year which, 
during 2019-20, included PSF & FRF.

 The Trust has received income in Month 1 – Month 6 to match the level of expenditure, 
including Covid, to fully fund (and cash backed) a break-even position.

Deficit Budget M7-M12 M7 to M12
£000's

Income 130,205
Pay 83,831
Non Pay 62,745
Deficit (16,371)

Impairment and Donated asset Adjustment 9,368

Adjusted deficit (7,003)

Comparison with Prior Year (full 12 months)
£000's

2019-20

Actuals 
Values M1-

M6
WVT/STP 

Budget Plan Total

Movement in 
current year 

between M1-6 
& M7-12

Movement 
between years

Income 226,265 122,639 130,205 252,844 7,566 26,579
Pay 149,396 76,449 83,831 160,280 (7,382) (10,884)
Non Pay 93,925 46,190 53,377 99,567 (7,187) (5,642)
Deficit (17,056) 0 (7,003) (7,003) (7,003) 10,053

2020-21
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 The Trust is budgeting to spend £7.003m more than it has income streams for in the second 
half of the year.

o In this respect, it is important to appreciate this is a Financial Budget designed to 
deliver a level of activity that is greater than the first half of the year (see Appendix 
B).  At the end of month 6, elective activity was cumulatively 63% of the level 
delivered in the prior year, Daycase 50% of the first 6 months of 2019-20 and 
Outpatients 32%.

o During the first half of the year, variable costs have significantly reduced and the 
assumption for the second half of the year (aligned to Plan B activity) is that these 
will increase.  There is an additional non-recurrent marginal cost of £1.1m required 
to recover the activity to planned levels.  The large proportion of the cost base is 
fixed (or semi-fixed) and this has of course remained static regardless of activity 
levels.

3] Resulting Trust position against NHSE/I assumed results 

In recommending this budget for Board approval, it has to be noted that this does not result in the 
break-even budget requirement or assumption made by NHSE/I at the time of issuing STP funding 
envelopes.  Funding envelopes for STPs included component parts by organisation and, for this 
Trust, the table below shows the variance from the national view.

The position is fairly fluid at present in terms of income and cost on the periphery of national 
funding envelopes e.g. testing, costs supporting the independent sector, NHS111.  In this respect, 
the position (income and cost variance) needs to be viewed as a whole, i.e. with a pressure to the 
system of £7.003m compared with funding envelopes.  The Trust is not a particular outlier with this, 
though it is clearly subject to considerable check and challenge with the £7.003m forming part of the 
overall system gap of £14.8m across the Herefordshire and Worcestershire STP.

Comparison with funding envelope M7-M12
£000's

NHSI/E 
Funding 

Envelopes
STP 

allocation
Adjusted 
Position

Trust Plan 
and initial 

return of 5th 
Oct

Variance 
and Trust 

element of 
STP balance 

shortfall
Income 103,612 19,722 123,334 130,205 6,871
Expenditure 123,334 123,334 137,208 (13,874)
Deficit (19,722) 0 (7,003) (7,003)
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4] Drivers of increase to cost base

The cost base of the Trust is increasing. However this is in a planned and controlled way. Changes to 
the cost base may be categorised into:

 Planned costs known and budgeted for at the start of the year and which were always timed 
to fall into the second half of 2020-21 e.g. new wards, revenue impact from previous capital 
IT system investments.

 Inflation across years.
 New costs directly or indirectly related to the Covid pandemic.

Movement in Pay costs is currently subject to considerable focus across the STP and in respect of 
WVT is summarised in the table below.  This shows in real terms actual costs to month 6 and 
planned costs from month 7 – month 12 are 4.1% across years in real terms.  The increased activity 
requirement is resulting in an increase of 9.7% on the pay bill of the Trust between the first and 
second half of the year.

The diagram below shows the drivers of the increase across financial years i.e. the 4.1% in real 
terms.

All Pay £000's

 Outturn 19-20 
 Inflation 

20-21 
 Adjusted 

Outturn  M1      M2  M3  M4  M5  M6  M7  M8  M9  M10  M11  M12 
 Total 20-

21 
149,396 4,512 153,908 12,724 12,651 12,434 12,460 12,759 13,422 13,700 13,815 14,040 14,091 14,082 14,103 160,280

20-21 Inflation 3.0%
153,908 160,280

Increase from prior year 4.1%

Increase on first 6 months 9.7%

76,449 83,831
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4a] Assumptions of key Agency costs – Commercial Agency is a material cost to the Trust and one 
which has significantly reduced at the start of the year during the early months of the pandemic.  
The tables below show how this step reduction is reflected in the set budget.  There is also the 
assumption made that agency will increase to the levels shown (but still significantly lower than the 
costs of the prior year).

Nursing Agency

The budget for the average run rate change in second half of year is just £23k increase per month, 
resulting in step overall reduction from prior year of £3,559k.
 

Medical Agency

The budget for average run rate change in second half of year is just £5k increase per month, 
resulting in step overall reduction from prior year of £1,792k.

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD Totals
Substantive & Overtime 4,524 4,495 4,603 4,473 4,492 4,443 5,144 5,155 5,277 5,288 5,285 5,283 58,462
Bank 308 267 324 372 415 357 149 149 149 149 149 149 2,937
Agency 223 213 172 248 269 388 267 289 290 273 267 264 3,161 6,720
Nursing Expenditure 5,055 4,975 5,100 5,093 5,175 5,188 5,560 5,593 5,716 5,709 5,701 5,695 64,560

Increase final 6 months over first 6 months

Increase final 6 months compared to latest actual spend (M5 & M6)

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

30,586 33,974

11.1%

Agency 
prior year

5,181 9.3%

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD Totals
Substantive 2,853 2,878 2,808 2,842 2,682 3,294 3,344 3,379 3,473 3,512 3,499 3,519 38,083
Bank 430 420 436 415 538 512 192 192 192 192 192 192 3,902
WLI 32 40 27 26 26 62 121 119 100 122 122 125 922
Agency 441 405 185 238 340 406 308 345 354 345 345 350 4,064 5,856
Medical Expenditure 3,756 3,743 3,456 3,521 3,587 4,275 3,964 4,035 4,119 4,171 4,158 4,185 46,971

Increase final 6 months over first 6 months
Increase final 6 months compared to latest actual spend (M5 & M6)

2020/21 Run Rate
Medical Staffing £'000s

3,931 4.4%

22,338 24,633
10.3%

Agency 
prior year
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Non Pay

The diagram below charts the drivers of the non pay increase across financial years (the impairment 
relates to the new ward build and is adjusted out in terms of control totals).

4b) Covid Costs (Pay and Non Pay)

The Trust has received a budget allocation through the lead CCG in the STP of £5.79m to fund 
expenditure in the second half of the year.  Now this has moved to an allocation, internal budgets 
have been set to match the allocation and devolve this where appropriate to Divisions.

In the early months of this Financial Year, the Trust was required to purchase PPE when national 
supplies proved inadequate.  In more recent months, this position has improved significantly (but 
the need for local orders has not been completely eradicated).  The broad assumption therefore in 
setting this budget is that the new allocation of £5.79m reflects a similar expenditure pattern in the 
second half of the year to that of the first, however without the pressure of the cost of PPE.

Most of the expenditure is non recurrent, however of course this does not mean it will not repeat 
during the next financial year while Covid remains such a significant factor.
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The table below shows Covid expenditure incurred during the first six months.  The budget 
assumption for the second half of the year is that this broadly repeats (however with PPE supplied 
nationally rather than locally ordered).

5] Key risks, potential variables and opportunities

Income

 Whilst the majority of income values for the remainder of the year have been agreed, there 
remain some values included within this budget plan which require final resolution. These 
are:-

o Income with Welsh Commissioners – up to month 6, Welsh commissioners 
replicated the English block contract payment rules. This has not been agreed yet for 
the period month 7 onwards. (NB. £9m in income plan)

o Specific allocation based funding streams – the funding streams for the second half 
of the year are reliant upon discrete additional funding allocations for Think 111, 
Testing & Tracing, Private Sector sub-contract activity and Covid 19 Testing / Anti-
body testing. Again income values have been included in the plan to meet 
associated costs but the income not yet confirmed (NB. £1.5m)

Activity & Elective Incentive Scheme

 There is a risk that the activity volumes planned for the remainder of the year for daycase, 
elective and outpatient are less than that delivered in 2019/20 across the same comparable 
period (see appendix B)

 The NHSE/I Phase 3 Restoration & Recovery letter and supporting financial guidance 
indicates that where activity is less than volumes delivered across October 2020 to March 
2021 for the areas identified above, providers will get funds deducted based on a 
percentage marginal deduction. Conversely, if they are above last year’s levels, marginal 
additional income will be received. Given planned activity volumes are less than the target % 
required, an income deduction risk of £1.2m has been calculated but excluded from the 
budget plan (as guidance says to exclude at this stage)

Cost

 There is a risk that Covid Expenditure will be above the allocation.
 The local purchase of PPE is not funded as part of the allocation to the Trust through the STP 

(as it is the national intention for these to be made available through the national ‘push’ 
system of PPE supplies to Trusts).  There is a risk of a cost pressure developing in this respect 
if local orders have to be raised in response to specific shortfalls.  
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Pay Agency 42.4 61.6 463.7 72.2 132.8 - - - - 772.7
Bank 99.2 70.7 766.9 167.1 31.8 6.9 - 62.1 - 1,204.8
Substantive 48.6 58.1 366.2 441.5 126.7 22.4 37.1 122.9 46.4 1,269.8

3,247.4

Non Pay
Consumables 482.1 239.0 0.0 24.8 46.1 45.1 2.3 839.5
PPE 54.4 1,236.0 1,290.4
Drugs 20.6 20.6
Equipment 37.3 436.0 1.2 7.9 27.3 17.2 1.0 44.0 0.2 572.0
IT 8.3 0.5-                           2.9 96.6 26.1 1.7 135.2
Other 7.4 2.0 18.3 0.7 4.2 1.6 0.9 4.1 12.1 24.1 229.3 304.7
Sodexo Catering 164.5 164.5

3,326.9

190.2 780.0 1,596.9 682.8 1,004.8 29.3 37.1 185.0 51.2 36.9 1.6 0.9 1,313.4 171.0 27.1 72.1 393.9 6,574.2
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 There is a risk that expenditure on Commercial agency will increase above plan (particularly 
off framework).

 Levels of variable cost and costs associated with new recruitments for Plan B should be 
expected to reduce in the case of any slippage in activity delivery from plan.

 2nd wave of Covid 19 admissions – plans submitted only include a low level of Covid 19 
admissions. Admission volumes similar to or in excess of the 1st wave of Covid 19 would have 
a serious adverse detrimental impact on patient activity and the financial position of the 
Trust.
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Appendix A – Month 1-6 Actual Income & Expenditure and Budget for M7-M12

INCOME & COST TRENDS 

M1    M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Total

Income
Contract & PbR Income 14,779 13,850 15,063 14,362 14,846 14,415 14,673 14,673 14,669 14,664 14,664 12,942 173,600
Excluded Drugs 1,338 1,552 1,274 1,668 947 1,655 1,478 1,478 1,478 1,478 1,478 1,478 17,300
Non Contracted Activity (NCA's) 0 0 0 (391) (33) (1) 0 0 0 0 0 0 (425)
Other Income for Patient Care 722 592 174 404 887 316 582 578 578 916 912 912 7,573
Income - (Donated Asset Depreciation) 100 (34) (57) 0 0 (1) 33 33 33 33 33 33 210
Specialised Excluded Drug passthrough - CDF/HepC 0 0 0 0 0 0 120 120 120 120 120 120 720
Other Non Patient Income 405 333 344 415 334 454 390 352 509 509 509 582 5,136
Top Up Funding prepaid 3,159 3,159 3,159 3,159 3,159 3,159 3,287 3,287 3,287 3,287 3,287 3,287 38,678
Top Up Accrual/Claim 496 (0) 426 442 228 1,378 0 0 0 0 0 0 2,970
COVID recharges 0 0 0 0 0 0 1,065 1,065 1,065 1,065 1,065 1,065 6,390
STF - Think 111 0 0 0 0 0 0 115 115 115 115 115 115 692
Total Operating Income 20,999 19,453 20,384 20,060 20,368 21,374 21,743 21,702 21,855 22,188 22,183 20,534 252,844

Pay Directors & Sen. Managers =>Band 8 455 458 455 495 467 466 474 472 468 473 473 473 5,630
Medical & Dental 3,693 3,682 3,408 3,487 3,656 4,212 3,844 3,916 4,019 4,049 4,036 4,060 46,063
WLI 30 40 27 14 26 62 121 119 100 122 122 125 908
Nurses & Midwives 5,055 4,975 5,100 5,093 5,175 5,188 5,560 5,593 5,716 5,709 5,701 5,695 64,560
AHPs 1,028 1,080 1,022 994 1,033 1,049 1,132 1,145 1,160 1,160 1,168 1,168 13,140
Pharmacists 150 152 127 135 127 136 151 151 151 151 151 151 1,731
Professional, Technical, Scientific 700 671 662 666 664 689 685 685 690 690 684 684 8,170
Managers/Technical >Band 5 241 230 268 229 236 234 250 250 250 250 260 260 2,958
Clerical <=Band 5 1,275 1,262 1,264 1,251 1,268 1,285 1,353 1,354 1,355 1,355 1,355 1,355 15,732
Other Pay 47 54 53 49 57 53 82 82 82 82 82 82 807
Apprenticeship Levy 48 49 48 49 47 47 49 49 49 49 49 49 581

12,724 12,651 12,434 12,460 12,759 13,422 13,700 13,815 14,040 14,091 14,082 14,103 160,280

Non Pay Drugs 295 290 331 280 310 353 355 355 355 355 355 355 3,989
Excluded Drugs 1,379 1,605 1,616 1,886 1,481 1,766 1,522 1,522 1,522 1,522 1,522 1,522 18,864
Excluded Devices 131 134 176 134 149 144 95 95 95 95 95 95 1,437
Med & Surg Supplies 1,912 805 1,259 977 972 1,046 1,724 1,745 1,883 1,911 1,922 1,932 18,087
Implants & Accessories 81 19 52 56 90 98 209 227 195 228 199 203 1,656
Other Clinical Supplies 101 72 58 100 98 147 153 153 153 121 120 120 1,396
Clinical Services contracts 645 314 409 342 442 507 481 481 481 501 501 506 5,608
Private Sector Sub-Contracting 0 0 (0) 1 0 2 5 5 5 5 5 5 32
PFI Contract 858 889 875 877 873 876 874 874 874 874 874 874 10,489
Transport & Travel 84 69 85 84 94 122 132 132 132 132 132 132 1,329
Establishment expenses 486 411 443 375 489 452 390 455 455 455 455 455 5,322
I.T. 215 208 184 219 223 212 317 317 315 315 324 326 3,175
Trust Overheads (inc. Insurance) 642 664 658 670 665 682 687 687 687 687 687 686 8,100
Other Non Pay 253 244 312 349 287 416 176 355 355 699 699 700 4,844
Hoople Services & Retained IT 98 98 105 100 100 100 112 112 112 112 112 112 1,271

