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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 4 March 2021 at 1.00 pm
Via Zoom 

Present:

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

In attendance:
Jon Barnes JB Chief Operating Officer
Alan Dawson AD Director of Strategy and Planning 
Geoffrey Etule GE Director of HR and OD 
Erica Hermon EH Associate Director of Corporate Governance
Val Jones VJ Executive Assistant (For the minutes) 
Amy Langford AL AHP Student - Observing
Rhiannon Mcnamara RM AHP Student – Observing 
Linda Newport LN AHP Student – Observing 
Grace Quantock GQ Associate Non-Executive Director (ANED)
Nicola Schultz NS AHP Student - Observing
Nicola Twigg NT Associate Non-Executive Director (ANED)

It has been a very demanding few months for all our front line staff. On behalf of the Board of Directors, 
the Chairman thanked all the staff working for the Trust for their phenomenal work, noting how proud 
the Board is. He also asked that anyone offered the Covid vaccine should take up the offer to protect 
themselves and others. 

The Employee of the Month was Emma Bell, Staff Nurse. The Chairman read out the reasons why 
Emma had been nominated for this award. 
 
Minute Action

BOD01/03.21 Apologies for Absence

Apologies were received from Rebecca Gratton, Associate Non-Executive Director 
and David Mowbray, Medical Director.  

BOD02/03.21 Quorum

The meeting was quorate.
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BOD03/03.21 Declarations of Interest

Revd Hargraves (NED) advised that she is standing down as Chair of the Local 
Maternity and Neonatal System (LMNS) at their next meeting in March. Dr Louise 
Bramble, a GP from Redditch is taking on this role. The Chairman thanked Revd 
Hargraves for all her hard work as Chair of the LMNS. 

BOD04/03.21 Minutes of the meeting held 4 February 2021

Resolved – that the minutes of the meeting held on 4 February 2021 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/03.21 Matters Arising and Action Log

Resolved – that the action log be noted.

BOD06/03.21 Chief Executive’s Report

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

(a) National Vaccination Programme – The Secretary of State has noted the 
positivity of the cohort of vaccinations in Herefordshire. The timelines in the 
report have accelerated, with good coverage seen in the five high risk areas. 
We are working together across the Foundation Group to ensure that staff 
are aware of how to receive their vaccine and to encourage them to have 
their vaccination. Information will also be provided to clear any myths around 
vaccination. 

(b) National ICS Legislation – Discussion was held in the Board Workshop earlier 
in the day regarding the local implications of the legislation. We are in a very 
positive position in Herefordshire, as we are ready to be in position to be the 
lead provider for Place. Legislation supports the strategy that we have been 
working on for the last few years. The feedback from the consultation on the 
legislation was very positive, with just a couple of areas to strengthen. 
Structures are in place, especially with the Local Authority. We have been 
asked to look at the implications of the legislation as we move at pace. 

(c) Recovery Planning and a new “R” word – Work is being focussed on some 
of the time limited surgeries that need to take place. Routine surgery is 
referred to within the report. We need to ensure that we do not move 
immediately to a situation where we are pushing our staff, who are very 
fatigued, into a new set of standards for access times. Staff want to “get back 
to normal” which is very positive, and will also help with their health and 
wellbeing. The plan is to continue with digital as well as face to face 
appointments. 
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(d) Update from the Acute Floor – Transformation has been tremendous over the 
last few years with the Trust being one of the first to implement 111. The Trust 
also received a very positive letter from the West Midlands Ambulance 
Service regarding our prompt turnaround times. During this Covid outbreak, 
we also had an unannounced Care Quality Committee inspection. They were 
very sensitive to the situation we are in and the Trust retaining our “good” 
result is testament to the hard work of our staff.   

(e) There are also very positive recruitment stories for the organisation. Currently 
we have staff from sixty international backgrounds in the Trust which brings 
with it a huge diversity of experience and skills. 

(f) Mrs Twigg (ANED) noted the positive vaccination figures in Herefordshire and 
questioned whether we are comfortable with the number of staff in the Trust 
who have received their first vaccination so far. The CEO advised that we are 
currently around 70% but this needs to increase further. Concern around 
pregnancy and fertility appears to be keeping figures lower in young female 
staff, concerns which the Trust is trying to address. We are also reviewing 
diversity as well as age and sex profile and, if necessary, these individual 
groups will be targeted. 

(g) Mr Humphries (NED) queried if we know enough about the reasons why 
people are not having the vaccine, as many have fears and worries that are 
understandable and on which we can offer support. The CEO confirmed that 
the roll out of vaccines is accelerating rapidly and we are ensuring that we 
are offering staff the opportunity to have their vaccine. Younger age groups 
appear to have a degree of apathy and do not want to take up the offer if 
there are limited vaccines available. There are also concerns regarding the 
perceived side effects, but these are usually very mild and only last a few 
hours. The effectiveness of the vaccines is even greater than first thought. 
Falling numbers of admission to hospital will be the acid test as to its 
effectiveness. 

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

BOD07/03.21 Integrated Performance Report

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

a) At the end of the second wave, there appears to be a reduction in the number 
of patients in hospital, although during this period, there were on occasion 
three times as many patients in ITU and numbers being admitted, than in the 
first wave. The Managing Director went on to thank all of our staff for their 
huge commitment, hard work, flexibility and for accessing training in a number 
of ways. 
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b) An area of concern is the number of patients waiting for treatment. There are 
over two thousand patients who have been on our waiting lists for over a year. 
We are talking to our clinical teams about the best approach to deal with this 
backlog. We need to understand their views on the right way to manage these 
lists, as they know their patients best.  No national guidance has, as yet, been 
received around this. There has been a decrease in the number of patients 
being referred onto the waiting list, but this is expected to increase again as 
occurred after the first wave. 

c) The other area of concern is the national funding being withdrawn for the 
discharge to assess pathway from April. Over the past year, we have 
discharged patients very effectively to the right place the first time on this 
pathway. We have also expanded Community teams to deal with patients 
being discharged directly home. The Trust is working with the Local Authority 
and the Clinical Commissioning Group on how to maintain these pathways. 

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

BOD08/03.21 Quality 

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

(a) The Quality Report was taken as read with the main emphasis on patient 
experience. 

(b) A presentation was made to the Board of Directors, last year, following the 
2019 Inpatient Survey. This identified thirty two areas of improvement, 
particularly around engagement, communication and information-giving 
about discharge. Since this was presented in October, a survey of a sample 
of patients who spent at least one night in hospital has taken place each 
month. A sample of the questions from the national survey were used. 

(c) Results are showing that we are still experiencing delays in discharge but 
there is a particular improvement in the time patients waited for their 
prescriptions. There was also an improvement in communication from the 
nursing staff looking after patients. 

(d) A major point in the patient survey is around patients feeling that nurses and 
doctors talked “over them”, as though they were not present. Again, 
improvement has been seen in this area. 

(e) Real improvements are being seen around discharge. Patients are feeling 
more supported with enough support being provided from Health and Social 
Care on discharge. We are advising patients about who to contact, when 
discharged, with a vast improvement on the amount of information also being 
provided. However, there is still more work to do to improve further. 

(f) The Trust have engaged with Health Watch to follow up with these patients, 
if requested, with a telephone call, to understand more of the background to 
their feedback. 
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(g) The IPC Board Assurance Framework was presented last year. This has 
been revised and reissued in February. This contains twenty new key lines of 
enquiry. This will be presented back to the April Board of Directors meeting. 

(h) Revd Hargraves (Chair of the Quality Committee and NED) advised that the 
Quality Committee had raised concern around VTE performance. The 
Committee have recently heard about innovative ideas being discussed and 
put into place to improve compliance. 

(i) In response to a question raised by the Chairman, the DON advised that her 
main concern related to staff energy and resilience for the “new” normal. 
Usually, winter is busier with a quieter period during the summer but this may 
not occur this year. The Chairman reiterated that this goes back to the 
importance of the resilience of our staff and our concerns about their health 
and wellbeing. 

(j) Ms Quantock (ANED) queried the reasons for the delay in discharge, in 
relation to medications. The DON advised that there had been particular 
challenges in the Pharmacy workforce providing support to all aspects of 
medicines management, in particular relating to prescriptions for patients to 
take home. There has been improvement in this area, particularly as a 
consequence of the improved vacancy rates. Performance has also improved 
with the assistance of the Free Wheelers who are supporting us with medicine 
deliveries. 

LF

Resolved – that:

(A) The Quality Report be received and noted.

(B) The updated IPC Board Assurance Framework will be presented to the 
April Board of Directors meeting. LF

BOD09/03.21 Activity Performance

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

(a) The emergency position is down overall with attendances lower than this time 
last year. Conveyances are nearly normal but are very volatile. 

(b) Referrals are slightly lower than last year, more than expected after the first 
surge. Both urgent and routine appointments continue to lag behind. This is 
an area that requires addressing. 

(c) Cancer 2WW performance is keeping pace with referrals. The majority of 
diagnostics are also being seen quickly apart from stenography due to staffing 
issues.

(d) 18WW referrals are a real concern in terms of the low number of patients 
being referred. 

(e) MRI numbers are reducing, due to our additional capacity of three scanners, 
for a short period of time, before one scanner is replaced. 
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(f) Mr Cottom (NED) noted that the diagnostics graph for patients waiting six 
weeks or longer shows a rise in the number into the second wave with 
ultrasound appearing to being the underlying issue. The COO advised that 
there is a capacity issue in stenography due to staffing issues but there are 
plans in place to address the shortfall.

(g) The Chairman noted that working with the Nuffield is an important part of our 
capacity solution during this second wave and queried the future 
arrangements. The COO advised that the national and regional arrangements 
finish at the end of the financial year. We have used the Nuffield during this 
wave in order to provide cancer services for our patients. Initial conversations 
have been held locally and will continue for plans from April onwards. The 
COO was also hopeful that more theatres will open in the next couple of 
weeks along with more elective beds which will enable us to be more self-
reliant. 

(h) In response to a question raised by the Chairman, the COO advised that his 
main concern related to the cessation of discharge to assess funding. This 
pathway has enabled patients to be sent home quicker and has prevented 
hospital functional decline whilst also freeing up more beds for Covid patients. 

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

BOD10/03.21 Workforce

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

(a) There has been an increase in sickness absence over the last few weeks. 
There are also concerns around appraisal rates – both areas have been 
impacted on by Covid. Going forward, improvements are expected. The team 
are working with staff side and Occupational Health to ensure that the right 
support systems are in place for staff. 

(b) There is a recruitment campaign currently to recruit up to eighty two Health 
Care Assistants over the next few weeks. The Trust is also working with 
Herefordshire Council on the National Step Up Programme for young people. 

(c) The 2020 Staff Survey results along with the NHS People’s Survey results 
should be available to share at the next Board of Directors’ meeting. 

(d) The Chairman advised that a career in the NHS is a great decision for any 
young person with a wide variety of opportunities. 

(e) The CEO noted the need for sickness levels to be kept under review, which 
he expected are Covid related. The analysis in the report on staff satisfaction 
of new members of staff indicates that our new nursing and midwifery staff 
are the least satisfied group, which may relate to them being redeployed on 
arrival at the Trust, due to Covid. We need to determine whether there is any 
further support needed for these staff.

(f) Mr Myers (NED) noted the figures on Exit Interviews included in the report, 
and asked if this information could be provided over a period of time to enable 
any trends to be shown. 

 

 

 GE
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Resolved – that:

(A) The Workforce Report be received and noted. 

(B) Future Workforce Reports will include data over a period of time for Exit 
Interviews to enable any trends to be shown.  

 GE

BOD11/03.21 Finance Performance 

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

(a) At the end of January, the Trust had a surplus of £2.5m with a forecast of 
£2m at year end. These are very positive figures but this is due to £35m 
additional income received above what we would have received under Pbr 
income and more than was expected. 

(b) Over the last four months, £2.4m has been spent on Covid against the £5.7m 
income forecast.

(c) This month, as requested by NHSI/E, the Trust has reintroduced an accrual 
for unused annual leave. This is due to the impact of staff being unable to 
take leave due to Covid. 

(d) Nurse agency costs are running slightly higher than at the end of last year. 
Medical agency spend was slightly reduced last month. 

(e) Capital Expenditure – The team is working hard to ensure that we use as 
much of the capital as possible in the current financial year and take forward 
as much as possible into next year. We have been inundated with numerous 
capital funding over the last two months, with the instruction from most, to 
spend by the end of March 2021. The team has done their best to make 
maximum use of these funds whilst buying items most urgently required in a 
tight time frame. 

(f) Mr Cottom (NED) questioned if the Trust should make a surplus, could we 
possibly take some of this amount into next year or support the ICS to ensure 
all organisations break even. The DFI advised that this year has been 
unprecedented with a very high level of scrutiny on what we are reporting. 
We have new External Auditors this year who are closely reviewing our 
expenditure. We are doing all we can to deliver the appropriate position this 
year and are looking for opportunities to assist us into next year. Given the 
large amount of additional income received so late this year, the opportunities 
are limited. The CEO advised that unusual circumstances have enabled us 
to make a surplus this year. This is a rare situation for WVT but because of 
the way that finances are managed nationally, our surplus has contributed to 
the STP overall financial position which is not in surplus. 

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

BOD12/03.21  Trust Objectives 2021/22

 The Director of Strategy and Planning presented the Trust Objectives 2021/22 and 
the following key points were noted:

(a) These will form the key priorities for the coming year. They are linked very 
closely to the Trust Strategy. 

(b) Some group objectives have been agreed for the Foundation Group. 

(c) These will form the basis of the objectives filtered down to the Divisions, 
teams and individual staff. 

(d) The intention is to report on the objectives at six monthly intervals. 

(e) Some objectives have been carried forward from last year as it is felt that 
they are worthwhile continuing with. Workforce is a key theme. 

(f) The Managing Director noted that the implementation of the strategy for 
integration partnership working has been in place for the last three years. 

(g) Mr Cottom (NED) felt that it should be noted within the report that these 
objectives have to be achieved within a tight financial envelope, especially 
as this is a public document. The CEO advised that this had not been 
included as it was an accepted condition, but will endeavour to cover this 
off with the wording at the start of the document. Objective 7 – Deliver safer 
acute and community care by implementing our Covid recovery plan – 
makes reference to our Covid recovery plan improving systems and 
productivity. This will help to drive our efficiency programme and enable us 
to work within the financial arrangements. 

(h) The CEO noted that Objective 12 – Continue to develop and improve our 
support for staff health and wellbeing, particularly recognising the impact of 
Covid-19 – was key for him. This is one of the objectives that the Foundation 
Group is working on together to provide a better outcome. 

(i) Revd Hargraves (NED) noted the importance of Objective 5 – Improve the 
health and wellbeing of Herefordshire residents by utilising population 
health data and increasing our informatics capability, embedding an 
intelligence-driven approach that response to the needs of local 
communities and addresses inequalities – and the need to ensure that we 
relook at internal data collection and presentation as this remains 
challenging at times.

(j) Mr Myers (NED) highlighted that health & wellbeing is of high priority but 
public perception may appear that group objectives have a greater 
emphasis with five bullet points. The CEO agreed that we need to ensure 
that this is shown as one our top priorities. 

(k) The Managing Director reiterated the importance of staff health and 
wellbeing with the document also needing to be meaningful for our staff. 
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(l) The DON advised that once the Trust Objectives have been approved, the 
Quality Priorities will be produced with a draft being presented to the Quality 
Committee and Board of Directors. 

Resolved – that the Trust Objectives 2021/22 be received and approved. 

 ITEMS FOR NOTING AND INFORMATION

BOD13/03.21 DIGITAL PROGRAMME UPDATE REPORT

The DFI presented the Digital Programme Update Report, which was taken as read, 
and the following key points were noted: 

(a) We continue to make good progress despite the challenges of Covid. 

(b) The Trust has passed the final funding milestone as part of the global digital 
exemplar initiative. We need to continue to work hard on the implementation 
to deliver the full benefits and to ensure we achieve HIMSS Level 5. 

(c) Revd Hargraves (NED) felt that the progress made was astounding but 
queried whether the concerns regarding the responsiveness of Maxims 
raised last year are now resolved. The DFI advised that there have been a 
number of factors involved to improve the situation including the Trust 
receiving more focus from IMS, the commencement of the Programme 
Manager in post and the focus on the Trust being a global digital exemplar.  

Resolved – that the Digital Programme Update Report be received and noted. 

BOD14/03.21 Policy Panel

The Associate Director of Corporate Governance presented the Policy Panel Report 
advising that that was a routine update on the policies approved by the Policy Panel.  

Resolved – that the Policy Panel Report be received and noted. 

BOD15/03.21  CQC Report – Emergency Department Inspection 

The CEO presented the CQC Report – Emergency Department Inspection Report 
and the following key points were noted: 

(a) There was tremendous work carried out by the team on this, whilst working 
alongside a difficult Covid scenario in the middle of winter. 

(b) The CEO was pleased to note that a number of positives have been 
highlighted in this report. There were a few areas of improvement identified 
which have been quickly actioned. Some compromises are required in 
working practices regarding the use of rooms due to Covid. Once the building 
work in the Emergency Department has been completed providing more 
space, this will not be an issue. 

(c) The Trust maintained our “good” rating which is very positive. 

(d) The Care Quality Commission is not carrying out inspections as previously. It 
would be ideal for them to inspect other areas in the Trust to enable us to 
improve our rating to where we now feel it should be. 
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(e) Mr Humphries (NED) felt this was a fantastic report to have achieved during 
a global pandemic, and in winter, but noted that the front sheet conveys the 
impression that this is a full inspection and a rating of the whole hospital which 
is misleading. The DON advised that the Care Quality Commission were 
challenged on this as part of the factual accuracy check but we were advised 
that this is how their reports are presented. 

(f) The Managing Director noted that this was an area with real concerns a few 
years ago, but working with the staff on the front line to drive change 
demonstrates what can be achieved. 

  Resolved - that the CQC Report – Emergency Department Inspection Report be 
received and noted.  

COMMITTEE SUMMARY REPORTS

BOD16/03.21 Quality Committee Summary Report 28 January 2021

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 28 January 2021 noting that the agenda has been 
shortened due to the Covid outbreak but still enables discussion around key issues.  

Resolved – that the Quality Committee Summary Report 28 January 2021 be 
received and noted.  

COMMITTEE MINUTES

BOD17/03.21 Quality Committee – 17 December 2020

Resolved - that the Quality Committee minutes 17 December 2020 be received 
and noted.

BOD18/03.21 Any Other Business

There was no further business to discuss. 

BOD19/03.21 Questions from Members of the Public

There were no questions received. 

BOD20.03.21 Date of next meeting

The next meeting was due to be held on 1 April 2021 at 1.00 pm via MS Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 1 APRIL 2021

AGENDA ITEM ACTION LEAD COMMENT
BOD08/03.21
Quality
04/03.21

(B) The updated IPC Board Assurance Framework will be 
presented to the April Board of Directors meeting.

LF Completed – On agenda. 

BOD10/03.21
Workforce
04/03.21

(B) Future Workforce Reports will include data over a 
period of time for Exit Interviews to enable any trends to be 
shown.  

GE Completed – Within report. 

ACTIONS IN PROGRESS
BOD17/02.21
Emergency Department 
Transformation Business Case
04/02.21

(B) The Director of Strategy and Planning will discuss 
with the contractors regarding videos of the schemes being 
built for those unable to visit the Trust to view progress being 
made.

AD These have been requested and will be 
forwarded to Board members when available.
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Report to: Public Board
Date of Meeting: 01/04/2021
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) NHS Budget Discussions

The NHS nationally has reached a budget settlement for the first half of 2021/22. The budget for 
the second half of the year is yet to be set due to the uncertain impacts of Covid-19. Helpfully an 
additional £6.6bn has been pledged on top of last year’s spending review proposals. Last year’s 
proposals already included an additional £3bn, including £1bn linked to elective recovery. 

A further elective incentive scheme has also been announced which will be set at system level 
alongside a steer to reward provider level activity delivery. Delivering high levels of elective 
productivity will be vital next year. The national assumptions recognise that this will be below the 
pre-Covid-19 baseline due to the IPC impacts.  It is also quite difficult to predict what will happen to 
elective demand. There was a clear reduction in demand during the Pandemic, but it is unclear 
whether referrals will return to pre-Covid levels or whether we will see excess demand over the 
next year as delayed referrals catch up. The worst case scenario would see demand above normal 
levels and activity constrained on top of waiting lists which have risen over the past few months. 

2) Planning Guidance

At the end of last week the national NHS Planning Guidance was finally published. Normally this 
key framework is published prior to Christmas to allow sufficient time for plans and budgets to be 
finalised before the start of the financial year in April. The ongoing impact of the Pandemic and the 
related protracted discussions with the Treasury set out above contributed to the delay. 

Despite the absence of a clear framework we have been working hard to set budgets and agree 
plans. Our supporting Trust and Group objectives were agreed at last month’s public Board 
meeting. 

The Guidance focusses on the priorities for the first half of 2021/22 and includes no real surprises. 
It confirms that the ambition nationally is for every part of England to be covered by an Integrated 
Care System. These systems will have 4 core purposes:

 Improving outcomes in population health and healthcare
 Tackling inequalities in outcomes, experience and access
 Enhancing productivity and value for money
 Helping the NHS to support broader social and economic development

The latter is a new addition to the list but corresponds with the Group objective of being anchor 
institutions in the Places in which we operate.  All of the above objectives will need to be 
considered in the context of managing the ongoing impact of Covid-19, including an ongoing 
vaccination programme and a potentially challenging winter. 

The detailed guidance focusses heavily on staff wellbeing including supporting staff to take leave 
and having individual wellbeing discussions.  The guidance also sets out plans for the effective 
recovery of services, particularly elective surgery which has been impacted on greatly by the 
pandemic. It will be important for us to innovate and sustain some of the new ways of working that 
we have introduced over the past year. In the delivery of outpatients there have been notable 
improvements which have benefitted patients and made the NHS more efficient and effective. We 
will also need to encourage some patients to come forward as evidence shows that there has been 
a considerable reduction in normal demand in some areas. Cancer treatments for example, have 
dropped significantly over the last year but the diseases associated will not have receded. 
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The guidance also pushes further on the transformation of urgent care with much of the good 
practice that we have been implementing locally now being mandated across the board. The 
further expansion of A&E 111 First and supporting Same Day Emergency Care are good examples 
of this. We will also see the introduction of the new suite of urgent care measures. Within this, 
three will get particular focus - the time to initial assessment, the number of greater than 12 hour 
waits from arrival and a new one hour wait standard from decision to proceed (which generally 
relates to decisions to admit). 

Alongside all of the above the NHS will be expected to prepare to make a rapid transition into the 
new operating model set out in the Integrating Care white paper which is expected to progress 
through the legislative process for implementation from April 2022. 

3) System Level Capital Allocations

Each STP has been allocated a capital expenditure ceiling in 2021/22. A similar ceiling was 
applied last year which was reasonably close to the total spending plans in the system. But we can 
expect next year’s limits to be tight and to also include more funding which was previously held 
centrally. 

4) Same Day Emergency Care

The new SDEC unit has now become operational and Board members were sent a brief video 
which showed what a fantastic facility we have created. It is true to say that the Urgent Care model 
in the Trust has been completely transformed over the past few years. The transformation be 
complete in May when we open the new wards and create our dedicated frailty facilities. The 
nature of managing urgent care is that we will of course continue to fine tune and right size our 
hospital and community services over time but from next month we will be in the best shape ever 
to offer leading edge care to our local community. 

5) Foundation Group Three Boards Meeting

The latest combined meeting of the three Foundation Group Boards took place at the end of 
March.  As with previous sessions, we took the opportunity to share sone of the great practice 
which is evident in all three Trusts. The WVT presentation looked at their innovative new 
community integrated teams. SWFT presented on the Maternity Service which recently won the 
midwifery team of the year and GEH presented on the significant transformation of the A&E 
Department and Urgent care. It also provided a timely opportunity to discuss the national plan for 
2021/22 and the readiness of all three Trusts to embrace the role of Lead Provider at Place. We 
also looked ahead to some of the planned Group-wide projects for the coming year and in 
particular our proposed Group approach to wellbeing and to clinical productivity improvement.
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6) More from our Great Teams – Integrated Care Division 

The National Wound Care Strategy Programme (NWCSP) has set up a project developing the 
wound care national strategy for England.

Wye Valley Trust were successful as a 1st Tranche Implementation site, committing to:

 developing a blueprint for implementation for other NHS organisations
 a readiness to implementing the strategy recommendations
 having full support from all relevant local partners including commissioners, 

provider organisations and Primary Care Networks ideally with full ICS/STP 
support.

 
WVT are already in a strong position as the work in this project has been active for some time. 
Currently there are 3 Lower Limb Specialist Nurses in situ and an intention to recruit a fourth 
(QTR 1 2021) to ensure equitable provision across the 4 localities in Herefordshire with the 
funding from this project.
 
Addressing the variation in lower limb care presents a crucial opportunity to tackle the growing 
burden of wound care, improve the quality of life for people with chronic lower limb wounds and 
secure better value from existing health care resources. A suite of pathways, guidance and 
educational training packages have been implemented and will continue to be rolled out.
Competency training for Doppler and bandage application to ensure that all staff involved in 
the assessment and management of the lower limb patients have received the relevant training 
and are competent.

Key aspects of the NWCSP Lower Limb recommendations have already been successfully 
implemented and supported via the use of established pathways throughout the Community 
teams and Primary Care. This has delivered significant improvements in patient care and healing 
outcomes. This project will increase the respect and reputation for WVT Lower Limb Service as 
a gold standard service. It will also help raise the profile within the Herefordshire and 
Worcestershire STP in line with current NHS drivers to increase standardisation across the 
footprint.

 
Our Community Integrated Referral Hub (CIRH) and Community Interface team (CIT) are 
developing well. The CIRH moved to 7 day working w/c 22nd March 2021 and opened up referrals 
from WMAS and NHS 111. Our new ACP (advanced clinical practitioner) staff are starting to join 
the trust in the new roles incorporating 2 hour urgent response, Enhancing Healthcare in Care 
Homes as well as managing complex patients in their own homes.

 
7) Going The Extra Mile Awards

GOING THE EXRA MILE TEAM OF THE MONTH - Mortuary 
I’d like to say a big thanks to the mortuary team for the way in which they managed the ‘transit 
through the mortuary’ for a patient.  

The parents did not want their child to rest in the mortuary but go to the family funeral director. The 
bereavement office and especially the mortuary team went the extra mile to facilitate this. They came 
back in after hours and were really so helpful in the advice they gave. The parents were really 
grateful and called the following day to thank them. 

GOING THE EXTRA MILE INDIVIDUAL OF THE MONTH - Emma Bell, Staff Nurse
Emma agreed to facilitate respirator fitting for ICU staff to ensure that all clinical ICU staff could work 
safely within ICU, when current FFP3 masks were in short supply.  Emma went above and beyond 
to facilitate this.  Emma currently works in Paediatrics and to ensure that both ICU day and night 
teams were fitted for a respirator; Emma worked long hours on her day off.   
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The ICU team would like to thank Emma for working above and beyond and supporting the ICU 
during these unprecedented times.

Glen Burley
Chief Executive 
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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 February 2021.

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

3. Executive Director Opinion1

In line with national trends, the burden of Covid on our services has reduced sharply as the third lockdown 
and vaccination programme have taken effect. In Herefordshire and Worcestershire the vaccination 
programme has delivered the first vaccine to over 50% of the eligible (over age 16) population and second 
doses are now taking place as well as continuing to vaccinate more people with their first dose.

At the time of writing there are now less than 10 in patients with Covid and none in ITU – this has released 
staff back to their normal working environments and we are well on the way to restoring elective services 
in outpatients and for diagnostics and inpatient treatment. The backlog of delayed treatments and patients 
with very long waiting times has continued to grow, as access to services has been so limited over the last 
few months. 

In addition to this – it is unclear how much pent up demand there is in the community. Compared to last 
year to date, cancer referrals are roughly the same, but urgent referrals are down 24% and routine referrals 
are down 41%. 

Some of the reduced referrals are down to innovations, for example, advice and guidance in dermatology 
and the changes in the endoscopy pathways have meant that despite reduced activity the waiting list 
remains stable. However, it seems inevitable that as services resume pre-pandemic access and our 
population are less fearful, that some of the pent up demand will start to arrive with us. 