7,179 5,822 6,563 6,449 6,272 6,922 7,230 7,515 7,619 8,011 7,999 8,020 86,157

19,903 18,473 18,996 18,909 19,030 20,344 20,929 21,330 21,660 22,102 22,081 22,123 245,881

EBITDA 1,096 981 1,388 1,151 1,338 1,030 814 372 195 86 102 (1,590) 6,964

Depreciation 518 513 515 515 710 515 435 534 534 534 534 534 6,392
(Gain) or loss on asset disposal 0 0 0 0 0 0 0 0 9,210 0 0 0 9,210
Interest Received (8) 18 (9) (0) (0) 0 0 0 0 0 0 0 (0)
Interest Payable Loans 0 45 22 22 26 24 23 23 22 22 22 22 274
Interest Payable PFI 502 502 502 502 502 502 502 502 502 502 502 502 6,023
Dividends on PDC 0 0 426 142 130 19 120 120 120 120 120 120 1,434

1,028 1,042 1,475 1,181 1,368 1,060 1,080 1,179 10,388 1,178 1,178 1,178 23,334

Total Operating Surplus/(Deficit) 68 (62) (87) (30) (30) (30) (266) (807) (10,192) (1,092) (1,075) (2,768) (16,371)

Donated Assets - Additions 100 (33) (57) 0 0 0 33 33 33 33 33 33 210
Donated Asset Depreciation (32) (28) (30) (30) (30) (30) (31) (31) (31) (31) (31) (31) (368)
Donated Depreciation Adjustment 68 (61) (86) (30) (30) (30) 2 2 2 2 2 2 (158)
Net impact of fixed asset revaluations and impairments (9,210) (9,210)

Adjusted Deficit Position (0) (0) (0) (0) (0) (0) (267) (809) (984) (1,094) (1,077) (2,769) (7,003)

2020/21 Current Position

Actual Budget

Total Operating Expenditure
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Appendix B  - Expected activity, waiting list size and performance outcomes

On the 21st September the Trust was required to submit activity plans for the remainder of the year. 
Summary output is contained in the charts below which depict actuals for each financial year and 
the revised plan for Daycase, Elective and Outpatients from M7 onwards.
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Expected outcomes versus the Phase 3 NHS operating recovery and restoration plans are:-

Long Waiting Patients (over 52 weeks)

The activity plan submitted triangulated to the finance and workforce plan predicts that circa 223 
patients will be waiting more than 52 weeks for treatment on a RTT Incomplete pathway at the end 
of the financial year. At the time of writing the actual number of patients over waiting on an 
incomplete pathway totals 785 as at 11th October.

Risks

 Activity is less than plan which will trigger the EIS income deduction scheme.
 Patients waiting more than 52 weeks for treatment stand at circa 800 with significant 

volumes about to move into this time band in the next 6 weeks. At the end of March 2019 
there were 2 patients waiting more than 52 weeks.

 Any patients not treated this financial year will need treating quickly in the 21/22 financial 
year.

TOTAL RTT waiting list 05 
Apr

05 
Jul

06 
Sep

13 
Sep

20 
Sep

27 
Sep

04 
Oct

11 
Oct

Total >52 21 203 585 721 679 723 739 785
Total 26-51 2033 4175 6519 6956 6649 6499 6287 6139
Total 18-25 2916 4546 2209 1788 1721 1751 1729 1845
Total <18 11493 6447 7790 8013 8445 8638 9048 8780
Total NonRTT 104889 97796 99698 99938 100438 100785 101046 101857
Total Total RTT 16463 15371 17103 17478 17494 17611 17803 17549
Total RTT % 18 Weeks 69.8% 41.9% 45.5% 45.8% 48.3% 49.0% 50.8% 50.0%
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Version 4 24 June 2020

Report to: Public Board
Date of Meeting: 05/11/2020
Title of Report: Quarterly Mortality Report
Status of report: ☐Approval ☒Position statement  ☐Information  ☐Discussion
Report Approval Route: Mortality Committee
Lead Executive Director: Medical Director
Author: Chris Beaumont
Documents covered by this 
report:

NA

1.  Purpose of the report
This quarterly report aims to provide an update on the progress of implementation for the mortality strategy. The 
report includes performance in relation to mortality rates, focussing on trends and variation identified, which 
includes the number of mortality reviews undertaken for the previous month with key learning.

2. Recommendation(s)
The Board are asked to note:

Following the initial sharp spike in our mortality rates, as predicted during the months of the initial 
pandemic, we have since reported consecutive significant reductions in our overall Trust mortality. After a 
national ‘re-basing’ of all trusts mortality data, we have returned to the near expected rates for our key 
national mortality measures. This has been reflected in our crude mortality position, which has returned to 
below the mean. 

HSMR (rolling 12 month August 2019 – July 2020) reported a significant reduction of 4.66 to 100.32 (624 
observed deaths against an expected 622).

SHMI (rolling 12 month July 2019 – June 2020) has also reported a drop by 3.3 to 104.3.

The latest Crude mortality data (August 2020) indicates that the Trust remain below the mean at 1.73% for 
all admissions.

 

 There have been further substantial reductions in both #NOF and CCF mortality rates, with the latest 
data indicating a decrease to 133.32 and 131.00 respectively. 

 Meeting with the clinical lead and divisional management to discuss concern around rising mortality 
rates in Stroke patients. A planned audit and full review of the data is to take place over the coming 
weeks. 

 Plans to develop a newsletter to disseminate the learning to all staff, which has been captured from 
the monthly Community Hospital mortality review panel. 

 Development of the Mortality IT system has been completed, which will allow the system to manage 
to payments for clinicians of any completed cremation paperwork. This will aim to fully replace the 
current paper system, providing a clear full audit trail. 

 A dedicated Bereavement Lead role has been agreed, and is currently out to advert. The creation of 
this role aims to provide increased capacity for the Medical Examiner Officer to focus on supporting the 
ME’s to develop their processes in alignment with the latest national guidance. 
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Version 4 24 June 2020

3. Executive Director Opinion1

The most recent data provides reassurance that, as predicted, the Trust’s mortality position has returned to near 
expected levels. The mortality statistics have undergone a national rebasing; this demonstrates the Trust has 
continued to perform well nationally during these difficult times. 

We have seen continued improvements in our areas of focus, fractured neck of femur and heart failure. Our 
overall crude mortality has returned to pre-Covid levels. 

Sepsis and stroke have both been internally flagged for investigation following continued rises in their mortality 
rates. Positive steps have been taken regarding the uncertainty of our community hospital mortality data, with a 
monthly review panel reviewing all deaths at these sites. 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Wye Valley NHS Trust Mortality Report

October 2020

1. Introduction

This quarterly report aims to provide an update on the progress of implementation for the 
mortality strategy. The report includes performance in relation to mortality rates, focussing 
on trends and variation identified, which includes the number of mortality reviews undertaken 
for the previous month with key learning. 

2. Quarterly Headlines

Following the initial sharp spike in our mortality rates, during the months of the initial 
pandemic, we have since reported consecutive significant reductions in our overall Trust 
mortality. We have returned to the near expected rates for our key national mortality 
measures. This has been reflected in our crude mortality position, which has returned to 
below the mean. 

HSMR (rolling 12 month August 2019 – July 2020) reported a significant reduction of 4.66 to 
100.32 (624 observed deaths against an expected 622).

SHMI (rolling 12 month July 2019 – June 2020) has also reported a drop by 3.3 to 104.3.

The latest Crude mortality data (August 2020) indicates that the Trust remain below the mean 
at 1.73% for all admissions.

 

 There have been further substantial reductions in both #NOF and CCF mortality rates, with 
the latest data indicating a decrease to 133.32 and 131.00 respectively. 

 Meeting with the clinical lead and divisional management to discuss concern around rising 
mortality rates in Stroke patients. A planned audit and full review of the data is to take 
place over the coming weeks. 

 Plans to develop a newsletter to disseminate the learning to all staff, which has been 
captured from the monthly Community Hospital mortality review panel. 

 Development of the Mortality IT system has been completed, which will allow the system 
to manage to payments for clinicians of any completed cremation paperwork. This will 
aim to fully replace the current paper system, providing a clear full audit trail. 

 A dedicated Bereavement Lead role has been agreed, and is currently out to advert. The 
creation of this role aims to provide increased capacity for the Medical Examiner Officer 
to focus on supporting the ME’s to develop their processes in alignment with the latest 
national guidance. 
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3. Mortality Outlier Groups:

This sections aims to provide a summary of the progress with the our mortality outlier groups 
and other key areas of focus, outlining any work to address higher than expected mortality 
rates. 

Group Apr 19 – Mar 20 Aug 19 – Jul 20 Quarterly Change + / -
#NOF 140.50 133.32 7.18

CCF 126.03 131.00 4.97

Sepsis 88.13 109.00 20.87

COPD 98.08 104.93 6.85

Pneumonia 90.44 89.51 0.93

#NOF 
HSMR (August 2019 – July 2020) - 133.32 ↓9.12 from July 19 – June 20

 The latest data for August 2020 reports a continued reduction in our average ‘time to 
theatre’ for #NOF patients, which remains below the best practice standard at 27hrs 
35mins. 

3/10 170/237



Wye Valley NHS Trust Mortality Report

October 2020

CCF

HSMR (August 2019 – July 2020) - 131.00 ↓8.48 from July 19 – June 20

 Meeting with Cardiology Consultant to review the latest mortality data, including 
feedback from Clinical Coding department in regards to specific queries around the 
capturing of heart failure as the primary diagnosis. 

 Audit of the previous twelve months deaths will be conducted by the clinical lead over the 
coming weeks. This audit will be done with input and support from the Clinical Coding 
team.

 The audit will initially focus on those patients managed outside of the specialty bed base, 
to identify any potential issues in the management of their heart failure. 

Sepsis 
HSMR (August 2019 – July 2020) - 109.00 (69 observed / 59 expected)

Acute Cerebrovascular Disease 
HSMR (August 2019 – July 2020) - 118.00 (79 observed / 67 expected)

There was an initial meeting with the clinical lead and general manager to discuss the concerns 
with regards to the rising in-hospital mortality rates. The following plan was agreed:

 Plan to review the HSMR and SHMI data, in combination with the primary cause of death. 
 Audit of the previous twelve months deaths will be conducted by the clinical lead over the 

coming weeks. 
 Following the reviews, a report of the findings will be produced, which will outline any 

actions to be taken. 
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4. Community Hospitals

Bromyard CH HSMR (August 2019 – July 2020) 128.99 ↓
Ross CH HSMR (August 2019 – July 2020) 171.60 ↑ 
Leominster CH HSMR (August 2019 – July 2020) 84.21 ↓ 

Since previous reporting, there has been the establishment of monthly mortality review 
panels to focus purely on reviewing the deaths that occur at each Community Hospital site. At 
each meeting, the cases that have been reviewed, are presented to the group. Learning and 
actions are captured, and are planned to be disseminated to the wider staff group via a 
newsletter format. 

In addition to the mortality reviews, there were additional actions identified to refine the
monthly format and structure. 

Attendance to the monthly meeting
To confirm, moving forward we will have the following standing invitations to the monthly 
review meetings:

 Locality Managers     
 AMD Integrated Care 
 Ross Community Hospital Doctor      
 Mortality Team 

              
There will be a rotational pattern for the Leominster and Bromyard GP’s to attend. There were 
discussions around opening up the forum for nursing staff to attend and observe the reviews, 
including discussions around the learning. 

Development of a CH mortality review form.
There was the acknowledgement that the current SJR format is too focused on acute aspects 
of care, and that there would need to be some changes to adapt to a more community focused 
review. 

Thematic Audit of BCH Deaths

The thematic audit of the previous 12 months deaths at Bromyard Community Hospital has 
been completed, and the findings have been drafted into a report. This will be presented at the 
November mortality meeting. 
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Indicator Description/Notes Data month Deaths in Month Trend Change
Direction of 

Travel
Trend - April 2016 to latest 

reported month

First Look

Crude Mortality-All % of Deaths by Admissions 44

Crude Mortality-Emergency % of Deaths by Emergency Admissions 44

Latest Static
Trend (No. 
of deaths)

Change 
(Rate %)

Direction of 
Travel

Trend - April 2016 to latest 
reported month

Crude Mortality-All % of Deaths by Admissions 48  0.66% 

Crude Mortality-Emergency % of Deaths by Emergency Admissions 48  1.50% 

Cusum Alerts

Indicator Description/Notes Data month Month Actual
Acute Trust rank 

(lowest to 
highest)

Trend Change
Direction of 

Travel
Trend - April 2017 to latest 

reported month

SHMI 104.3 82/131  -3.3 

Weekday 103.6  -3.2 

Weekend 106.4  -3.4 

HSMR 100.3 54/131  -4.66 

Weekday 98.0  -2.36 

Weekend 107.1  -0.54 

HSMR (August 2019 - July 2020) - Funnel of ALL NHS Trusts

Data month HSMR SHMI
Obeserved/ 

Expected 
Deaths HSMR

Actual Deaths 
SHMI

Trend 
(HSMR)

Change 
(HSMR)

Direction of 
Travel 
HSMR

Trend - April 2016 to latest 
reported month

104.93 117.22 22/21 35  5.21 

89.51 92.39 119/133 164  2.80 

63.87 107.91 7/11 22  3.76 

131.07 130.47 47/36 65  -8.48 

109.36 109.09 65/59 92  0.77 

133.32 133.43 32/24 44  -9.12 

117.92 99.72 79/67 79  5.55 

Trend -November 2017 to 
latest reported month

171.60 118.72 6/3.6  29.74 

128.89 171.23 5/3.6  -35.65 

84.21 109.72 2/2.3  -87.33 

Data month Value Peer Mean Trend

13.47 13.28

7.27 6.75

16.00 16.45

6.46 6.03

0.13 0.27

Clinical Coding Updates

Obs. 1126 v Exp. 1079

Obs. 839 v Exp. 810

Obs. 287 v Exp. 270

Palliative Care Coding

Depth of Coding - Deceased Patients

Jun-20

Wye Valley NHS Trust - Mortality Dashboard

Mortality Indicators

Sep-20

Observed/Expected Deaths

Month Actual

1.25%

3.48%

Aug-20
1.73%

4.34%

Obs. 456 v Exp. 465

Clinical Coding

RED figures highlight CUSUM triggers in the latest three 
months, BLUE figures highlight groups with fewer than 5 
expected deaths in a year, and GREY figures are censored 

or missing.

Indicator

WVT Outliers

Surveillance CCS Groups

Community Hospital Sites

Ross (inc. Merlin and Peregrin ward)

Bromyard 

Leominster

July 2020 (HSMR),

June 2020 (SHMI)
Fractured Neck of Femur 

Rolling 12 month Standardised Hospital 
Mortality Indicator (inc. post 30 days 

discharge patients)
Jun-20

Stroke (Acute Cerebrovascular Disease)

(Please note this is first look data and subject to change - Static 
position is below)

Co-morbidity Scores - Live patients

Co-morbidity Scores - Deceased Patients

Surveillance CCS Groups

CCS Group/Origin of Alert

Chronic Obstructive Pulmonary Disease 

Pneumonia 

Acute Bronchitus 

Congestive Heart Failure

Septicemia

Depth of Coding - Live Patients

Rolling 12 month Hospital Standardised 
Mortality Ratio

Jul-20

Obs.  v exp. 199

Obs. 624 v Exp. 622
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This Month
(Sept 20)

This Month
(Aug 20)

This Month
(Sept 20)

This Month
(Aug 20)

This Month
(Sept 20)

This Month
(Aug 20)

44 42 29 (65.9%) 30 (71.4%) 0 0

This Quarter Last Quarter This Quarter Last Quarter This Quarter Last Quarter

137 226 67 (48.9%) 144 (63.72%) 0 0

Summary of September Revies

 A new format for Panel reviews is being implemented which will encorporate representatives from each directorate.

The review proccesses within General Surgery, Trauma & Orthopaedics and Gastroenterology are progressing well 
with a view to producing monthly updates.  

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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Wye Valley NHS Trust Mortality Report

October 2020

5.  Perinatal Mortality 

Please note that all definitions, for each of the key measures, is taken directly from the latest guidance 
provided by MBRRACE (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries).

There has been further progress with the development of our local montioring systems for perinatal 
mortality.

The average extended perinatal mortality rate for trusts with less than 2000 births per year is 4.35. 
This is taken directly from the latest MBRRACE report, which reviewed births between January 2017 
to December 2017. 

The revised banding, as outlined in the MBRRACE guidelines, has been applied to our local 
performance to allow montioring of our perinatal mortality in a real time fashion. The latest national 
data is circled in red on the chart. 
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Wye Valley NHS Trust Mortality Report

October 2020

Measure Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20

Total Births 142 158 134 149 119 149 139 143 161 136 151 154 109 137 127 135 119 158 159 141 145 127 147 133 131 136 127 133 126 142 125 125 126 151

Rolling 12 month values 1750 1783 1787 1796 1764 1759 1770 1769 1771 1736 1730 1735 1702 1681 1674 1660 1660 1669 1689 1687 1671 1662 1658 1637 1659 1658 1658 1656 1663 1647 1613 1597 1578 1602

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 1 3 1 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Rolling 12 month values 1.00 1.00 1.00 1.00 1.00 0.00 0.00 0.00 1.00 4.00 5.00 5.00 5.00 5.00 5.00 6.00 6.00 6.00 6.00 6.00 5.00 2.00 1.00 1.00 1.00 1.00 1.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Rate per 1000 births 0.57 0.56 0.56 0.56 0.57 0.00 0.00 0.00 0.56 2.30 2.89 2.88 2.94 2.97 2.99 3.61 3.61 3.59 3.55 3.56 2.99 1.20 0.60 0.61 0.60 0.60 0.60 0.00 0.00 0.00 0.00 0.00 0.00 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.

2 0 0 0 0 0 1 0 0 0 0 1 0 0 0 3 0 1 0 1 0 0 0 2 2 0 0 0 0 3 0 0 0 0

Rolling 12 month values 8.00 5.00 5.00 5.00 4.00 4.00 4.00 4.00 4.00 3.00 3.00 4.00 2.00 2.00 2.00 5.00 5.00 6.00 5.00 6.00 6.00 6.00 6.00 7.00 9.00 9.00 9.00 6.00 6.00 8.00 8.00 7.00 7.00 7.00

Rate per 1000 births 4.57 2.80 2.80 2.78 2.27 2.27 2.26 2.26 2.26 1.73 1.73 2.31 1.18 1.19 1.19 3.01 3.01 3.59 2.96 3.56 3.59 3.61 3.62 4.28 5.42 5.43 5.43 3.62 3.61 4.86 4.96 4.38 4.44 4.37

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 0 0 0 0 1 1 4 1 0 0 1 1 1 1 0 0 0 0 0 0 1 0 1 0 0 0 0 1 0 0 0

Rolling 12 month values 4.00 4.00 4.00 4.00 4.00 3.00 2.00 3.00 3.00 7.00 7.00 7.00 7.00 8.00 9.00 10.00 11.00 11.00 11.00 10.00 9.00 5.00 4.00 5.00 5.00 5.00 4.00 3.00 2.00 2.00 3.00 3.00 3.00 3.00

Rate per 1000 births 2.29 2.24 2.24 2.23 2.27 1.71 1.13 1.70 1.69 4.03 4.05 4.03 4.11 4.76 5.38 6.02 6.63 6.59 6.51 5.93 5.39 3.01 2.41 3.05 3.01 3.02 2.41 1.81 1.20 1.21 1.86 1.88 1.90 1.87

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 1 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Rolling 12 month values 0.00 0.00 0.00 0.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 2.00 2.00 2.00 2.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Rate per 1000 births 0.00 0.00 0.00 0.00 0.57 0.57 0.56 0.57 0.56 0.58 0.58 0.58 1.18 1.19 1.19 1.20 0.60 0.60 0.59 0.59 0.60 0.60 0.60 0.61 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

All Terminations - terminations from 20 wks 0 0 0 1 0 1 0 0 2 0 0 0 1 0 0 2 0 0 1 1 0 0 1 0 0 1 0 2 1 0 0 1 0 0

Rolling 12 month values 5.00 5.00 5.00 6.00 4.00 4.00 4.00 2.00 4.00 4.00 4.00 4.00 5.00 5.00 5.00 6.00 6.00 5.00 6.00 7.00 5.00 5.00 6.00 6.00 5.00 6.00 6.00 6.00 7.00 7.00 6.00 6.00 6.00 6.00

Rate per 1000 births 2.86 2.80 2.80 3.34 2.27 2.27 2.26 1.13 2.26 2.30 2.31 2.31 2.94 2.97 2.99 3.61 3.61 3.00 3.55 4.15 2.99 3.01 3.62 3.67 3.01 3.62 3.62 3.62 4.21 4.25 3.72 3.76 3.80 3.75

Extended Perinatal Mortality - (Sti l lbirths + Early Neonatal + Late 
Neonatal deaths) 

2 0 0 0 1 0 1 1 1 4 1 1 1 1 1 4 1 1 0 1 0 0 0 3 2 1 0 0 0 3 1 0 0 0

Rolling 12 month values 12.00 9.00 9.00 9.00 9.00 8.00 7.00 8.00 8.00 11.00 11.00 12.00 11.00 12.00 13.00 17.00 17.00 18.00 17.00 17.00 16.00 12.00 11.00 13.00 14.00 14.00 13.00 9.00 8.00 10.00 11.00 10.00 10.00 10.00

Rate per 1000 births 6.86 5.05 5.04 5.01 5.10 4.55 3.95 4.52 4.52 6.34 6.36 6.92 6.46 7.14 7.77 10.24 10.24 10.78 10.07 10.08 9.58 7.22 6.63 7.94 8.44 8.44 7.84 5.43 4.81 6.07 6.82 6.26 6.34 6.24
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Winter Planning
Winter 20-21

Presentation to Trust Board 
November 2020

Jon Barnes
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Winter Planning

• Started planning formally in August with Health and Social care 
review of last winter’s approach and agreement on approach for 
the coming winter.

• Agreed that this year our combined ‘Winter Plan’ will be a shared 
and live document and will be ‘staff-facing’ for all our combined 
teams across Herefordshire.

• Winter planning document in final draft and will be published next 
week
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WVT modelling
Scenarios
The Trust has modelled three different scenarios across the winter period:
• COVID-19 present throughout the winter period at similar levels to mid-September
• A surge of 50% of the March/April surge occurring over the winter period
• A surge the same size as the  March/April surge occurring over the winter period
 
Modelling assumptions
All of these models are based on the following assumptions:
• Non-COVID-19 Emergency demand will be the same as last year
• Elective demand will be as per our current restoration plan
• Additional capacity e.g. ITU, DSU and the New Ward Block, will be delivered as per current plans.
• We will maintain an average 92% bed occupancy
• Average LOS is between pre-COVID-19 and COVID-19 surge levels
 
Modelling outputs
The outputs of the three scenarios are detailed in the graph below – the timing of the surge is for illustrative purposes 
and not a prediction of any kind.

33/19 180/237



WVT modelling
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COVID-19-19 present throughout the winter period at 
similar levels to mid-September

• The model shows that overall we would have sufficient capacity to manage both 
urgent and planned care demand over the winter period. 

• However that demand varies day to day and it’s clear that at times the Trust 
would be under significant pressure (as we are through most winter periods). 

• The COVID-19 ‘restrictions’ (IPC measures, social distancing etc.) will create 
further pressure but this will be eased partially as the new planned capacity 
becomes available.(ITU expansion, release of DSU and new ward block opening)

• Delivery of both the system and local priorities will be critical in helping us 
manage the pressure and continue to treat both urgent and planned care 
patients.
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A surge of 50% of the March/April surge occurring 
over the winter period

• ITU would not need to escalate outside of it newly extended unit (once opened) and the 
current DSU facility. Until the new unit opens in November ITU would need at times to 
utilise both DSU and theatre recovery but should not need to routinely move into further 
areas.

• CCU would remain in its current location where isolation Pods are already in place.

• All diagnostic services would continue to deliver services at current rate

• Outpatient services would continue to deliver services at current rate (some reduction 
might be required to release medical clinical capacity at the peak of the higher surge )

• Planned NHS care would continue at the Nuffield private hospital at the current rate
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A surge of 50% of the March/April surge occurring 
over the winter period

• Emergency and Urgent surgical care would continue at the County site where not possible 
to use the independent sector capacity (due to comorbidities etc.)

• The COVID-19 positive inpatient area would expand as patient numbers increased. As the 
peak activity approached dedicated elective capacity may have to move to medical 
inpatient care. 
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A surge the same size as the March/April surge occurring 
over the winter period

• This scenario shows that our demand would outstrip capacity for a period and 
we would see a peak of circa 35 COVID-19 positive patients.

• However a higher surge would be managed in exactly the same way as above but 
the loss of elective surgical capacity would happen more quickly and would 
almost certainly last for longer
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Transition Board priorities

• Community Mental Health Transformation project
• Integrated support for Care Homes
• Long-Term Conditions
• Community Access/Hubs
• Shared Waiting List Management
• Falls Service Review
• Discharge Pathways (including community 
response)
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WVT priorities
Majors and Ambulatory ED
The Emergency Department has moved away from the COVID-19 response model of a Blue / Green ED split over the previous ED and CAU 
footprint and moved towards an emerging model of Majors ED [previous pre-COVID-19 ED estate] and Ambulatory [previous CAU estate] 
with Senior Medical Decision maker at the front door streaming to both EDs and Same Day Emergency Care [SDEC] 

 Increased / Revised Floorplan for ED 
Acute Floor with 3 additional consultant rooms, an additional Fit2Sit area for 4 – 6 patients and a minimum or 4 or maximum of 8 additional 
cubicles spaces depending of operational requirements. 

Same Day Emergency Care [SDEC]
A dedicated Same Day Emergency Care environment with 5 additional clinic rooms that can be protected from escalation management to 
ensure these this cohort of patients will be included in the expanding and redesign of the Acute Floor. Revised job plans of the Acute 
Physicians will see dedicated 40hrs a week of senior cover to SDEC, which is current not featured with the team job plans, but additional 
substantive and fixed term recruitment will allow for this change come November / December 2020.

• The role of daily SDEC Acute Physician will include:
• Senior oversight / decision maker for SDEC patients 
• Clinical link with 111 CAS for direct patient referrals to SDEC rather than via ED 
• Supporting a virtual ward with primary care 
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111 First 

Herefordshire and Worcestershire STP is an early mover site for implementation of the national NHS 111 
First programme. This programme is seeking to:

• Reduce pressure on emergency hospital services 
• Improve access to pre-hospital urgent care 
• Reduce the risk of COVID-19 transmission
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Care Closer to Home 

Care Closer to Home 

• Various work streams are in progress to develop care closer to home and admission avoidance which 
require additional system wide agree, support and coordination that will develop over the coming 
year. However a few schemes will have an impact on this winter:

Virtual Ward
• As part of the reconfigured job plans for the Acute Physicians a virtual ward pf appropriate patients 

will be held jointly with Primary care. These patients will either be held on a virtual ward via 
consultation with 111 or via primary care. Joint care and daily “board rounds” will be held with an 
MDT of:

• Acute Physician
• GP 
• Hospital@Home 
• Home First 
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WVT schemes

• Respiratory EMPOWER Plus project 
• The EMPOWER project demonstrated advanced and complex COPD patients can be 

identified and optimised prior to winter to reduce hospital admissions.
• Setting up a weekly MDT with primary care practice nurses to support optimising this high 

risk patient group with access to specialist Respiratory consultant input and equipment to 
support the project.  Data from the EMPOWER project demonstrated 1000 patients with 
COPD in Herefordshire CCG in the high-risk group for admission this winter with COPD. 
Two hundred patients will be supported through this project.  From EMPOWER data this 
will reduce approximately 100 admissions, 350 patient bed days.

• Increased Medical In-Patient Ward rounds 

• This winter see additional wards rounds each and every weekend built into job plans 
without the reliance on volunteers. In particularly this winter see 7 days respiratory and 
gastroenterology wards.
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WVT schemes
Increased Inpatient beds 
• Currently the new replacement ward project sees additional inpatient beds operational  in the new year.

• These new wards will become the new Frailty unit, which will include a Frailty SDEC, managed and support by the 
Frailty Front Door Team, short stay Frailty assessment unit , inpatient frailty ward and Ortho-geriatric ward.

• These increased beds will also see a ward reconfiguration in order to “right size” the current medical and surgical 
wards whilst maintaining activity of “super-green” pathways for elective patients. 

 
Early Supported Discharge (ESD) Scheme for Respiratory Medicine
• During the initial phase of the COVID-19 outbreak, it was quickly identified that there was a requirement to support 

the discharge of patients with respiratory condition back to their homes wherever possible.  This was to make 
available much needed bed capacity and to remove patients from an increased risk environment .

• Currently, the ESD service is being delivered solely by the remaining CNS team which is restrictive and in part being 
done at the expense of other outpatient activity and is not always available. 

• The Medical Division is establishing a permanent Respiratory ESD team able to deal with recovering COVID-19 
patients and others with respiratory conditions. These patients are able to be managed in their homes and as a 
consequence, are at reduced risk of hospital acquired infection (inc CV-19) and hospital acquired functional decline.
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Other key actions include….

• Flu vaccination programme commenced
• Covid vaccination programme (once available)
• Improvements to covid testing capabilities
• Adult social care securing more discharge to assess 
capacity

• Adverse weather planning
• ‘Brexit’ planning
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Covid control structures

• National and Regional calls on a weekly basis
• National guidance
• Gold and Silver meetings taking place each week
• Clinical practitioner forum meeting
• Outbreak control meetings
• Twice weekly Covid operational meetings – review 
current position and modelling and agree actions
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Surge plan
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Surge plan
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QUESTIONS?
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Report to: Public Board
Date of Meeting: 05/11/2020
Title of Report: Health Safety and Wellbeing Annual Report 2019/20
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route:
Lead Executive Director: Erica Hermon, Associate Director Corporate Governance 
Author: Luan Lawson, Health & Safety Officer
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To inform the Board of the performance of the Trust against a range of health and safety statutory 
obligations.