The executive team are facilitating service and specialty pause and reset meetings over the coming weeks 
to provide space for teams to share their experiences of the last 12 months to identify if further support 
may be required. The sessions will also see to understand the needs of each specialty as they recover 
their services and retain or amend innovative approaches that have been in place.

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 mechanism we have put in place over the last year to work more collaboratively with partners in 
primary care will afford the opportunity to plan jointly for the increased demand we expect. We are using 
this experience working with our One Herefordshire partners to develop proposals for a new way of 
integrated working for the future under the new integrated care system changes outlined in the recent white 
paper.

Along with reduced referral demand, as with the first lockdown we have seen reduced ED attendances for 
much of the third lockdown. ED performance has improved partly as a result of this but also a range of 
changes have been made to the urgent care pathway including; the start of the  2 hour response service 
and 7 days working for the Community Integrated Response Hub (CIRH) and opening of the new SDEC 
(same day emergency care) facility. 

Other notable improvements to pathways include much improved performance for the rapid access TIA 
service and fractured neck of femur best practice tariff (that has translated into reduced mortality) 

In the Board reports today are the results of the national staff survey, which are very positive with above 
average performance in 9 of the 10 themes and some very encouraging feedback from staff about their 
managers.

With Covid levels declining our staff sickness levels are improving and turnover and vacancies also 
continue to improve. I am concerned about the levels of staff appraisal and this will be a focus in the coming 
weeks, to make sure staff have had their appraisal and an opportunity for a wellbeing conversation with 
their manager. 

We have been able to invest in some new software to support paperless and more streamlined recruitment 
and modernise our recruitment process, we have also taken the opportunity to update our induction 
process which will launch in the next few weeks.

Our inability to deliver our recovery plan has meant that we will end the year with around a £3m surplus 
against our budget.

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 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date
Pass/
Fail

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% 82,2% 84,8% 77,3% 73,0% 61,3% 78,8% Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
Low

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% 82,6% 84,7% 75,2% 72,0% 59,3% 78,6% Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
Low

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 66,7% 0,0% 0,0% 0,0% 100,0% 33,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Faster Diagnosis Standard - 28 days Responsive Chief Operating Officer 75% 65,0% 87,3% 85,9% 80,1% 71,5% 64,5% 62,8% 66,0% 65,3% 59,2% 69,2%

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% 59,2% 61,9% 60,7% 57,4% 55,7% Expectedco
nsistentFail

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% 63,4% 68,1% 68,8% 67,9% 67,2% Expectedco
nsistentFail

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% 45,9% 40,2% 42,7% 53,1% 50,1% Expectedco
nsistentFail

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% 74,6% 73,5% 67,4% 72,5% 74,8% 77,8% Expectedco
nsistentFail

Common
Cause

Financial Compliance CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail 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 £545 £762 £851 £349 £797 £3 304 Achieve_Fa

il_duetoRa
ndomVariat
ion

Improveme
nt - 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 £527 £1 688 £1 977 £1 673 £2 335 £8 200

Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Total income (actual versus plan) Well Led Director of Finance Actual v Plan -£139 -£271 -£332 -£1 099 -£225 £249 -£243 £273 £367 -£92 £581 -£931 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan -£4 -£95 £151 £452 -£31 £130 £308 £486 £728 £508 £95 £2 728 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £143 £367 £181 £647 £256 -£379 £462 £930 £882 £1 256 £1 659 £6 403 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

CIP (actual versus plan) Well Led Director of Finance Actual v Plan £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - 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 0 0 0 0 0 0 0 0 0 Expectedco

nsistentFail
Improveme

nt - 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 0 0 0 0 0 0 0 0 0 Expectedco

nsistentFail
Improveme

nt - Low
Financial
efficiency

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

Improveme
nt - 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 0 0 0 0 0 0 0 0 0 Expectedco

nsistentFail
Improveme

nt - Low

Agency Spend - Distance from provider's cap Well Led Director of Finance Actual 0 0 0 0 0 0 0 0 0 0 Expectedco
nsistentFail

Improveme
nt - 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 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail 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% -15,3% -14,7% -22,8% -28,5% -21,2% -33,0% -29,7% -27,1% Improveme
nt - Low

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -45,5% -34,1% -20,5% -15,5% -15,9% -6,8% -7,7% -17,2% -18,7% -24,8% -20,1% -20,5% Improveme
nt - Low

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan -56,7% -51,4% -54,8% -57,8% -63,1% -61,0% -57,1% -56,9% -62,1% -73,3% -71,7% -61,0% Improveme
nt - Low

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan 0,6% -16,2% -17,9% -11,4% -8,9% 11,0% -25,8% 5,9% -7,4% 9,2% -10,4% -7,1% Improveme
nt - Low

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan -44,3% -35,5% -26,0% -22,3% -23,3% -14,6% -17,3% -22,5% -25,4% -30,9% -28,1% -26,3% Improveme
nt - 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% 20,7% 17,4% 18,3% 30,9% 4,3% -5,9% ERROR -

KPI NOT
FOUNDOutpatient Activity - New attendances Responsive Chief Operating Officer Plan -31,7% -34,6% -25,0% -26,7% -23,2% -16,1% -19,2% -27,6% -17,4% -36,5% -45,8% -27,9% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan -28,0% -23,7% -20,0% -15,7% -17,5% -6,3% -9,8% -19,6% 3,7% -18,4% -27,8% -16,7% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan -28,8% -26,2% -21,2% -18,2% -18,8% -8,9% -12,3% -21,8% -2,1% -23,3% -32,9% -19,6% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan 20,0% 27,9% 11,4% 6,7% -4,0% -2,3% 17,0% -33,5% -28,4% -62,4% -65,8% -21,2% Concern -

Low
Daycase Activity Responsive Chief Operating Officer Plan -14,2% -12,2% -6,4% -6,4% -3,4% -13,7% -6,4% -28,4% -3,1% -26,4% -43,1% -17,8% Concern -

Low
Total Elective Activity Responsive Chief Operating Officer Plan -11,8% -10,0% -5,4% -5,3% -3,5% -12,6% -4,3% -28,9% -5,7% -29,6% -45,2% -18,1% Concern -

Low
Community Contacts Responsive Chief Operating Officer 2018/19

Outturn 1,4% 7,0% 9,6% 26,1% 8,4% 24,0% 22,7% 18,0% 23,0% 17,1% 21,8% 16,3% Improveme
nt - High

Community Bed Days Responsive Chief Operating Officer 2018/19
Outturn -56,0% -47,9% -40,4% -50,4% -44,0% -32,1% -25,3% -23,6% -12,8% -27,0% -43,2% -36,7% Concern -

Low

Access CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail 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% 89,0% 88,6% 84,6% 89,7% 94,3% 87,8% Expectedco
nsistentFail

Improveme
nt - High

Ambulance handover over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 0,2% 0,0% 0,3% 0,1% 0,5% 1,1% 1,1% 1,2% 2,2% 1,4% 0,1% 0,8% Expectedco
nsistentFail

Common
Cause

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 1:23 1:20 1:40 1:19 1:24 Expectedco

nsistentFail
Common

Cause
A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 0 0 0 0 1 1 13 5 7 1 1 29 Achieve_Fa

il_duetoRa
ndomVariat
ion

Common
Cause

A&E - % of admitted patients admitted within 4 hours (arrival to discharge) Responsive Chief Operating Officer 90% 78,6% 63,7% 56,7% 63,2% 55,8% 49,5% 43,2% 37,6% 26,4% 38,2% 44,5% 50,7% Expectedco
nsistentFail

Concern -
Low

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% 91,6% 97,8% 97,8% 97,2% 97,0% 96,8% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Cancer Urgent referrals for breast symptoms Responsive Chief Operating Officer 93% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 97,5% 92,3% 96,9% 98,1% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Cancer 31 day diagnosis to treatment Responsive Chief Operating Officer 96% 87,7% 91,7% 95,7% 98,6% 91,7% 87,0% 93,8% 88,4% 92,5% 92,5% 91,9% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 100,0% 100,0% 100,0% 100,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 62,5% 84,6% 100,0% 100,0% 100,0% 81,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 88,0% 77,1% 81,8% 93,1% 64,9% 81,6% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days Responsive Chief Operating Officer 0 5 1 9 4 2 4 1 4 3 7 40 Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 1,1% 1,3% 2,2% 0,7% 0,8% 1,3% 1,1% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 9 0 0 1 1 1 2 2 11 3 3 33 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Referral to
Treatment

RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 29 59 148 317 503 690 858 1027 1249 1646 2146 Expectedco
nsistentFail

Concern -
High

RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 375 688 1057 1192 2042 2489 2734 3059 3444 3281 3143 Expectedco
nsistentFail

Concern -
High

Responsiveness Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 97,2% 96,7% 91,1% 75,0% 86,7% 78,9% 94,9% 97,1% 88,4% 96,7% 89,5% 89,2% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 65,6% 64,3% 46,3% 43,9% 39,3% 43,4% 48,6% 51,5% 41,9% 40,0% 50,0% 47,9% Expectedco
nsistentFail

Common
Cause

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 95% 96,9% 96,4% 95,1% 90,2% 92,9% 96,2% 100,0% 97,0% 97,7% 100,0% 94,4% 96,1% Expectedco
nsistentFail

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% 41,0% 47,7% 41,3% 64,7% 75,0% 51,2% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause
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Local Performance Targets and Measures CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail 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% 34,8% 37,5% 37,7% 37,4% 34,4% 32,0% 33,4% 33,5% 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 3,5 3,4 3,7 3,9 4,4 4,0 3,7 Achieve_Fa

il_duetoRa
ndomVariat
ion

Common
Cause

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2,5 3,7 1,8 1,5 1,5 2,5 2,1 2,4 2,5 2,7 3,0 1,7 2,3 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 49,9% 52,7% 56,3% 65,3% 68,4% 70,4% 66,9% 68,5% 71,7% 60,2% 62,4% 63,0% Expectedco
nsistentFail

Concern -
Low

Elective - Daycase Rate Effective Chief Operating Officer 85% 90,6% 92,2% 93,4% 90,5% 89,8% 89,3% 88,3% 91,2% 92,1% 95,0% 94,2% 91,3% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 7,7% 21,4% 60,0% 38,0% 50,0% 48,3% 53,6% 62,5% 59,3% 45,0% Expectedco
nsistentPas
s

Improveme
nt - High

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 53,5% 68,3% 69,2% 73,3% 80,0% 88,0% 86,6% 88,3% 86,6% 90,4% 91,0% 79,6% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 39,4% 49,0% 53,3% 44,3% 60,8% 85,7% 90,1% 73,3% 85,0% 71,8% 55,3% 64,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 4,9% 4,2% 4,3% 4,8% 5,4% 6,2% 6,2% 6,6% 6,6% 5,9% 5,4% 5,6% Expectedco
nsistentFail

Common
Cause

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 71,1% 80,2% 80,3% 82,8% 79,4% 82,5% 84,7% 86,6% 85,1% 82,6% 79,2% 81,3% Expectedco
nsistentFail

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% 47,4% 52,4% 58,6% 64,6% 59,0% Expectedco
nsistentFail

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% 17,6% 17,0% 17,7% 19,6% 18,0% Expectedco
nsistentFail

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% 9,7% 17,7% 12,5% 17,1% 10,5% 12,8% 7,7% 13,5% 10,6% 11,5% 11,7% 12,4% Expectedco
nsistentFail

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% 96,0% 96,5% 96,0% 95,3% 95,5% 94,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

% of women inititating breastfeeding Effective Director of Nursing 80% 86,3% 87,0% 83,2% 81,3% 85,5% 78,9% 74,4% 80,3% 89,4% 81,8% 77,3% 82,3% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Caesarean section - Elective Effective Medical Director 13% 16,1% 10,6% 18,3% 22,0% 16,1% 10,8% 21,4% 15,8% 17,1% 17,6% 18,0% 16,5% Expectedco
nsistentFail

Common
Cause

Caesarean section - Emergency Effective Medical Director 15% 10,5% 19,1% 22,5% 14,6% 21,8% 20,9% 17,1% 21,8% 17,9% 16,9% 18,0% 18,3% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:26 1:31 1:30 1:28 1:26 1:26 1:29 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUND
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Workforce Measures CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail 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% 9% 9% 8% 9% 8% Expectedco

nsistentFail
Improveme

nt - Low
Sickness Absence (%) Well Led Director of Human

Resources 3,5% 7,0% 5,8% 5,2% 4,7% 4,1% 4,3% 4,6% 4,8% 5,4% 7,5% 5,7% Expectedco
nsistentFail

Concern -
High

Vacancy Rate Well Led Director of Human
Resources 5% 5,7% 5,7% 5,0% 6,2% 7,5% 7,0% 7,8% 7,0% 6,6% 6,1% 5,4% Expectedco

nsistentFail
Improveme

nt - 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% 4,9% 4,7% 4,6% 4,2% 5,3% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Appraisal rate - all Well Led Director of Human
Resources 90% 88,6% 83,1% 81,2% 78,5% 79,8% 80,9% 75,6% 72,3% 71,4% 70,6% 68,9% Expectedco

nsistentFail
Concern -

Low
Mandatory Training Safe Director of Human

Resources 90% 91,9% 91,4% 92,0% 92,6% 93,2% 92,5% 92,0% 91,5% 91,9% 90,0% 90,6% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Clinical Outcomes CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail Trend
Variation

Quality - reduce
avoidable death rates

Mortality - SHMI Effective Medical Director 100 103,07 Expectedco
nsistentPas
s

Improveme
nt - Low

Mortality - HSMR Effective Medical Director 100 99,12 Expectedco
nsistentPas
s

Improveme
nt - Low

Number of emergency calls Responsive Director of Nursing 67 52 73 46 63 58 68 58 110 82 74 751 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber of in hospital cardiac arrests Responsive Medical Director 7 4 3 5 2 4 6 4 6 7 2 50 Expectedco

nsistentFail
Common

Cause
Out of hospital cardiac arrest Responsive Medical Director 3 5 3 3 7 3 3 0 5 1 5 38 Expectedco

nsistentFail
Common

Cause
% compliance with NEWS e learning Caring Director of Nursing 91% 90% 90% 91% 94% 92% 92% 92% 92% 94% Expectedco

nsistentPas
s

Improveme
nt - High

% compliance with NEWS practical assessment Caring Director of Nursing 88% 88% 87% 88% 89% 89% 88% 87% 75% 88% Expectedco
nsistentPas
s

Improveme
nt - High

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 0 1 0 0 0 0 0 0 1 1 4 Achieve_Fa
il_duetoRa
ndomVariat
ion

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 0 3 2 3 3 20 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of >AD+1 MRSA Bacteraemia  Safe Director of Nursing 0 0 0 0 0 0 0 0 0 0 0 0 0 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Number of MSSA Bacteraemia  Safe Director of Nursing 0 0 0 2 0 0 0 0 1 0 0 0 3 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Gram Negative Bacteraemia Safe Director of Nursing 14 0 1 2 2 1 0 0 2 2 1 3 14 Expectedco
nsistentPas
s

Common
Cause

Number of E.Coli Bacteraemia Safe Director of Nursing 0 0 0 0 2 1 0 0 1 1 1 3 9 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of Pseudomonas bacteraemia Safe Director of Nursing 0 0 1 0 0 0 0 0 1 0 0 0 2 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of Klebsiella Safe Director of Nursing 0 0 0 2 0 0 0 0 0 1 0 0 3 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 36 2 2 6 4 7 7 4 3 2 6 2 45 Expectedco
nsistentPas
s

Common
Cause

Hospital Onset- Healthcare Acquired (HO-HA) CDI cases Safe Director of Nursing n/a 1 1 4 1 6 5 2 1 0 5 2 28 Expectedco
nsistentPas
s

Common
Cause

Community Onset- Healthcare Acquired CDI (CO-HA) cases Safe Director of Nursing n/a 1 1 2 3 1 2 2 2 2 1 0 17 Expectedco
nsistentPas
s

Common
Cause

Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed Safe Director of Nursing 36 0 0 3 1 5 1 1 0 1 1 0 13 Expectedco
nsistentPas
s

Common
Cause

Hand Hygiene Safe Director of Nursing 95% 99,0% 99,0% 98,0% 99,0% 99,0% 100,0% 99,0% 99,0% 100,0% 100,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Bare Below the elbow Safe Director of Nursing 95% 99,0% 99,0% 98,0% 100,0% 99,0% 99,0% 100,0% 100,0% 100,0% 100,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 94,0% 95,0% 93,0% 93,0% 90,0% 94,0% 91,0% 94,2% 92,0% 94,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Cleaning Standards: Private Contract Safe Director of Nursing 85% 96,0% 85,0% 84,0% 86,0% 91,0% 87,0% 90,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 100,0% 96,0% 93,0% 95,0% 93,0% 94,0% 96,0% 94,0% 90,0% 88,0% Expectedco
nsistentPas
s

Common
Cause

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 93,0% 93,0% 94,0% 94,0% 93,0% 96,0% 95,0% 95,2% 94,0% 97,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

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 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail Trend
Variation

Experience Complaints resolved within agreed timeframe Caring Director of Nursing 90% 17,9% 35,0% 60,0% 58,8% 63,6% 50,0% 41,2% 52,0% 71,4% 27,3% 40,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
Low

Number of complaints Caring Director of Nursing <301
 (2018/19) 8 10 8 13 13 22 31 19 16 14 20 174 Expectedco

nsistentPas
s

Common
Cause

Number of complaints reopened Caring Director of Nursing <54
 (2018/19) 1 2 4 5 3 6 0 1 1 3 0 26 Expectedco

nsistentPas
s

Common
Cause

Number of complaints referred to Ombudsman Caring Director of Nursing 6 0 0 0 1 0 0 0 0 0 0 0 1 Expectedco
nsistentPas
s

Improveme
nt - Low

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

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 8,0% 10,4% 10,4% 8,6% 7,0% 8,2% 9,3% 11,1% 9,0% 11,6% 15,1% 9,9% Expectedco
nsistentFail

Concern -
High

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 0 9 81 48 176 304 364 520 217 290 520 2529 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 87% 89% 89% 91% 90% 91% 90% 90% 89% 86% 88% 89,2% Expectedco
nsistentPas
s

Common
Cause

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5,9% 10,1% 9,7% 10,2% 8,7% 7,6% 8,1% 7,7% 6,7% 7,5% 6,1% 8,0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Reducing Harm CQC Domain Responsible
Director Standard apr-20 mai-20 jun-20 jul-20 aug-20 sep-20 okt-20 nov-20 des-20 jan-21 feb-21 Year to

Date Pass/Fail Trend
Variation

Safety Duty of Candour Responsive Director of Nursing 0 3 3 1 8 3 4 6 4 2 2 5 41 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Occurrence of any Never Event Safe Director of Nursing 0 1 0 0 0 0 0 0 0 0 0 0 1 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Number of SIs reported Safe Director of Nursing <75
(2018/19) 2 3 4 7 2 3 8 6 5 4 8 52 Expectedco

nsistentPas
s

Common
Cause

Safety Thermometer - Harm Free Safe Director of Nursing 95% Expectedco
nsistentFail

Concern -
Low

VTE Risk Assessment Safe Medical Director 95% 86,2% 88,0% 90,8% 92,2% 91,8% 90,4% 90,0% 91,5% 90,3% 91,4% 83,9% Expectedco
nsistentFail

Common
Cause

Number of hospital acquired thrombus Safe Medical Director 7 1 5 5 7 6 9 10 13 15 14 92 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 121 122 126 46 51 53 46 57 Expectedco
nsistentFail

Improveme
nt - Low

Pressure ulcers (confirmed avoidable Grade 3,4) Safe Director of Nursing 0 0 0 0 3 0 0 0 0 0 1 1 5 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Total number of deep tissue injury Safe Director of Nursing 30 22 20 24 13 18 19 16 30 28 25 245 Expectedco
nsistentFail

Common
Cause

Total number of moisture associated skin damage Safe Director of Nursing 67 72 54 85 78 79 72 97 70 89 63 826 Expectedco
nsistentFail

Common
Cause

Number of patient falls in inpatient areas Safe Director of Nursing <535
(2018/19) 38 53 40 42 38 68 55 55 43 66 42 540 Expectedco

nsistentPas
s

Common
Cause

Number of patient falls in community hospitals Safe Director of Nursing <246
(2018/19) 6 12 12 7 7 9 13 21 34 17 23 161 Expectedco

nsistentPas
s

Common
Cause

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 9,2 7,4 7,3 10,3 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

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 5,3 7,5 12,4 8,7 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of falls with moderate harm and above Safe Director of Nursing 0 0 2 1 2 1 1 4 2 5 2 4 24 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

Medication Errors (with harm) Safe Director of Nursing <10% 20,0% 22,2% 9,4% 10,6% 8,1% 11,0% 7,9% 12,7% 20,0% 11,7% 10,4% Expectedco
nsistentFail

Common
Cause

% compliance with WHO checklist Safe Medical Director 100% 100,0% 100,0% 100,0% Expectedco
nsistentFail

Common
Cause
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This report is split into four sections as follows: 

1. Quality Priorities contained within the quality account 

2. Other quality indicators 

3. Staffing 

4. Draft Quality Priorities for 2021/22 

 

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   

 

The Thrombosis Committee have developed a monhtly dashboard to support the monitoring of VTE 

standards.  

The latest position on outstanding Hospital Acquired Thrombses cases is as follows (note the backlog 

refers to cases from 1st January 2020- 30th November 2020);  

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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43% of backlog cases are now reviewed and closed. No cases have been identified as requiring duty 

of candour or consideration for further review at the Serious Incident panel. However 33% of 

backlog cases remain awaiting review by the consultant related to the admission where the patient 

potentially acquired a VTE.  

Discussion for learning at Thrombsis Committee commences in March 2021. The Committee are 

devising a number of ways in which to share learning.  

Compliance with VTE risk assessment contiued to decline in February 2021. A review of the data is 

being initiated to ensure reporting is accuarate given the changing of inpatient locations in recent 

months.  

2. Demonstrate an open safety culture particularly in theatres 

 

The WHO checklist compliance is a quarterly update, next due in March 2021.  

3. Embed a culture of learning 

 

The Trust reported eight Serious Incidents in February 2021. The breakdown is as follows;  

 1- Infection Prevention (CPE outbreak) - details can be found later in this report 

 2- Maternity/ Obstetric 

 1- Suboptimal Care of the Deteriorating Patient 

 1- Pressure Ulcer 

 3- Treatment delay 

 

There are currently 41 open investigations, with the exception of one case all investigations are 

running in line with the statutory timescales.  

 

 

 

 

2/7 25/220



Effective: 

1. Reduce the incidence of hospital acquired functional decline 

 

There were four falls with moderate or above harm in February 2021. All cases were discussed at 

Falls Panel and serious incident panel. In all cases, assessments and preventative measures, where 

required, were in place and therefore none of the cases require Serious Incident investigations.  

 

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

first 

 

 

Caring: 

2 Other quality indicators  

 

 
 

The Trust continues to monitor mixed sex breaches despite national reporting being suspended. 

Numbers in February being as high as the peak in November 2020, in light of management the 

increased pressure of the pandemic.   

 

 
 

There has been an improvement in responsiveness to complaints in February 2021. There are 

currently 64 open complaints, 40 remain with the divisions for completion, 20 of which are overdue. 

A further 13 are overdue for a number of reasons, including awaiting meetings with the complainant 

and 3 cases being investigated as Serious Incidents.  

 

Healthwatch have been supporting the trust in surveying patients who have been discharged from 

our care, so far healthwatch have conducted iterviews with over 60 of our patients.  The draft report 

of findings is being presented to the healthwatch Board in March and will be shared with Wye Valley 

soon after.   
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The national visiting guidance has been updated and Trusts are being asked to adopt the guidance 

where possible in line with the lock down road map.  The easing of restrictions should be in place by 

12 April 2021; visiting will continue to be limited due to the requirement to observe social 

distancing.   

 

 
 

During February, a CPE outbreak was reported on ITU and during March, we have reported a MRSA 

bacteraemia.  

 

In the first instance, a patient was admitted to ITU with known CPE and there was subsequent 

spread to two other patients on the unit. All three patients required antibiotic treatment for this. 

Contacts were isolated, screened and screening continued weekly with no further cases identified. 

During the outbreak, infection prevention undertook additional auditing and training on the unit. 

Early learning identified issues with sessional gown use and hand hygiene being compromised due to 

long sleeved gowns. Short-sleeved gowns are being sourced.  The full route cause is underway and 

full learning will be shared in future reports.  All patients have subsequently been discharged from 

hospital. 

A patient was admitted for a hemi arthroplasty and a MRSA Bacteraemia was diagnosed 13 days 

later. The patients was not previously known to be colonised with MRSA.  The patient is making a 

good response to treatment.  The early review has highlighted learning in relation to screening and 

documentation relating to the cannula and catheter.  A full review is underway. 

The CQC undertook a Transitional Monitoring Call on 16 March to assess the Trusts current 

arrangements for the public vaccination hub at Elgar House.  The early feedback is that the CQC 

were satisfied that the hub was likely to be assessed as ‘low risk’, therefore, not necessitating an 

inspection.  The hub vaccinated its 20,000 individual on 11 March and marked the occasion by 

offering the 20,000 customer some chocolates and flowers. 

3 Staffing 

 In February, we have seen a significant decrease in the number of COVID 19 outbreaks 

within clinical areas at the acute site and within our community hospitals. At the time of 

writing this report, the Trust has no outbreak areas. This has meant that ward areas have 

been able to revert back to their original specialty and patient cohort.  

 During February, some community hospitals have run at reduced bed capacity following 

outbreaks and concerns regarding staff sickness.  
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 The number of staff members contracting COVID 19 has significantly reduced. At the end of 

January 2021, the Trust had over 40 nurses and midwives off sick with Covid; this had 

reduced to less than five at the time of writing.  

 Routine elective surgery has recommenced at the Trust, GAU (16 beds) for surgical elective 

admissions and Elective Orthopaedic Unit (7 beds) have both reopened. 

 The Surgical Admissions Area and a five bedded Day Case Unit to reopen week commencing 

22nd March 2021.   

 On 8th March 2021, ICU returned to their original footprint of eight beds in one unit. All staff 

redeployed to support ICU are now reallocated back to their substantive posts. 

 There is currently one blue ward area in the Acute Trust for COVID respiratory patients, all 

other areas are amber wards, with the three green elective surgical areas. 

 Throughout February ID Medical agency fill rates have greatly improved, and a reduction 

seen in number of requests for Thornbury agency nurses.  

 Routine outpatient activity has recommenced throughout February and March 2021. 

Outpatient nurses redeployed back to this service from ICU and ward areas. 

 Staffing Hub stepped down at the beginning of March as not currently required.  

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.  Under fill rates do not 

represent a patient safety risk and generally related to reduced bed occupancy or the area not being 

fully in commission during the reporting period. 

  Day Night    

  RN Fill HCA Fill RN Fill HCA Fill 
Overall 
CHPPD 

16 Elective Orthopaedic Unit 16% 44% 30% - 14.3 

17 Maternity Ward 98% 92% 98% 98% 7.3 

18 Childrens Ward  90% 111% 98% 61% 22.8 

19Lugg Ward  98% 125% 117% 111% 6.2 

20Arrow Ward  77% 90% 95% 90% 8.0 

21Wye Ward  115% 67% 118% 95% 7.9 

22Frome Ward 120% 99% 149% 85% 9.5 

23Cardiac Care Unit  101%  98%  13.3 

24Leominster Community 
Hospital  

103% 75% 100% 80% 8.6 

25Bromyard Community 
Hospital  

108% 90% 100% 111% 7.7 

26Ross Community Hospital  61% 58% 100% 70% 8.7 

27Leadon Ward  94% 96% 105% 105% 6.6 

28Teme Ward  106% 89% 102% 109% 9.5 

29Monnow Ward  97% 88% 102% 134% 7.7 

30Redbrook Ward  104% 73% 98% 117% 8.3 

31Special Baby Care Unit  79%  80%  22.4 

32Intensive Care Unit     35.9 

33Gilwern Assessment Unit  115% 85% 108% 100% 8.8 

34Acute Medical Unit 108% 105% 120% 99% 8.6 
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Incidents related to staffing 

There were only eight incidents reported in relation to nurse staffing in month.  Seven of the 

incidents relate to lack of staff, the highest reporting area again being Frome ward with 2 incidents. 