To provide the Board with a comparable analysis into the standard of Health, Safety and Occupational 
Health throughout the Trust between periods 1st April 2018 – 31st March 2019 and 1st April 2019 – 31st 
March 2020.  The report highlights good practice as well as areas where improvement is required. It also 
provides a focused review of the Trust’s top Health and Safety priorities for 2019/20, which account for the 
most reported staff incidents.

Through a clear structure of accountability the Board of Directors and senior management teams will 
have lead roles in the delivery of the commitments made in the annual report for the forthcoming 
reporting period.

2. Recommendation(s)
For the Board to consider the HSW Annual Report 2019/20 and to note the actions that are being taken 
to address areas relating to non-compliance of the Trust’s health and safety legislative responsibilities.

3. Executive Director Opinion1

The governance arrangements in place are improving year on year and supported by the Wye Valley 
NHS Trust (WVNHST) Employee Health, Safety and Wellbeing Strategy 2019-24. Effective management 
systems provide assurance to the Trust Board that legal requirements are being met and health and 
safety standards for the protection of staff and others are implemented. However, this report does identify 
areas for improvement.

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 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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1.0 Executive Summary  

The management of health and safety is a continuous process. The governance arrangements 
in place are improving year on year and supported by the Wye Valley NHS Trust (WVNHST) 
Employee Health, Safety and Wellbeing Strategy 2019-24. Effective management systems 
provide assurance to the Trust Board that legal requirements are being met and health and 
safety standards for the protection of staff and others are implemented. However, this report 
does identify areas for improvement. 

The COVID-19 pandemic has had an unprecedented impact upon everyday lives. From a 
healthcare perspective, the response from staff has been incredible. Whilst the Annual Health 
Safety & Wellbeing Report is primarily focused on the reporting of incidents during the period 
1st April 2019 – 31st March 2020, we are required to acknowledge the major events of 2020. 

The Trust’s health and safety legislative responsibilities to staff, patients, visitors, public and 
contractors remain unchanged. The Trust has an absolute duty to ensure, so far as is 
reasonably practicable, the health, safety and welfare at work of all its employees, under the 
Health & Safety at Work etc. Act 1974. The implications of breaching health and safety 
legislation can be very serious. This has already led to enforcement action and a charge for 
the inspectors time (Fee for Intervention (FFI)). Failure to adhere to enforcement notices and 
achieve compliance could lead to further enforcement action, unlimited fines, prosecution or 
imprisonment of senior management.  

COVID-19 has and continues to present the Trust with considerable challenges. As an 
organisation, the Trust is required to balance a variety of national guidance on social 
distancing, alternative clinical practice arrangements, such as virtual clinics, and appropriate 
use of Personal Protection Equipment (PPE), while providing safe healthcare services. The 
complexity of the requirements upon the Trust are set to increase with Restoration and 
Recovery (R&R) activities. The Trust must also prepare itself for the potential likelihood of an 
increase in COVID-19 cases towards the autumn and winter months, in addition to the normal 
winter pressures. 

The progress made during the period, including the lifting of enforcement action against the 
Trust, has been possible through the collective efforts of the Health and Safety Team (H&S 
Team) and colleagues across the Trust. It has been a very busy and demanding year, and we 
thank them all for their continued efforts. 
 
2.0 Introduction 

 
The Annual Health Safety & Wellbeing Report provides comparable analysis into the standard 
of Health, Safety and Occupational Health throughout the Trust between periods 1st April 2018 
– 31st March 2019 and 1st April 2019 – 31st March 2020.  The report highlights good practice 
as well as areas where improvement is required. It also provides a focused review of the 
Trust’s top Health and Safety priorities for 2019/20, which account for the most reported staff 
incidents. 
 
The COVID-19 pandemic, caused by a newly discovered coronavirus, demanded an 
unprecedented response with little knowledge of the virus and its associated implications to 
staff and the treatment of patients.  
 
To assist with staff health, safety and wellbeing, a COVID Logistics Team was established 
comprising H&S and Procurement, in support of the Infection Prevention Control Team (IPC). 
The team are responsible for obtaining, procuring and maintaining appropriate levels of PPE 
and COVID-19 critical stock supplies.  In order to help facilitate the process a dedicated email 
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was created to effectively respond to colleagues PPE orders and manage clinically urgent 
PPE for ITU and other high-risk areas. Members of the team worked seven days a week during 
the height of the pandemic to support clinical colleagues. 
 
During the early stages of the virus and its spread throughout the UK, the pressure for 
obtaining stock due to the lack of available PPE became a very real concern for the Trust, and 
others. Consequently, the COVID Logistics Team used innovative methods to obtain PPE 
including sourcing materials transformed into gowns by community members; using 
alternative PPE in clinical settings; seeking stock via mutual aid and establishing supply leads 
to ensure critical supplies were available within the Trust. At this time the National PPE ‘push’ 
supply did not exist. 
 
In accordance with National guidance, the Trust issued individual risk assessments, for 
completion by all staff. Consequently, staff identified as higher risk were advised to shield at 
home. The Trust has also encouraged agile and home working, where possible. Agile working 
is supported by the Trusts Display Screen Equipment (DSE) procedure which identifies 
additional support required by staff working from home including IT and office equipment. The 
H&S team are working with non-clinical and back office locations to determine which areas 
meet the Governments COVID-SECURE criteria, as well as supporting IPC colleagues in 
clinical areas to help determine safe social distancing for patient safety. The Trust continues 
to remind staff about their health and safety responsibilities in terms of compliance with social 
distancing. Further guidance from the Government, HSE and PHE is inevitable as winter 
approaches and the ‘R’ number rate of infections is increasing in many parts of the country.  
 
At the time of writing this report, clinical areas across the Trust were in the process of R&R; 
reinstating clinics significantly reduced or put on hold completely during the height of the 
pandemic. Staff are working tirelessly to ensure R&R activities are conducted as safely as 
possible, in order to avoid any transmission of the virus.  
 
Following a relatively short suspension of construction projects, considering the severity of the 
pandemic, the government announced building activities for healthcare environments could 
restart, providing all appropriate COVID-19 safety measures are adhered too. The Trust has 
been able to implement robust control measures in order to continue with planned projects. 
 
The major new wards construction project is progressing well on the County site with an 
excellent safety record. This is a considerable achievement when taking into account the 
various health and safety hazards and risks presented whilst maintaining an operational 
hospital with vulnerable persons accessing site. Staff, patients and visitors are often walking 
adjacent to the construction work and the Trust, along with those employed to undertake the 
works are adhering to high levels of health, safety and welfare practices.  
 
Ward reconfiguration and other vital projects such as the construction of the High Dependency 
Unit (HDU), the Managed Equipment Service (MES) at the Acute Site and smaller community 
projects are being progressed, again with excellent health and safety records.  
 
Throughout the year, the H&S team has continued to provide advice to all departments on a 
wide variety of safety topics ranging from issues; hazards associated with using chemicals, 
noise; building works, and developing task based risk assessments. The H&S team continues 
to maintain expertise in aspects of occupational health and safety and associated legislation 
in order to provide appropriate advice and guidance.  
 
3.0 Health Safety and Wellbeing Strategic Priorities 

The Employee Health, Safety and Wellbeing Strategy 2019-24 sets out Trust commitment to 
providing a safe place of work for all. A safe working environment ensures the Trust is able to 
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deliver high levels of service to our patients as well as ensuring compliance with legal 
responsibilities, protecting the organisation and individual Directors and Managers from legal 
prosecution.  This report outlines the improvements made against these health and safety 
strategic priorities as well as identifying areas for improvement.  
 
The incidents reported most frequently form the top five health safety and wellbeing strategic 
priorities: 

 
4.0 Health Safety Executive (HSE) Investigation and Intervention 
 
As previously reported in the Health Safety and Wellbeing Annual Report 2018-2019 on 12 
March 2019 the County site was inspected by HSE as part of a rolling programme of reviews 
into NHS Trusts and their respective compliance with Health and Safety (Sharp Instruments 
in Healthcare) Regulations 2013. As a consequence of the inspection and its subsequent 
findings, the HSE issued two Improvement Notices (INs) against the Trust. 

A comprehensive review of management systems and sharps device practice was undertaken 
at WVT. As a result of collaborative working by a team comprising H&S, IPC, Procurement 
and members of Safe Sharps Working Group (SSWG), in support of the divisions, HSE lifted 
the enforcement action on 12 December 2019.  This is great news for the Trust and is evidence 
of the dedication of staff to change practices and improve staff safety.  

SSWG continue to review safety and non-safety devices procured within the Trust with clear 
governance responsibilities via the Clinical Product Committee (CPC), chaired by the Director 
of Finance & Information into Trust Management Board (TMB). Clinical audits form part of the 
programme of activities, bolstered by the support of nominated divisional reps along with 
existing Trade Union and staff side representation.   
 
Its imperative we build on the great work achieved as the HSE continue to monitor our action 
progress against compliance requirements. The Health and Safety Officer (HSO) acts as lead 
contact on behalf of the Trust with HSE. 
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5.0 Health and Safety Legislation 

During 2019-20 very little Health and Safety Legislation was issued impacting NHS Trusts. 
Because of Brexit the legal health and safety duties have not changed, all existing EU Law 
will be transferred into UK Law. 

Because of Phase 1 of the Grenfell Tower Inquiry the Fire Safety Bill was introduced to 
Parliament in March 2020, its purpose was to clarify points in the Regulatory Reform (Fire 
Safety) Order 2005. 

The Health and Safety Executive have revised EH40/2005 Workplace Exposure Limits to 
include new or revised workplace exposure limits for 13 carcinogenic substances. This 
information has been shared with the appropriate departments to inform their working 
practices. 

The HSE have issued guidance concerning Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations (RIDDOR) in relation to staff members who have contracted COVID-
19. If there is reasonable evidence that a staff member diagnosed with COVID-19 was 
potentially exposed because of their work the employer must report this as an exposure to a 
biological agent. An example of a work-related exposure to coronavirus would be a health care 
professional who is diagnosed with COVID-19 after treating patients with COVID-19. The Trust 
has put a process in place to consider the circumstances surrounding a staff member testing 
positive. At the time of writing this report, the Trust has not submitted any employee 
occupational acquired COVID-19 RIDDORs. 

6.0 Health Safety & Wellbeing Committee (HSWC) 
 
The Health Safety and Wellbeing Committee focuses upon the review and analysis of all staff 
health, safety and occupational health incidents, including monitoring against the top five 
health and safety strategic priorities.   
 
The divisional reports enable the Committee to monitor divisional health, safety and wellbeing 
performance, including trend analysis, deep dives and lessons learnt. The divisions are held 
to account in relation to staff incidents occurring within their areas and are required to provide 
evidence of clear action plan implementation to improve staff safety. 
 
Reporting on compliance with Statutory Standards is provided to the Committee via sub-
groups including Fire, Security, Asbestos Management and Medical Gases. Departments who 
also contribute to the meeting include Health@Work (H@W) and Education Development 
Centre (EDC), with an escalation route for significant risks to the Executive Risk Meeting 
(ERM). The reports provide assurance to the Executive Team in relation to the overall health 
and safety compliance. The HSWC is committed to monitoring Trust progress against HSE 
enforcement action, with significant concerns escalated as appropriate. 
 
The HSWC is the main forum for health, safety and wellbeing consultation for staff within the 
Trust and H&S Employee and H&S Trade Union Representatives form an important aspect of 
the consultation process. All significant issues are shared with the Communications Team in 
order to ensure key safety messages are communicated with colleagues, as appropriate. 
 
7.0 Internal Health and Safety Auditing and Inspections  

In spring 2020, the H&S team successfully automated the annual H&S Audit. Due to COVID-
19, the audit issue was deferred. Acknowledging the pandemic has required a high-level 
response and commitment from staff, it is also important to note, as a Trust, we must continue 
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to ensure compliance with standard H&S legislative requirements. The audit supports and 
informs our level of compliance.  
 
The revised audit was issued at the end of May 2020 and the H&S Team continue to provide 
support to departments to complete their audits. A compliance gap analysis will be issued with 
HSWC for review and divisions are required to attend to update on audit action plan 
progression. The compliance rate for completion of the 2019 audit was 71%.  
 
The H&S Team, with support from Trade Unions and H&S Representatives, undertakes 
routine unannounced health and safety inspections. The purpose of the inspections is to 
highlight hazards and associated risks to the department before an incident occurs. All 
significant risks are escalated to departmental leads for inclusion on their risk registers until 
the hazards can be eliminated or suitably reduced via appropriate control measures, so far as 
reasonably practicable.  
 
8.0 Health and Safety Training 

There is a legal duty on employers to provide suitable and sufficient training to their staff. The 
EDC coordinate training at the Trust providing statutory and mandatory, clinical and non-
clinical training courses to support staff in their roles. H&S training compliance figures are 
reported monthly and monitored through the HSWC.  

A series of core classroom based Health & Safety training courses are provided including Fire 
Safety, Violence & Aggression, Resilience, Moving & Handling and Health & Safety 
Awareness training as well as E-learning packages. Figures provided by the EDC show a 
consistent number of staff attending Mandatory Health and Safety training.  

For the period 1st April 2019 – 1st April 2020 Trust overall compliance rate was:  

Training Course Competency Compliance Figure 

Fire Safety. Annual  88.95% 

NHS Conflict Resolution  3 years 91.71% 

Moving and handling. L1 3 years 92.14% 

Moving and Handling. L2 2 years 86.65% 

Health, Safety & Welfare 3 years 95.23% 

The EDC Team have scheduled a programme of Institute for Occupational Safety and Health 
Managing Safely (IOSH) training which commenced on the 22 January 2020.  The training 
includes a COSHH presentation written and presented by the HSO including risk assessment 
training.  The course is mandatory for all H&S representatives. The Trust also advise all ward/ 
department managers to attend, as it will outline their health & safety responsibilities for their 
area, patients & staff. Unfortunately, at the time of writing this report, the training had been 
postponed until a suitable teams training programme can be agreed and implemented.  

The HSO has raised concern WVT are not fully compliant with The Health and Safety (First 
Aid) Regulations 1981, which require employers to provide adequate and appropriate 
equipment, facilities and personnel to ensure their employees receive immediate attention if 
they are injured or taken ill at work.  

The non-compliance relate to offices where WVT staff based off site away from the Acute and 
Community Hospitals. First Aid training was previously been provided by EDC. However due 
to capacity issues this service is no longer available. In the absence of an onsite/in-house first 
aid trainer at SWFT, GE and WVT, the Foundation Group are adopting a standard approach 
in terms of first aid. GMC registered Doctors, NMC registered nurses and HPC registered 
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paramedics are classed as first aiders. Therefore, areas where these types of staff work do 
not need additional first aid trained staff. A Managers Guide for First Aid is being compiled and 
the topic has been added to the HSWC agenda for consideration and approval. 