Frome is the Trusts respiratory ward and is currently split into a blue and amber area. Acuity on this 

area continued to be high in February, requiring a higher level of nursing care.  

None of the incidents caused patient harm or had a detrimental impact on patient safety or 

experience. 

ICU Staffing 

As discussed in previous reports, nationally and locally with the increase in volumes of patients with 

COVID 19 there has been a need to increase ICU provision. The Trust normally has capacity for eight 

patients within ICU, throughout January and February the Trust has been staffing up to 16-bedded 

capacity.  Just over 40 wte staff were redeployed to ICU to support this surge capacity. On the 8th 

March, a regional decision was made for the Trusts ICU to return to their original footprint of eight 

beds in one unit. All staff redeployed to support ICU have been reallocated back to their substantive 

posts. 

Agency 

As can be seen in the table and graphs below agency spend has decreased in the month of February 

2021. We have seen an increase in the number of WTE substantive nurses, and sickness levels have 

improved in month. ID Medical agency fill rates have improved considerably through the month, 

with the amount of Thornbury agency nurse utilisation dropping significantly.  With continued 

recruitment and substantive staff returning to their clinical areas following redeployment we should 

continue to see a reduction in agency spend. 
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4 Draft Quality Priorities 2021/22 

The Trust Objectives were discussed at the last Board meeting, copied below are the first draft 

Quality Priorities for 2021/22.  These were presented to the Quality Committee earlier this week.  

Experience - Improve the experience of patients receiving our care 

 Demonstrate overall improvement and improve our scores on all aspects of the inpatient 

survey 

 Improve the discharge experience for our patients and their families/Carers 

 Patients will have an up to date, shared RESPECT form accessible via EMIS 

 

Safety - Improve patient safety through increasing our compliance with standards and 

implementing change when we learn from incidents 

 Improve compliance with medicine safety standards 

 Demonstrate improvements in learning from incidents and complaints 

 Using safety visits to engage with frontline staff to work together to improve patient safety 

 

Effective - Deliver safe acute and community care by implementing our Covid recovery plan and 

focussing on improving system productivity 

 

 Effective management of our waiting lists to reduce the risk of harm to patients whose 

treatment is delayed as an impact of the COVID-19 pandemic.  

 

Following discussions at Quality Committee (not yet met at the time of writing this report) and any 

feedback from Board a final version will be presented in May for final approval. 
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Cancer 2WW Referrals  Commentary:

The Trust continues to achieve the 2ww standard with performance of 97% against the 
93% target. 

The Trust achieved the Breast symptomatic 2ww standard again in January with 96.9% 
of referred patients seen within 2 weeks

Referral numbers are now back to normal in the majority of specialties with the exception 
of the following specialities - Lung (85%), Upper GI (90%), Urology (75-80%) and Head & 
Neck (85%).

Cancer 28 Day – Faster Diagnosis Standard Commentary:

The Trust is failing to meet the faster diagnosis standard – January achieved 59.2% 
against the 75% target. ‘Year to date’ performance is 69.2%.

Work is being undertaken with the teams to ensure patients are informed of their 
diagnosis in a timely manner. 

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

The Trust performance in January dropped to 61.3% (target 85%), this was anticipated 
and relates directly to the reduction in surgery in January. 

5 pathways failed the 62 day standard in month – Breast, Haematology, Head & Neck, 
Upper GI and Urology. 

 The Urology team are developing plans for improving their pathway and are now 
undertaking ‘template biopsies’ under local anaesthetic and are working with the 
Radiology team to speed up access to MRI scanning. 

 The Head and Neck team are continuing to work with Worcester Acute Hospital 
colleagues on the patient pathway.

 Breast and Colorectal teams were significantly impacted by surgical capacity. 
 Upper GI performance is  related to tertiary breaches

Cancer Performance vs Peers:

Commentary:

2WW performance remains above the peer group and has done since Dec-19. 31 Day performance has been below the group since July-20 while 62 Day has 
remained below the group for third consecutive month.
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RTT Referrals: Commentary:

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

 2ww referrals are marginally below last year’s levels (91) and significantly above 
the levels expected in the revised plan (984).

 Urgent referrals remain below both last year’s levels and Trust plan, 4122 and 
742 respectively. This shortfall has increased since the last Board report

 Routine referrals remain down against last year and against Trust plan, 11769 
and 2844 respectively. The shortfall has continued to grow month on month.

Elective Activity Commentary:

The most recent Covid ‘surge’ continued to put pressure on both inpatient capacity and 
staffing throughout February and resulted in the continued reduction in the volume of 
planned care the Trust was able to deliver. Activity, in both inpatient and outpatient 
areas, was for the most part, restricted to delivering care to patients with the greatest 
clinical need.  The volume of clinical work the Trust was able to support has increased 
throughout March within both outpatient and inpatient areas. The restoration of activity 
will be completed during April although overall ‘productivity’ will continue to be 
negatively impacted by ‘Covid ‘restrictions

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

2WW (+ Upgrades) 8,792 7,808 984 / 13%

Urgent 13,063 13,805 -742 / -5%

Routine 16,934 19,745 -2811 / -14%

Total 38,789 41,358 -2569 / -6%

Referrals vs Last Year This Year Last year Diff / Var

2WW (+ Upgrades) 8,792 8,701 91 / 1%

Urgent 13,063 17,185 -4122 / -24%

Routine 16,934 28,703 -11769 / -41%

Total 38,789 54,589 -15800 / -29%
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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 in February was 55.7%, marking a third 
consecutive drop in performance since November-20 (61.9%).

Performance against the Welsh RTT standard was 67.2%, a slight reduction from previous 
month.

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

The numbers of patients waiting over 52 week for treatment continues to rise and was 
2,146 (English and Welsh) at month end.  A number of patients have identified their 
desire to defer their treatment due to COVID-19; in line with national guidance these 
patients will remain on the waiting list with their RTT clock ‘ticking’.
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Diagnostic waiters, 6 weeks and over Commentary:

Imaging:

The amount of MRI patients waiting over 6 weeks remains similar to previous month. The 
staffed mobile MRI begins scanning on 23/3/21 and will help to reduce the current 
backlog. The additional mobile CT scanner has now been extended until 30th April 
supplementing substantive capacity. 

The department has experienced acute staffing pressures in ultrasound due to a number 
of staff ‘shielding’ throughout the latest Covid surge. Plans are in place for additional 
capacity including waiting list initiatives for sonographers and additional radiologist lists. 

A new Interventional Radiologist has been appointed. 

Neurophysiology:

Despite ongoing periods of staff absence, the Neurophysiology team have worked 
tirelessly to reduce the EEG waits to around 4 weeks. More complex investigations for 
patients marked as routine are currently at around 7 weeks with ongoing plans to reduce 
this to the 6 week-timeframe with additional weekend sessions planned.

Echocardiography:

There is currently around a 12-14 wait for Echo’s within the Heart & Lung department   
The team have continued to be impacted by some staff absence and have continued to 
prioritise inpatient and urgent patients. The team continue to facilitate additional 
evening sessions and weekend work to try to reduce the wait times as a priority. 

Modality Jan-21 Feb-21 +/-
MRI 915 897 -18
Tomography 138 91 -47
Ultrasound 753 764 11
Barium Enema 0 0 0
DEXA Scan 201 196 -5
Audiology 122 118 -4
Cardiology 951 913 -38
Neurophysiology 85 69 -16
Respiratory physiology 40 48 8
Urodynamics 66 60 -6
Colonoscopy 70 55 -15
Flexi sigmoidoscopy 30 33 3
Cystoscopy 114 83 -31
Gastroscopy 247 179 -68

Total 3732 3506 -226
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Endoscopy Waiting list Endoscopy:

The endoscopy waiting list continues to see improvement with a reassuring performance 
across all modalities, with actions including:

1. Clinical triage process to define patients who are appropriate for ‘straight to 
test’.

2. Waiting list ‘validation’ undertaken by the Referral Management Centre (RMC) 
team

3. Clinical review of ‘surveillance’ lists (Upper and Lower) with application of new 
guidance 

Together, these actions have seen a positive impact on both the waiting list and backlog 
which will be further enhanced by the imminent expansion of capacity funded by the 
CCG.

Emergency Department (ED) activity:  

Commentary:

February saw the lowest attendances since April-20 (Lockdown 1) with 3,854. That was 868 fewer than December and over 1,000 less than February last year.

Total This week Last Week Diff

This Year 3435 3505 -70
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Ambulance conveyances:  

Commentary:

1,634 ambulances conveyed to the Trust in February, the fewest since May-20. 

Ambulance Handover within 30mins:

Despite almost similar patterns of ambulance conveyance the Trust has improved its percentage of ambulance handover within 30 minutes. The percentage of 
handover over 1 hour over the last three months has averaged 1.4% [or 23 per month] which requires further work and improvement, but this is a significant 
improvement from numbers of 1 hour handover delays last year.
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ED maximum 4 hour wait from arrival to departure

Commentary:

February`s 4-hour performance was hindered with continued pressures due to Covid -19. Continuing issues related to bed constrains due to Covid, along with 
ward outbreaks (across both acute and community sites) and challenges due to staffing shortfalls of both medical and nursing teams. Although this steadily 
improved at the month progressed.

Actions taken to maintain flow and patient safety:

- Elective cancellations of all activity that could either release bed capacity to support flow or staffing resource to support inpatient wards, ITU and the 
Emergency Department 

- Workforce cell in operation to co-ordinate movement of staff, both Nursing and Medical, to allow balancing of workforce risk  and support operational 
teams

- Dedicated Blue Covid positive and Covid contact patient wards with a mix of specialities to reduce the risk of outbreaks 
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Despite these challenges a number of improvements were made to our Urgent Care Pathway:

- The transformational building project is progressing well and our new main Same Day Emergency Care [SDEC] area opened on 16th March which is 
incredibly exciting and required a significant effort to achieve, during a challenging period, to deliver this first part of our Acute Floor re-design. 
Other new areas will open in phases over the next couple of weeks/months including: 3 trolleyed area for SDEC procedures; Paediatric Assessment 
unit; front door; Doctor’s office/storage; Mental Health quiet room, and Rapid Assessment Treatment facility. All of this presents huge opportunity and 
the team are currently working through ensuring our procedures and processes are robust and appropriate to maximise the improvements this new 
estate can deliver for the quality of care for our patients.

- The development of a Stroke “Rapid Response Team”, in hours, has been created, led by a Consultant and decisions relating to Stroke ‘pre-alerts’ and 
implementation of Thrombolysis/Thrombectomy have improved [See TIA Stroke Performance] 

-
Same Day Emergency Care (SDEC) Commentary:

Despite the continual challenging workforce issues and estates 
issues within SDEC, 33% of emergency admissions were dealt with 
via SDEC for February which was 2% more than last month and 1% 
higher than February 2020.
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Bed Occupancy – Acute beds Commentary:

Bed occupancy increased only marginally through February as 
pressures associated with the Covid surge continued from January 

Bed Occupancy – Community beds Commentary:

During February, Ross Community Hospital continued to be 
impacted by an ongoing Covid 19 outbreak, whilst Leominster 
Community Hospital continued to receive only Covid 19 patients in 
order to minimise risk of transmission. The sites then fully re-opened 
towards the end of the month, though continued patient turnover, 
and a day to day limitation on numbers of patients able to be 
transferred, saw the community hospitals ending the month with 
low numbers of inpatients.
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Admitted to Stroke ward within 4 hours of presentation Commentary:

SSNAP results for October to December 2020 achieved a rating of 
“C”, however the overall score had increased from 65 to 69 edging 
closer to a “B” rating.

The Stroke team are working to a detailed action plan to deliver 
improvements over the next few months as well as continued work 
to improve the resilience of the service.

% of people who have a TIA who are scanned and treated within 24 hours Commentary:

The Stroke service have delivered a number of improvements over 
the last few months with a higher percentage of people who have 
suffered a suspected TIA now being seen within 24 hours; The Stroke 
“Rapid Response Team” and weekend clinics being in place have 
both contributed to this improvement
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BPT - Fracture Neck of Femur Commentary:

Despite some in month variation, performance continues to 
improve, with a reduction in trajectory for both the ‘Average Time in 
the Emergency Department’ (ED) and ‘Time to theatre’ components.
The upcoming ward reconfiguration will assist in rapid assessment 
and transfer of fractured ‘neck of femur’ patients from ED to the new 
Dinmore ward, thus reducing both ‘Time in ED’ and ‘Time to theatre’ 
further, whilst ensuring all patients have ortho-geriatric input prior 
to surgery for optimum recovery.

Community Contacts Commentary:

Our community services continued to receive lower numbers of 
referrals, whilst at the same time maximised remote consultation 
wherever possible. This resulted in a reasonably static level of 
community activity during February 2021.

0
5000

10000
15000
20000
25000
30000

Ap
r

20
19

/2
0

M
ay Ju
n Ju
l

Au
g

Se
p

O
ct

N
ov De

c

Ja
n

Fe
b

M
ar

Ap
r

20
20

/2
1

M
ay Ju
n Ju
l

Au
g

Se
p

O
ct

N
ov De

c

Ja
n

Fe
b

M
ar

12/13 42/220



 

Cancelled Ops:

Commentary:

19 operations were cancelled at the last minute while 3 of January’s cancellations were not rebooked within 28 days through the month either. These 
cancellations were related to the ongoing COVID impact of the third wave, responding to staffing shortfalls as a result of sickness and staff deployment to 
support expansion of ITU. Despite these issues, the Division continued to complete all emergency surgical activity and through clinical prioritisation, utilising 
the limited theatre capacity to undertake urgent cancer cases.  
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

     

18/19 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21
Staff Numbers (FTE)
Total Budgeted Establishment 2890.7 3146.3 3146.7 3133.2 3138.6 3147.0 3152.1 3173.8 3192.1 3270.7 3345.1 3345.7 3384.8 3392.9
Non Substantive Budget 1.5 4.1 4.1 2.1 1.7 1.7 1.7 1.7 10.2 47.2 110.6 109.5 142.6 146.0
Substantive Budgeted Establishment 2889.2 3142.2 3142.6 3131.0 3136.9 3145.4 3150.4 3172.2 3181.9 3223.4 3234.5 3236.2 3242.2 3246.9
Substantive Staff in Post 2693.6 2912.2 2933.7 2955.3 2960.5 2989.1 2956.9 2935.2 2959.5 2973.3 3009.5 3022.3 3043.5 3070.1
Substantive Vacancy 195.6 230.0 208.9 175.7 176.5 156.3 193.5 237.0 222.4 250.2 225.0 213.9 198.7 176.7
Starters (Excludes FTC/Jnr Drs) 498.3 25.6 39.6 23.7 9.6 12.0 19.0 31.0 45.9 22.3 49.2 24.2 40.4 38.4
Leavers (Excludes FTC/Jnr Drs) 452.3 24.6 24.5 14.1 18.4 14.8 14.7 27.0 20.8 16.7 20.0 16.5 36.7 13.5

1/10 44/220



    

2/10 45/220



18/19 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21
Rolling

12 Months 
Average

Target Threshold

Staff Numbers (FTE)

Total Budgeted Establishment 2890.7 3146.3 3146.7 3133.2 3138.6 3147.0 3152.1 3173.8 3192.1 3270.7 3345.1 3345.7 3384.8 3392.9

Non Substantive Budget 1.5 4.1 4.1 2.1 1.7 1.7 1.7 1.7 10.2 47.2 110.6 109.5 142.6 146.0

Substantive Budgeted Establishment 2889.2 3142.2 3142.6 3131.0 3136.9 3145.4 3150.4 3172.2 3181.9 3223.4 3234.5 3236.2 3242.2 3246.9

Substantive Staff in Post 2693.6 2912.2 2933.7 2955.3 2960.5 2989.1 2956.9 2935.2 2959.5 2973.3 3009.5 3022.3 3043.5 3070.1

Substantive Vacancy 195.6 230.0 208.9 175.7 176.5 156.3 193.5 237.0 222.4 250.2 225.0 213.9 198.7 176.7

Starters (Excludes FTC/Jnr Drs) 498.3 25.6 39.6 23.7 9.6 12.0 19.0 31.0 45.9 22.3 49.2 24.2 40.4 38.4 29.6

Leavers (Excludes FTC/Jnr Drs) 452.3 24.6 24.5 14.1 18.4 14.8 14.7 27.0 20.8 16.7 20.0 16.5 36.7 13.5 19.8

Turnover (% - Rolling 12 Months)

Turnover 12.0% 10.6% 10.1% 9.9% 10.0% 9.6% 9.3% 9.6% 8.9% 8.8% 8.7% 8.3% 8.8% 8.2% 9.2% <=10% >15%

Vacancy (% - In Month)

Vacancy Rate – Total 6.8% 7.3% 6.6% 5.6% 5.6% 5.0% 6.1% 7.5% 7.0% 7.8% 7.0% 6.6% 6.1% 5.4% 6.4% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 9.7% 7.3% 9.0% 6.1% 5.5% 2.8% 3.5% 4.8% 4.7% 4.9% 4.7% 4.6% 4.2% 5.3% 5.0% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.8% 4.8% 6.0% 7.0% 5.8% 5.2% 4.7% 4.1% 4.3% 4.6% 4.8% 5.4% 7.5% 5.7% 5.4% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 87.6% 87.1% 88.7% 88.6% 83.1% 81.2% 78.5% 79.8% 80.9% 75.6% 72.3% 71.4% 70.6% 68.9% 78.3% =>90% <85%

Training (% - In Month)

Core Skills 87.4% 93.0% 92.4% 91.9% 91.4% 92.0% 92.6% 93.2% 92.5% 92.0% 91.5% 91.9% 90.0% 90.6% 91.8% =>90% <85%
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Budgeted establishment demonstrates that we have 176.72 FTE funded substantive vacancies across the Trust as 
follows:

Substantive Vacancies by Division:

Division FTE
Capital -27.11
Clinical Support 48.54
Corporate 20.84
Integrated Care 40.00
Medical 49.73
Surgical 44.71

Grand Total 176.72

  Substantive Vacancies by Staff Group:

Staff Group FTE
Add Prof Scientific and Technic -7.42
Additional Clinical Services 39.92
Administrative and Clerical -11.48
Allied Health Professionals 24.96
Estates and Ancillary -0.19
Healthcare Scientists 10.99
Medical and Dental 55.24
Nursing and Midwifery 
Registered 65.31
Students -1.00
Grand Total 176.72

It is encouraging that the overall turnover at Trust level is now at 8.2% for February, with a rolling 12 month average 
turnover of 9.2%, which is over a 2.5% reduction in the last year. 

Exit Survey Analysis – December to March 2021
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It is reassuring to note that a significant amount of leavers would recommend the Trust and would consider working for 
WVT in future. The main reasons highlighted by staff as areas to be addressed are workload/stress, career progression, 
staffing, flexible/agile working. These issues are being addressed through the WVT Recruitment & Retention Group and 
HR support to Divisions.

New Starter Survey Analysis – December to March 2021

A majority of respondents are satisfied with the recruitment process and their experience of working for the Trust.  The 
introduction of more wellbeing and other HR initiatives over the coming year will enhance staff experience further.
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During this month, overall sickness at Trust level decreased to 5.72%, which is a reduction from 7.5%. Further 
scrutiny of sickness in February highlights the following breakdown:

Division %

Capital 2.24

Clinical Support 4.68

Corporate 2.76

Integrated Care 7.19

Medical 5.30

Surgical 6.85

Grand Total 5.72

Sickness Reason %
Cold, Cough, Flu - Influenza - Covid Related 16.04
Cold, Cough, Flu - Influenza 7.10
Anxiety/stress/depression/other psychiatric illnesses 15.82
Anxiety/stress/depression/other psychiatric illnesses - Covid Related 0.25
Gastrointestinal 10.40
Genitourinary & gynaecological disorders 5.58
Headache/migraine 5.20
Headache/migraine - Covid Related 0.25
Pregnancy related disorders 5.39
Back problems 5.27
Chest & respiratory problems 2.95
Chest & respiratory problems - Covid Related 1.66
Other musculoskeletal problems 4.61
Other known causes – not elsewhere classified 3.72

Staff Group %
Add Prof Scientific and Technic 4.40
Additional Clinical Services 9.33
Administrative and Clerical 3.78
Allied Health Professionals 4.19
Estates and Ancillary 3.84
Healthcare Scientists 1.42
Medical and Dental 2.80
Nursing and Midwifery Registered 6.79
Students 0.00
Grand Total 5.72

The wide range of health 
& wellbeing initiatives 
launched in response to 
the pandemic is still in 
place for staff. 
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HR & OD DEVELOPMENTS – MARCH 2021

STP People 
Board

HR Director is a core member of the Herefordshire and Worcestershire People Board. Staff 
wellbeing and systems working are seen as key to NHS recovery after Covid.

NHS People 
Plan

 Key areas – looking after our people, belonging in the NHS, new ways of working and 
delivering care, growing for the future

 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

 Update on progress to be provided in April and on a quarterly basis thereafter

NHS initiatives  Army support – 16 non clinical personnel provided support to WVT up to 5 March
 International Refugee Nurse Pilot programme – WVT still in line to be a pilot site from July
 The Future of NHS HR & OD programme aims to ensure the NHS meets the workforce 

challenge of the future and create a culture that is compassionate and inclusive across the 
NHS. The programme is running until April and HRDs are involved to help shape the future 
of HR & OD

 NHSEi Aspirant leaders programme for BAME nurses/midwives – WVT to submit an 
application for 2 places 

 The EU Settlement Scheme remains open for EU citizens and their family members, EU 
citizens that were in the UK before 31 December 2020 have until the end of June 2021 to 
apply – WVT supporting EU staff in applying for this scheme
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Staff 
Engagement 

 2020 Staff Survey results were released on 11 March and key slides from the report are 
attached

Sickness 
absence

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

Performance 
Appraisals

 All line managers are being actively encouraged to ensure outstanding performance 
appraisals are completed over the next 4 months. The HR team are working with line 
managers and setting dates in diaries for appraisals to be completed. This will be 
monitored at F&P meetings over the next 4 months and we should see a significant 
improvement with the reduction of covid operational pressures

Health & 
Wellbeing

 Bi-weekly WVT Health & Wellbeing e-Trust Talk publication for staff highlighting initiatives 
in place for all staff 

 Team Time facilitators to run team debriefing sessions following training from May
 Halo leisure to support physical as well as mental wellbeing for WVT employees once 

national lockdown restrictions are lifted from May onwards 
 Pause & Reset sessions with teams across WVT to also cover wellbeing support 

required 
 New H&W staff support mental health & wellbeing hub being promoted to all staff

Strategic 
Workforce

 Registered Nurse Degree Apprenticeship HEE pilot – WVT offering secondment 
opportunity for 8 HCSW to undertake 3 year programme from July

 C Wood representing WVT at newly established Herefordshire Skills Board to 
understand and find solutions to key local skills challenges and employment 

 Monthly HR Team meetings with Lucy Simcock (Risk Manager) to review workforce risks 
on the corporate risk register and develop a WVT workforce risk register

 Workforce planning and development sessions for line managers from May onwards 
 New WVT apprenticeship working group with representation across staff groups 
 Kickstart programme – WVT has submitted an application via Hoople to host 22 young 

people for an initial period of 6 months through the national Kickstart programme
Organisational 
Development

 Refreshed and largely virtual corporate induction to be launched in April
 Education Directorate being launched in partnership with Dr J Clarke in April
 NHSE & I leadership support circles in place for teams
 New WVT leadership & management development prospectus being finalised with Dan 

Pearce
 Insights discovery sessions available for WVT teams
 Teams Reset – COVID & us training sessions available for teams 
 Group leadership development programmes available to WVT line managers
 Ongoing work on developing a WVT and Group leadership academy with appropriately 

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

Equality, 
Diversity & 
Inclusion (EDI)

 HRD representing WVT & the STP at newly established regional EDI subgroup
 EDI STP wide project manager appointed for 12 months is now in post
 WVT EDI group and BAME group meetings have restarted in March
 NHS wide drive to tackle racism and discrimination 
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Flu & Covid 19  82% of staff had the flu jab in 2019/20 - plans for the 2021/22 campaign being discussed 
 E Hermon & L Flanagan leading WVT Covid 19 vaccination programme 
 No significant issues of concern to-date from BAME or other members of staff 
 Staff shielding at home - HR are contacting all those classed as clinically extremely 

vulnerable to arrange a suitable return to work from 1 April (where homeworking isn’t 
possible) and to offer any appropriate support required 

Recruitment & 
Retention

 2020 recruitment – 15,000 people applied for jobs at WVT, 3,850 were shortlisted and 
1,288 were appointed 

 Ongoing work with Indeed in recruiting HCSW
 TRAC recruitment system to be introduced at WVT in April to support the recruitment 

team with recruitment tracking and kpi reporting on all recruitment activity
 Radiographers – 2 international radiographers now expected to join WVT in May and 

further international recruitment planned 
 International Nurse Recruitment Nurses -  35 additional nurses to join WVT by August
 Apprenticeship Career Escalator being used to recruit hard to fill support worker level 

posts 
 Succession planning - utilising the new recruitment policy that allows WVT flexibility to 

retain employees who wish to step down and support other team members to step up to 
more senior roles 

 Virtual open day recruitment event for endoscopy, radiology, district nursing 
 Monthly HR meetings with volunteering service managers to recruit more volunteers 

whilst signposting suitable individuals to join the WVT bank
 Bring back Staff /Return to NHS – ongoing discussions with NHSEI
 WVT Recruitment & Retention group meetings restarted in March to address recruitment 

& retention issues for the Trust 
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NHS People Pulse Report – (February 2021) - The report for February indicates that WVT is viewed positively 
by many staff in most areas. The feedback provided is being used to enhance the working environment for staff.
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I&E Performance against Budget Plan YTD 

 

Through the funding mechanism of the retrospective top-up, the Trust broke-even 

with balanced income and expenditure up to the end of September (month 6). 

The Trust then set a deficit budget plan of £7.003m for the second half of the 

financial year, in order to fund the Phase 3 Restoration Plan. 

However, the second wave of Covid delayed delivery of the Phase 3 Restoration 

Plan and the current financial position reflects the net impact of income (largely 

under block values) and a cost position which comprises both the impact of 

increased Covid activity and the lower than budgeted expenditure on elective care.  

Consequently, the Trust had a year to date surplus of £3.303m at 28th February 

2021.  This was £8.270m better than the planned deficit of £4.968m year to date. 

This month 11 position is currently suggesting that the Trust will return a surplus of 

c£3m by the end of the financial year. Clearly the position is developing rapidly and 

could be subject to further change during the last two months of the year.   