9.0 Health and Safety Incidents Reported 2019 - 2020 

There have been a total of 331 Health and Safety incidents recorded, compared with 461 in 
2018/19, representing a fall of 130 reported incidents. The number of incidents are grouped 
by divisions and severity below: 

 Division No 
harm 

Low (minimal harm - 
patient(s) extra obs or 
minor treatment) 

Moderate (Short term 
harm - patient(s) further 
treatment, or procedure) 

Total 
2019/20 

Total 
2018/19 

Trends 
 

Surgical  57 47 3 107 174  

Medical  33 44 1 78 109  

Integrated Care  30 29 9 68 75  

Corporate  27 11 0 38 56  

Clinical Support 18 21 1 40 47  

Total 165 152 14 331 461  

 
9.1 Incidents Summary 

The following data provides a detailed summary of the type and cause of incidents reported 
during 2019/20.  

The graph below show the top 5 incidents reported by sub category; 

 

The number of unsafe environment/personal safety incidents can be attributed to a lack of 
adequate heating during winter months and staff feeling unsafe; experiencing thermal comfort 
concerns during the elevated seasonal weather coinciding with COVID-19 and increased PPE 
requirements. There are no themes relating to ‘accident caused by other means’. 
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The graph below shows 60 sharps incidents reported by Division for 2019/20  

 

The table below shows 60 Needlestick injury clean, dirty and sharp needle found for 2019/20 

 
 
 
 
 
 
 
 
 
 

 
The potential harm and cost associated with sharps injuries are largely avoidable. Following 
the enforcement action and subsequent control measure activities, reported incidents show a 
positive downward trend of 22. However, the number of reported sharps incidents is still too 
high and more work is required to reduce bad practice and incidents. 

 
9.2 Slip, trip and falls summary 
 
The table below shows 79 slips, trips and fall incidents reported for 2019/20 
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Sharps Incidents    

Cause No. 2019/20 No. 
2018/19       

Trends 

Needlestick injury (clean) 7 5 

Needlestick injury (dirty) 48 62 

Sharp/needle found 5 15 

Total 60 82  

Slips, Trips and Falls  
  

Cause No. 2019/20 No. 2018/19 Trends 
 

Accident caused by other means 46 51 

Fall from height/chairs/stairs 7 9 

Fall from level ground 17 9 

Slip on level ground 9 13 

Suspected/Unwitnessed Fall 0 2 

Trip on level ground 0 0 

Total 79 84  
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H&S have investigated the rise in incidents reported as ‘fall from level ground’ due to a 
significant increase from the last reporting period. There are no themes; however, a 
communication will cascaded to staff proposing action to be taken to avoid incidents, including 
vigilance. 
 
9.3 Manual Handling Injuries Summary 

The table below shows 41 manual handling incidents reported for 2019/20 
 

 

 

 

 

The Trust continues to provide moving and handling training for staff and engages with 
departments to provide tailored bespoke training to staff in clinical areas as appropriate.  

10.0 Major incidents reported for 2019/20   
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 

RIDDOR Regulations require notification to the HSE within very specific time frames. Failure 
to report on time leaves the Trust in breach of these requirements and liable to fines of up to 
£20,000 per occasion. Individuals deemed responsible for non-reporting can also face a period 
of imprisonment for up to two years. 

Analysis of RIDDOR reportable incidents during 2019/20 show the Trust reported 14 incidents, 
compared with 12 incidents reported during 2018/19. Of the 14 reported incidents, 9 were 
reported past the legal periods as they were not submitted to the H&S Team via Datix in an 
appropriate timeframe, nor was the completion of the RIDDOR Rapid Review/investigations. 
Late reporting did not involve any sharps reportable incidents and reasoning provided to HSE 
did not result in enforcement. At the time writing no action or staff litigation/claims has resulted 
from any reports. RIDDOR incidents are reviewed via the HSWC on a bi-monthly basis. 

Appendix 1 provides an in-depth review of the RIDDOR reportable incidents for the reporting 
period 2019/20. Of the 12 reported: seven incidents resulted in staff absent from work over 
seven days; four were reported under the Dangerous Occurrences part of the Regulations and 
pertain to staff receiving sharps injuries during treatment of high risk patients and one patient 
incident was reported as a major injury. 

11.0 Violent and Aggression incidents summary 

During the 2019/2020 reporting period there were a total of 246 reported Violence and 
Aggression related incidents, an increase from 191 reported during 2018/2019. The below 
table details the number of incidents reported by each division across this period: 

  
Medical 
Division 

Surgical 
Division 

Integrated Care 
Division 

Clinical Support 
Division 

Corporate 
Division 

Total 

Inappropriate behaviour 
(By Staff) 0 3 1 0 0 4 

Inappropriate behaviour 10 12 4 8 3 37 

Moving and Handling  
  

Cause No. 2019/20 No. 2018/19 Trends 
 

Lifting/moving object (not patient) 14 16 

Moving/handling patient 27 21 

Total 41 37  
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(By Patients) 

Physical Abuse 48 16 26 1 0 91 

Racial Abuse 3 1 0 0 0 4 

Verbal Abuse 35 44 17 10 4 110 

Total 96 76 48 19 7 246 

The Medical Division reported the highest incident rate, with a higher number of physical abuse 
incidents being reported when compared to the other categories. The Medical Division includes 
the Emergency Department (A&E) who reports a higher number of incidents than other 
departments within the division. 

When comparing this reporting period to the previous periods available on Datix (see below 
graph), there has been an increase in the number of incidents reported when compared to last 
year with an increase of 55. This is the highest number of incidents reported since the 2016/ 
2017 reporting period. 

 

ED access control system went live in June/July which placed the whole department into a 
24/7 lockdown position to reduce the risks to staff and patients. 

Project Nightingale launched in October 2019 to tackle violence and aggressions incidents 
that occur within the Trust and with the ED. This has consisted of the following work streams: 

 Additional CCTV located within ED and covering the outside area, works will completed 
by the end of June; 

 CCTV camera images of ED will be live-streamed back to the Sergeants Office within 
the Police station.  The final link will be completed week of the 25th June; 

 The CCTV Room will be used by the Police in hours as part of their community 
surgeries, these commenced in November 2019; 

 The enhanced security provision will be carried by upskilled Portering staff, who will be 
trained in enhanced Conflict Resolution Training as well as skills in restraint.  WVT key 
identified staff will also receive this enhanced training to ensure a cohesive approach 
between the porters and WVT clinical/nursing staff when incidents occur; 

 Body worn cameras will also be rolled out within the County Hospital following the 
enhanced training to maximise evidence that can be used in Court, as appropriate; 

 The bodycams will also act as a violence and aggression incident calming measure; 
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 New WVT posters have been created in partnership with West Mercia Police to display 
in hotspot areas such as ED; 

 
Following the multiagency Safety Summit, which formed Operation Nightingale, a press 
release was issued to the local media highlighting the issues experienced within ED and what 
measures were being taken to tackle the common issues. 
 
12.0 Occupational Health/Wellbeing summary 
 
H@W staff delivered only one of the COMPACT pledges in February which was ‘Time to Talk’ 
before this was interrupted by the COVID19 pandemic.  There was an increase in the number 
of counselling clinics from 2 to 4 days per week to provide better access for staff. There were 
869 initial nurse and 153 initial doctor appointments and 730 counselling appointments during 
the reporting period.  
 
The H@W team vaccinated a total of 2555 of staff with the ‘Flu vaccine last season this 
included a total of 1912 frontline staff. The CQUIN to be met is 85% for flu vaccination uptake 
of frontline staff for this coming season. The team also vaccinated a further 263 non-WVT 
staff, including volunteers, students and Sodexo. 
 
In January, H@W achieved reaccreditation for Safe Effective Occupational Health Services, 
which is reviewed every 5 years. H@W was also successful in gaining a 3/5 year contract to 
provide Occupational Health services to Herefordshire Council and Hoople. 
 
The team are in the process of installing an updated software system, which will enable better 
communication, and a streamlined service for managers and clients. 
 
The department provided occupational health support from the beginning of the COVID-19 
pandemic and dealt with an extremely large amount of phone calls from WVT staff. H@W 
continues to provide health surveillance to external clients in Herefordshire and the broader 
community.  

 
13.0 Fire Safety Management 
 
Good management of fire safety is essential to ensure that fires are unlikely to occur; that if 
they do occur they are likely to be controlled or contained quickly, effectively and safely; or 
that, if a fire does occur and grow, everyone in the premises can escape to a place of total 
safety easily and quickly.  
 
A Joint Fire Safety Group meets regularly, assisting the Fire Safety Manager to implement 
initiatives, and demonstrates that fire safety systems are included in all relevant areas. This 
group reports to the HSWC. Strategy and Policy documents have been written, agreed and 
are current or in development. Training figures have improved and unwanted fire signals 
(UWFS) have been reduced from last year. Quarterly audits have resulted in hazards being 
identified and addressed accordingly.  
 
All premises which the organisation owns, occupies or manages, have fire risk assessments 
that comply with the Regulatory Reform (Fire Safety) Order 2005, and where necessary, the 
organisation has developed a programme of work to eliminate or reduce as low as reasonably 
practicable the significant fire risks identified by the fire risk assessment process.  
 
Where next in 2020/2021 – an overview of fire safety aims: 

 Maintain and improve Fire Safety Management system. 

 Improve the fire safety awareness training compliance figures.  
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 Maintain the number of unwanted automatic fire alarm actuations.  

 Reduce fire hazards identified via the fire risk assessment process.  

 Review and revise evacuation procedures, drills and exercises.  

 Maintain monitoring of active and passive fire safety control measures.  

 Maintain good working relationship with Stakeholders.  
 
14.0 The Management of Healthcare Waste - Health Technical Memorandum (07-01)   
 
The Management of Healthcare Waste is an essential part of ensuring that healthcare 
activities do not pose a risk or potential risk of infection and are securely managed. This UK-
wide guidance provides a framework for best practice waste management in order to help 
healthcare organisations, and other healthcare waste producers, meet legislative 
requirements as well as identify opportunities to improve waste minimisation and reduce the 
associated environmental and carbon impacts of managing waste.  

All Health care waste produced at WVT County Hospital is managed through our PFI partner, 
Sodexo including all Governance issues/responsibilities and Sodexo diligently follow this 
guidance.  Sodexo have procured the services of TRADEBE for the management of 
Healthcare waste for WVT County Hospital. 

County Hospital: Healthcare Waste  

The Facilities Department have reviewed waste streams (Infectious, Offensive, Household 
waste). we have found that in some areas 70% of the contents of a infectious waste (Orange) 
bag, could have gone into alternative waste stream  - Offensive waste (tiger striped) or 
Household waste (clear bag) which has an environmental & financial impact on the Trust.  

Community Hospitals: Waste  

As part of the Trust’s recently approved Sustainable Development Plan, there has been 
considerable efforts into improving waste and diverting domestic waste from landfill in 100% 
of occasions and increase re-cycling. This was not being achieved in 19/20 as although 
Sodexo had 100% landfill divert they are unable to increase the recycling streams at current 
due to the national contract with its waste contractors. In the community locations we had 
been utilising Herefordshire Council for our domestic waste collections unfortunately they 
could not offer a commercial recycling option and most of our waste was going to landfill.  

15.0 Heat Management Procedure  

During Spring of 2020, the UK experienced a heat wave of significant duration, which 

coincided with the peak of the COVID-19 pandemic. The Trust saw an increase in Datix 

reporting relating to staff feeling unsafe, unwell and extremely uncomfortable during their 

working hours due to the heat and increased PPE requirements. 

The Trust has issued guidance both in clinical areas directly and via general communications 

on the importance of hydration and tools which can be used by staff to help their working 

conditions including taking additional breaks, time in cooler areas and wearing alternative 

uniforms if possible i.e. scrubs as opposed to standard uniform while adhering with Infection 

Prevention requirements.  

Many working environments within the Trust do not benefit from an integrated air-conditioned 

environment and rely on natural ventilation and as such, portable air conditioning (AC) units 

are required to regulate the temperature during extremes. The concerns have an impact every 

year irrespective of unusual heatwave conditions and present health and safety risks to both 

patient and staff.  
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H&S and Estates engage with the Emergency Planning Team and our PFI partners in 

considerations for the level of thermal challenges faced by specific clinical and working 

environments within their areas, during periods of warmer weather. Monetary considerations 

may need to be considered and factored into budgets in order to procure either integrated air 

conditioning or portable AC units during summer months. If additional breaks, water and time 

in cooled areas cannot be provided. 

16.0 Policies  
The following policies/procedures/guidelines have been reviewed and updated this period: 
 

Document Policy 
Ref 

Date Ratified Review Date 

Employee Health Safety & Wellbeing Strategy HS.29 Sept 2019 March 2024 

Waste Management EF.04 April 2019 April 2022 

Fire Safety Policy (HHT) 
HS.04 

April 2019 April 2022 

Pest Control Policy EF.05 June 2019 January 2022 

Management of Slips Trips Falls for Staff and 
Visitors 

HS.24  June 2019 June 2022 

Hepatitis B Policy HR.12 July 2019 July 2024 

Staff Immunisation and Vaccination Policy PR. 108  July 2019 July 2022 

Display Screen Equipment (DSE) HS.02 Nov 2019 Nov 2022 

 

17.0 Conclusion 

 
This report highlights the significant amount of great work undertaken during 2019/20 to 
improve the management of Health Safety and Wellbeing in the Trust.  The H&S team 
continue to make progress with inspection and assessment programmes to improve visibility 
and awareness relating to health and safety legislative responsibilities to ensure compliance.  

The H&S Team continue to work with colleagues to learn lessons from our HSE inspection 
and subsequent enforcement notices to aid the development of more robust processes and 
procedures. Improvement Notices must be considered a useful tool with which to lead change 
and achieve compliance with our regulatory requirements as a Trust. Each division must take 
ownership of the activities undertaken in each area by their staff and must be able to provide 
assurance, with evidence, via the appropriate governance routes. 2019/20 shows a positive 
downward trend in reported sharps incidents however more improvement is required. 

There is still a great deal of construction work to be carried out on the Acute site and all key 
stake holders must work closely together to ensure safe working practices continue to 
completion in 2021.  

At the time of writing this report, the Trust continued to address COVID-19 requirements 
including social distancing requirements, changes to clinical practices, receipt and distribution 
of PPE supplies, organic Government and other National advice. The Trust has encouraged 
agile working, where possible and appropriate. As the year progresses the Trust will have a 
greater understanding of the wider implications of home working and the enormous changes 
to the way we work clinically. How to effectively manage our new normal and what further 
steps are required to ensure the health, safety and wellbeing of all staff, patients, visitors and 
the public will improve as we adapt to the inevitable changes throughout 2020 and beyond. 
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Appendix 1 – RIDDOR reportable incidents 2019/20 extracted from Datix  
 
 

Over 7 day injury  
preventing person  
from working 

W44715 Member of staff, Injured party (IP) was injured whilst mobilising the patient to go to the toilet.  The patient, who had a stroke, required a special walker to 
mobilise.  The IP was not happy to mobilise the patient to go the toilet without the walker so offered the use of the commode by the bed side. At that point the patient 
then grabbed IP right wrist and twisted it and also kicked IP in the chest.  Clinical site informed, surgical team informed, next of kin informed, police called and IP 
attended ED and recommended to be off sick for 1 week.  RIDDOR Ref no. 13A128BF11. 
 