 

 

 

 

 

 

 

 

 

 

Section 5 - Director of Finance, Performance Exceptions 

STATEMENT OF COMPREHENSIVE INCOME - To Month 11  - 28th February 2021 - 2020/21

CURRENT MOVEMENT
ANNUAL M7-11 M7-12 IN
BUDGET BUDGET CURRENT

PLAN PLAN BUDGET ACTUAL VARIANCE Variance MONTH

£000 £000 £000 £000 £000 £000 £000

Contract Income 174,307 73,380 159,729 160,069 340 (627) (295)
Contract Overperformance 0 0 0 0 0 0 0
Excluded Drugs 17,366 6,788 16,009 16,881 873 1,395 686
Specialised Excluded Drug passthrough - CDF/HepC 720 600 600 713 113 113 (406)
Non Contracted Activity (NCA's) 0 0 0 (445) (445) (20) (63)
Other Income for Patient Care 7,402 3,428 6,849 7,139 290 880 681
Donations For Non Current Assets 400 167 367 100 (267) (77) (33)
Other Non Patient Income 5,595 2,477 5,106 4,460 (646) (302) (39)
Top Up Funding prepaid 38,678 16,435 35,391 35,391 0 0 0
Top Up Accrual/Claim 3,449 (283) 3,399 2,727 (672) 40 76
COVID funding - M7-12 5,790 4,825 4,825 4,825 0 0 0
STF Income (Think 111) 122 122 122 122 0 0 0
Swabbing recharges 150 120 120 104 (16) (16) 74
Plan B non-system recharge (Nuffield) 600 500 500 0 (500) (500) (100)

 Total Operating Income 254,580 108,558 233,016 232,086 (929) 887 581

Pay Expenditure 161,869 70,445 147,497 144,769 2,728 2,125 95
Non Pay Expenditure 66,941 29,452 60,414 53,695 6,719 5,229 1,543

Excluded Drugs 18,633 7,776 17,111 18,199 (1,088) (689) (1)

 Total Operating Expenditure 247,444 107,673 225,023 216,664 8,359 6,665 1,637

 EBITDA 7,136 885 7,993 15,423 7,430 7,552 2,218

Depreciation 6,184 2,559 5,658 5,739 (81) 106 35
Gain or loss on asset disposal 9,210 0 0 0 0 0 0
Interest Receivable 0 0 0 0 0 0 0
Interest Payable on Loans 474 176 445 243 202 73 44
Interest Payable on PFI 6,023 2,510 5,521 5,521 0 0 (0)
Dividends on PDC 1,435 598 1,315 972 343 343 38

 

Operating Surplus/ (Deficit) (16,190) (4,958) (4,946) 2,948 7,894 8,074 2,335

Technical Adjustments

Donated Assets - Additions 400 167 367 10 (357) (167) (33)

Donated Asset Depreciation (376) (157) (345) (366) 20 30 36

Donated Assets Adjustment 24 10 22 (356) (377) (196) (70)

Net impact of asset impairments (9,210) 0 0 0 0 0 0

Adj. financial performance retained Surplus/ 

(Deficit) 
(7,003) (4,968) (4,968) 3,303 8,270 8,270 2,405

YEAR TO DATE
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Run Rate 

 

The table below provides context to income and cost levels over a longer period of time (Nb. the values in 2020/21 include the impact of inflation).  This clearly shows a 

significant increase in income.  Costs have been impacted by (i) additional expenditure triggered by the pandemic and (ii) reduced variable costs in line with activity. 

 

 

All Values in £000s

Full Year 

Totals M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11

Income 208,272 20,999 19,454 20,384 20,060 20,368 21,374 21,289 21,753 22,075 21,826 22,504

Pay 149,193 12,198 12,059 11,732 11,863 12,349 13,003 12,839 12,785 13,022 13,231 13,682

Covid 19 related pay 203 526 592 701 597 410 419 348 508 502 611 793

Non Pay 60,993 4,309 3,757 4,328 4,255 4,483 5,014 4,937 4,799 4,686 4,685 4,307

Covid 19 related non-pay 252 1,490 460 619 308 308 142 51 208 173 42 335

Excluded Drugs 17,983 1,379 1,605 1,616 1,886 1,481 1,766 1,614 1,706 1,824 1,799 1,523

EBITDA (20,351) 1,097 981 1,388 1,151 1,337 1,030 1,501 1,747 1,869 1,459 1,864

Depreciation & Interest 16,314 1,028 1,042 1,049 1,039 1,238 1,041 924 1,033 1,023 1,033 1,052

Dividends 426 142 129 20 62 (19) 24 106 82

Donated Asset Adjustment 394 68 (61) (86) (30) (30) (30) (30) (30) (30) (29) (68)

Net impact of fixed asset revaluations and impairments(2,010)

Deficit Prior to PSF and FRF (35,049) 0 0 0 0 0 (0) 545 762 851 349 797

PSF 3,186 0 0 0 0 0 0 0 0 0 0 0

FRF 14,807 0 0 0 0 0 0 0 0 0 0 0

Deficit including PSF & FRF (17,056) 0 0 0 0 0 (0) 545 762 851 349 797

Full Year Deficit 19/20 & YTD 20/21

1920 Values 2021 Values

Actuals 

3,305  
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Income Performance and Contracting – Point of Delivery  

INCOME - BY PATIENT CLASS

2020/21 

ANNUAL 

BUDGET

M7-12 

VARIANCE

MOVEMENT 

IN CURRENT 

MONTH

FORECAST OUT 

TURN

BUDGET ACTUAL VAR. VAR. VAR.

£ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's

Contract Income

Acute Daycase 14,658 10,256 12,923 9,886 (3,038) (2,780) (1,064) 11,345

Elective 7,443 5,405 6,548 4,088 (2,460) (2,302) (923) 4,760

Emergency 59,506 30,251 54,313 41,140 (13,173) (5,602) (1,200) 45,135

Outpatients 17,365 10,164 15,721 14,779 (942) (849) (579) 16,337

Accident & Emergency 12,424 6,197 11,377 9,101 (2,277) (1,026) (280) 9,940

Pathology 3,789 1,894 3,473 2,564 (910) (95) (44) 2,797

Diagnostics 2,997 1,499 2,748 1,329 (1,419) (430) (85) 1,450

Critical Care 4,673 2,336 4,284 4,562 278 353 438 4,977

PbR Excluded Drugs 11,713 5,857 10,737 11,210 473 446 162 12,229

Other Variable & Blocked 10,508 5,254 9,632 8,963 (669) 151 290 9,777

Commissioner Overperformance (1,360) (314) (1,049) 0 1,049 3 0 (215)

Community Community Inpatients 8,568 4,284 7,854 5,031 (2,824) (670) (155) 5,488

Community Direct Access 6,695 3,348 6,137 4,338 (1,800) (658) (174) 4,732

Community Nursing 9,611 4,805 8,810 9,020 210 299 (41) 9,840

Community Child Health 1,568 784 1,437 1,453 16 130 9 1,586

Community Other inc LA 9,442 4,718 8,655 5,447 (3,208) (954) (226) 5,943

COVID 19 block adjustment 6,287 (2,991) 6,743 37,925 31,182 13,854 3,779 40,483

Any Qualified Provider 0 0 0 0 0 0 0 0

Non Contract Income 0

Inter Trust SLAs - Cross Charges 6,890 3,318 6,338 7,163 824 683 102 7,782

Central Funds 4,939 2,745 4,590 4,389 (201) 389 154 4,939

Business Unit Service Income 5,595 2,967 5,106 4,460 (646) (302) (39) 4,849

Named Patient Panel Drugs 1,359 274 1,313 1,258 (55) 689 845 1,304

Donations For Non Current Assets 400 200 367 100 (267) (77) (33) 400

Top Up Funding prepaid 38,678 19,722 35,391 35,391 0 0 0 38,678

Total Operating Income 243,749 122,973 223,449 223,596 146 1,251 937 244,554

Top Up Accrual/Claim - COVID 9,239 5,558 8,224 7,552 (672) 40 76 8,667

Specialised Excluded Drug passthrough - CDF/HepC 720 720 600 713 113 113 (406) 720

Plan B non-system recharge (Nuffield) 600 600 500 0 (500) (500) (100) 0

Swabbing recharges 150 150 120 104 (16) (16) 74 134

Vaccine cost recovery 122 122 122 122 0 0 0 122

TOTAL OPERATING INCOME INCLUDING STF 254,580 130,122 233,015 232,086 (929) 888 580 254,198

INCOME

YEAR TO DATE
M7-12 

BUDGET 

PLAN

 

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.  
 
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. 
Daycase, elective and outpatient activity is now 
measured against the Phase 3 Recovery & Restoration 
plans submitted on 21st September. Variances reported 
are therefore representative of the impact of Covid 19. 
Total income budgets reconcile to the block contract 
regime. 
 
Income received via block contract payments 
continues to exceed the actual value of work 
undertaken as the contract payments are based upon 
2019/20 actuals delivered plus a growth estimate for 
2020/21.  The value of excess payment amounts to 
£38m at month 11. 
 
The Trust has an increasing waiting list size including 
those waiting more than 52 weeks for treatment. At 
the time of writing, there were 2,285 such patients. 
Restoration and recovery plans aim to recover some of 
this shortfall but the second wave of Covid 19 has 
disrupted plans further. 
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Income Performance and Contracting analysis – contracts 

INCOME - BY CONTRACT

2020/21 

ANNUAL 

BUDGET

M7-12 

VARIANCE

MOVEMENT 

IN CURRENT 

MONTH

FORECAST OUT 

TURN

BUDGET ACTUAL VAR. VAR. VAR. ACTUAL

£ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's

CCG Commissioning SLAs

NHS Hereford & Worcester CCG 148,090 74,690 135,641 135,641 (0) 0 (0) 148,090

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

NHS Shropshire CCG 6,629 3,314 6,076 6,076 (0) 0 0 6,629

NHS Gloucestershire CCG 1,590 795 1,458 1,458 (0) (0) 0 1,590

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

Non Contracted Activity (NCA's) 0 0 0 (445) (445) (20) (63) (318)

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

LHB Commissioning SLA's

Powys LHB 14,436 6,633 13,330 13,330 0 0 0 14,436

Aneurin Bevan LHB 1,990 995 1,824 1,824 (0) (0) (0) 1,990

Welsh Specialised Commissioning 138 69 127 127 0 0 0 138

Other Commissioning SLA's

NHSE - Specialised 6,409 3,236 5,870 5,870 0 0 0 6,409

NHSE - Local Area Team 4,297 2,149 3,939 3,939 0 0 0 4,297

NHSE - Armed Forces 254 127 232 232 (0) 0 0 254

Public Health 2,494 1,247 2,286 2,286 0 0 (0) 2,494

MRET 0 0 0 0 0 0 0 0

Commissioner Overperformance (1,360) (314) (1,049) 0 1,049 3 0 0

Contract Variations 923 808 611 496 (115) (115) (29) 796

Inter Trust SLAs (Cross Charge)

Better Care Fund 0 0 (0) 0 0 0 0 0

Gloucestershire Hospitals FT 6,009 3,004 5,508 6,164 656 251 49 6,664

Overperformance Excluded 263 0 263 0 (263) 0 0 0

Powys Trust 266 133 244 676 432 432 53 766

2gether MH Trust 232 112 214 214 0 0 0 232

Other Cross Charges 120 68 110 110 0 (0) 0 120

Central Funding & Training

National & Regional Funding 0 0 0 0 0 0 0 0

Education & Training 4,939 2,745 4,590 4,389 (201) 389 154 4,738

Other

Business Unit Service Income 5,595 2,967 5,106 4,460 (646) (302) (39) 4,849

Named Patient Panel Drugs 1,359 274 1,313 1,258 (55) 689 845 1,304

Donations For Non Current Assets 400 200 367 100 (267) (77) (33) 400

Total Operating Income 205,071 103,251 188,059 188,204 145 1,250 937 205,877

Covid 19 Recharges 38,678 19,722 35,391 35,391 0 0 0 38,678

Specialised Excluded Drug passthrough - CDF/HepC 720 720 600 713 113 113 (406) 720

Top Up Accrual/Claim - COVID 9,239 5,558 8,224 7,552 (672) 40 76 8,667

Plan B non-system recharge (Nuffield) 600 600 500 0 (500) (500) (100) 0

Swabbing recharges 150 150 120 104 (16) (16) 74 134

Vaccine cost recovery 122 122 122 122 0 0 0 122

TOTAL OPERATING INCOME INCLUDING STF 254,580 0 130,123 233,016 232,086 (930) 886 581 254,198

INCOME

YEAR TO DATEM7-12 

BUDGET 

PLAN

 

 

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

The current English NHS contracting 
regime has now been extended until 
the end of June 2021 (ie Q1 21/22). 

Agreements have been made with 
Welsh commissioners for the period 
October to March and these mirror the 
mechanism developed in England (as 
was the case in the first half of the 
financial year). 

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. 
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Cost: 
 
Expenditure on Covid 19 
 
The Trust incurred additional marginal cost beyond its normal baseline of £971.8k during the month.  This takes the total marginal cost, connected to Covid, to £9.97m above a 
normal operational baseline year to date. 
 
The funding mechanism for Covid expenditure changed from M7 and, against an allocation of £5,790k for the second half of the year, the Trust has currently incurred £3,955k. 
 
 
 
2020-21  Month 11  Covid 19  Memorandum Account

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Total

£k £k £k £k £k £k £k £k £k £k £k £k

Pay Expanding workforce 142.8 206.1 185.6 69.9 76.3 68.0 87.7 46.0 29.5 128.5 1,040.5

Sick pay 2.3 44.0 21.1 103.3 14.2 -13.0 -8.6 4.3 20.7 38.1 226.4

COVID-19 virus testing 20.3 28.3 15.3 36.8 41.0 48.7 26.4 40.1 42.3 68.7 61.1 429.1

Support for stay at home models 13.5 23.7 9.2 46.4

Plans to release bed capacity 11.6 13.5 -0.5 4.4 5.2 2.9 2.2 39.3

Increase ITU capacity 113.1 43.4 33.5 58.8 26.5 16.1 17.4 100.9 136.4 60.2 81.3 687.5

Segregation of patient pathways 11.5 11.5

Infection prevention and control training 9.7 4.1 9.0 2.5 4.0 4.9 3.1 1.2 1.3 2.5 42.3

Existing workforce additional shifts 324.9 307.6 330.8 245.1 152.2 236.3 213.5 244.2 253.3 385.5 378.4 3,071.9

Backfill for higher sickness absence 42.7 21.1 59.0 36.6 10.0 20.8 19.7 30.5 18.6 44.7 33.8 337.4

NHS 111 additional capacity 8.7 9.8 18.5

526.1 592.4 701.5 597.4 410.5 419.5 347.8 507.8 502.1 610.5 735.2 5,950.7

Non Pay Revenue Equipment 462.2 13.8 59.4 6.5 14.8 15.3 2.1 21.0 46.0 4.2 138.8 784.2

Consumables

Gross 866.9 509.1 542.8 176.3 146.2 108.4 82.3 123.6 60.2 -34.6 15.9 2,597.1

Less stock -33.2 -106.6 -51.4 -4.8 -4.1 -4.1 -204.2 

Net 833.7 402.4 491.4 171.5 142.1 104.3 82.3 123.6 60.2 -34.6 15.9 2,392.9

Any other 194.2 43.6 68.5 129.8 150.7 22.6 -32.9 41.1 66.6 72.3 81.9 838.5

1,490.1 459.8 619.2 307.8 307.7 142.3 51.5 185.8 172.8 41.9 236.7 4,015.5

Total 2,016.2 1,052.2 1,320.7 905.2 718.2 561.7 399.3 693.6 674.9 652.4 971.8 9,966.3  
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Performance against Cost Budgets 
 

 
Pay expenditure continued to underspend against budget and was £2.728m underspent 
at the end of February.  £2.125m of this underspend related to expenditure planned in 
the period month 7 – month 11, in connection with the phase 3 restoration plan. 
 
Operational non pay was underspent by £5.588m year to date and, similar to pay, 
£4.497m of this has developed from month 7 against the overall £7.003m deficit plan for 
the second half of the financial year.  
 
The adverse variance on the ‘Other Pay’ line reflected the requirement on the Trust to 
account for unused Annual Leave.  This is subject to further calculation, as well as 
national information becoming available, and has been a new and recent requirement of 
Trusts by NHSE/I (while also being subject to audit sign off).  This transaction was not 
planned within the budget and represents a change in accounting policy.  The exact 
value will not be confirmed until 31st March, although it is currently valued at £1.4m. 
 
The overspend against the Excluded Drugs budget is for expenditure incurred outside 
block contracts (largely Oncology) where there is equal and opposite over-recovery of 
income against budget.  Overall, this position is therefore largely neutral. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To Month 11  - 28th February 2021 - 2020/21

 
MOVEMENT

Annual M7-12 IN
CURRENT

BUDGET BUDGET ACTUAL VARIANCE Variance MONTH

£000 £000 £000 £000 £000 £000
Pay

Directors & Sen. Managers =>Band 8 5,653 5,195 5,053 142 109 2

Medical & Dental 46,154 42,386 41,330 1,056 989 248

WLI 960 829 759 70 106 (0)

Nurses & Midwives 64,878 59,665 57,823 1,843 1,628 568

AHPs 12,550  11,573 11,493 80 118 (11)

Pharmacists 1,824 1,673 1,507 166 76 (13)

Professional, Technical, Scientific 8,342 7,632 7,576 56 (8) 25

Managers/Technical >Band 5 3,050 2,817 2,710 107 71 16

Clerical <=Band 5 15,897 14,559 14,202 357 215 36

Other Pay 689 631 1,778 (1,148) (1,173) (775)

Apprenticeship Levy 585 537 538 (1) (4) (1)

Earmarked Reserves - Pay 1,289 (0) 0 0 0 0

161,869 147,497 144,769 2,728 2,125 96

Non Pay

Drugs 4,216 3,857 3,591 266 86 70

Excluded Drugs 18,633 17,111 18,199 (1,088) (689) (1)

Excluded Devices 1,180 1,085 1,230 (145) (140) (30)

Contract pass-through 605 553 484 69 21 14

Med & Surg Supplies 15,543 15,501 12,476 3,025 2,694 774

Implants & Accessories 1,615 1,432 781 651 632 171

Other Clinical Supplies 1,598 1,406 1,263 143 45 18

Clinical Services contracts 5,960 5,359 4,992 367 187 72

Private Sector Sub-Contracting 193 70 43 27 27 13

PFI Contract 10,486 9,613 9,608 5 8 4

Transport & Travel 1,565 1,429 1,054 375 230 44

Establishment expenses 5,327 4,892 4,381 511 506 178

I.T. 2,670 2,829 2,165 664 609 163

Trust Overheads (inc. Insurance) 8,175 7,530 7,385 145 47 9

Other Non Pay 4,607 4,215 3,597 618 224 73

Hoople 1,263 1,152 1,129 23 31 6

Earmarked Reserves - Non Pay 2,541 0 0 0 0 0

85,574 77,483 71,895 5,588 4,497 1,565

Depreciation 6,184 5,700 5,739 (38) 149 12

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

Interest Received 0 0 0 0 0 0

Interest Payable on Loans 474 445 243 202 73 44

Interest Payable on PFI 6,023 5,521 5,521 0 0 (0)

Dividends Payable 1,435 1,315 972 343 343 38

Sub Total 23,326 12,982 12,475 507 565 94

GRAND Total Expenditure 270,770 237,962 229,139 8,824 7,188 1,755

YEAR TO DATE
HEADING
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Nursing Cost Run Rate  

M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 YTD Totals

Substantive & Overtime 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 4,500 4,556 4,535 4,661 4,649 49,933

Bank 260 289 297 350 411 416 3,542 308 267 324 372 415 357 364 426 355 371 443 4,003

Agency 457 486 521 486 428 436 6,720 223 213 172 248 269 388 446 465 474 510 479 3,886

Nursing Expenditure 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 5,311 5,447 5,364 5,543 5,571 57,823

2020/21 Run Rate2019/20 Run Rate

Nurses & Midwives £'000s

 

 
The table above shows the rolling run rate of nursing costs from April 2019 to the 
current reported month.  Operating within the exceptional conditions of the 
pandemic, and with reduced (non Covid) bed occupancy and elective activity in the 
first half of the year, agency costs fell.    
 
Agency costs are now running at a higher rate than at the end of last financial year.  
This is driven by higher volumes than used in the first half of the year combined with 
general price pressure in the commercial Agency market as a result of (non-) 
availability of agency nurses.  The Master Vend arrangement is thought to have 
provided some protection to the Trust in avoiding some of the wider impact of this 
situation. 
 
This graph illustrates the relationship between substantive, overtime and bank against 
agency trends over the course of a 12 month period.  This shows the agency cost 
proportionally increasing above the alternative preferred options of substantive, 
overtime and bank.   

 
 
 
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 the last financial year.  Progress has been 
made at reducing this.  
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Medical Staffing Cost Run Rate 
 

M7 M8 M9 M10 M11 M12 19-20 Totals M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 YTD Totals

Substantive 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 2,964 2,812 3,071 2,988 2,988 32,181

Bank 275 291 241 460 432 349 3,848 430 420 436 415 538 512 586 610 556 442 538 5,482

WLI 120 159 139 118 129 137 1,866 32 40 27 26 26 62 101 108 130 95 126 774

Agency 535 545 520 521 479 660 5,910 441 405 185 238 340 406 296 347 408 276 309 3,653

Medical Expenditure 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 3,948 3,878 4,165 3,801 3,960 42,090

2020/21 Run Rate2019/20 Run Rate

Medical Staffing £'000s

 
 
The table above shows the rolling run rate for Medical Staffing costs from April 2019 to the current reported month.  Bank arrangements have generally increased and this 
reflects the favourable impact of attracting a higher proportion of staff to operate through the local bank arrangements of the Trust.  Commercial agency showed a significant 
drop in the prior month (10) reflecting lower locum use and the favourable impact of a number of staff returning from sick leave.  Expenditure increased again during month 11 
to £309k.  
 

 
 
The graph illustrates the trend line of agency cost and substantive costs over a 12 
month period.  A large proportion of the step increase on substantive pay during 
month 6 was due to the Medical Staffing pay award and arrears paid in month 
backdated to April. 
 
The trend lines are currently showing the divergence the Trust would wish to see 
with reduced agency and increased use of substantive hours, although, in the 
current unusual circumstances in respect of patient pathway volumes and points of 
delivery, there will be many factors driving this. 
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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 resulted in lower WLIs 
when compared with the prior year (although starting to increase again over the course of the last six months).  Payments to medical bank workers (including extra sessions to 
substantive staff) show increased usage above last year (including the impact of the pandemic). 
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All Agency Usage 
 

 
 
 
 
The graph plots all agency usage against the cap level issued by NHSI last financial year. 
 
Lower volumes of agency in the first half of this financial year moved the Trust closer to the expenditure cap (and below it for months 2-5).  This closely relates to the 
operational pattern of the Trust and was driven largely by volume rather than price.  In more recent months, expenditure trends have increased on nurse and medical 
commercial agency and the run rate has thus moved above, and further away, from the cap. 
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Scheme Name

20-21 Capital 

Plan value 

(£k)

YTD 

Expenditure 

Feb (£k)

Slippage into 

2021/22

Backlog maintenance 1,115 676

Replacement Wards 15,806 13,490 4,532

Lionel Green Development 0 0

HDU/ critical care - phase 1b 933 863

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

Gaol Street expansion 245 21 460

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

Endoscopy - replacement of washers 182 159

Endoscopy expansion - design and tender 0 0

Additional Theatre(s) - design and tender 32 12

Increase space / capacity within the mortuary 351 17

Restoration and Recovery Estates work 78 78

Increase SDEC and Urgent Care capacity for Winter 1,687 781

SDEC expected to be for GAU revenue - HOLD 0 0

To be confirmed for R&R 0 0

Slippage 0 0 2,092

Estates - other 461 (45) 160

Total Estates 20,890 16,052 7,294

Ultrasound couches. Expansion of continuity of care model 0 0

Replacement of CCU monitors 74 74

Restoration and Recovery Equipment 111 23

Clinical Equipment - other 984 338 500

Total Clinical Equipment 1,169 435 500

EPR phase 2 development and implementation 2,466 2,105 260

EPMA purchase and implementation 1,296 878

Community EMIS implementation 105 98

Windows 10, device replacement & single sign on 705 715

Data centre phase 3 80 0 20

E-rostering & E-job-planning implementation 310 287

Tomcat Upgrade 130 0

Integrated Care and Wellbeing record (Hosted on behalf of STP) 2,300 145

IM&T other 410 239 50

Total IM&T 7,802 4,467 330

Covid 19 1,332 1,085

Finance Lease additions - Radiology MES 1,300 0

Finance Lease additions - 3rd CT Scanner 1,365 0

Donated and granted assets - other 490 100

Total Gross Capital Expenditure 34,348 22,139 8,124
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Capital - Overview 

Capital Summary  
 
Funding Status 
All Capital funding is now in place and has been drawn down for 2020-21. 
 
 
Year to date Expenditure 
The Trust has spent £22.139m against the capital plan during the period of April 
2020 to February 2021. The breakdown is shown in the table to the left. The 
negative value in ‘estates – other’ includes a VAT reclaim received during the last 
month that related to payments made under the P21+ contract. 
 
Even after taking into account the reduction in the plan last month to account for 
further slippage, there remains a significant amount (£12.2m) of capital 
expenditure to go through in the final month of the financial year. 
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The key risks to the capital programme are; 
 

 The impact of Covid 19 and Brexit on the ability for schemes to deliver to programme. In particular, there are a number of large estates schemes programmed to 
complete at the very end of this financial year. Delays have already been encountered on existing estates schemes, due to Covid 19 outbreaks. If further outbreaks 
impacted the completion dates, the Trust would seek to carry forward cash into 2021/22 in order to secure funding to enable the completion early in the new financial 
year.  
 

 The availability to secure funding, in a timely manner, in next financial year for schemes which span across financial years, such as EPR. The Trust is factoring in pre-
commitments when compiling the capital plan for 2021/22. Capital allocations for the next financial year are expected to be confirmed imminently. 
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Balance sheet and Cash-flow position as at 28 February 2021. 

Summary 

 

Cash-Flow 
 
Trust cash-flow has improved significantly in 2020/21 due to the following 
factors: 

 Payment of block and top-up income one month in advance 

 Confirmation that a loan for £11.7m in lieu of PSF and FRF 
advances in 2019/20 would be converted to PDC.   

 Conversion of loans in to PDC thus avoiding loan interest 
repayments 

 Adoption of block contract arrangements which has resulted in a 
reduction in accounts receivables held 

 Full funding of operational expenditure which has protected the 
working capital position 

 Ability to draw down PDC funding for capital schemes in advance 
of expenditure although it should be noted that drawdown of 
funds reflects planned capital expenditure 

 
In March, the advance payment of block contract income has been 
recovered and as a result, the cash balance is projected to reduce by 
approximately £18m by year end. 
 
Looking to 2021/22, the Trust’s cash position will be largely influenced by 
the impact of a projected deficit which will initially be financed through 
cash balances.  In the event of a planned deficit, a dialogue will be 
required with NHSEI in relation to revenue PDC funding. 
 
 

SoFP 
 
The balance sheet has strengthened in 2020/21 due to the conversion of 
£193m of loans to PDC on 16th September 2020. The SoFP is positive 
with additional PDC offsetting a negative Income and Expenditure 
reserve.  The SoFP also reflects a surplus position for the year to date 
and a full year forecast of a £3.3m surplus is also factored in. 
 
Capital expenditure is now projected to be circa £34.5m for the year 
which has reduced due to slippage on schemes. The Trust’s asset base is 
projected to increase by £19m in-year once the impact of depreciation 
and a projected impairment is taken in to account. 
 
Working Capital 
 
The BPPC performance in 2020/21 has improved significantly as a result 
of cash availability.  Cash is no longer a limiting factor on the ability to 
pay suppliers on time.  The main issue is now the efficiency of Managers 
in authorising invoices and receipting goods on a timely basis. 
 
The Trust retains a healthy outstanding accounts position with Mercia 
(PFI supplier) in pursuance of the agreement to pay invoices within 10 
days. 
 
Account receivables reduced by £1m in February including a £350k 
reduction in the value of invoices overdue by more than three months.  
Debtors as measured by outstanding invoices are at very low level. 
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Cash Dashboard 

Number Out of

Double red 

flags Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating

1 6 0 Dec 1.44 1.17 Dec 54.4 38.5
Jan 1.55 1.14 Jan 48.4 39.3
Feb 1.56 1.09 Feb 51.8 27.7

Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating

Dec 0.53 1.25 Dec 1.75 1.88 Dec 90.6% 95.0%
Jan 0.69 1.25 Jan 1.45 1.88 Jan 92.8% 95.0%
Feb 0.31 1.25 Feb 1.39 1.88 Feb 87.0% 95.0%

Month

Perfor-

mance Target Direction Rating

Dec 0 0
Jan 0 0
Feb 0 0

Key Represents an overall negative movement

Green Arrow Represents an overall positive movement Represents missing target - WARNING

Green Flag Represents we are meeting target Represents two months of deterioration

Flag and Movement Status Quick ratio

Better Payment Practice Code

Receivables  have reduced in particular the va lue of 

O/S sa les  invoices . Note that Pre-paid income varies  

on a  quarterly bas is  in relation to PFI. Payables  are 

cons is tent with an ini tia l  reduction in purchase ledger 

invoices  due and an increase in M2 onwards  relating 

to prepaid contract income.

This  ratio highl ights  the abi l i ty of the Trust to convert 

i ts  short term assets  to pay for short term creditors . 

The quick ratio demonstrates  an improvement in 

working capita l  ava i labi l i ty. A target was  set as  part of 

Month 7-12 financia l  planning.

Cash Balance

The Trust's  cash balance has  benefi tted from £11m of 

cash relating to PSF advances  which was  reta ined in 

2020/21 in addition to one months  contract income 

payment in advance.  These amounts  add ci rca  £30m 

to the Trust's  cash pos i tion.