W46017 Member of staff, Injured party (IP), IP experienced muscle spasms, pain in arm neck and face on the left side after undertaking bilateral leg bandaging to a 
patient who does not help staff in repositioning of legs. Staff seen by GP who diagnosed median nerve damage and signed off work for 3 weeks, seen by osteopath, 
rested and symptoms now fully resolved. Returning to work on lighter duties initially.  RIDDOR Ref no. 17310B126A. 
 
W47059 Member of staff, injured parity (IP) visited patient to provide care. Patient was on the floor, life line pressed and falls team responded. Whilst falls team was 
lifting patient up in the air on the lifting air cushion the patient fell backwards onto IP which jolted the back.  IP saw GP and pain thought to be muscular in nature 
however; 3 days after initial accident lost sensation in one leg and was unable to walk.  IP worked the next two days, and then started getting increased pain for 2 
days.  Saw the GP again who said it was likely to be muscular pain getting worse.  IP went to ED admitted for X ray and MRI. MRI confirmed x2 bulging discs. Pain 
relief taken.  IP discharged home and walking with a frame. H@W referral to be completed.  RIDDOR Ref no. 13FB6DFD3B. 
 
W47510 Member of staff, Injured party (IP) was assisting a patient who has VAC Therapy with personal care. On entering the room IP ensured that the tubing for the 
VAC was under the bed. IP stepped away from the patient after performing care and tripped over the VAC Tubing. IP landed on the floor head and face first and had a 
momentary LOC. Emergency bell was pulled and staff attended IP.  Bruise to head and face, soft and tender, no obvious signs of orbital fracture. No evidence of brain 
bleed. Bruising to left knee. Able to weight bare.  Observations checked. Give cold compress and assessed. RIDDOR Ref no. B813BCEA51.  
 
W51912 Member of staff, injured party (IP) was looking after a patient with another member of staff.  They were setting up the observation equipment when the patient 
became aggressive and kicked IP in the chest, IP lost balance, fell backwards, and injured back.  IP took painkillers and contacted GP who prescribed stronger 
painkillers and anti-inflammatory tablets and advised to rest.  The Trusts Local Security Management Specialist investigated the incident with the Ward Sister.  The 
findings of the investigation found the patient’s confused state was the reason for the incident, which was a direct contributory factor so Police action would not be 
required.  IP would have one day off work to rest and then return to work.  Health and Safety have now been informed by the Ward Sister that the IP had 4 weeks off 
work in total.  RIDDOR Ref. no. DDAD16615D. 
 
W45174 Member of staff, injured party (IP) whilst visiting a patient at their home, IP slipped off patient’s doorstep when leaving the property. There was no outside 
light on the patient’s home and the IP did not see where the end of the step was. Nurse twisted right ankle and was unable to walk on the right foot afterwards. 
Attended ED, x-ray confirmed chipped bone in foot. Attended fracture clinic appointment where Consultant also confirmed damaged 2 ligaments in the foot, which 
resulted in wearing an air boot for 12 weeks. Referred to physiotherapy.  IP was off work for 6 weeks returned on office duties on1.5.19. Chipped bone in foot has now 
healed. The incident took place on privately owned/public land.  The incident happened on 14 March 2019 but not reported on Datix until 8 May.  RIDDOR Ref. no. 
14B9789147. 

Dangerous  
occurrence 

W50464 Member of staff Injured party (IP) cut her finger on a surgical blade while performing dissection on specimen.  Looking at patient history, the patient has HEP 

B. The specimen has been in formalin for greater than 24 hours.  Histology lab number 14466/19.  Wound was encouraged to bleed and washed in running 
water. Plaster applied.  Health @ work contacted for blood tests. RIDDOR Reference no. 9F10D12E13 
 
W51367 Member of staff, injured party (IP) received blood samples received in Blood Sciences from ED.  Samples removed from bag and blood was found to be on 
the outside of the samples and came into contact with member of staff hands.  Member of staff opening bag is diabetic and as such undertakes finger prick testing 
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regularly for glucose levels. Hands washed thoroughly and samples processed.  ED later called the lab to ask about the bloods as they were sent prematurely and 
needed to be labelled as danger of infection (Hep C). Requesting Doctor had left them on the side whilst process a blood gas sample ad they were sent by another 
member of staff.  No indication on request form or samples of Hep C.  Appointment with occupational health, bloods taken and follow up appointment booked for in 6 
weeks.  If patient bloods are Hep C negative or low viral load no further action to be taken.  Outcome:  ED notified of incident and lack of appropriate labelling on 
danger of infection specimen. All staff made aware of the incident and reminded of local policies regarding leaking specimens and danger of infection specimens. 
Individual told to wear appropriate PPE, which is always available, when handling specimens due to increased risk of infection as a diabetic who frequently undertakes 
finger prick testing.  RIDDOR Ref no.101B914999. 

Specified injury W45220 Patient, Injured Party (IP), IP was provided a cup of coffee in a red cup, ensured IP was sitting up, IP picked cup up and then dropped it on her lap and the 
coffee went through the sheet and caused blisters to the inner thigh and back of both legs.  The hot sheets were removed form IP.  SHO was called but stuck in 
Theatre, contacted medical doctor and asked for r/v as IP blisters were increasing in size and amount. Photos taken of the blisters and placed into IP main notes.  
Outcomes: Ward huddle and discussion with ward hostess.  RIDDOR Ref. 10BCD9BF38 
 
W45362 Patient, Injured Party (IP), IP was in bed, and then found by Staff Nurse on the floor calling out for help.  Obs were taken; doctor called and came to check IP 
over.  IP sustained a fracture NOF.  Outcomes:  Cascade to staff at Daily ward huddles.  Daily checks on risk assessment completion Education for staff re completion 
of bedrails assessment and appropriate actions.  Development of the new fracture NOF pathway to include full falls assessment.  Short stay documentation to be 
removed from Redbook to reduce confusion.  RIDDOR ref. no. B2B715E881 
 
W45684 Member of staff, Injured Party (IP) Midwife attending community antenatal clinic-tripped and lost footing and fell on left arm causing potential damage to the 
top of the arm.  Attended ED.  Sustained a fracture of left humerus.  Member of staff of work for 8 weeks, HSE RIDDOR Ref. 1041101021. 
 
W47462 Patient, Injured Party (IP) whilst nursing staff checked skin on admission to the ward they observed tissue damage to both patient thigh areas. The cause of 
the damage is not known but IP told nurses that she believes it was caused by legs pressed against the MRI scanner machine.  Photographs taken of the injury and 
escalated to TVN and the lead of Radiography department.  When IP was going through the MRI scanner IP told the technician/radiographer that she felt a burning on 
her thighs.  A burn sustained from MRI would cause intense pain and documentation of this in the patients’ notes would be expected at some point, however there are 
no such comments.  A full investigation was carried out and statements were requested from staff involved with the patient.  The MRI scanner tests carried out to 
investigate any system issues.  RIDDOR Ref no 17BFC12A17. 
 
W49807 Patient, Injured Party (IP) found on floor by HCA. IP hit head and was found lying flat with left arm in an awkward position when found.  IP not moved until 
hover jack arrived then transferred back to bed.  Fy1 informed, has reviewed patient and ordered Pelvis X-ray.  IP sustained a subcapital fracture of the left neck of 
femur.  RIDDOR Incident NO. 98E910CE71. 
 
W50619 Patient, Injured party (IP), member of staff heard a noise and went to investigate and found IP sitting on the floor. IP said she forgot to ring the bell.  IP was 
checked whilst still sat on the floor.  IP had pain in right groin and a small abrasion on right eyebrow. Prompted to use chair to stand up. Sat back in chair and a quick 
move was used to take her to the toilet. When IP returned to the toilet, she complained of severe pain in the right groin. Transferred to ED for further assessment.  At 
the time of the fall all the staff were busy with other patients.  Reported 9 January 2020. 
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Documents covered by this 
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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 August.  

There were 2 incidents closed.   

The Committee received an in depth report on the findings of a Never Event Investigation where the wrong 
mole was removed from a patient as a result of the lack of a photograph of the lesion intended for removal 
and the reliance on a hand drawn diagram. The Committee also received a report on the case of a child 
who needed specialist emergency surgery at a tertiary provider and where there was a possible delay in 
their transfer. The issues of communication between sites and individuals was a specific area where there 
could be learning.

Medical Division Quarterly Report: 

 Are we safe and how do we know?     Whilst numbers of incidents have been increasing the number 
of Sis remains low. There has however been an increase in medication incidents and specific action 
is being taken to address this.

 What is new and different?   The changes to ward designations in order to deal with restoration and 
recovery has meant a change to the frailty pathway which will not be restored until the new ward 
block is completed. Specific actions have been put in place to ensure that safety is not compromised. 
Pre Covid attendance and admission levels are now being seen again and a new front door process 
is in place to support the commencement of NHS 111 First in late September. This will aim to reduce 
pressure on emergency hospital services; improve access to pre-hospital urgent care and reduce the 
risk of COVID-19 transmission.

 What are we especially proud of?    Following a significant piece of work VTE assessment levels are 
now over 97% and lessons learnt are being shared with the surgical division to help increase their 
levels.

 What are we worried about and what are we doing about it? Cases of violence and aggression have 
increased during this period of reporting with many being linked to patients with a history of mental 
health visiting ED. Specific interventions have been put in place to attempt to reduce these cases. 
There have inevitably been a significant increase in the number of mixed sex breaches due to the 
difficulty in placing patients whilst their Covid status is ascertained. Other areas of concern include: 
an increase in the number of complaints in ED; an increased demand on the Diabetes service; the 
assimilation of newly qualified and overseas nurses and the number of over 52 week waiters.

Mortality Report: As expected the crude mortality rate and the SHMI have fallen and are now within 
normal ranges following initial Covid outbreak. This should also reflect in a decreasing HSMR going forward. 
#NOF and Heart Failure rates have also fallen.

Quality Indicators: Showing a positive trend in tissue viability and falls indicators and a reduction in time 
taken to resolve complaints.

National Patient Safety Strategy and Cumberlege Report: Local action plans were presented to the 
Committee relating to both the Strategy and the Report. The former will have significant impact on the 
organisation and it was suggested by the Committee that a Board Workshop should be held on this report 
and the actions needed. The Cumberlege report specifically raised the requirement to strengthen the 
patient voice.

Safer Staffing Report: Changes to ward speciality allocations and Covid continue to affect planned and 
actual fill hours. An increase in incidents relating to staffing numbers were noted – all were low risk, did not 
cause patient harm and were mitigated/resolved for that shift.
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CQC Action Plan Report: Evidence lists have now been added to each complete item and so the Committee 
approved the closure of these items. Three items have yet to be commenced but assurance was received 
from the Director of Nursing that they were in hand.

Quality Priority Deep Dive –Discharge/LOS: The Committee received a report on this Quality Priority 
where significant quality improvements have occurred - many as a result of the Covid initial outbreak. 
Improvements are still required to build capacity in the community response teams to meet the new 2 
hour urgent response; improved access to Community Hospitals and further work to reduce Hospital 
Acquired Functional Decline.

Falls Report: There have been less falls in this reporting period but there has been an increase in the 
number per occupied bed days as a result of low occupancy rates. Falls remain within natural variation and 
there has been a reduction in the number of falls in Community Hospitals compared to a year ago.

Pressure Ulcers: Whilst there has been a reduction in the number of Category 3 ulcers and no Category 4 
ulcers, moisture associated skin damage cases continue to rise. Work has commenced on the development 
of a training and education package for domiciliary care providers.

VTE Update: The Trust is yet to meet the 95% assessment rate but as reported earlier in this paper the 
Medical Division are now at 97%. Work is on-going to improve the situation in the surgical division. 
Agreement has been reached with the CCG in regard to the handling of the backlog of Hospital Acquired 
Thrombosis reviews.

LOCSSIPS Update: The Invasive Procedure Policy is ready for review. Whilst audits continue to assess 
progress there has been a lack of documentation to enable the Committee to be assured on this matter.
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 27 August 2020 at 1.00 pm
Board Room, THQ and Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED) via MS 

Teams
Jon Barnes JB Chief Operating Officer 
Cath Davies CD Associate Director of Nursing via MS Teams
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 
David Mowbray DM Medical Director
Natasha Owen NO Head Of Governance – Via MS Teams
Grace Quantock QC Associate Non-Executive Director via MS Teams
Nicola Twigg NT Associate Non-Executive Director via MS Teams

In attendance:
Mehmood Akhtar MA Associate Medical Director, Surgery via MS Teams – Joined 

during Item 5
Jo Clutterbuck JC Professional Lead, Clinical Support Division via MS Teams
David Farnsworth DF Associate Chief Operating Officer, Integrated Care via MS 

Teams
Sue Fenson SF Locality Manager, Integrated Care Division via MS Teams
Rosemary Gardiner RG Interim Associate Chief Operating Officer, Surgical Division 

via MS Teams
Sarah Holliehead SH Divisional Nurse Director, Medical Division via MS Teams 
Val Jones VJ Executive Assistant (for the minutes)
Lynne Kedward LK Associate Chief Operating Officer
Kate O’Shea KS General Manager, Women and Children’s Directorate via 

MS Teams – For Item 11
Joy Payne JP Interim Head Of Midwifery vis MS Teams
Rachael Skinner RS Clinical Commissioning Group Representative via MS 

Teams 
Emma Smith ES Divisional Nurse Director, Surgical Division via MS Teams
Thirumagal Bavananthan TB Lead Colposcopist via MS Teams – For Item 11

QC001/08.20 APOLOGIES FOR ABSENCE

Apologies were received from Hamza Katali, Associate Medical Director, 
Clinical Support Division and Tony McConkey, Clinical Director, Pharmacy 
and Medicines Optimisation.  

QC002/08.20 QUORUM

The meeting was quorate. 

QC003/08.20 DECLARATIONS OF INTEREST

There were no declarations of interest received. 
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QC004/08.20 MINUTES OF THE MEETING HELD ON 30 JULY 2020

Resolved – that the minutes of the meeting held on 30 July 2020 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 

QC005/08.20 ACTION LOG

(a) QC011/01.20 – Mortality Report – (B) – The Medical Director advised 
that the mortality audit conducted in collaboration with the East 
Primary Care Network had been completed, with the results awaited. 

(b) QC006/04.20 – Action Log – (E) – The Associate Director of Nursing 
had only received a response from the George Eliot Hospital 
regarding their pressure ulcers numbers and trends. An update will be 
provided in the next Pressure Ulcer quarterly report. 

(c) QC009/07.20 – Community Staffing Paper – The Clinical 
Commissioning Group Representative had not been able to find any 
examples of dashboards regarding reporting on the outcome and 
impact level of demand changes. The Managing Director confirmed 
that there will be performance reporting in the Community in the new 
Performance Management meeting. The Clinical Commissioning 
Group Representative will meet with the Integrated Care Division to 
discuss this further. 