17%
STEADY

No. of red flags
% of red flags

Direction of travel

Aged Receivables - 90+ Days - £m

Suppliers on hold and legal action

Aged Payables - 90+ days - £m

Analysis of Receivables

The Trust has  no outstanding issues  with suppl iers .

There are occas ional  instances  of suppl iers  putting 

the Trust on hold but these are resolved immediately 

and therefore the performance va lue reported 

represents  the number of outstanding issues  at the 

end of the period.

Target i s  set at 0.75% of turnover. The amount of over 

90 day payables  due relates  mainly to accounts  

outstanding with NHSPS, Primecare, UHBT and Glos  

Health and Care FT. Akthough the direction was  down 

in February the performance remains  above target.

Analysis of Payables

Target i s  set at 0.5% of turnover. The amount of over 90 

day debt primari ly relates  to other NHS Bodies  which 

are being esca lated to the finance manamagement 

team. The va lue has  reduced by hal f s ince last month 

due in part to wri te-downs  of speci fic invoices  

(a l though the Trust wi l l  continue to pursue payment)

The Trust performance against BPCC has  improved 

s igni ficantly in 2020/21 and whi ls t M11 has  seen a  

s l ight reduction in performance i t s ti l l  represents  an 

upward tra jectory in terms of performance.  The main 

focus  for improvement i s  now ensuring goods  are 

receipted in a  timely manner.
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 SoFP (Balance Sheet) 

2019/20

February 2021 Accounts M11 Plan M11 YTD M11 Var. Plan Actual Variance

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

NON-CURRENT ASSETS:

Property, Plant and Equipment 83,129 101,538 97,660 (3,878) 103,151 98,043 (5,108)

Intangible Assets 13,487 15,409 15,511 102 16,344 16,548 204

Trade and Other Receivables 790 322 322 0 322 322 0

TOTAL Non Current Assets 97,406 117,269 113,493 (3,776) 119,817 114,913 (4,904)

CURRENT ASSETS:

Inventories 3,830 3,601 3,618 17 3,601 3,601 0

Trade and Other Receivables 23,088 16,772 11,689 (5,083) 16,772 12,246 (4,526)

Cash and Cash Equivalents 16,536 30,482 51,849 21,367 31,765 33,745 1,980

TOTAL Current Assets 43,454 50,855 67,156 16,301 52,138 49,592 (2,546)

TOTAL ASSETS 140,860 168,124 180,649 12,525 171,955 164,505 (7,450)

CURRENT LIABILITIES

Trade and other payables (28,516) (39,751) (44,444) (4,693) (44,531) (31,635) 12,896

Borrowings - Loans, PFI and Finance Leases (197,248) (4,520) (3,833) 687 (4,550) (4,550) 0

Provisions (46) (46) (50) (4) (46) (46) 0

Total Current Liabilities (225,810) (44,317) (48,327) (4,010) (49,127) (36,231) 12,896

NET CURRENT ASSETS/(LIABILITIES) (182,356) 6,538 18,829 12,291 3,011 13,361 10,350

TOTAL ASSETS LESS CURRENT LIABILITIES (84,950) 123,807 132,322 8,515 122,828 128,274 5,446

NON-CURRENT LIABILITIES:

Borrowings - Loans, PFI and Finance Leases (41,291) (38,833) (37,520) 1,313 (37,701) (37,701) 0

Provisions (1,476) (1,453) (1,426) 27 (1,453) (1,426) 27

Total Non-Current Liabilities (42,767) (40,286) (38,946) 1,340 (39,154) (39,127) 27

ASSETS LESS LIABILITIES (127,717) 83,521 93,376 9,855 83,674 89,147 5,473

TAXPAYERS EQUITY

Public dividend capital 30,324 256,196 248,320 (7,876) 257,936 254,598 (3,338)

Revaluation reserve 13,374 13,522 13,522 0 13,522 13,522 0

Income and expenditure reserve (171,415) (186,197) (168,466) 17,731 (187,784) (178,973) 8,811

TOTAL (127,717) 83,521 93,376 9,855 83,674 89,147 5,473

2020/21 2020/21 Full Year

 

General 
The Trust constructed a plan to cover the second half of the 
financial year.  The February and full year plan position is 
shown compared to the February actual and full year 
forecast. 
The table identifies the opening balance sheet together 
with year to date and projected full year positions. 
 
Non-Current Assets 
Non-current assets reflect additions to assets under 
construction and equipment.  The increase from the 
opening position is due to the ongoing capital programme, 
partially offset by depreciation. The February year to date 
position reflects a further net increase in non-current 
assets of £1.8m. 
 
Current Assets 
The February position reflects an increase in cash partially 
offset by a reduction in debtors.  The debtor reduction is 
due to the impact of the PFI prepayment and a fall in sales 
ledger invoices outstanding. 
 
Current Liabilities 
Current liabilities have increased by £1.7m compared to the 
previous month. Most of the increase relates to manual 
accruals. The Trust continues to pay invoices as speedily as 
possible. 
 
Taxpayers Equity 
The Trust's PDC held has increased by £2m from last month 
as the Trust draws on PDC funding to meet the costs of the 
capital programme. The I&E reserve credit balance has also 
reduced to reflect an increase in surplus. 
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Report to: Public Board
Date of Meeting: 01/04/2021
Title of Report: Updated Standing Orders and Standing Financial Instructions
Status of report: ☒Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Trust Management Board and Audit Committee
Lead Executive Director: Howard Oddy
Author: Erica Hermon, Associate Director of Corporate Governance
Documents covered by this 
report:

1. Updated draft Standing Orders and Standing Financial 
Instructions

2. Proposed Financial Scheme of Delegation
3.  Purpose of the report

To present the draft Standing Orders (SOs) and Standing Financial Instructions (SFIs), including the 
proposed Financial Scheme of Delegation, for WVT.  

4. Recommendation(s)
To review and provide approval of the draft SOs and SFIs (including the Financial Scheme of Delegation) 
for adoption by WVT.

5. Executive Director Opinion1

The SOs and SFIs for WVT were last updated in 2017.  It is a requirement that all NHS bodies lay out 
how they will manage the business of the Trust led through the Trust Board and its sub committees. The 
Department of Health have published ‘model’ SOs and SFIs upon which this document is based. In 
addition, as part of accepted Codes of Conduct and Accountability arrangements, boards are expected to 
adopt schedules of reservation of powers and delegation of powers.

SOs and SFIs regulate the proceedings and business of the Trust and are part of its corporate 
governance arrangements. The documents fulfil the dual role of protecting the Trust's interests and 
protecting staff from possible accusation that they have acted less than properly. They also provide a 
comprehensive business framework that is to be applied to all activities. Members of the Board of 
Directors and all members of staff should be aware of the existence of and work to these documents.

This new document has not been ‘tracked changed’ due to the extensive changes from the previous 
version.  A final summary of delegated powers (appendix 1) has not been provided given that they could 
be subject to change depending on feedback from Board members.  That said, unlike the 2017 version, it 
is intended to collate the delegations by job role which will make it more explicit and easier for post 
holders to see exactly what they are responsible for.  Most significantly, changes have been made and 
more detail has been provided to the areas of procurement and contracts (including the rules of contract 
exemptions), following more of a ‘contract procedure rules’ type model.  Other than that, there are no 
significant changes to the content.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

2/2 70/220



1 | P a g e

STANDING ORDERS 
AND 
STANDING FINANCIAL INSTRUCTIONS
2020-2022

1/85 71/220



2 | P a g e

Table of Contents
Foreword to Standing Orders....................................................................................................................9

INTRODUCTION .......................................................................................................................................10

SECTION A - INTERPRETATION AND DEFINITIONS FOR STANDING ORDERS AND STANDING FINANCIAL 
INSTRUCTIONS ................................................................................................................................................11

Legislation definitions: ............................................................................................................................11

Other definitions: ....................................................................................................................................11

Policy statements: general principles......................................................................................................13

SECTION B – STANDING ORDERS FOR THE REGULATION OF THE PROCEEDINGS OF WYE VALLEY NATIONAL 
HEALTH SERVICE..............................................................................................................................................14

Part 1 – Membership................................................................................................................................14

1 Name and business of the Trust......................................................................................................14

2 Composition of the Membership of the Trust Board ......................................................................14

3 Appointment of Chair and Members of the Trust Board ................................................................15

4 Appointment and Powers of Deputy Chair & Senior Independent Director ...................................15

5 Tenure of office ...............................................................................................................................16

6 Code of Conduct and Accountability and the Trust’s commitment to openness............................16

7 Functions and roles of Chair and directors......................................................................................16

Part 2 – Meetings .....................................................................................................................................16

8 Ordinary meetings of the Trust Board.............................................................................................16

9 Extraordinary meetings of the Trust Board.....................................................................................17

10 Notice of meetings ......................................................................................................................17

11 Agenda and Supporting Papers ...................................................................................................18

12 Chair of meetings ........................................................................................................................19

13 Voting ..........................................................................................................................................19

14 Quorum .......................................................................................................................................20

15 Petitions ......................................................................................................................................20

16 Notice of Motion .........................................................................................................................20

17 Emergency Motions ....................................................................................................................20

18 Motions: Procedure at and during a meeting .............................................................................21

19 Amendments to motions.............................................................................................................21

20 Rights of reply to motions ...........................................................................................................21

21 Withdrawing a motion ................................................................................................................21

22 Motions once under debate........................................................................................................21

23 Motion to rescind a decision of the Trust Board.........................................................................22

24 Chair's ruling................................................................................................................................22

2/85 72/220



3 | P a g e

25 Suspension of Standing Orders ...................................................................................................22

26 Variation and amendment of Standing Orders ...........................................................................23

27 Record of attendance..................................................................................................................23

28 Minutes .......................................................................................................................................23

29 Admission and exclusion on grounds of confidentiality of business to be transacted................23

30 General disturbances ..................................................................................................................24

31 Use of Mechanical or Electrical Equipment for Recording or Transmission of Meetings ...........24

32 Observers at Trust meetings .......................................................................................................24

Part 3 – Standards of business conduct ...............................................................................................24

33 The Bribery Act 2010 ...................................................................................................................24

34 General Guidelines ......................................................................................................................24

35 Principles of conduct in the NHS .................................................................................................25

36 Register of Interests ....................................................................................................................25

37 Recording of interests in Trust Board minutes............................................................................27

38 Publication of declared Interests in Annual Report.....................................................................27

39 Exclusion of Chair and members in proceedings on account of pecuniary interest....................27

40 Casual gifts ..................................................................................................................................28

41 Hospitality ...................................................................................................................................29

42 Conflicts of interest .....................................................................................................................29

43 Canvassing of and recommendations by members in relation to appointments .......................31

44 Relatives of members or officers.................................................................................................31

Part 4 – Arrangements for the exercise of functions by delegation and committees .....................31

45 Exercise of functions ...................................................................................................................31

46 Emergency powers ......................................................................................................................32

47 Delegation to committees...........................................................................................................32

48 Delegation to officers ..................................................................................................................32

49 Schedule of decisions reserved for the Trust Board....................................................................32

50 Scheme of Delegated Authorities................................................................................................32

51 Appointment of committees .......................................................................................................33

52 Statutory and mandatory committees ........................................................................................34

53 Non mandatory committees .......................................................................................................35

54 Joint Committees.........................................................................................................................36

55 Applicability of Standing Orders and Standing Financial Instructions to Committees ................36

56 Duty to report Non-Compliance with Standing Orders and Standing Financial Instructions ......36

57 Terms of reference ......................................................................................................................36

3/85 73/220



4 | P a g e

58 Delegation of powers by committees to sub-committees ..........................................................36

59 Approval of appointments to committees ..................................................................................36

60 Appointments for statutory functions.........................................................................................37

61 Proceedings in committee to be confidential .............................................................................37

62 Election of chair of committee ....................................................................................................37

63 Special meetings of committee ...................................................................................................37

Part 5 – Custody of seal and sealing of documents ............................................................................37

64 Custody of seal ............................................................................................................................38

65 Sealing of documents ..................................................................................................................38

66 Bearing witness to the affixing of the Seal ..................................................................................38

67 Register of sealing .......................................................................................................................38

68 Signature of documents ..............................................................................................................38

Part 6 – Waiver of Standing Orders made by the Secretary of State for Health and Social Care38

69 Power of the Secretary of State to make waivers .......................................................................38

70 Definition of ‘Chair’ for the purpose of interpreting this waiver ................................................39

80 Application of waiver...................................................................................................................39

81 Conditions which apply to the waiver and the removal of having a pecuniary interest .............39

SECTION C – STANDING ORDERS AND STANDING FINANCIAL INSTRUCTIONS FOR THE REGULATION OF 
TENDERING AND CONTRACTING (CONTRACT PROCEDURE RULES)................................................................41

2 General ............................................................................................................................................41

3 Delegated authority to enter into contracts ...................................................................................42

4 Competition in purchasing or disposals – procedures ....................................................................42

5 Disposals of land and buildings .......................................................................................................42

6 Interest of officers in contracts .......................................................................................................42

7 Joint Finance Arrangements............................................................................................................43

8 Reverse eAuctions ...........................................................................................................................43

9 Capital investment manual and other Department of Health guidance .........................................43

10 General applicability....................................................................................................................43

11 Health care services ....................................................................................................................43

Part 1 – Use of approved firms and exemptions to contract procedure rules .................................44

12 Exceptions and instances where formal tendering need not be applied ....................................44

13 Items which subsequently breach thresholds after original approval ........................................45

14 Building and Engineering Construction Works ............................................................................45

15 Fair and adequate competition ...................................................................................................45

16 List of approved firms..................................................................................................................46

17 Building and Engineering Construction Works. ...........................................................................46

4/85 74/220



5 | P a g e

18 Financial Standing and Technical Competence of Contractors. ..................................................46

19 Exceptions to using Approved Contractors .................................................................................46

Part 2 – Contracting and tendering procedure .....................................................................................47

20  Invitation to Tender....................................................................................................................47

21 Receipt and safe custody of tenders ...........................................................................................47

22 Opening tenders and register of tenders ....................................................................................48

23 Admissibility ................................................................................................................................48

24 Late tenders.................................................................................................................................49

25 Acceptance of Formal Tenders....................................................................................................49

26 Tender Reports to the Trust Board..............................................................................................50

Part 3 – Competitive and non-competitive quotations ........................................................................50

27   General position on quotations.................................................................................................50

28 Competitive Quotations (contract value of between £5,000 and £19,999.99 excluding VAT over 
the contract life)......................................................................................................................................50

29 Non-Competitive Quotations ......................................................................................................50

30 Quotations to be within Financial Limits.....................................................................................51

31 Authorisation of Tenders and Competitive Quotations ..............................................................51

32 Instances where Formal Competitive Tendering or Competitive Quotation is not required......51

33 Compliance requirements for all contracts .................................................................................51

34 Personnel and Agency or Temporary Staff Contracts .................................................................52

35 Healthcare Services Agreements.................................................................................................52

36 Disposals......................................................................................................................................52

37 In-House Services ........................................................................................................................52

38 Applicability of SFIs on Tendering and Contracting to funds held in trust ..................................53

SECTION D – STANDING FINANCIAL INSTRUCTIONS .......................................................................................54

1 Interpretation..................................................................................................................................54

2 Introduction ....................................................................................................................................54

3 Compliance with these SFIs.............................................................................................................55

4 Responsibilities and delegations .....................................................................................................55

Part 1 – Allocation, planning, budgets, budgetary control and monitoring.......................................57

5  Financial and budget plans.............................................................................................................57

6  Management of the financial resource ..........................................................................................57

7 Setting the annual financial plan.....................................................................................................58

8 Managing and reporting the financial position during the year......................................................58

9  Annual accounts, reports and returns............................................................................................59

10 Budgetary Delegation..................................................................................................................60

5/85 75/220



6 | P a g e

11 Budgetary Control and Reporting................................................................................................60

12 Capital expenditure .....................................................................................................................61

13 Monitoring returns......................................................................................................................61

Part 2 – Audit ............................................................................................................................................61

14 Audit Committee .........................................................................................................................61

15 Director of Finance and Information...........................................................................................62

16 Role of Internal Audit ..................................................................................................................62

17 External Audit..............................................................................................................................63

18 Fraud and corruption ..................................................................................................................63

19 Security Management .................................................................................................................64

Part 3 – Bank and Government Banking Service (GBS) Accounts...................................................64

20 General ........................................................................................................................................64

21 Bank and GBS Accounts...............................................................................................................64

22 Banking Procedures.....................................................................................................................64

23 Tendering and Review.................................................................................................................65

Part 4 – Income, fees and charges and security of cash, cheques and other negotiable 
instruments ................................................................................................................................................65

24 Income Systems...........................................................................................................................65

25 Fees and charges .........................................................................................................................65

26 Debt recovery..............................................................................................................................65

27 Security of cash, cheques and other negotiable instruments .....................................................66

Part 5 – NHS Agreement for provision of services (see also Section C, Paragraph 37) ...............66

28 Service Level Agreements ...........................................................................................................66

29 Involving partners and jointly managing risk ..............................................................................66

30 Reports to Board on SLAs ............................................................................................................67

31 Commissioning ............................................................................................................................67

Part 6 – Terms of service, allowances and payment of employees..................................................67

32 Funded Establishment.................................................................................................................67

33 Staff Appointments .....................................................................................................................67

34 Processing Payroll........................................................................................................................67

35 Contracts of Employment............................................................................................................68

Part 7 – Non-pay expenditure.................................................................................................................69

36 Delegation of Authority...............................................................................................................69

Part 8 – Choice, requisitioning, ordering, receipt and payment for goods and services ................69

37 Requisitioning..............................................................................................................................69

38 System of Payment and Payment Verification ............................................................................69

6/85 76/220



7 | P a g e

39 Prepayments ...............................................................................................................................70

40 Official orders ..............................................................................................................................70

41 Duties of managers and officers..................................................................................................71

42 Joint Finance Arrangements with local authorities and voluntary bodies ..................................71

43 External borrowing......................................................................................................................72

44 Investment ..................................................................................................................................72

45 Financial framework....................................................................................................................72

Part 9 – Capital investment, private financing, fixed asset registers and security of assets .........72

46 Capital Investment ......................................................................................................................72

47 Asset registers .............................................................................................................................74

48 Security of Assets ........................................................................................................................74

Part 10 – Stores and receipt of goods ...................................................................................................75

49 General position ..........................................................................................................................75

50 Control of stores, stocktaking, condemnations and disposal......................................................75

51 Goods supplied by NHS Supply Chain..........................................................................................76

Part 11 – Disposals and condemnations, losses and specials payments........................................76

52 Disposals and condemnation procedures ...................................................................................76

53 Losses and special payments.......................................................................................................76

Part 12 – Information Technology ..........................................................................................................77

54 Responsibilities and duties of the Director of Finance and Information.....................................77

55 Responsibilities and duties of other directors and officers in relation to computer systems of a 
general application..................................................................................................................................78

56 Contracts for computer services with other health bodies or outside agencies.........................78

57 IT risk assessments ......................................................................................................................78

58 Requirements for computer systems, which have an impact on corporate financial systems...79

Part 13 – Patient’s Property ....................................................................................................................79

59 Patient property ..........................................................................................................................79

Part 14 – Funds Held on Trust ...............................................................................................................80

60 Corporate Trustee .......................................................................................................................80

61 Accountability to Charity Commission and Secretary of State for Health and Social Care .........80

62 Applicability of SFIs to funds held on Trust .................................................................................80

Part 15 – Retention of Records.......................................................................................................................80

64 Programme of risk management.................................................................................................81

65 Insurance: Risk Pooling Schemes administered by NHS Resolution............................................81

66 Insurance arrangements with commercial insurers ....................................................................81

67 Arrangements to be followed by the Board in agreeing insurance cover...................................82

7/85 77/220



8 | P a g e

Appendix 1 – Schedule of Reservation and Delegation of Powers..........................................................83

Appendix 2 - Financial Delegation Limits ................................................................................................83

Appendix 3 – Exemption to Contract Procedure Rules Approval Form ..................................................84

8/85 78/220



9 | P a g e

Foreword to Standing Orders 

NHS Trusts are required by law to make Standing Orders (SOs), which regulate the way in which 
the proceedings and business of the Trust will be conducted. Regulation 19 of the NHS Trusts 
(Membership and Procedure) Regulations, 1990 (as amended) requires the meetings and 
proceedings of an NHS Trust to be conducted in accordance with the rules set out in the Schedule 
to those Regulations and with SOs made under Regulation 19(2). 

These SOs and associated documents are extremely important. High standards of corporate and 
personal conduct are essential in the NHS. As the NHS is publicly funded, it is accountable to 
Parliament for the services it provides and for the effective and economical use of taxpayers’ 
money. The SOs, Standing Financial Instructions (SFIs), procedures and the rules and 
instructions made under them provide a framework and support for the public service values 
which are essential to the work of the NHS of: 

• Accountability – the ability to stand the test of Parliamentary scrutiny, public judgements on 
propriety and professional codes of conduct. 

• Probity – an absolute standard of honesty in dealing with the assets of the Trust; integrity 
in decisions affecting patients, staff and suppliers, and in the use of information acquired in 
the course of NHS duties. 

• Openness – transparency about NHS activities to promote confidence between the 
organisation and its staff, patients and the public. 

  
Additional documents, which form part of these “extended” SOs are: 

• SFIs, which detail the financial responsibilities, policies and procedures to be maintained 
by the Trust. 

• Schedule of Decisions Reserved to the Board of the Trust 
• Scheme of Delegated Authorities, which sets out delegated levels of authority and 

responsibility 
 
These extended SOs set out the ground rules within which Board directors and staff must operate 
in conducting the business of the Trust. Observance of them is mandatory. Such observance will 
mean that the business of the Trust will be carried out in accordance with the law, Government 
policy, the Trust’s statutory duties and public service values. As well as protecting the Trust’s 
interests, they will also protect staff from any possible accusation of having acted less than 
properly. 

All executive and non-executive directors and senior staff are expected to be aware of the 
existence of these documents, understand when they should be referred to and, where necessary 
and appropriate to their role, make themselves familiar with the detailed provisions. 
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INTRODUCTION

1. The Wye Valley NHS Trust (the Trust) is a body corporate which was established under on 
1st April 2011 under The NHS Trust (Establishment) Order 1993 (the Establishment Order).

2. The principal place of business of the Trust is Trust Headquarters, Hereford County 
Hospital, Stonebow Road, Hereford, HR1 2ER. 

3. NHS Trusts are governed by statute, mainly the National Health Service Act 2006 and the 
Health and Social Care Act 2012. 

4. The statutory functions conferred on the Trust are set out in the NHS Act 2006 (Chapter 3 
and Schedule 4) and in the Establishment Order. 

5. As a body corporate, the Trust has specific powers to contract in its own name and to act 
as a corporate trustee. In the latter role, it is accountable to the Charity Commission for 
those funds deemed to be charitable as well as to the Secretary of State for Health and 
Social Care. The Trust also has a common law duty as a bailee for property held by the 
Trust on behalf of patients. 

6. The Department of Health (DH) requires that Boards draw up a schedule of decisions 
reserved to the Board and ensure that management arrangements are in place to enable 
responsibility to be clearly delegated to senior managers. The Code of Conduct and Code 
of Accountability makes various requirements concerning possible conflicts of interest of 
Board directors. The NHS Trusts (Membership and Procedure) Regulations 1990 requires 
the establishment of audit and remuneration committees with formally agreed terms of 
reference. 

7. The Freedom of Information Act 2000 and the Environmental Information Regulations 2004 
sets out the requirements for public access to information on the NHS. 

8. Through these SOs, the Board exercises its powers to make arrangements for the 
exercise, on behalf of the Trust, of any of its functions by a committee or sub-committee 
appointed by virtue of the SOs; or by an officer of the Trust, in each case subject to such 
restrictions and conditions as the Board thinks fit or as the Secretary of State for Health 
and Social Care may direct. 

9. These documents, together with SFIs, provide a regulatory framework for the business 
conduct of the Trust. They fulfil the dual role of protecting the Trusts’ interests by ensuring, 
for example, that all transactions maximise the benefit to the Trust and protecting staff from 
possible accusations that they have acted less than properly. 

10. The SOs, Scheme of Delegation document and SFIs provide a comprehensive business 
framework. All directors and all staff should be aware of the existence of these documents 
and, where necessary, be familiar with their detailed provisions to the extent required for the 
proper conduct of their duties.

11. The failure to comply with SOs and SFIs can be regarded as a disciplinary matter that 
could result in dismissal.
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SECTION A - INTERPRETATION AND DEFINITIONS FOR STANDING 
ORDERS AND STANDING FINANCIAL INSTRUCTIONS

Save as otherwise permitted by law, at any meeting the Chair of the Trust shall be the final 
authority on the interpretation of Standing Orders (SOs) on which the Chief Executive, 
guided by the Company Secretary, shall advise him and in the case of Standing Financial 
Instructions (SFIs) by the Director of Finance and Information.  The following definitions 
apply for this document. 

Legislation definitions: 

• the 2006 Act is the National Health Service Act 2006 
• the 2012 Act is the Health and Social Care Act 2012
• Membership and Procedure Regulations are the National Health Service 

Trust (Membership and Procedure) Regulations 1990 (SI(1990)2024), as 
amended. 

 
Other definitions:

•  Accountable Officer means the NHS Officer responsible and accountable for 
funds entrusted to the Trust.  The officer shall be responsible for ensuring the 
proper stewardship of public funds and assets.  For this Trust, it shall be the 
Chief Executive.

• Board means the Chair, Officer (Executive Directors) and Non-Officer (Non-
Executive Director) members of the Trust collectively as a body.

• Budget means a resource, expressed in financial terms, proposed by the Board 
for the purpose of carrying out, for a specific period, any or all of the functions of 
the Trust.

• Budget holder means a director or employee with delegated authority to 
manage finances (Income and Expenditure) for a specific area of the 
organisation.

• Chair of the Board (or Trust) is the person appointed by the Secretary of State 
for Health and Social Care and Social Care (delegated to NHSE/I) to lead the 
Board and to ensure that it successfully discharges its overall responsibility for 
the Trust as a whole. The expression “the Chair of the Trust” shall be deemed to 
include the Deputy Chair of the Trust if the Chair is absent from the meeting or is 
otherwise unavailable. 

• Chief Executive means the Chief Officer of the Trust. The Chief Executive is 
also the Accountable Officer.

• Managing Director means the Managing Director of Wye Valley NHS Trust and 
the person responsible for the day to day management of the Trust.
Clinical Directors are specialty leads reporting to and accountable to the Chief 
Executive, with professional oversight from the Medical Director. They are 
excluded from the term “director” for the purposes of this document, unless 
specifically stated otherwise. 

• Commissioning means the process for determining the need for and for 
obtaining the supply of healthcare and related services by the Trust within 
available resources.

• Committee means a committee or sub-committee created and appointed by the 
Trust.

• Committee members means persons formally appointed by the Board to sit on 
or to chair specific committees.
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• Contracting and procuring means the systems for obtaining the supply of 
goods, materials, manufactured items, services, building and engineering 
services, works of construction and maintenance and for disposal of surplus and 
obsolete assets.

• Deputy Chair/Senior Independent Director (SID) means the non-officer 
member appointed by the Board to take on the Chair’s duties if the Chair is 
absent for any reason.

• Director of Finance and Information means the Chief Financial Officer of the 
Trust. 

• Executive Director is an officer of the Trust. Up to five will be voting members of 
the Trust Board, appointed in accordance with the Membership and Procedure 
Regulations, 1990. The remainder will not be eligible to vote on the Trust Board. 

• Funds Held on Trust are those funds which the Trust holds at its date of 
incorporation, receives on distribution by statutory instrument, or chooses 
subsequently to accept under powers derived under Part 11 (eleven) of the 
NHS Act 2006. Such funds may or may not be charitable. 

• Member means Executive Director (officer) or Non-Executive Director (non-
officer) member of the Board as the context permits.  Member in relation to the 
Board does not include its Chair. 

• Associate Member means a person appointed to perform specific statutory and 
non-statutory duties, which have been delegated by the Trust Board for them to 
perform, and these duties have been recorded in an appropriate Trust Board 
minute or other suitable record. 

• Membership, Procedure and Administration Arrangements Regulations 
means NHS Membership and Procedure Regulations (SI 1990/2024) and 
subsequent amendments.

• Motion is a formal proposition to be discussed and voted on during the course 
of a Trust Board or Committee meeting. 

• NHS England and NHS Improvement (NHSE/I) is responsible for the 
oversight of NHS Trusts and has delegated authority from the Secretary of 
State for Health and Social Care and Social Care for the appointment of the 
Non-Executive Directors, including the Chair of the Trust. 

• Nominated officer means an officer charged with the responsibility for 
discharging specific tasks within Standing Orders and Standing Financial 
Instructions.
Non-Executive Director also is a member of the Trust Board who is not an 
Executive Director of the Trust and is not to be treated as an Executive Director 
by virtue of regulation 1(3) of the Membership, Procedure and Administration 
Arrangements Regulations.

• Officer (or staff) means an employee of the Trust or any other person holding a 
paid appointment or office with the Trust. (This includes all employees or agents 
of the Trust, including medical and nursing staff and consultants practising upon 
the Trust’s premises and shall be deemed to include employees of third parties 
contracted to the Trust when acting on behalf of the Trust). 
Officer member means a member of the Trust Board who is either an Executive 
Director of the Trust or is to be treated as an Executive Director by virtue of 
regulation 1(3) (i.e. the Chair of the Trust or any person nominated by such a 
Committee for appointment as a Trust member).  

• Company Secretary means a person appointed to act independently of the 
Board to provide advice on corporate governance issues to the Board and the 
Chair and monitor the Trust’s compliance with the law, Standing Orders, and 
Department of Health guidance. 

• SFIs means Standing Financial Instructions.
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• SOs means Standing Orders. 
•   Trust means the Wye Valley NHS Trust.
• Working day means any day, other than a Saturday, Sunday or legal holiday 

Any reference to an Act of Parliament, Statutory Instrument, Direction or Code 
of Practice shall be construed as a reference to any modification, replacement 
or re- enactment for the time being in force. 
All reference to the masculine gender shall be read as equally applicable to the 
feminine gender and vice-versa. 

Policy statements: general principles

These SOs and SFIs must be read in conjunction with the following guidance and any other 
issued by the Secretary of State for Health and Social Care:

• Caldicott Guardian 1997
• Human Rights Act 1998
• Freedom of Information Act 2000
• Bribery Act 2010

The Trust Board will from time to time agree and approve policy statements and procedures 
which will apply to all, or specific groups of staff employed by the Trust.  The decisions to 
approve such policies and procedures will be recorded in an appropriate Trust Board minute 
and will be deemed where appropriate to be an integral part of the Trust's SOs and SFIs. 
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SECTION B – STANDING ORDERS FOR THE REGULATION OF THE 
PROCEEDINGS OF WYE VALLEY NATIONAL HEALTH SERVICE 
Part 1 – Membership 
 
1 Name and business of the Trust 

1.1. All business shall be conducted in the name of Wye Valley NHS Trust (“the Trust”). 

1.2. All funds received in trust shall be in the name of the Trust as corporate trustee. The 
powers exercised by the Trust as corporate trustee, in relation to funds held on trust, 
shall be exercised separately and distinctly from those powers exercised as a Trust. 

1.3. The Trust is governed by the National Health Service Act 1977 and 2006, the 
National Health Service and Community Care Act 1990 as amended by the Health 
Authorities Act 1995 and the Health Act 1999. The Trust has the functions conferred 
on it by Schedule 4 of the 2006 Act. 

1.4. Directors acting on behalf of the Trust as a corporate trustee are acting as quasi- 
trustees. Accountability for charitable funds held on trust is to the Charity 
Commission and to the Secretary of State for Health and Social Care. Accountability 
for non-charitable funds held on trust is only to the Secretary of State for Health and 
Social Care. 

1.5. The Trust has resolved that certain powers and decisions may only be exercised or 
made by the Trust Board in formal session, which may include members participating 
by video or telephone. These powers and decisions are set out in the Schedule of 
Decisions Reserved for the Trust Board in Appendix 1 to these SOs and SFIs and 
have effect as if incorporated into the SOs. 

2 Composition of the Membership of the Trust Board

In accordance with the Membership, Procedure and Administration Arrangements 
regulations the composition of the Board shall be:

2.1 The Chair of the Trust (Appointed by the NHSE/I);

2.2 The voting membership of the Trust Board shall comprise the Chair and five non- 
executive directors (appointed by NHSE/I), together with up to five executive 
directors. At least half of the membership of the Trust Board, excluding the Chair, 
shall be independent non-executive directors. 

2.3 In addition to the Chair, the non-executive directors shall normally include: 

a. one appointee nominated to be the Vice-Chair 
b. one or more appointees who have recent relevant financial experience

Appointees can fulfil more than one of the roles identified. 

2.4 Up to five executive directors (but not exceeding the number of non-executive 
directors) including:
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• Chief Executive
• Director of Finance and Information
• Medical Practitioner (Medical Director)
• Registered Nurse/Midwife (Director of Nursing)
• Managing Director

2.5 The Board may appoint additional executive directors, in crucial roles in the Trust, to 
be non-voting members of the Trust Board. 

2.6 The Trust shall have not more than 11 and not less than eight members (unless 
otherwise determined by the Secretary of State for Health and Social Care and 
Social Care and set out in the Trust’s Establishment Order or such other 
communication from the Secretary of State).

3 Appointment of Chair and Members of the Trust Board

3.1 The Chair and non-executive directors of the Trust are appointed by the NHSE/I, on 
behalf of the Secretary of State for Health and Social Care. 

3.2 The Chief Executive shall be appointed by the Chair and the non-executive 
directors. 

3.3 Executive directors shall be appointed by a committee comprising the Chair, the 
non-executive directors and the Chief Executive. 

3.4 Where more than one person is appointed jointly to an executive director post in 
the Trust, those persons shall become appointed as an executive director, jointly. 
Where the post has voting rights attached, the joint appointees will have the power 
of one vote; and shall count for the purpose of SO 2 as one person:

a. either or both of those persons may attend or take part in meetings of the 
Board;

b. if both are present at a meeting they should cast one vote if they agree;
c. in the case of disagreements no vote should be cast;
d. the presence of either or both of those persons should count as the 

presence of one person for the purposes of SO14 Quorum.

4 Appointment and Powers of Deputy Chair & Senior Independent Director

4.1 Subject to SO 4.2 below, the Chair and members of the Trust may appoint one of 
their numbers, who is not an executive director, to be Deputy Chair & Senior 
Independent Director (SID), for such period, not exceeding the remainder of their 
term as a member of the Trust, as they may specify on appointing them.

4.2 Any member so appointed may at any time resign from the office of Deputy Chair & 
SID, by giving notice in writing to the Chair. The Chair and members may thereupon 
appoint another member as Deputy Chair & SID, in accordance with the provisions of 
SO 4.1.

4.3 Where the Chair of the Trust has died or has ceased to hold office, or where they 
have been unable to perform their duties as Chair owing to illness or any other 
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cause, the Deputy Chair & SID shall act as Chair until a new Chair is appointed or the 
existing Chair resumes their duties, as the case may be; and references to the Chair 
in these SOs shall, so long as there is no Chair able to perform those duties, be 
taken to include references to the Deputy Chair & SID.

5 Tenure of office

5.1 The regulations setting out the period of tenure of office of the Chair and members 
and for the termination or suspension of office of the Chair and members are 
contained in Sections 2 to 4 of the Membership, Procedure and Administration 
Arrangements Regulations.

5.2 The Chair and non-executive directors may be appointed for an initial period not 
exceeding four years and then for three further appointments. 

5.3 The tenure of office of executive directors, other than the Chief Executive and 
Director of Finance and Information, shall be for such period as the Trust Board may 
specify on making the appointment. 

6 Code of Conduct and Accountability and the Trust’s commitment to openness 

All directors shall subscribe and adhere at all times to the principles contained in the Code 
of Conduct and Code of Accountability in the NHS and in the Trust’s Code of Conduct 
(HR.93) and Managing Conflicts of Interest Policy (MF.36). 
 
7 Functions and roles of Chair and directors 

The function and role of the Chair and members of the Trust Board is described within 
these SOs and within those documents that are incorporated into these SO. 
 
Part 2 – Meetings 
 
8 Ordinary meetings of the Trust Board 

8.1. All ordinary meetings of the Trust Board shall be held in public and shall be 
conducted in accordance with relevant legislation, including the Public Bodies 
(Admission to Meetings) Act 1960, as amended, and guidance issued by the 
Secretary for State for Health. Members of the public and representatives of the 
press shall be afforded facilities to attend. 

8.2. Ordinary meetings of the Trust Board shall be held at regular intervals at such 
times and places as the Trust Board may from time to time determine. A minimum 
of six meetings shall be held each year. 

8.3. The Chair shall give such directions as he thinks fit in regard to the arrangements 
for meetings and accommodation of the public and representatives of the press to 
ensure that the Trust Board’s business may be conducted without interruption and 
disruption. 

8.4. The Trust Board may, by resolution, exclude the public from a part or the whole of a 
meeting whenever publicity would be prejudicial to public interest by reason of the 
confidential nature of the business to be transacted   Without prejudice to the power 
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to exclude on grounds of the confidential nature of the business to be transacted, 
the public and representatives of the press will be required to withdraw upon the 
Trust Board resolving as follows: 

“That in the interests of public order the meeting adjourn for (the period to be 
specified) to enable the Board to complete business without the presence of 
the public” 

8.5. Business proposed to be transacted when the press and public have been 
excluded from a meeting as provided in SO 8.4, shall be confidential to members of 
the Board. 

8.6. Members and officers or any employee or representative of the Trust in attendance 
at a private meeting or private part of a meeting, shall not reveal or disclose the 
contents of papers, discussions or minutes of the items taken in private, outside of 
the Trust Board meetings without the express permission of the Trust Board.   

8.7 The Chair may invite any member of staff of the Trust, any other NHS organisation, 
an officer of the local council(s) or any other individual acting in an advisory capacity 
to attend meetings. These invitees shall not count as part of the quorum or have any 
right to vote at the meeting. 

8.8 An annual public meeting shall be held on or before 30 September in each year for 
the purpose of presenting audited accounts, annual reports and any report on the 
accounts. 

8.9 The provisions of these SOs relating to meetings of the Trust Board shall refer only 
to formal Trust Board meetings, whether ordinary or extraordinary meetings. The 
provisions shall not apply to seminars or workshops or other meetings attended by 
members of the Trust Board. 

 
9 Extraordinary meetings of the Trust Board 

9.1 The Chair may call a meeting of the Trust Board at any time. Directors may ask the 
Chair to call a meeting of the Trust Board at any time. 

9.2 A meeting may be called forthwith, by the directors who are eligible to vote, if the 
Chair refuses to call a meeting after such a request has been presented to him, 
signed by at least one third of the whole number of directors who are eligible to 
vote (including at least one executive and one non-executive director); and has 
been presented to him at the Trust’s principal place of business. The directors who 
are eligible to vote may also call a meeting forthwith if, without refusing, the Chair 
does not call a meeting within seven days after receipt of such request. 

10 Notice of meetings 

10.1 The Trust shall set dates and times of regular Trust Board meetings for the 
forthcoming calendar year by the end of November of each year. 

10.2 One third or more members of the Trust Board may requisition a meeting in writing.  
If the Chair refuses, or fails, to call a meeting within seven days of a requisition being 
presented, the members signing the requisition may forthwith call a meeting. In the 
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case of a meeting called by directors in default of the Chair, the notice shall be 
signed by those directors and no business shall be transacted at the meeting other 
than that specified in the notice. 

10.3 A notice of the meeting, specifying the business proposed to be transacted, shall be 
posted before each meeting on the Trust website. The notice shall be delivered to 
every director by the most effective route, at least three working days before the 
meeting. Notice shall be presumed to have been served two days after posting and 
one day after being sent out via email. 

10.4 Lack of service of such notice on any individual director shall not affect the validity 
of a meeting. However, failure to serve such a notice on at least three directors who 
are eligible to vote will invalidate the meeting. 

10.5 Where a part or the whole of a meeting is to be open to the public, official notice of 
the time, place and agenda of the meeting shall be announced in public. As required 
by the Public Bodies (Admission to Meetings) Act 1960 Section 1(4)(a)), notice will 
be given by one or more of the following announcements: 

a. in the local press, 
b. on the Trust’s internet website, 
c. displaying the notice in a conspicuous place in the Trust’s hospitals or other 

facilities
d. displaying the notice in other “central and conspicuous places”.

10.6 The Trust Board may decide to limit publication to details of the items on the meeting 
agenda that will be considered in the part of the meeting to be held in public. A copy 
of the notice including the agenda may also be sent to local organisations that will 
have an interest in the decisions of the Trust Board. These organisations include 
bodies responsible for commissioning acute and community NHS services locally, 
patient and public representative groups and local councils. 

10.6 Notice will be given at least three working days before the meeting. Failure to do so 
will render the meeting invalid. 

11 Agenda and Supporting Papers

11.1 The Trust Board may determine that certain matters will appear on every agenda for 
an ordinary meeting of the Trust Board and that these will be addressed prior to any 
other business being conducted at the discretion of the Chair. On agreement by the 
Trust Board, these matters may change from time to time. 

11.2 A director may request that a matter is included on an agenda. This request should be 
made in writing, including by electronic means, to the Chair, Chief Executive, or the 
Trust Secretary at least seven working days before the meeting. Requests made less 
than seven working days before the meeting may be included on the agenda at the 
discretion of the Chair, or to the extent that this discretion is delegated to the Chief 
Executive and the Company Secretary. 

11.3 Notwithstanding SO11.2, a director may with the consent of the Chair of the meeting, 
add to the agenda of any meetings any item of business relevant to the 
responsibilities of the Trust under “Any Other Business”. 
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11.4 The agenda will be sent to directors five working days before the meeting and 
supporting papers, whenever possible, shall accompany the agenda but will 
certainly be despatched no later than three clear working days before the meeting, 
save in an emergency. 

12 Chair of meetings 

12.1 The Chair shall preside at any meeting of the Trust Board, if present. In his 
absence, the Deputy Chair shall preside. 

12.2 If the Chair and Deputy Chair are absent, the directors present, who are eligible to 
vote, shall choose a non-executive director who shall preside.  An executive 
director may not take the chair. 

12.3 The decision of the Chair of the meeting on questions of order, relevancy and 
regularity (including procedure on handling motions) and his interpretation of the 
SOs shall be final. In this interpretation he shall be advised by the Chief Executive 
and the Trust Secretary and in the case of SFIs he shall be advised by the Director 
of Finance and Information. 

13 Voting 

13.1 It is not a requirement for decisions to be subject to a vote. The necessity of a vote 
shall be indicated by the agreement of at least one third of those attending and 
eligible to vote. The Chair shall be responsible for deciding whether a vote is 
required and what form this will take. 

13.2 Save as provided in SO26 Suspension of Standing Orders and SO27 Variation and 
Amendment of Standing Orders, every question put to a vote at a meeting shall be 
determined by a majority of the votes of members present and voting on the 
question.  In the case of an equal vote, the person presiding i.e. the Chair of the 
meeting, shall have a second, and casting vote.

13.3 At the discretion of the Chair, all questions put to the vote shall be determined by oral 
expression or by a show of hands, unless the Chair directs otherwise, or it is 
proposed, seconded and carried that a vote be taken by paper ballot.

13.4 The voting record, other than by paper ballot, of any question will be recorded to 
show how each director present voted or did not vote, if at least one-third of the 
directors present and eligible to vote so request. 

13.5 If a Board member so requests, their vote shall be recorded by name.

13.6 In no circumstances may an absent member vote by proxy. Absence is defined as 
being absent at the time of the vote. 

13.7 A manager who has been formally appointed to act up for an executive director 
during a period of incapacity or temporarily to fill an executive director vacancy shall 
be entitled to exercise the voting rights of the executive director.
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13.8 A manager attending the Trust Board meeting to represent an executive director 
during a period of incapacity or temporary absence without formal acting up status 
may not exercise the voting rights of the executive director. An executive director’s 
status when attending a meeting shall be recorded in the minutes.

13.9 For the voting rules relating to joint members see SO 3.4.

13.10 Where necessary, a director may be counted as present when available constantly 
for discussions through an audio or video link and may take part in voting on an 
open basis. 

14 Quorum

14.1 No business shall be transacted at a meeting unless at least one-third of the whole 
number of the Chair and members, including at least one executive director and one 
non-executive director is present.

14.2 An Officer in attendance for an Executive Director (Officer Member) but without formal 
acting up status may not count towards the quorum.

14.3 If the Chair or executive director or non-executive director has been disqualified from 
participating in the discussion on any matter and/or from voting on any resolution 
because of a declaration of a conflict of interest (see Part 3 – Standards of 
Business Conduct) that person shall no longer count towards the quorum.  If a 
quorum is then not available for the discussion and/or the passing of a resolution on 
any matter, that matter may not be discussed further or voted upon at that meeting.  
Such a position shall be recorded in the minutes of the meeting.  The meeting must 
then proceed to the next business.

15 Petitions

Where a petition has been received by the Trust, the Chair shall include the petition as an 
item for the agenda of the next meeting.

16 Notice of Motion

16.1 The Chair of the meeting or any member present may propose a motion.  Another 
member must also second it.

16.2 Subject to the provision of SO 18 “Motions: Procedure at and during a meeting” and 
SO 23 “Motions to rescind a resolution”, a member of the Trust Board wishing to 
move a motion shall send a written notice to the Chief Executive who will ensure that 
it is brought to the immediate attention of the Chair.

16.3 The notice shall be delivered at least 10 clear days before the meeting. The Chief 
Executive shall include in the agenda for the meeting all notices so received that are 
in order and permissible under governing regulations. This SO shall not prevent any 
motion being withdrawn or moved without notice on any business mentioned on the 
agenda for the meeting.

17 Emergency Motions
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Subject to the agreement of the Chair, and subject also to the provision of SO 18 ‘Motions: 
Procedure at and during a meeting’, a member of the Trust Board may give written notice of 
an emergency motion after the issue of the notice of meeting and agenda, up to one hour 
before the time fixed for the meeting. The notice shall state the grounds of urgency.  If in 
order, it shall be declared to the Trust Board at the commencement of the business of the 
meeting as an additional item included in the agenda.  The Chair's decision to include the 
item shall be final.

18 Motions: Procedure at and during a meeting

The Chair may exclude from the debate, at their discretion, any such motion of which notice 
was not given on the notice summoning the meeting other than a motion relating to:

 the reception of a report;
 consideration of any item of business before the Trust Board;
 the accuracy of minutes;
 that the Trust Board proceed to next business;
 that the Trust Board adjourns;
 that the question be now put.

19 Amendments to motions

19.1 A motion for amendment shall not be discussed unless it has been proposed and 
seconded.

19.2 Amendments to motions shall be moved relevant to the motion, and shall not have 
the effect of negating the motion before the Board.

19.3 If there are a number of amendments, they shall be considered one at a time.  When 
a motion has been amended, the amended motion shall become the substantive 
motion before the meeting, upon which any further amendment may be moved.

20 Rights of reply to motions

20.1 Amendments.   The mover of an amendment may reply to the debate on their 
amendment immediately prior to the mover of the original motion, who shall have the 
right of reply at the close of debate on the amendment, but may not otherwise speak 
on it.

20.2 Substantive/original motion.   The member who proposed the substantive motion 
shall have a right of reply at the close of any debate on the motion.

21 Withdrawing a motion

A motion, or an amendment to a motion, may be withdrawn.

22 Motions once under debate

22.1 When a motion is under debate, no motion may be moved other than:

• an amendment to the motion
• the adjournment of the discussion, or the meeting
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• that the meeting proceeds to the next business
• that the question should be now put
• the appointment of an 'ad hoc' committee to deal with a specific item of 

business
• that a member/director be not further heard
• a motion under Section l (2) or Section l (8) of the Public Bodies (Admissions to 

Meetings) Act l960 resolving to exclude the public, including the press (see SO 
32). 

22.2 In those cases where the motion is either that the meeting proceeds to the “next 
business” or “that the question be now put” in the interests of objectivity these should 
only be put forward by a member of the Board who has not taken part in the debate 
and who is eligible to vote. 

22.3 If a motion to proceed to the next business or that the question be now put, is carried, 
the Chair should give the mover of the substantive motion under debate a right of 
reply, if not already exercised. The matter should then be put to the vote.

23 Motion to rescind a decision of the Trust Board 

23.1 Notice of motion to rescind any resolution (or the general substance of any 
resolution) which has been passed within the preceding six calendar months shall 
bear the signature of the member who gives it and also the signature of three other 
members, and before considering any such motion of which notice shall have been 
given, the Trust Board may refer the matter to any appropriate Committee or the 
Chief Executive for recommendation.

23.2 When any such motion has been dealt with by the Trust Board it shall not be 
competent for any director/member other than the Chair to propose a motion to the 
same effect within six months.  This SO shall not apply to motions moved in 
pursuance of a report or recommendations of a committee or the Chief Executive.

23.3 When the Trust Board has debated any such motion, it shall not be permissible for 
any director, other than the Chair to propose a motion to the same effect within a 
further period of six calendar months. 

24 Chair's ruling

The decision of the Chair of the meeting on questions of order, relevancy and regularity 
(including procedure on handling motions) and their interpretation of the SO and SFIs, at the 
meeting, shall be final.

25 Suspension of Standing Orders

25.1 Except where this would contravene any statutory provision or any direction made by 
the Secretary of State or the rules relating to the Quorum (SO 14), any one or more 
of the SOs may be suspended at any meeting, provided that at least two-thirds of the 
whole number of the members of the Trust Board are present (including at least one 
executive director and one non-executive director) and that at least two-thirds of 
those members present signify their agreement to such suspension.  The reason for 
the suspension shall be recorded in the Trust Board's minutes.
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25.2 A separate record of matters discussed during the suspension of SOs shall be made 
and shall be available to the Chair and members of the Trust.

25.3 No formal business may be transacted while SO are suspended.

25.4 The Audit Committee shall review every decision to suspend SO.

26 Variation and amendment of Standing Orders

These SOs shall not be varied except in the following circumstances:

• upon a notice of motion under SO 16
• upon a recommendation of the Chair or Chief Executive included on the agenda 

for the meeting
• that two thirds of the Trust Board members are present at the meeting where the 

variation or amendment is being discussed, and that at least half of the Trust’s 
non-executive members vote in favour of the amendment

• providing that any variation or amendment does not contravene a statutory 
provision or direction made by the Secretary of State.

27 Record of attendance

27.1 The names of the directors and others invited by the Chair present at the meeting 
shall be recorded in the minutes. 

27.2 If a director is not present for the entirety of the meeting, the minutes shall record 
the items that were considered whilst they were present. 

28 Minutes

28.1 The minutes of the proceedings of a meeting shall be drawn up and submitted for 
agreement at the next meeting where the person presiding at it shall sign them.

28.2 No discussion shall take place upon the minutes except upon their accuracy or where 
the Chair considers discussion appropriate.

28.3 Any amendment to the minutes as to their accuracy shall be agreed and recorded 
at the next meeting and the amended minutes shall be regarded as the formal 
record of the meeting. 

29 Admission and exclusion on grounds of confidentiality of business to be 
transacted

The public and representatives of the press may attend all meetings of the Trust, but shall be 
required to withdraw upon the Trust Board as follows:

“that representatives of the press, and other members of the public, be 
excluded from the remainder of this  meeting having regard to the 
confidential nature of the business to be transacted, publicity on which would 
be prejudicial to the public interest”, Section 1 (2), Public Bodies (Admission to 
Meetings) Act l960.
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30 General disturbances

The Chair (or Deputy Chair) shall give such directions as they think fit with regard to the 
arrangements for meetings and accommodation of the public and representatives of the 
press such as to ensure that the Trust’s business shall be conducted without interruption and 
disruption.  Section 1(8) of the Public Bodies (Admissions to Meetings) Act 1960 provides 
the Trust Board power of exclusion to suppress or prevent disorderly conduct or other 
misbehaviour at a meeting. The public will be required to withdraw upon the Trust Board 
resolving:

“That in the interests of public order the meeting adjourn for (the period to be 
specified) to enable the Trust Board to complete its business without the 
presence of the public”. 

31 Use of Mechanical or Electrical Equipment for Recording or Transmission of 
Meetings

Nothing in these Standing Orders shall require the Trust Board to allow members of the 
public or representatives of the press to record proceedings in any manner whatsoever, 
other than writing, or to make any oral report of proceedings as they take place without the 
prior agreement of the Trust Board. 

32 Observers at Trust meetings

The Trust will decide what arrangements and terms, conditions it feels are appropriate to 
offer in extending an invitation to observers to attend and address any of the Trust Board’s 
meetings and may change, alter or vary these terms, and conditions as it deems fit.

Part 3 – Standards of business conduct 
33 The Bribery Act 2010

33.1 The Bribery Act 2010 came into force on 1 July 2011.  The Act is designed to combat 
bribery and corruption in the public and private sector, and means that any 
incorporated organisation, including NHS bodies, are liable to severe penalties if they 
fail to implement adequate procedures to prevent bribes being paid on their behalf.

33.2 The Act includes two general offences involving, firstly, the offering or paying of 
bribes (“active” bribery) and secondly, the request or receipt of bribes (“passive” 
bribery).  The Act also provides that a commercial organisation could be guilty of an 
offence if a person “associated with” the organisation commits a bribery offence.  
Organisations will have a defence against prosecution if they can demonstrate they 
have “adequate procedures” in place to prevent bribery.

33.3 Under the new Act the offence applies to all staff in the organisation and the 
organisation could be guilty of an offence even if no one within the organisation apart 
from the offender knew of the bribery.  

34 General Guidelines 
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34.1 These are general guidelines only and should be considered along with the 
publication - Standards of Business Conduct for NHS staff – HSG(93)5.  NHS 
employers are responsible for ensuring that these guidelines are brought to the 
attention of all employees; also that machinery is put in place for ensuring that they 
are effectively implemented.

34.2 It is the responsibility of staff to ensure that they are not placed in a position which 
risks, or appears to risk, conflict between their private interests and their NHS duties. 
This primary responsibility applies to all NHS staff i.e those who commit NHS 
resources directly (e.g. by the ordering of goods) or those who do so indirectly (e.g. 
by the prescribing of medicines). A further example would be staff who may have an 
interest in a private nursing home and who are involved with the discharge of patients 
to residential facilities.

34.3 It is a long established principle that public sector bodies, which include the NHS, 
must be impartial and honest in the conduct of their business, and that their 
employees should remain beyond suspicion. It is also an offence under the 
Prevention of Corruption Acts 1906 and 1916 for an employee corruptly to accept any 
inducement or reward for doing, or refraining from doing anything, in his or her official 
capacity, or corruptly showing favour or disfavour, in the handling of contracts.

34.4 Staff will need to be aware that a breach of the provisions of these Acts renders them 
liable to prosecution and may also lead to loss of their employment and 
superannuation rights in the NHS.

35 Principles of conduct in the NHS

35.1 NHS staff are expected to:

 ensure that the interest of patients remains paramount at all times.
 be impartial and honest in the conduct of their official business
 use the public funds entrusted to them to the best advantage of the service, 

always ensuring value for money

35.2 It is also the responsibility of staff that they do NOT:

 abuse their official position for personal gain or to benefit their family or 
friends;

 seek to advantage or further private business or other interests, in the course 
of their official duties

36 Register of Interests 

36.1 The NHS Code of Accountability requires Trust Board Members to declare interests, 
which are relevant and material to the NHS Board of which they are a member. All 
existing Board members should declare such interests. Any Board members 
appointed subsequently should do so on appointment. 

36.2 Interests which should be regarded as "relevant and material" are: 

a. Directorships, including non-executive directorships held in private companies 
or PLCs (with the exception of those of dormant companies);
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b. Ownership or part ownership of private companies, businesses or 
consultancies likely or possibly seeking to do business with the NHS; 

c. Majority or controlling shareholdings in organisations likely or possibly seeking 
to do business with the NHS;

d. A position of authority in a charity or voluntary organisation in the field of health 
and social care; 

e. Any connection with a voluntary or other organisation contracting for NHS 
services; 

f. Research funding/grants that may be received by an individual or their 
department; 

g. Interests in pooled funds that are under separate management. 