(d) QC010/07.20 – Monthly Update Re: Surgical Improvement Plan – (B) 
– The Associate Chief Operating Officer, Surgical Division advised 
that monthly audits are carried out on compliance against the WHO 
checklist in theatres with robust reporting mechanisms in place. It was 
therefore agreed to close this action. 

(e) QC013/07.20 – Quality Priority – VTE Deep Dive – (B) and (C) – The 
meeting to discuss the plan for dealing with the outstanding Hospital 
Acquired Thrombosis cases was being held the following day. 

(f) QC018/07.20 – Clinical Audit & Effectiveness Quality Improvement 
Update Q1 – (B) – The Divisional Nurse Director (DND), Surgical 
Division advised that the National Emergency Laparotomy Audit had 
been discussed at the Finance & Performance Executive (F&PE) 
meeting. Not all the Trust data had been uploaded with a further 74 
patients now added bringing the total to 144. We are now at 13% 
(20.3% previously) but still above the average of 9.3%. The Medical 
Director confirmed that both the Mortality Group and the Clinical 
Effectiveness & Audit Committee will review and track this issue. The 
Medical Director had written formally to the NELA team asking for the 
information not to be published as it was incorrect, which they advised 
that they are unable to do as they do not allow ONS data to be taken 
into account. The Medical Director had written back advising that the 
information is unrepresentative of our performance, an update is 
awaited. Actions are in place to rectify this occurrence which was due 
to data issues. 

CD

RS/DF/
SF
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(g) QC023/07.20 – Any Other Business – (B) – The Medical Director 
advised that the Royal College of Paediatrics had visited the Trust 
around the Diabetic Quality Programme Group, the formal report is 
awaited. Overall they were very complimentary about the service. 
Historically, the transition between the paediatric and adult diabetes 
services is not as robust as it could be and the College used this 
opportunity to discuss any improvements which led to a letter of 
serious concern being received by the Trust. This has prompted a 
number of meetings between the services with an action plan in place 
with a transition care programme planned within the next six months 
along with a register of all vulnerable children. Revd Hargraves (Chair 
of the Quality Committee and NED) asked for an update in the next 
Surgical Divisional Report. The DON advised that the definition of a 
serious concern in the peer review process relates to quality matters 
and not patient safety matters. 

DM

ES

Resolved – that:

(A) The action log be received and noted.

(B) An update will be provided in the next Pressure Ulcer quarterly 
report regarding Foundation Group pressure ulcers numbers 
and trends and whether there is any learning for the Trust. 

(C) The Clinical Commissioning Group Representative will meet with 
the Integrated Care Division to discuss reporting on the outcome 
and impact level of demand changes further. 

(D) Specific areas of interest regarding Covid eg managing risk on 
the waiting list will be presented on to the Quality Committee.

(E) The Medical Director will provide an update once the response 
from the National Emergency Laparotomy Audit is received 
regarding the unrepresentative figures of our performance for 
this audit. 

(F) An update will be provided in the next Surgical Divisional Report 
on the letter of serious concern received by the Trust around the 
transition from our Paediatric to Adult Diabetes services.

CD

RS/DF/
SF

LF/DM/
JB

DM

ES

QC006/08.20 SURGICAL DIVISION - QUARTERLY REPORT

The DND, Surgical Division presented the Surgical  Division - Quarterly 
Report and the following key points were noted: 

 Improvements have been made in the Serious Incident processes and 
complaints and themes and learning taken forward. The last quarter 
had around ninety outstanding complaints, these are now down to the 
mid-twenties. A compliance dashboard will now be presented to the 
F&PE developed following the Section 29a notice. 
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 The main concerns are around VTE. Compliance had been at over 
95% but this deteriorated during Covid-19. The Division have been 
working with the junior doctors to increase compliance and 100% 
compliance was achieved this week.
 

 There are also concerns around weights being recorded on drug 
charts. This needs 100% compliance with only 60% achieved in June. 
A clear action plan has been put in place and Leadon Ward has 
achieved 100% for the last five weeks. 

 The Division are immensely proud of how the team achieved setting 
up a green and blue ITU with up to thirty five beds planned. Theatre 
practice has been changed to ensure procedures can be carried out 
in a safe manner under the new guidance along with support from the 
Nuffield Hospital to treat our 2WW cancer patients. Wye Valley Trust 
were the first hospital in our region to develop relationships with our 
private partners. 

 Restoration and Recovery – Clear green, super green and shielding 
pathways have been developed. GAU is now open with the 
Orthopaedic Unit on the Women’s Health Ward which has moved to 
Leadon Ward. A swabbing service has been set up in the Division for 
all patients prior to surgery. Operational cells are now open daily and 
co-ordinating all changes occurring during Covid. 

 A Neonatal Outreach Service has been developed for the Special 
Care Baby Unit. This enables babies to go home quicker with positive 
feedback received from parents around the new service. The new 
Urology Centre is opening on 7 September, another positive for 
treating patients in a timely manner. 

 Staff have been very supportive of all the changes that have occurred 
which has involved redeployment in a number of areas. 

 Agency spend has reduced, partly due to redeployed staff. Most of the 
vacancies are now filled. Historically there have been four or five 
vacancies in ITU but these are now fully recruited with a low turnover 
rate for nursing staff over the last few months. 

 Work continues around compliance following the Section 29a notice. 
RTT and 52WW patients are of concern due to Covid which is 
particularly disappointing as there were no 52WW patients at end of 
January. There are concerns in ENT due to the reduced number of 
patients being able to be seen which are being reviewed along with 
an Endoscopy backlog. 

 Controlled Drug Audit – Results are improved in a number of areas. 
Wards have seen massive improvements along with theatres, with an 
action plan in place. 
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 Mrs Gratton (ANED) queried whether an increase in agency usage 
was expected post Covid. The DND, Surgical Division advised that the 
reduction in agency numbers was occurring pre-Covid due to the 
international nursing recruitment. Difficult to recruit areas are being 
covered by a number of redeployed staff who wish to remain in these 
posts along with changes to working practices due to Covid. An 
increase is expected in theatres due to the additional lists for Plan B 
with plans to recruit into established positions. The DON advised that 
a higher demand on agency nurses was expected once the new ward 
block opens. A piece of work is being carried out on the revised 
establishments to enable us to accurately predict numbers of staff 
required for each area. The Business Case supporting this incudes 
forty two international nurses, although not all of these may be 
required. The team are also working with our Master Vend to share 
information around additional demands over the winter period. The 
Medical Director also confirmed that medical vacancies are virtually 
fully recruited to which was a true representation of the position rather 
than due to Covid. 

 Ms Quantock (ANED) questioned through what routes 
complaints/concerns are being received. The DND, Surgical Division 
advised that there is a clear process for dealing with concerns. The 
majority of ward issues are dealt with by the Ward Sister in an informal 
manner which patients/relatives are in agreement with. There is a 
reduction in the number of complaints being received with thematic 
reviews being undertaken with discharge planning one area under 
review. The Associate Director of Nursing confirmed that the next 
quarterly Patient Experience Report will contain more detail and 
figures around this area. 

 Mrs Twigg (ANED) noted the training numbers were lagging behind 
expected figures and questioned the timescales for delivering on 
targets. The DND, Surgical Division advised that mandatory training 
for the Division is at 91% (above the 90% target) with the Training 
Department being very supportive during Covid enabling a lot more 
online training. Areas to improve include basic life support and 
safeguarding. 

 Mr Humphries (NED) queried to what extent the improvement in 
complains was due to lower activity and therefore more time for staff 
to deal with them. The DND, Surgical Division felt that this was part of 
the reason for the improvement along with the recruitment of a Risk 
and Governance Co-ordinator who was supporting the Division in this 
area. There were also several vacant Matron posts which had also 
been recruited to. 

 The Managing Director noted that many of the Section 29a and 
dashboard targets are at a 100% target to achieve, either set by the 
Trust or externally. The Division will need to review whether this is a 
realistic target to achieve. The Managing Director also noted that it will 
be helpful to include a view of what had been learnt and the themes 
around complaints in future reports. 

ES

ES
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 The Managing Director suggested that the concerns raised around the 
general surgical team with regards to behaviours and how they are 
being dealt with are included in the next report. 

Resolved - that: 

(A)  The Surgical Division - Quarterly Report be received and   
noted. 

 
(B)  To include lessons learnt and themes around complaints in 

future Surgical Divisional reports. 

(C) To provide an update on the concerns raised around the general 
surgical team with regards to behaviours and how they are 
being dealt with in the next Surgical Division Quarterly Report. 

ES

ES

QC007/08.20 SURGICAL GOVERNANCE IMPROVEMENT PLAN

The Interim Associate Chief Operating Officer (ACOO), Surgical Division 
presented the Surgical Governance Improvement Plan and the following key 
points were noted: 

 The key deliverables are included within the report. An overview of 
meetings held has been undertaken with a clear plan of which need 
to be removed as they do not add value. 

 A new governance structure is with the Division for comments 
(included within the report). The plan is for other services and 
specialties to emulate this once agreed to ensure clarity of processes 
in place. Once approved, the new governance structure will be 
included in a future report. 

 Mr Humphries (NED) noted the levels of managerial oversight and 
governance from the Board of Directors downwards and questioned 
whether enough attention is being provided to staff working on the 
wards. The DND, Surgical Division advised that regular ward level 
huddles with staff are held including the multidisciplinary teams and 
Medics. Consideration of minuting these meetings is being taken to 
ensure all staff are informed of discussion. 

 The DND, Medical Division left the meeting. 

 The ACOO, Surgical Division confirmed that the Schwartz round is 
recognised with a recent visit to implement. The Medical Director 
confirmed that the Schwartz Psychologists and a facilitator are in 
place, with training to be organised. 

RG

Resolved – that:

(A) The Surgical Governance Improvement Plan be received and 
noted. 

(B) Once approved, the new governance structure will be included in 
a future Surgical Improvement Plan report. 

RG
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QC008/08.20 DEEP DIVE – SAFETY CULTURE THEATRES

The DND, Surgical Division presented the Deep Dive – Safety Culture 
Theatres and the following key points were noted: 

 The report is based on work undertaken to address the Section 29a 
warning notice. Audits are regularly undertaken in relation to the WHO 
checklist. Unfortunately due to Covid, our Foundation Group 
colleagues have not been able to support these audits, hence internal 
audits are being undertaken. There have been several incidents 
recorded on Datix around issues of compliance where checklists have 
been challenged and stopped and restarted when safe to do so, which 
demonstrates that the staff are responding appropriately rather than a 
tick box process. 

 The Division are now back up to 100% compliance with regards to 
bare below the elbow and hand hygiene in theatres. There are clearly 
defined compliance areas and challenges in place (backed up with 
Datix reports). Human Resources offer support for any difficult 
behaviours. 

 Compliance with equipment is being audited weekly and is back to 
100%.

 A lot of work has been carried out around the theatre culture with the 
majority of feedback positive. A large percentage of staff had either 
experienced themselves or viewed poor behaviour. Various actions 
have been taken around this issue including a newly appointed 
Theatre Manager to enable staff to be clear on who to report, two 
Freedom to Speak up Champions along with new Governance Posts 
and Simulation workshops have also been held around workflow, 
teamwork, communication and safety processes which were very well 
received. 

 Mr Humphries (NED) noted that the Care Quality Commission had 
originally been concerned around WHO checklist compliance being a 
“tick box” exercise, and it was positive to see that the high level of 
compliance is now meaningful. The DND, Surgical Division confirmed 
that regular auditing takes place with colleagues visiting theatres from 
Podiatric and Dental Services also taking part in the reviews. Staff are 
now confident to stop and restart lists if they feel they are not fully 
compliant. Electronic systems are also being reviewed to support this 
process. 

 The Medical Director advised that he has approached the Royal 
College of Surgeons, Edinburgh regarding them delivering their anti-
bullying programme which aims to remove bad behaviour. 

Resolved – that the Deep Dive – Safety Culture Theatres be received and 
noted.
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QC009/08.20 MATERNITY – QUARTERLY REPORT

The Interim Head Of Midwifery presented the Maternity – Quarterly Report 
and the following key points were noted: 

 As this is the first report, it contains more detail than future reports 
which will become more succinct. A review of the governance 
arrangements has been commissioned by the DON to look at systems 
and processes. This is almost completed with a draft due in the next 
few weeks. 

 There are similar themes being seen with Serious Incidents and Root 
Cause Analyses regarding basic care as a consequence safety 
huddles take place at the start of each shift to discuss this area. An 
external Management Consultant has been recruited to support the 
team with coaching and team building following the review of the 
service in the latter part of last year. The leadership of the unit has 
been strengthened and additional safeguarding and governance posts 
in place.

 The Chief Operating Office left the meeting. 

 The team have worked well during Covid with an increase in May of 
women wanting home births. There has been an increase in staffing 
levels with funding for an additional six midwifery posts. A safety 
meeting has been set up to review cases and action plans. There are 
only twenty two BAME patients in Herefordshire, but they are all being 
contacted to discuss their higher risks due to Covid. 

 The DON has written a report for the Private Board of Directors 
detailing actions that have and are being taken to address the review 
findings from last year. From September, there will be also be a 
standalone F&PE meeting for Obstetrics and Gynaecology to enable 
detailed review of dashboards and outcomes and to provide support. 

 Revd Hargraves (Chair and NED) had met with the DON prior to the 
meeting and felt assured that plans are in place to mitigate these 
issues and thanked all those involved in progressing these. 

 Ms Quantock (ANED) left the meeting). 

 

Resolved – that the Maternity – Quarterly Report be received and noted. 

CONFIDENTIAL SECTION 

QC010/08.20 SERIOUS INCIDENT REPORT
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BUSINESS SECTION 

QC011/08.20 INCIDENT AND SERIOUS INCIDENT QUARTERLY REPORT

The ADN presented the Incident and Serious Incident Quarterly Report and 
the following key points were noted: 

 The report covered the period from April to June 2020. Following 
concerns raised by the Committee regarding decreased reporting on 
incidents and how we benchmark across the country, the ADN 
advised that the latest NRSA data still shows that we are the highest 
reporter in the country with the lowest harm across the Foundation 
Group. There has been a slight increase in Community Services 
reporting. This will continue to be an area of focus for the team. 

 Incident Reporting by Division – April saw a significant reduction in 
general incidents which equates to lower occupancy due to Covid. 

 Level of Harm – There continues to be low levels of harm which are 
within expected levels. The Integrated Care Division has the highest 
level of harm which is being reviewed. 

 The top three areas for reporting were Tissue Viability, patient falls 
and medication errors. Maternity was initially a lower reporter but is 
now increasing.

 The number of Serious Incidents reported have decreased, but there 
was a year-end increase in surgical invasive procedures and 
diagnostics procedures. The number of withdrawn Serious Incidents 
has reduced which is thought to be related to the input of the Serious 
Incident Panel. 

 A new section on Learning has been added to the report. This outlines 
what we do trust wide regarding learning and cascading of 
information. Regular meetings are held with the team and the 
Divisions to support this. 

 The Patient Safety Group will be held bi-monthly with initially senior 
representation from each Division and Speciality Leads. The group 
will review frequent incidents, what changes are needed and any 
themes. The Triangulation meeting meets weekly with good 
engagement. 

 Non-Medical Education Fellows – These posts will provide 0.5WTE 
for a non-medical practitioner to lead education within a specific 
subject area – dementia and nutrition.  

 It was noted that the NHS Patient Safety Strategy published in 2019 
will require changes across the Trust from next year. This has been 
nationally delayed due to Covid, but the Trust are still working on an 
action plan around this. 
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 Revd Hargraves (Chair and NED) noted that the next quarterly report 
will show the effects as we move out of the immediate Covid phase. 
The Patient Safety Group and Triangulation meeting are useful ways 
forward in ensuring different ways of learning for the Trust. 

 The DON confirmed that the Cumberlege Review will be covered as 
part of the National Patient Safety overview, with an update being 
presented to the next Board of Directors meeting. 

Resolved – that the Serious Incident Quarterly Report be received and 
noted. 

QC012/08.20 MORTALITY MONTHLY REPORT

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

 As expected, there has been a significant increase in the SHMI and 
HSMR figures which includes the period of the pandemic. During this 
time there was a fundamental change in the types and numbers of 
patients seen. This is believed to be the cause of the increase, ie 
lower numbers of patients seen but the same number dying. The OSN 
rates over a five year period has shown a decrease in deaths. This 
will be kept under close review. 

 Fracture Neck of Femur – Although the HSMR figures have increased, 
it is felt that the recent improvements in the pathway will be reflected 
in future figures due to the time lag in reporting. 

 Learning from deaths performance has deteriorated. The Medical 
Examiner programme was put in at the Trust much sooner than 
demand or for the requirement for a national system to be put into 
place. Now that the national system is in place, our system does not 
reflect this, hence a redesign of our programme. This will involve less 
individual assessment of deaths and more around dealing with the 
bereaved and supporting junior doctors. The Structured Judgement 
Reviews are being completed by the Associate Medical Director 
Medical Division and monitored at the F&PE meetings. 

 Mr Humphries (NED) questioned whether the increase in the 
expected number of deaths was due to these now taking place more 
in Care Home and patients own homes rather than the hospital. The 
Medical Director agreed that the number of deaths in hospitals has 
reduced. It was thought that the algorithm may not be altered to 
correctly cover Covid during this period. 

 Revd Hargraves (Chair and NED) questioned whether there is a plan 
in place to review the issues around out of hours transfer from the 
County to Community Hospitals as this is not a good experience for 
the patient or carer. The Chief Operating Officer advised that the 
Policy had recently been revised to improve the process for Out Of 
Hours transfers. The Medical Director advised that the Community 
Hospitals will have more oversight with their own governance 
meetings which will enable issues to be more visible and feed into the 
governance processes in the acute site. 
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 Revd Hargraves (Chair and NED) thanked the Medical Director and 
his colleagues for producing the rolling MBRACE figures in this report 
which was very useful. The Medical Director advised that a review 
was being undertaken of a spike in figures in 2018. Wye Valley Trust 
are one of the few Trusts to undertake this reporting in real time. 

Resolved – that the Mortality Monthly Report be received and accepted.

QC013/08.20 COLPSOCOPY SERVICES REPORT

The Lead Colposcopist and General Manager, Women and Children’s 
Directorate presented the Colposcopy Services Report and the following key 
points were noted: 

 There have been challenges around this service since 2016 with key 
personnel no longer working in their roles in this service. 
Improvements around performance since this period have been 
included within the report. 

 Following on from the Quality Assurance Review in 2016, a clearly 
defined governance process was required. Public Health England 
have been supportive in getting the service back to the position 
needed and to ensure this continues. Standard Operating Procedures 
have been put into place with quarterly updates to the Colposcopists 
of their standards.  

 All reporting has now moved to Wolverhampton. The fourteen week 
delay has now been returned to the usual two to three weeks. There 
is no backlog of patients to be seen despite the pandemic. 

 Revd Hargraves (Chair and NED) noted that some of the dates in the 
action plan are old. The General Manager, Women and Children’s 
Directorate advised that these are ongoing actions which need to 
move to “business as usual”. The majority of actions are completed. 

 The Medical Director questioned how the practice variation amongst 
the Colposcopists was being managed. The Lead Colposcopist 
advised that overall this has much improvement with all the 
documentation in place and a three monthly performance review 
undertaken. Multidisciplinary attendance is also very good at 
meetings. 

 Revd Hargraves (Chair and NED) thanked the team for all their hard 
work and the achievement of such an improved performance. 

Resolved – that the Colposcopy Services Report be received and noted.

 

11/17 228/237



QC014/08.20 QUALITY INDICATORS REPORT

The DON presented the Quality Indicators Report and the following key points 
were noted: 

 This reporting format will be mirrored in the report to the Board of 
Directors, with any updates included following the Quality Committee 
review.

 Due to the timing of reporting for next month, the Informatics Team 
have advised that the data next month many not be ratified. 

 Pressure ulcers and falls are due for the deep dive at the next meeting. 
The Trust are not an outlier for pressure ulcers and the Trust’s 
performance for patients acquiring pressure ulcers whilst in our care 
is very good. There are however a high number of deep tissue injuries 
(most of which heal whilst in our care) and a month on month increase 
on the number of moisture associated skin damage cases. More 
detailed analysis around this area is being undertaken to understand 
the causes. An increasing number of these patients are not on our 
caseload, hence the need to educate the public around skin care and 
the Integrated Care Division are working with the Primary Care 
Networks to engage with care agencies. 

 The Non-Medical Clinical Fellow post has gone out to advert for 
dementia to support this area. A Nutrition Steering Group has also 
been set up which was a concern raised by the Care Quality 
Commission. 

 Mixed sex breach numbers are high due to the need to cohort patients 
during Covid whilst their status is confirmed. AMU is the main area for 
these patients to be cared for during this time. 

 There has not been a nationally set trajectory for clostridium difficile 
cases this year. Numbers are quite high compared to this point last 
year and last year’s trajectory, but positively the lapses in care remain 
low. The DON has a telephone call booked with the Regional Director 
of Infection Prevention and Control to discuss if there are anything 
further improvements that can be made. 

 The proposed changes to the Board Quality Indicators are included 
within the report.  The safety thermometer has been removed as this 
no longer needs to be competed for the national return. These areas 
are covered through other reporting mechanisms. 

 The ADN is discussing with the Head Of Quality, NHS Herefordshire 
& Worcestershire Clinical Commissioning Group around whether any 
mixed sex breaches can be discounted given the mixed sex guidance 
offering flexibility for local agreements. 

 Revd Hargraves (Chair and NED) asked for headings to be added to 
the columns on the tables within the report. LF
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 Revd Hargraves (Chair and NED) questioned whether there was any 
data from the Covid-19 metrics that should be discussed at the Quality 
Committee and suggested positive tests in green areas and 
timescales for reporting. The DON advised that days since the last 
positive case for inpatients could be included within future reports. The 
Managing Director noted that Covid was now more around recovery 
so this was not a clinical issue. The metrics we have pick up these 
wider issues. Mrs Gratton (ANED) suggested reviewing post infection 
admission trends. The Managing Director suggested the wider impact 
on services and waiting times. Revd Hargraves (Chair and NED) 
advised that the Committee will be led by the Executive Directors on 
the areas to be reviewed. 

 The Professional Lead, Clinical Support Division returned. 

 The Managing Director highlighted the higher readmission rate, for 
April. This may be a factor due to the low number of admissions but 
will be reviewed. 

Resolved – that:

(A) The Quality Indicators Report be received and noted.

(B) Headings to be added to the columns on the tables within the 
Quality Indicators Report. 

LF

QC015/08.20 COVID UPDATE

The Chief Operating Officer gave a Covid Update and the following key points 
were noted: 

 There is currently very low Covid activity within our services and the 
Community. All Covid precautions remain in place and evolve with 
national guidance received. Reducing our waiting list is priority whilst 
ensuring all precautions are in place. 

 The activity plan for the Trust is in place, with more activity delivered 
so far than planned. This will increase again in September, as 
planned, and does put pressure on the Emergency Department but 
this is reactively dealt with. 

 Safety concerns – There was a drop in 2WW and urgent referrals but 
numbers are now returning to normal levels. Around 27% lower cohort 
of referrals were received during Covid. The Trust are continuing to 
work with colleagues around patients that have not appropriately 
sought medical help during this time. 

 The Trust have managed to secure funding from other areas for 
improvements within the Trust along with making alternations to the 
Emergency Department during Covid. 
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 CT numbers are higher than last year along with ultrasound scans and 
plain films. MRI referrals are slightly down with improved waiting list 
numbers. 

 Mrs Twigg (ANED) questioned how patients who are declining surgery 
due to Covid are being managed. The Chief Operating Officer advised 
that we are awaiting a national steer on how to deal with this cohort of 
patients. The DNA rate is low so the majority of patients who do agree 
to surgery are attending. 

Resolved – that the Covid Update be received and noted.

QC016/08.20 SAFER STAFFING REPORT

The DND, Surgical Division presented the Safer Staffing Report and the 
following key points were noted: 

 Fill rates were not required to be reported on for several months during 
the pandemic but are now required again. Figures are skewed due to 
the changes in wards with additional staffing required in some areas. 

 There have been four incidents regarding staffing issues in July, and 
twenty three in the last twelve months. All were low harm and related 
to inappropriate skill mix or the incorrect number of staff in the ward 
area. Processes are in place to try to prevent any further occurrences. 

 Agency costs have decreased again. The Emergency Department is 
the key area for usage due to running a blue and green area and 
mainly medical spend due to frailty patients. 

 Thornbury spend has increased but is still lower than previous 
months. A Risk Assessment is carried out to ensure mental health 
agency nurses are required. Our Master Vend have confirmed that 
this increase is being seen in other areas. The Trust are working with 
our Master Vend to provide additional cover which is cancelled if not 
needed, negating the need for Thornbury. 

 Revd Hargraves (Chair and NED) queried if the nursing dashboard 
will be included in future reports. The DND, Surgical Division 
confirmed that this will be included, with the data not available in time 
for this report.

Resolved – that the Safer Staffing Report be received and noted.

QC017/08.20 CLINICAL AUDIT & EFFECTIVENESS TERMS OF REFERENCE

The Head Of Governance (HOG) presented the Clinical Audit & Effectiveness 
Terms Of Reference and the following key points were noted: 

 Changes have been made to the Committee’s quoracy with one 
Executive Director present and representation from each Division for 
every meeting. 
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 Section 7.6 of the report relates to the approval of new medical 
devices and technologies. The plan is for the Workforce Committee to 
review any changes in role in relation to clinical practice. Following 
review of the Cumberlege Report this may need to change. 

 The updated structure chart will be revised with the new Patient Safety 
Working Group and Workforce Committee once finalised. Some areas 
for review will become the remit of the Workforce Committee once in 
place.

Resolved - that the Clinical Effectiveness & Audit Terms Of Reference 
be received and approved. 

 
QC018/08.20 CLINICAL EFFECTIVENESS & AUDIT SUMMARY REPORT

The HOG presented the Clinical Effectiveness & Audit Summary Report and 
the following key points were noted: 

 A number of Policies and trust wide Standard Operating Procedures 
were reviewed. A review on the Policy on Policies is being undertaken 
to prevent inappropriate Policies being presented to the Committee.

 CAS Alerts are reviewed until they are in a position to be closed.

 Revd Hargraves (Chair and NED) highlighted that the report advised 
that a number of policies have gone out of date during the Covid 
lockdown period. The Managing Director noted the importance of 
updating that the Policy on Policies as a number of Policies need to 
be changed to guidelines. 

 The DON advised that a presentation was received by the 
Orthopaedic Surgeons on a new intervention for upper limb and hand 
surgery called Wide-Awake Local Anaesthetic No Tourniquet. This 
enables the surgeon to perform minor operations without the need for 
anaesthetic. This has been approved, just awaiting the Quality Impact 
Assessment. New interventions and procedures are agreed at this 
group to allow overview. 

 The Medical Director advised that the Associate Medical Director, 
Governance was taking a sabbatical and he was in the process of 
finding a replacement for this role and the Chair of this Committee. 

Resolved – that the Clinical Effectiveness & Audit Summary Report be 
received and noted. 

QC019/08.20 DETERIORATING PATIENT AND RESUSCITATION GROUP

The ADN presented the Deteriorating Patient and Resuscitation Group 
Report and the following key points were noted: 

 This report related to the period April to June 2020. Compliance with 
NEWS2 and learning remains high. 
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 The third Respect Audit for patients has been completed with more in-
depth data analysis being undertaken. This will be included in the next 
report. 

 The National Cardiac Arrest Audit report published showed that the 
Trust remains above the national average for survival to discharge 
figures at 26% compared to 19%. 

 The Critical Care Outreach Service had been suspended to ensure 
maximum care for critical care patients. Due to the reduction in the 
amount of data available, there is less data reported this quarter. 

 Basic Life Support training has been changed following Covid with 
more drop in numbers with smaller numbers. 

 E-Obs is being rolled out to the first Community area – Leominster 
Community Hospital. The Committee has met twice with good 
attendance via MS Teams and includes the Lead for EPR at the 
meetings. 

 The group was requested to remove notification of NEWS2 score 1 – 
4 to the nurse in charge which was declined due to a recent publication 
about Covid and the impact on NEWS.  

Resolved – that the Deteriorating Patient and Resuscitation Group 
Report received and noted. 

QC020/08.20 ANY OTHER BUSINESS

 Neonatal Cot Spacing – The DON advised that the Risk Assessment 
had been undertaken some months ago and signed off at the Covid 
Operational Meeting in June. This was around ensuring 2m social 
distancing could be achieved between cots in the Special Care Baby 
Unit.  There was a requirement to use a side room which had not been 
used previously in order to achieve compliance if the unit is full. The 
level of occupancy in the Unit is also low and therefore naturally 
mitigated. This month we received a letter advising that progress on 
this issue required official sign off at the Board of Directors. This was 
discussed internally and suggested that this be presented to the 
Quality Committee and reported to the Board of Directors through the 
Chair’s Report. 

Resolved – that:

(A) The Any Other Business be received and noted.

(B) Revd Hargraves (Chair of the Quality Committee and NED) will 
inform the Board of Directors of the approval of the Neonatal Cot 
Spacing Risk Assessment in her monthly report. 

CH

16/17 233/237



QC021/08.20 RESEARCH AND DEVELOPMENT QUARTERLY REPORT

The Medical Director presented the Research and Development Quarterly 
Report and the following key points were noted: 

 The Executive Opinion provided an overview of the report. 

 The report shows how a small Trust such as ours is able to compete 
with the larger Trusts in terms of recruitment to regional and national 
trials. 

 Participation in these trials has potentially given us access to drugs 
that may not have been available outside of the trials. 

 Revd Hargraves (Chair and NED) thanked the team involved for all 
their hard work and in recruiting the numbers of patients they have 
achieved for the Covid studies. 

Resolved – that the Research and Development Quarterly Report be 
received and noted.

QC022/08.20 DATE OF NEXT MEETING 

The next meeting was due to be held on 24 September 2020 at 1.00 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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