36.3 Any member of the Trust Board who comes to know that the Trust has entered into or 
proposes to enter into a contract in which they or any person connected with them 
has a pecuniary (eg financial or commercial) interest, direct or indirect, the Board 
member shall declare his/her interest by giving notice in writing of such fact to the 
Trust as soon as practicable. 

36.4 Influence rather than the immediacy of the relationship is more important in 
assessing the relevance of an interest. The interests of partners in professional 
partnerships including general practitioners should also be considered. 

36.5 The Trust Secretary will ensure that a Register of Interests is established and 
maintained to record formally declarations of interests of directors. The Register of 
Interests will include details of all directorships and other relevant and material 
interests which have been declared by both executive and non-executive directors. 

36.6 These details will be kept up to date by means of a 6-monthly review of the 
Register of Interests in which any changes to interests declared during the 
preceding twelve months will be incorporated. 

36.7 The Register of Interests will be available to the public on the Trust website and 
open to inspection at the Trust’s usual place of business at any time during normal 
business hours (between 09:00am and 17:00pm on any working day). 

36.8 With the exception of the requirement to report interests in the Annual Report, this 
SO also applies in full to:

a. Executive and non-executive directors (or equivalent roles) who have 
decision making roles which involve the spending of taxpayers’ money

b. Members of advisory groups which contribute to direct or delegated decision 
making on the commissioning or provision of taxpayer funded services

c. Those at Agenda for Change band 8d and above 
d. Administrative and clinical staff who have the power to enter into contracts on 

behalf of their organisation 
e. Administrative and clinical staff involved in decision making concerning the 

commissioning of services, purchasing of good, medicines, medical devices 
or equipment, and formulary decisions. 
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37 Recording of interests in Trust Board minutes 

37.1 At the time Board members' interests are declared, they should be recorded in the 
Trust Board minutes. Any changes in interests should be declared at the next Trust 
Board meeting following the change occurring and recorded in the minutes of that 
meeting. 

37.2 During the course of a Trust Board meeting, if a conflict of interest is established, the 
Board member concerned should withdraw from the meeting and play no part in the 
relevant discussion or decision. (See overlap with Standing Order 7.3) 

38 Publication of declared Interests in Annual Report 

Board members' directorships of companies likely or possibly seeking to do business with 
the NHS should be published in the Trust's annual report. The information should be kept up 
to date for inclusion in succeeding annual reports. 

39 Exclusion of Chair and members in proceedings on account of pecuniary 
interest 

39.1 For the sake of clarity, the following definition of terms is to be used in interpreting 
this Standing Order: 

 Spouse shall include any person who lives with another person in the same 
household (and any pecuniary interest of one spouse shall, if known to the 
other spouse, be deemed to be an interest of that other spouse);

 Contract shall include any proposed contract or other course of dealing. 
 Pecuniary interest, subject to the exceptions set out in this SO, a person shall 

be treated as having an indirect pecuniary interest in a contract if:

o they, or a nominee of theirs, is a member of a company or other body (not 
being a public body), with which the contract is made, or to be made or which 
has a direct pecuniary interest in the same, or 

o they are a partner, associate or employee of any person with whom the 
contract is made or to be made or who has a direct pecuniary interest in the 
same. 

39.2 A person shall not be regarded as having a pecuniary interest in any contract if:

 neither they or any person connected with them has any beneficial interest in 
the securities of a company of which they or such person appears as a 
member, or 

 any interest that they or any person connected with them may have in the 
contract is so remote or insignificant that it cannot reasonably be regarded as 
likely to influence them in relation to considering or voting on that contract, or 

 those securities of any company in which they (or any person connected with 
them) has a beneficial interest do not exceed £5,000 in nominal value or one 
per cent of the total issued share capital of the company or of the relevant 
class of such capital, whichever is the less. 

In this instance the person shall still be obliged to disclose/declare their interest in 
accordance with SO 36. 
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39.3 The Trust Board may exclude the Chair or a member of the Trust Board from a 
meeting of the Board while any contract, proposed contract or other matter in which 
they have a pecuniary interest is under consideration. 

39.4 This SO applies to a committee or sub-committee and to a joint committee or sub-
committee as it applies to the Trust and applies to a member of any such committee 
or sub-committee (whether or not he/she is also a member of the Trust) as it applies 
to a member of the Trust.

39.5 The Secretary of State may, subject to such conditions as he may think fit to impose, 
remove any disability imposed by this SO, in any case where it appears to him to be 
in the interests of the NHS that the disability should be removed. 

39.6 Any remuneration, compensation or allowances payable to a director by virtue of 
paragraph 233, Part 11 of the NHS Act 2006 shall not be treated as a pecuniary 
interest for the purpose of this SO. 

39.7 This SO shall not prohibit a director from taking part in the consideration or 
discussion of the contract or other matter, or from voting on any question with respect 
to it, if: 

a. he has an indirect pecuniary interest in a contract, proposed contract or other 
matter by reason only of a beneficial interest in securities of a company or 
other body, and 

b. the total nominal value of those securities does not exceed £5,000 or one- 
hundredth of the total nominal value of the issued share capital of the company 
or body, whichever is the less, and 

c. the share capital is of more than one class, the total nominal value of shares of 
any one class in which he has a beneficial interest does not exceed one- 
hundredth of the total issued share capital of the class. This does not affect his 
duty to disclose the interest 

39.8 This SO also applies in full to any committee or sub-committee or group of the Trust 
Board; and to any member of such committee or sub-committee or group (whether or 
not they are a director). 

40 Casual gifts

40.1 Gifts and hospitality shall only be accepted in accordance with the Trust’s Policy 
Managing Conflicts of Interest Policy (MF.36). Officers of the Trust shall not ask for 
any rewards or gifts, nor shall they accept any rewards or gifts of significant value. 

40.2 Casual gifts offered by contractors or others e.g. at Christmas time, may not be in 
any way connected with the performance of duties so as to constitute an offence 
under the Prevention of Corruption Acts. Such gifts should nevertheless be politely 
but firmly declined. Articles of low intrinsic value such as diaries or calendars, or 
small tokens of gratitude from patients or their relatives, need not necessarily be 
refused. In cases of doubt, staff should either consult their line manager or politely 
decline acceptance.
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40.3 All gifts and hospitality, other than those that are of clearly minimal value (as 
determined in the Managing Conflicts of Interest Policy (MF.36)) should be declared 
in a Register of Gifts and Hospitality kept by the Chief Executive.

40.4 Acceptance of gifts by way of inducements or rewards is a criminal offence under the 
Fraud Act, 2006 and the Bribery Act 2010. 

41 Hospitality

Modest hospitality provided it is normal and reasonable in the circumstances, e.g. lunches in 
the course of working visits, may be acceptable, though it should be similar to the scale of 
hospitality which the NHS as an employer would be likely to offer. Staff should decline all 
other offers of gifts, hospitality or entertainment. If in doubt, they should seek advice from 
their line manager.

42 Conflicts of interest

42.1 NHS employers need to be aware of all cases where an employee, or his or her close 
relative or associate, has a controlling and/or significant financial interest in a 
business (including a private company, public sector organisation, other NHS 
employer and/or voluntary organisation), or in any other activity or pursuit, which may 
compete for an NHS contract to supply either goods or services to the employing 
authority.

42.2 All NHS staff should therefore declare such interests to their employer, either on 
starting employment or on acquisition of the interest, in order that it may be known to 
and in no way promoted to the detriment of either the employing authority or the 
patients whom it serves.

42.3 One particular area of potential conflict of interest, which may directly affect patients, 
is when NHS staff hold a self-beneficial interest in private care homes or hostels. 
While it is for staff to declare interests to their employing authority, the employing 
authority has a responsibility to introduce whatever measures it considers necessary 
to ensure that its interests and those of patients are adequately safeguarded. This 
may for example take the form of a contractual obligation on staff to declare such 
interest. Advice on professional contact issued by the General Medical Council 
recommends that when a doctor refers a patient to a private care home or hostel in 
which he or she has an interest, the patient must be informed of the interest before 
the referral is made. 

42.4 NHS employers should:

 ensure that staff are aware of their responsibility to declare relevant interests 
 consider keeping registers of all such interests and making them available for 

inspection by the public
 develop local policy, in consultation with staff and local staff interests, for 

implementing this guidance. This may include the disciplinary action to be 
taken if an employee fails to declare a relevant interest or is found to have been 
abused his official position, or knowledge, for the purpose of self-benefit, or that 
of family or friends.
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42.5 Individual staff must not seek or accept preferential rates or benefits in kind for 
private transactions carried out with companies with which they have had, or may 
have, official dealings on behalf of their NHS employer. (This does not apply to 
concessionary agreements negotiated with companies by NHS management, or by 
recognised staff interests, on behalf of all staff – for example NHS staff benefits 
schemes.)

42.6 All staff who are in contact with suppliers and contractors(including external 
consultants) and in particular those who are authorised to sign Purchase Orders, or 
place contracts for goods, materials or services, are expected to adhere to 
professional standards of the kind set out in the Corporate Code of Ethics of the 
Chartered Institute of Purchasing and Supply (CIPS).

42.7 Fair and open competition between prospective contractors or suppliers for NHS 
contracts is a requirement of NHS Standing Orders and of EU Directives on Public 
Purchasing for Works and Supplies. This means that:

 no private, public or voluntary organisation or company, which bid for NHS 
business should be given any advantage over its competitors, such as advance 
notice of NHS requirements. This applies to all potential contractors, whether or 
not there is a relationship between them and the NHDS employer, such as a 
long –running series of previous contracts.

 each new contract should be awarded solely on merit, taking into account the 
requirements of the NHS and the ability of the contractors to fulfil them.

42.8 NHS employers should ensure that no special favour is shown to current or former 
employees, their close relatives, associates in awarding contracts to private, or other 
businesses run by them or employing them in a senior or relevant managerial 
capacity. Contracts may be awarded to such businesses where they are won in fair 
competition against other tenders, but scrupulous care must be taken to ensure that 
the selection process is conducted impartially, and that staff who are known to have a 
relevant interest play no part in the selection.

42.9 NHS employees are advised not to engage in outside employment, which may 
conflict with their NHS work, or be detrimental to it. They are advised to tell their NHS 
employing authority if they think they may be risking a conflict of interest in this area: 
the NHS employer will be responsible for judging whether the interests of patients 
could be harmed.

42.10 Acceptance by staff of commercial sponsorship for attendance at relevant 
conferences and conferences is acceptable, but only where the employee seeks 
permission in advance and the employer is satisfied that acceptance will not 
compromise purchasing decisions.

42.11 On occasions when NHS employers consider it necessary for staff advising on the 
purchase of equipment to inspect such equipment in operations in other parts of the 
country (or exceptionally, overseas), employing authorities will themselves want to 
consider meeting the cost, so as to avoid putting in jeopardy the integrity of 
subsequent purchasing decisions. 
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42.12 Under no circumstances should employers agree to linked deals whereby 
sponsorship is linked to the purchase of particular producers or supply from particular 
sources.

42.13 Staff should be particularly careful using or making public internal information of a 
“commercial-in-confidence” nature, particularly if its disclosure would prejudice the 
principle of a purchasing system based on fair competition. This principle applies 
whether private competitors or other NHS providers are concerned and whether to 
not disclosure is prompted by the expectation of personal gain.

43 Canvassing of and recommendations by members in relation to appointments

43.1 Canvassing of members of the Trust or of any Committee of the Trust directly or 
indirectly for any appointment under the Trust shall disqualify the candidate for such 
appointment.  The contents of this paragraph of the Standing Order shall be included 
in application forms or otherwise brought to the attention of candidates.

43.2 Members of the Trust shall not solicit for any person any appointment under the Trust 
or recommend any person for such appointment; but this paragraph of this Standing 
Order shall not preclude a member from giving written testimonial of a candidate’s 
ability, experience or character for submission to the Trust.

44 Relatives of members or officers

44.1 Candidates for any staff appointment under the Trust shall, when making an 
application, disclose in writing to the Trust whether they are related to any member or 
the holder of any office under the Trust.  Failure to disclose such a relationship shall 
disqualify a candidate and, if appointed, render him liable to instant dismissal.

44.2 The Chair and every member and officer of the Trust shall disclose to the Trust Board 
any relationship between himself and a candidate of whose candidature that member 
or officer is aware.  It shall be the duty of the Chief Executive to report to the Trust 
Board any such disclosure made.

44.3 On appointment, members (and prior to acceptance of an appointment in the case of 
Executive Directors) should disclose to the Trust whether they are related to any 
other member or holder of any office under the Trust.

44.4 Where the relationship to a member of the Trust is disclosed, SO 39 ‘Exclusion of 
Chair and Members in proceedings on account of pecuniary interest’ shall apply.

Part 4 – Arrangements for the exercise of functions by 
delegation and committees 
45 Exercise of functions 

Subject to SO 49 and such directions as may be given by the Secretary of State for Health 
and Social Care and Social Care, the Trust Board may delegate any of its functions to a 
committee or sub-committee or to a director or an officer of the Trust. In each case, these 
arrangements shall be subject to such restrictions and conditions as the board thinks fit. 
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46 Emergency powers 

The powers which the Trust Board has retained to itself within these Standing Orders may 
in emergency be exercised by the Chief Executive and the Chair acting jointly and, if 
possible, after having consulted with at least two non-executive directors. The exercise of 
such powers by the Chief Executive and the Chair shall be reported to the next formal 
meeting of the Trust Board for ratification. 
 
47 Delegation to committees 

The Trust Board shall agree from time to time to the delegation of specific powers to be 
exercised by committees or sub-committees, which it has formally constituted. The Trust 
Board shall approve the constitution and terms of reference of these committees and their 
specific powers. 
 
48 Delegation to officers 

Those functions of the Trust, which have not been retained as reserved by the Trust Board 
or delegated to a committee of the Trust Board, shall be exercised on behalf of the Trust 
Board by the Chief Executive. The Chief Executive shall determine which functions he will 
perform personally and shall nominate officers to undertake the remaining functions for 
which he will still retain accountability to the Trust Board. 

49 Schedule of decisions reserved for the Trust Board 

49.1 The Trust Board shall adopt a ‘Schedule of Decisions Reserved for the Trust Board’ 
setting out the matters for which approval is required by the Trust Board. The 
Schedule that is current at the date of adoption of these SO is contained in 
Appendix 1 and shall be regarded as forming part of these SOs. 

49.2 The Trust Board shall review such Schedule at such times as it considers 
appropriate; and shall update such Schedule in Appendix 1 after each review. 

49.3 The Schedule of Decisions Reserved for the Trust Board shall take precedence 
over any terms of reference or description of functions of any committee or sub-
committee established by the Trust Board. The powers and functions of any 
committee or sub- committee shall be subject to and qualified by the reserved 
matters contained in that Schedule. 

 
50 Scheme of Delegated Authorities 

50.1 The Trust Board shall adopt a Scheme of Delegated Authorities setting out details 
of the directors and officers of the Trust to whom responsibility has been delegated 
for deciding particular matters; and in a director’s or officer’s absence, the director 
or officer who may act for them. The Schedule that is current at the date of 
adoption of these SOs is contained in Appendix 3 and shall be regarded as forming 
part of these SOs. 

50.2 The Trust Board shall review such Schedule at such times as it considers 
appropriate; and shall update such Schedule in Appendices 1 and 2 after each 
review. 
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50.3 The direct accountability, to the Trust Board, of the Director of Finance and other 
Executive Directors to provide information and advise the Trust Board in 
accordance with any statutory requirements shall not be impaired, in any way, by 
the delegations set out in the Scheme of Delegated Authorities. 

 
51 Appointment of committees 

51.1 Subject to such directions as may be given by, or on behalf of, the Secretary of 
State for Health and Social Care, the Trust may, and if directed by him, shall 
appoint committees of the Trust, consisting wholly or partly of directors of the Trust 
or wholly of persons who are not directors of the Trust. Committees will be subject 
to review by the Trust Board from time to time. 

51.2 An appointed committee may, subject to such directions as may be given by, or on 
behalf of, the Secretary of State for Health and Social Care or the Trust Board, 
appoint sub-committees consisting wholly or partly of members of the committee 
(whether or not they include directors of the Trust) or wholly of persons who are not 
members of the committee (whether or not they include directors of the Trust).

51.3 The SO of the Trust, as far as they are applicable, shall apply with appropriate 
alteration, to meetings of any committee or sub-committee. 

51.4 The Trust Board shall approve the terms of reference of each such committee. 
Each committee shall approve the terms of reference of each sub-committee 
reporting to it. The terms of reference shall include details of the powers vested and 
conditions, including reporting back to the committee, or Trust Board. Such terms of 
reference shall have effect as if incorporated into the Standing Orders and be 
subject to review every two years, at least, by that committee; and adoption by the 
Trust Board. 

51.5 Committees may not delegate their powers to a sub-committee unless expressly 
authorised by the Trust Board. 

51.6 The Board shall approve the appointments to each of the committees and sub- 
committees that it has formally constituted. Where the Board determines that a 
committee shall include members who are neither directors nor officers, the Board 
shall determine the terms of such appointment. The payment of travelling and other 
allowances shall be in accordance with the rates as may be determined by the 
Secretary of State for Health and Social Care, with the approval of the Treasury 
(see Part 11, paragraph 233 of the 2006 Act). 

51.7 Minutes, or a representative summary of the issues considered and decisions 
taken, of any committee appointed under this SO are to be formally recorded and 
submitted for inclusion onto the agenda of the next possible Trust Board meeting. 
Minutes, or a representative summary of the issues considered and decisions taken 
of any sub-committee shall be submitted for inclusion onto the agenda of the next 
committee meeting to which it reports. 

51.8 The committees to be established by the Trust will consist of statutory and 
mandatory; and non-mandatory committees. 

 

33/85 103/220



34 | P a g e
SECTION B – STANDING ORDERS FOR THE REGULATION OF THE PROCEEDINGS OF 
WYE VALLEY NATIONAL HEALTH SERVICE 

52 Statutory and mandatory committees 

Role of Audit Committee 

52.1 In line with the requirements of the NHS Audit Committee Handbook (fourth edition), 
NHS Codes of Conduct and Accountability, and the Higgs report, the Trust Board will 
establish an Audit Committee, constituted to provide the Trust Board with an 
independent and objective review on its financial systems, financial information and 
compliance with laws, guidance, and regulations governing the NHS.  

52.2 The terms of reference of the Audit Committee shall have effect as if incorporated 
into these SOs and their approval shall be recorded in the appropriate minutes of the 
Trust Board and may be varied from time to time by resolution of the Trust Board.  
The Terms of Reference will be approved by the Trust Board and reviewed on an 
annual basis.

52.3 The Higgs report recommends a minimum of three non-executive directors be 
appointed, unless the Board decides otherwise, of which one must have significant, 
recent and relevant financial experience.

Role of Auditor Panel 

52.4 The Trust Board shall nominate its Audit Committee to act as its Auditor Panel in 
line with schedule 4, paragraph 1 of the Local Audit and Accountability Act 2014.   

52.5 The Auditor panel shall advise the Trust Board on the selection and appointment of 
the external auditor.  

52.6 The terms of reference of the Auditor Panel shall have effect as if incorporated into 
these SOs and their approval shall be recorded in the appropriate minutes of the 
Trust Board and may be varied from time to time by resolution of the Trust Board. 

Role of Remuneration and Terms of Service Committee 

52.7 In line with the requirements of the NHS Codes of Conduct and Accountability, and 
the Higgs report, the Trust Board shall appoint a committee to undertake the role of a 
remuneration and terms of service committee. This role shall include providing advice 
to the Trust Board about appropriate remuneration and terms of service for the Chief 
Executive and other executive directors (Regulations 17-18, Membership and 
Procedure Regulations), as well as advising the Trust Board on the terms of service 
of other senior officers, and ensuring that the policy of the Trust Board on 
remuneration and terms of service is applied consistently. 

52.8 The Committee shall advise the Trust Board on the size, structure and membership 
and succession plans for the Trust Board and maintain oversight of the performance 
of the Chief Executive and executive directors, including:

• all aspects of salary (including any performance-related elements/bonuses);
• provisions for other benefits, including pensions;
• arrangements for termination of employment and other contractual terms.
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52.9 The terms of reference of the Remuneration and Nominations Committee shall have 
effect as if incorporated into these SOs and their approval shall be recorded in the 
appropriate minutes of the Trust Board and may be varied from time to time by 
resolution of the Trust Board. 

52.10 The Higgs report recommends the committee be comprised exclusively of non-
executive directors, a minimum of three, who are independent of management.

Role of the Charity Committee  

52.11 The Trust Board, acting as Corporate Trustee, shall appoint a committee to be known 
as the Wye Valley NHS Trust Charity Committee, whose role shall be to advise the 
Trust on the appropriate receipt, use and security of charitable monies. 

52.12 The terms of reference of the Wye Valley NHS Trust Charity Committee shall have 
effect as if incorporated into these SOs and shall be recorded in the appropriate 
minutes of the Trust Board, acting as Corporate Trustee, and may be varied from 
time to time by resolution of the Trust Board, acting in this capacity. 

 
53 Non mandatory committees 

53.1 The Trust Board shall appoint such additional non-mandatory committees as it 
considers necessary to support the business and inform the decisions of the Trust 
Board (Regulations 15-16, Membership and Procedure Regulations). 

53.2 The terms of reference of these committees shall have effect as if incorporated into 
these SOs. The approval of the terms of reference shall be recorded in the 
appropriate minutes of the Trust Board and may be varied from time to time by 
resolution of the Trust Board. 

53.3 The membership of these committees may comprise non-executive directors or 
executive directors, or a combination of these. The membership and voting rights 
shall be set out in the terms of reference of the committee and shall be subject to 
approval by the Board. 

53.4 The current non-mandatory committees in place are (September 2019): 

• Quality Committee. The purpose of the Quality Committee is to: provide the 
Board with an independent and objective review of all aspects of quality and 
safety relating to the provision of care and services in support of ensuring the 
best clinical outcomes and experience for all patients; and, to assure the Board 
that the Trust is aligned to the statutory quality and safety demands of existing 
legislation relating to all areas of the Trust

• Risk Management Executive
• Group Strategy Committee.   The purpose of the Group Strategy 

Committee is to advise the Boards of South Warwickshire NHS Foundation 
Trust, George Eliot NHS Trust and Wye Valley NHS Trust on all matters 
relevant to the development and implementation of strategy.

These are subject to change at the discretion of the Trust Board. 

35/85 105/220

https://webarchive.nationalarchives.gov.uk/20121106105616/http:/www.bis.gov.uk/files/file23012.pdf
https://www.legislation.gov.uk/uksi/1990/2024/contents/made


36 | P a g e
SECTION B – STANDING ORDERS FOR THE REGULATION OF THE PROCEEDINGS OF 
WYE VALLEY NATIONAL HEALTH SERVICE 

54 Joint Committees

54.1 Joint committees may be appointed by the Trust by joining one or other Trusts 
consisting of, wholly or partly of the Chair and members of the Trust or other health 
service bodies, or wholly of persons who are not members of the Trust or other 
health bodies in question.

54.2 Any committee or joint committee appointed under this SO may, subject to such 
directions as may be given by the Secretary of State or the Trust or other health 
bodies in question, appoint sub-committees consisting wholly or partly of members of 
the committees or joint committee (whether or not they are members of the Trust or 
health bodies in question) or wholly of persons who are not members of the Trust or 
health bodies in question or the committee of the Trust or health bodies in question.

55 Applicability of Standing Orders and Standing Financial Instructions to 
Committees

The SO and SFIs of the Trust, as far as they are applicable, shall as appropriate apply to 
meetings and any committees established by the Trust.  In which case the term “Chair” is to 
be read as a reference to the Chair of other committees as the context permits, and the term 
“member” is to be read as a reference to a member of other committees also as the context 
permits. 

56 Duty to report Non-Compliance with Standing Orders and Standing Financial 
Instructions

If for any reason these SOs are not complied with, full details of the non-compliance and any 
justification for non-compliance and the circumstances around the non-compliance, shall be 
reported to the next formal meeting of the Board for action or ratification. All members of the 
Trust Board and staff have a duty to disclose any non-compliance with these SOs to the 
Chief Executive as soon as possible. 

57 Terms of reference

Each such committee shall have such terms of reference and powers and be subject to such 
conditions (as to reporting back to the Board), as the Board shall decide and shall be in 
accordance with any legislation and regulation or direction issued by the Secretary of State. 
Such terms of reference shall have effect as if incorporated into the SOs.

58 Delegation of powers by committees to sub-committees

Where committees are authorised to establish sub-committees they may not delegate 
executive powers to the sub-committee unless expressly authorised by the Trust Board.

59 Approval of appointments to committees

The Board shall approve the appointments to each of the committees, which it has formally 
constituted. Where the Board determines, and regulations permit, that persons, who are 
neither members nor officers, shall be appointed to a committee the terms of such 
appointment shall be within the powers of the Board as defined by the Secretary of State. 
The Board shall define the powers of such appointees and shall agree allowances, including 
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reimbursement for loss of earnings, and/or expenses in accordance where appropriate with 
national guidance. 

60 Appointments for statutory functions

Where the Board is required to appoint persons to a committee and/or to undertake statutory 
functions as required by the Secretary of State, and where such appointments are to operate 
independently of the Board such appointment shall be made in accordance with the 
regulations and directions made by the Secretary of State.

61 Proceedings in committee to be confidential 

61.1 There is no requirement for meetings of Trust Board committees and sub-
committees to be held in public, or for agendas or records of these meetings to be 
made public. However, the records of any meetings may be required to be 
disclosed, should a valid request be made under the rights conferred by the 
Freedom of Information Act 2000 and there is no legal justification for non-
disclosure. 

61.2 Committee members should normally regard matters dealt with, or brought before 
the committee as being subject to disclosure, unless stated otherwise by the Chair 
of the committee. The Chair shall determine whether specific matters should remain 
confidential until they are reported to the Trust Board. 

61.3 A director of the Trust or a member of a committee shall not disclose any matter 
reported to the Trust Board, or otherwise dealt with by the committee if the Trust 
Board resolves that it is confidential. 

61.4 Regardless of this SO, individual directors and officers of the Trust have a right and 
a duty to raise with the Trust any matter of concern they may have about health 
service issues concerned with the delivery of care or services. 

62 Election of chair of committee 

62.1 Each committee shall appoint a Chair; and may appoint a Deputy Chair from its 
membership. The terms of reference of the committee shall describe any specific 
rules regarding who the Chair should be. Meetings of the committee will not be 
recognised as quorate, if the Chair, or Deputy Chair, or other suitably qualified, 
nominated member of the committee is not present to undertake the role. 

62.2 Each committee shall review the appointment of its Chair, as part of the annual 
review of the committee’s role and effectiveness. 

 
63 Special meetings of committee 

The Chief Executive shall require any committee to hold a special meeting, on the request 
of the Chair, or on the request, in writing of any two members of that committee. 

Part 5 – Custody of seal and sealing of documents  
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64 Custody of seal 

The common seal of the Trust shall be kept by the Company Secretary in a secure place. 
 
65 Sealing of documents 

65.1 The Seal of the Trust shall only be attached to documents where the sealing has 
first been approved by the Trust Board, or the Chair, or the Chief Executive, or 
their designated acting replacement, in accordance with the Scheme of Delegated 
Authorities. 

65.2 The seal shall be affixed in the presence of two executive directors, and not from 
the originating department, and shall be attested by them.

 
66 Bearing witness to the affixing of the Seal 

A recommended wording for the witnessing of the use of the Seal is “The Common Seal of 
the Wye Valley National Health Service Trust was hereunto affixed in the presence of….” 
 
67 Register of sealing 

The Company Secretary shall keep a register in which they will make an entry of every 
sealing, numbered consecutively in a book provided for that purpose. The entry shall be 
signed by the persons who approved and authorised the sealing of the document; and who 
attested the seal. 

68 Signature of documents

68.1 Where any document will be a necessary step in legal proceedings on behalf of the 
Trust, it shall be signed by the Chief Executive or any executive director, unless any 
enactment requires or authorises otherwise.

68.2 In land transactions, the signing of certain supporting documents will be delegated to 
managers and set out clearly in the Scheme of Delegation. This will not include the 
main or principal documents effecting the transfer (e.g. sale/purchase agreement, 
lease, contracts for construction works and main warranty agreements or any 
document which is required to be executed as a deed).

Part 6 – Waiver of Standing Orders made by the Secretary 
of State for Health and Social Care 
69 Power of the Secretary of State to make waivers

Under regulation NHS (Membership and Procedure) Regulations, there is a power for the 
Secretary of State to issue waivers if it appears to the Secretary of State in the interests of 
the health service that the disability in regulation 11 (which prevents a Chair or a member 
from taking part in the consideration or discussion of, or voting on any question with respect 
to, a matter in which he has a pecuniary interest) is removed.  A waiver has been agreed in 
line with sub-sections (2) to (4) below. 
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70 Definition of ‘Chair’ for the purpose of interpreting this waiver

For the purposes of SO 80 (below), the “relevant Chair” is:

a. at a meeting of the Trust, the Chair of that Trust
b. at a meeting of a Committee:

 in a case where the member in question is the Chair of that committee, the 
Chair of the Trust;

 in the case of any other member, the Chair of that committee.

80 Application of waiver

80.1 A waiver will apply in relation to the disability to participate in the proceedings of the 
Trust because of a pecuniary interest.   It will apply to a member of the Trust, who is 
a healthcare professional, within the meaning of regulation 5(5) of the Regulations, 
and who is providing or performing, or assisting in the provision or performance, of:

• services under the National Health Service Act 1977; or
• services in connection with a pilot scheme under the National Health Service 

Act 1997;

for the benefit of persons for whom the Trust is responsible.

80.2 Where the ‘pecuniary interest’ of the member in the matter, which is the subject of 
consideration at a meeting at which, he is present:

a. arises by reason only of the member’s role as such a professional providing or 
performing, or assisting in the provision or performance of, those services to 
those persons; 

b. has been declared by the relevant Chair as an interest which cannot reasonably 
be regarded as an interest more substantial than that of the majority of other 
persons who:

 are members of the same profession as the member in question, 
 are providing or performing, or assisting in the provision or performance of, 

such of those services as he provides or performs, or assists in the 
provision or performance of, for the benefit of persons for whom the Trust 
is responsible.

81 Conditions which apply to the waiver and the removal of having a pecuniary 
interest

The removal is subject to the following conditions:

a. the member must disclose their interest as soon as practicable after the 
commencement of the meeting and this must be recorded in the minutes;

b. the relevant Chair must consult the Chief Executive before making a 
declaration in relation to the member in question pursuant to SO 80.2b, except 
where that member is the Chief Executive;

c. in the case of a meeting of the Trust:
 the member may take part in the consideration or discussion of the matter, 

which must be subjected to a vote, and the outcome recorded; 
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 may not vote on any question with respect to it.
d. in the case of a meeting of the Committee:

 the member may take part in the consideration or discussion of the matter, 
which must be subjected to a vote, and the outcome recorded; 

 may vote on any question with respect to it; but
 the resolution which is subject to the vote must comprise a 

recommendation to, and be referred for approval by, the Trust Board
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SECTION C – STANDING ORDERS AND STANDING FINANCIAL 
INSTRUCTIONS FOR THE REGULATION OF TENDERING AND 
CONTRACTING (CONTRACT PROCEDURE RULES)

1 Duty to comply with Standing Orders and Standing Financial Instructions

1.1 The procedure for making all contracts by or on behalf of the Trust shall comply with 
these SOs and SFIs (except where SO 26 Suspension of Standing Orders is 
applied), supplemented by such operational procedures as deemed necessary by the 
Chief Executive or Managing Director and the Director of Finance and 
Information. These operational procedures shall have effect as if incorporated in 
SOs and SFIs

1.2 The Director of Finance and Information shall be responsible for ensuring that the 
operation of contracts with any external procurement partner adhere to the SFIs.

2 General 

2.1 The Trust will develop a longer-term procurement strategy in conjunction with the 
Foundation Group.

2.2 Every contract made by or on behalf of the Trust shall comply with the procedures 
and requirements of: 

a. these SOs 
b. the Trust’s SFIs 
c. any direction by the Trust Board 

2.3 Wherever possible, and provided it protects the Trust’s position adequately, 
contracts made will reflect the most up to date and relevant model Standard 
Conditions that are provided by the Department of Health and Social Care. These 
models may be amended to develop bespoke contracts.  

2.4 Directives of the Council of the European Union (EU) for awarding all forms of 
contracts shall take precedence over all other procedural requirements and 
guidance and shall have effect as if incorporated in these SOs. The EU 
Procurement Rules apply to public authorities under the Public Contracts 
Regulations 2015. The regulations cover fully regulated procurements and ‘light 
touch regime’. The rules set out detailed procedures for contracts where the value 
equals or exceeds specific thresholds.  These thresholds are exclusive of VAT and 
relate to the full life of the contract. The Chief Executive shall be responsible for 
ensuring the best value for money can be demonstrated for all services provided 
under contract or in-house. The Trust Board may also determine from time to time 
those in-house services should be market tested by competitive tendering. 

2.5 Contract procedures shall take account of the Trust’s Code of Conduct (HR.93) and 
Managing Conflicts of Interest Policy (MF.36) and the necessity to avoid any 
possibility of collusion or allegations of collusion between contractors and suppliers; 
or between contractors and suppliers and staff of the Trust. 

41/85 111/220

http://www.legislation.gov.uk/uksi/2015/102/regulation/57/made
http://www.legislation.gov.uk/uksi/2015/102/regulation/57/made


42 | P a g e
SECTION C – STANDING ORDERS AND STANDING FINANCIAL INSTRUCTIONS FOR 
THE REGULATION OF TENDERING AND CONTRACTING (CONTRACT PROCEDURE 
RULES)

2.6 The application of the provisions of this part of the SOs and SFIs to contracts and 
purchases may be varied by resolution of the Trust Board from time to time. 

3 Delegated authority to enter into contracts 

3.1 The Trust Board shall have power to accept tenders and to authorise the conclusion 
of contracts. It may delegate such authority subject to financial limits set in 
accordance with Appendix 2.  

a. a committee appointed under Part 4 – Arrangements for the exercise of 
functions by delegation and committees of these SOs

b. the Chief Executive 
c. to the Chief Executive jointly with the Chair 
d. the directors or nominated officers 
e. officers of the Trust’s procurement service supplier, in accordance with that 

organisation’s standard operating procedures. 

3.2 The financial limits determining whether quotations (competitive or otherwise) or 
sealed bid tenders must be obtained shall be set in accordance with the procedure in 
the SFIs; the current thresholds being set out in Appendix 2.

4 Competition in purchasing or disposals – procedures 

The Trust Board shall from time to time adopt procedures which shall be regarded as being 
incorporated into these SO and which shall take account of SFIs, the Trust’s Procurement 
rules and regulations including implementing EC Directives on Public Procurement and 
which shall deal with: 

a. Tender process selection 
b. methods for inviting tenders 
c. the manner in which tenders are to be submitted 
d. the receipt and safe custody of tenders 
e. the opening of tenders 
f. evaluation 
g. re-tendering 
h. such other matters in connection with tendering as the Board considers 

appropriate 
 
5 Disposals of land and buildings 

Land and buildings that are owned by the Trust, or are otherwise recorded as being part of 
the estate of the Trust, shall be disposed of in accordance with the most recent rules and 
guidance issued by the Department of Health. Disposal will require the approval of the 
Trust Board. 

6 Interest of officers in contracts

6.1 Any staff of the Trust who comes to know that the Trust has entered into or proposes 
to enter into a contract in which they or any person connected with them has any 
pecuniary interest, direct or indirect, the officer shall declare their interest by giving 
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notice in writing of such fact to the Chief Executive or the Company Secretary as 
soon as practicable in accordance with Section B, Part 3 of SOs.

6.2 All staff should also declare to the Chief Executive any other employment or 
business or other relationship, or of a cohabiting spouse, that conflicts, or might 
reasonably be predicted could conflict with the interests of the Trust.

6.3 The Trust will require interests, employment or relationships so declared to be 
entered in a register of interests of staff.

7 Joint Finance Arrangements

7.1 The Board may confirm contracts to purchase from a voluntary organisation or a local 
authority using its powers under section 28A of the NHS Act 1977. 

7.2 The Board may confirm contracts to transfer money from the NHS to the voluntary 
sector or the health related functions of local authorities where such a transfer is to 
fund services to improve the health of the local population more effectively than 
equivalent expenditure on NHS services, using its powers under Section 28A of the 
NHS Act 1977, as amended by section 29 of the Health Act 1999.

8 Reverse eAuctions

The Trust should have policies and procedures in place for the control of all tendering 
activity carried out through Reverse eAuctions. 

9 Capital investment manual and other Department of Health guidance

The Trust shall comply as far as is practicable with the requirements of the Department of 
Health "Capital Investment Manual" and “Estate code” in respect of capital investment and 
estate and property transactions.  In the case of management consultancy contracts the 
Trust shall comply as far as is practicable with Department of Health guidance "The 
Procurement and Management of Consultants within the NHS".

10 General applicability

Where the value of a contract over the life of the contract is £20,000 or more (excluding 
VAT), the Trust shall ensure that, unless national contracts or ProCure 21+ National 
Framework or similar procedures are followed, competitive tenders are invited for: 

a. the supply of goods, materials and manufactured articles;
b. the rendering of services including all forms of management consultancy 

services (other than specialised services sought from or provided by the DH);
c. For the design, construction and maintenance of building and engineering works 

(including construction and maintenance of grounds and gardens); for disposals.

11 Health care services

Where the Trust elects to invite tenders for the supply of healthcare services these SOs and 
SFIs shall apply as far as they are applicable to the tendering procedure.
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Part 1 – Use of approved firms and exemptions to contract 
procedure rules 
12 Exceptions and instances where formal tendering need not be applied

12.1 Formal tendering procedures need not be applied where:

a. the estimated expenditure or income does not, or is not reasonably expected to, 
exceed £20,000 (excluding VAT) over the life of the contract; 

b. the supply is proposed under special arrangements negotiated by the DH in 
which event the said special arrangements must be complied with;

c. disposals are required;
d. under the contract terms of the PFI scheme in operation at Wye Valley NHS 

Trust, goods and services can only be supplied by the Trust’s PFI partner.

12.2 Exemptions from these SOs and SFIs Contract Procedure Rules are only allowed in 
exceptional circumstances such as there being insufficient suppliers for the goods, 
works or services being procured. Permission must be obtained for any exemption 
using the form at Appendix 4.  Major contracts may be subject to the European 
Procurement Rules and the Trust cannot provide an exemption from those 
requirements. 

12.3 A written application for an exemption from the Trust’s SOs and SFIs (Contract 
Procedure Rules) must be made to the Director of Finance and Information 
setting out the reasons for the application using the form at Appendix 3. The 
Director of Finance and Information must respond within 21 days. Finance will 
retain a register of all approved extensions. 

12.4 Reasons for exemption are, but not limited to:

a. in very exceptional circumstances where the Chief Executive decides 
that formal tendering procedures would not be practicable or the 
estimated expenditure or income would not warrant formal tendering 
procedures, and the circumstances are detailed in an appropriate Trust 
record;

b. where the requirement is covered by an existing contract;
c. where framework agreements are in place and have been approved by 

the Board;
d. where a consortium arrangement is in place and a lead organisation 

has been appointed to carry out tendering activity on behalf of the 
consortium members;

e. where the timescale genuinely precludes competitive tendering but failure 
to plan the work properly would not be regarded as a justification for a 
single tender;

f. where specialist expertise is required and is available from only one 
source;

g. when the task is essential to complete the project, and arises as a 
consequence of a recently completed assignment and engaging different 
consultants for the new task would be inappropriate;
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h. there is a clear benefit to be gained from maintaining continuity with an 
earlier project. However, in such cases the benefits of such continuity 
must outweigh any potential financial advantage to be gained by 
competitive tendering;

i. for the provision of legal advice and services providing that any legal firm 
or partnership commissioned by the Trust is regulated by the Law Society 
for England and Wales for the conduct of their business (or by the Bar 
Council for England and Wales in relation to the obtaining of Counsel’s 
opinion) and are generally recognised as having sufficient expertise in the 
area of work for which they are commissioned.

j. The Director of Finance and Information will ensure that any fees paid 
are reasonable and within commonly accepted rates for the costing of 
such work, where allowed and provided for in the Capital Investment 
Manual.

12.5 Tenders need not be invited in accordance with the provisions of the Trust’s SOs 
and SFIs (Contract Procedure Rules) if an urgent decision is required, for example 
for the protection of life or property or to maintain the functioning of a service. 
Wherever possible though, at least two quotations must be obtained and any 
decision made or contract awarded shall be reported to the relevant director and 
Director of Finance and Information. Such emergency contracts should be let for 
as short a period as possible to allow their replacement with a contract that is fully 
compliant with the Contract Procedure Rules at the earliest practical opportunity.

12.6 The waiving of competitive tendering procedures should not be used to avoid 
competition or for administrative convenience or to award further work to a 
consultant originally appointed through a competitive procedure. 

12.7 Where it is decided that competitive tendering is not applicable and should be waived, 
the fact of the waiver and the reasons should be documented and recorded in an 
appropriate Trust record and reported to the Audit Committee at each meeting.

13 Items which subsequently breach thresholds after original approval

Items estimated to be below the limits set in these SFIs for which formal tendering 
procedures are not used which subsequently prove to have a value above such limits shall 
be reported to the Managing Director, and be recorded in an appropriate Trust record.

14 Building and Engineering Construction Works

Competitive Tendering cannot be waived for building and engineering construction works 
and maintenance without Departmental of Health approval.

15 Fair and adequate competition

Where the exceptions set out in section 13 apply, the Trust shall ensure that invitations to 
tender are sent to a sufficient number of firms/individuals to provide fair and adequate 
competition as appropriate, and in no case less than two firms/individuals, having regard to 
their capacity to supply the goods or materials or to undertake the services or works 
required.
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16 List of approved firms

16.1 The Trust shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists (where relevant). Where in the 
opinion of the Director of Finance and Information it is desirable to seek tenders 
from firms not on the approved lists, the reason shall be recorded in writing to the 
Chief Executive.

16.2 Responsibility for maintaining list.  A manager nominated by the Managing 
Director shall on behalf of the Trust maintain lists of approved firms (where 
considered appropriate) from who tenders and quotations may be invited. These shall 
be kept under frequent review.  The lists shall include all firms who have applied for 
permission to tender and as to whose technical and financial competence the Trust is 
satisfied. All suppliers must be made aware of the Trust’s terms and conditions of 
contract.

17 Building and Engineering Construction Works.

17.1 Invitations to tender shall be made only to firms included on the approved list of 
tenderers (where appropriate) compiled in accordance with this Instruction or on the 
separate maintenance lists compiled in accordance with Estmancode guidance 
(Health Notice HN(78)147).

17.2 Firms included on the approved list of tenderers shall ensure that when engaging, 
training, promoting or dismissing employees or in any conditions of employment, 
shall not discriminate against any person because of colour, race, ethnic or national 
origins, religion or sex, and will comply with the provisions of the Equality Act 2010, 
and any amending and/or related legislation.

17.3 Firms shall conform at least with the requirements of the Health and Safety at Work 
etc. Act 1974 and any amending and/or other related legislation concerned with the 
health, safety and welfare of workers and other persons, and to any relevant British 
Standard Code of Practice issued by the British Standard Institution.  Firms must 
provide to the appropriate manager a copy of its safety policy and evidence of the 
safety of plant and equipment, when requested.

18 Financial Standing and Technical Competence of Contractors.  

The Director of Finance and Information may make or institute any enquiries he deems 
appropriate concerning the financial standing and financial suitability of approved 
contractors.  The director with lead responsibility for clinical governance will similarly make 
such enquiries as is felt appropriate to be satisfied as to their technical / medical 
competence.

19 Exceptions to using Approved Contractors  

If, in the opinion of the Managing Director and the Director of Finance and Information or 
the director with lead responsibility for clinical governance, it is impractical to use a potential 
contractor from the list of approved firms/individuals (for example where specialist services or 
skills are required and there are insufficient suitable potential contractors on the list), or where 
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a list for whatever reason has not been prepared, the Managing Director should ensure that 
appropriate checks are carried out as to the technical and financial capability of those firms 
that are invited to tender or quote.  An appropriate record in the contract file should be made 
of the reasons for inviting a tender or quote other than from an approved list.

Part 2 – Contracting and tendering procedure 
20 Invitation to Tender

20.1 All invitations to tender shall state the date and time as being the latest time for the 
receipt of tenders.

20.2 All invitations to tender shall state that no tender will be accepted unless: 

a. submitted in a plain sealed package or envelope bearing a pre-printed label 
supplied by the Trust (or the word "tender" followed by  the subject to which it 
relates) and the latest date and time for the receipt of such tender addressed to 
the Chief Executive or nominated Manager; 

b. that tender envelopes/ packages shall not bear any names or marks indicating 
the sender. The use of courier/postal services must not identify the sender on 
the envelope or on any receipt so required by the deliverer.

20.3 Every tender for goods, materials, services or disposals shall embody such of the 
NHS Standard Contract Conditions as are applicable.

20.4 Every tender for building or engineering works (except for maintenance work, when 
Estmancode guidance shall be followed):

a. shall embody or be in the terms of the current edition of one of the Joint 
Contracts Tribunal Standard Forms of Building Contract or Department of the 
Environment Standard forms of contract general conditions and major works 
(GC/Wks): or,

b. when the content of the work is primarily engineering, the General Conditions 
of Contract recommended by the Institution of Mechanical and Electrical 
Engineers and the Association of Consulting Engineers (Form A); or,

c. in the case of civil engineering work, the General Conditions of Contract 
recommended by the Institute of Civil Engineers, the Association of Consulting 
Engineers and the Federation of Civil Engineering Contractors.  

These documents shall be modified and/or amplified to accord with Department of 
Health guidance and, in minor respects, to cover special features of individual 
projects.

21 Receipt and safe custody of tenders

The Company Secretary or his/her nominated representative will be responsible for the 
receipt, endorsement and safe custody of tenders received until the time appointed for their 
opening.  The date and time of receipt of each tender shall be endorsed on the tender 
envelope/package.
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22 Opening tenders and register of tenders

22.1 As soon as practicable after the date and time stated as being the latest time for the 
receipt of tenders, they shall be opened by two senior officers/managers designated 
by the Managing Director and not from the originating department. 

22.2 A member of the Trust Board will be required to be one of the two approved persons 
present for the opening of tenders estimated above £1,000,000. The rules relating to 
the opening of tenders will need to be read in conjunction with any delegated 
authority set out in the Trust’s Financial Delegation Limits at Appendix 2.

22.3 The originating department will be taken to mean the department sponsoring or 
commissioning the tender. 

22.4 The involvement of Finance Department staff in the preparation of a tender proposal 
will not preclude the Director of Finance and Information or any approved senior 
manager from the Finance Department from serving as one of the two senior 
managers to open tenders.

22.5 All executive directors/members will be authorised to open tenders regardless of 
whether they are from the originating department provided that the other authorised 
person opening the tenders with them is not from the originating department.

22.6 The Company Secretary will count as a director for the purposes of opening 
tenders. 

22.7 Every tender received shall be marked with the date of opening and initialed by those 
present at the opening.

22.8 A register shall be maintained by the Managing Director, or a person authorised by 
him/her, to show for each set of competitive tender invitations dispatched:

 the name of all firms/individuals invited;
 the names of firms/individuals from which tenders have been received;
 the date the tenders were opened;
 the persons present at the opening;
 the price shown on each tender;
 a note where price alterations have been made on the tender.

Each entry to this register shall be signed by those present.  A note shall be made in 
the register if any one tender price has had so many alterations that it cannot be 
readily read or understood.

22.9 Incomplete tenders, i.e. those from which information necessary for the adjudication 
of the tender is missing, and amended tenders i.e., those amended by the tenderer 
upon his own initiative either orally or in writing after the due time for receipt, but prior 
to the opening of other tenders, should be dealt with in the same way as late tenders. 

23 Admissibility
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23.1 If for any reason the designated officers are of the opinion that the tenders received 
are not strictly competitive (for example, because their numbers are insufficient or 
any are amended, incomplete or qualified) no contract shall be awarded without the 
approval of the Managing Director.

23.2 Where only one tender is sought and/or received, the Managing Director and 
Director of Finance and Information shall, as far practicable, ensure that the price 
to be paid is fair and reasonable and will ensure value for money for the Trust.

24 Late tenders

24.1 Tenders received after the due time and date, but prior to the opening of the other 
tenders, may be considered only if the Managing Director or his or her nominated 
officer decides that there are exceptional circumstances i.e. dispatched in good time 
but delayed through no fault of the tenderer.

24.2 Only in the most exceptional circumstances will a tender be considered which is 
received after the opening of the other tenders and only then if the tenders that have 
been duly opened have not left the custody of the Chief Executive or Managing 
Director or his or her nominated officer or if the process of evaluation and 
adjudication has not started.

24.3 While decisions as to the admissibility of late, incomplete or amended tenders are 
under consideration, the tender documents shall be kept strictly confidential, 
recorded, and held in safe custody by the Managing Director or his or her 
nominated officer.

25 Acceptance of Formal Tenders 

25.1 Any discussions with a tenderer, which are deemed necessary to clarify technical 
aspects of their tender before the award of a contract, will not disqualify the tender.

25.2 The lowest tender, if payment is to be made by the Trust, or the highest, if payment is 
to be received by the Trust, shall be accepted unless there are good and sufficient 
reasons to the contrary. Such reasons shall be set out in either the contract file, or 
other appropriate record.  It is accepted that for professional services such as 
management consultancy, the lowest price does not always represent the best value 
for money.  Other factors affecting the success of a project include:

• experience and qualifications of team members;
• understanding of client’s needs;
• feasibility and credibility of proposed approach;
• ability to complete the project on time.

Where other factors are taken into account in selecting a tenderer, these must be 
clearly recorded and documented in the contract file, and the reason(s) for not 
accepting the lowest tender clearly stated.

25.3 No tender shall be accepted which will commit expenditure in excess of that which has 
been allocated by the Trust and which is not in accordance with these Instructions 
except with the authorisation of the Managing Director.
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25.4 The use of these procedures must demonstrate that the award of the contract was:

a. not in excess of the going market rate/price current at the time the contract was 
awarded;

b. that best value for money was achieved.

25.5 All tenders should be treated as confidential and should be retained for inspection.

26 Tender Reports to the Trust Board

Reports to the Trust Board will be made on an exceptional circumstance basis only.

Part 3 – Competitive and non-competitive quotations
27   General position on quotations

Quotations are required where formal tendering procedures are not adopted and where the 
intended expenditure or income exceeds, or is reasonably expected to exceed £5,000 but not 
exceed £20,000.  In both cases, the amount excludes VAT and is the cost over the life of the 
contract.

28 Competitive Quotations (contract value of between £5,000 and £19,999.99 
excluding VAT over the contract life)

28.1 Quotations should be sought from at least 3 firms/individuals based on specifications 
or terms of reference prepared by, or on behalf of, the Trust.

28.2 For estimated expenditure with a value in excess of £10,000 and less than £20,000 
(excluding VAT over the contract life), quotations should be in writing unless 
Managing Director  or his or her nominated officer determines that it is impractical to 
do so in which case quotations may be obtained by telephone. Confirmation of 
telephone quotations should be obtained as soon as possible and the reasons why 
the telephone quotation was obtained should be set out in a permanent record.  
Estimated expenditure below this level but in excess of £5,000 (excluding VAT over 
the contract life) can be collected informally i.e. from written or telephone quotations 
or an approved price list.

28.3 All quotations should be treated as confidential and should be retained for inspection.

28.4 The Managing Director or his or her nominated officer should evaluate the quotation 
and select the quote which gives the best value for money. If this is not the lowest 
quotation if payment is to be made by the Trust, or the highest if payment is to be 
received by the Trust, then the choice made and the reasons why should be recorded 
in a permanent record.

29 Non-Competitive Quotations 

Non-competitive quotations in writing may be obtained in the following circumstances: 
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a. the supply of proprietary or other goods of a special character and the rendering 
of services of a special character, for which it is not, in the opinion of the 
responsible officer, possible or desirable to obtain competitive quotations;

b. the supply of goods or manufactured articles of any kind, which are required 
quickly, and are not obtainable under existing contracts;

c. miscellaneous services, supplies and disposals;
d. where the goods or services are for building and engineering maintenance the 

responsible works manager must certify that the first two conditions of this SFI 
(i.e.: (a) and (b) of this SFI) apply.

30 Quotations to be within Financial Limits

No quotation shall be accepted which will commit expenditure in excess of that which has 
been allocated by the Trust and which is not in accordance with Standing Financial 
Instructions except with the authorisation of either the Managing Director  or Director of 
Finance and Information.

31 Authorisation of Tenders and Competitive Quotations

31.1 Providing all the conditions and circumstances set out in these SO and SFIs have 
been fully complied with, formal authorisation and awarding of a contract may be 
decided by the staff based on the whole life value of the contract (excluding VAT) as 
per financial delegations.  

31.2 These levels of authorisation may be varied or changed and need to be read in 
conjunction with the Trust Board’s Scheme of Delegation. Formal authorisation must 
be put in writing.  In the case of authorisation by the Trust Board, this shall be 
recorded in their minutes.

32 Instances where Formal Competitive Tendering or Competitive Quotation is not 
required

Where competitive tendering or a competitive quotation is not required the Trust should 
adopt one of the following alternatives:

a. the Trust shall use the NHS Supply Chain for procurement of all goods and 
services, unless the Chief Executive or nominated officers deem it 
inappropriate. The decision to use alternative sources must be documented.  

b. If the Trust does not use the NHS Supply Chain , where tenders or quotations 
are not required, because expenditure is below £5,000, the Trust shall procure 
goods and services in accordance with procurement procedures approved by the 
Director of Finance and Information.

33 Compliance requirements for all contracts

The Trust Board may only enter into contracts on behalf of the Trust within the statutory 
powers delegated to it by the Secretary of State and shall comply with:

a. The Trust’s SOs and SFIs;
b. EU Directives and other statutory provisions;
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c. Any relevant directions including the Capital Investment Manual, 
Estatecode and guidance on the Procurement and Management of 
Consultants;

d. Such of the NHS Standard Contract Conditions as are applicable.
e. Contracts with Foundation Trusts must be in a form compliant with 

appropriate NHS guidance. 
f. Where appropriate, contracts shall be in or embody the same terms and 

conditions of contract as was the basis on which tenders or quotations 
were invited.

g. In all contracts made by the Trust, the Board shall endeavour to obtain 
best value for money by use of all systems in place.  The Chief 
Executive shall nominate an officer who shall oversee and manage each 
contract on behalf of the Trust.

34 Personnel and Agency or Temporary Staff Contracts

The Managing Director shall nominate officers with delegated authority to enter into 
contracts of employment, regarding staff, agency staff or temporary staff service contracts.

35 Healthcare Services Agreements 

Service agreements with NHS providers for the supply of healthcare services shall be drawn 
up in accordance with the NHS and Community Care Act 1990 and administered by the 
Trust.  Service agreements are not contracts in law and therefore not enforceable by the 
courts. The Managing Director shall nominate officers to commission service agreements 
with providers of healthcare in line with a commissioning plan approved by the Board. 

36 Disposals 

Competitive Tendering or Quotation procedures shall not apply to the disposal of:

a. any matter in respect of which a fair price can be obtained only by negotiation or 
sale by auction as determined (or pre-determined in a reserve) by the Managing 
Director or his nominated officer;

b. obsolete or condemned articles and stores, which may be disposed of in 
accordance with the supplies policy of the Trust;

c. items to be disposed of with an estimated sale value of less than £5,000, this 
figure to be reviewed on a periodic basis;

d. items arising from works of construction, demolition or site clearance, which 
should be dealt with in accordance with the relevant contract;

e. land or buildings concerning which DH guidance has been issued but subject to 
compliance with such guidance.

37 In-House Services

37.1 The Managing Director shall be responsible for ensuring that best value for money 
can be demonstrated for all services provided on an in-house basis. The Trust may 
also determine from time to time that in-house services should be market tested by 
competitive tendering.
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37.2 In all cases where the Board determines that in-house services should be subject to 
competitive tendering the following groups shall be set up:

a. Specification group, comprising the Managing Director or nominated officer/s 
and specialist.

b. In-house tender group, comprising a nominee of the Managing Director and 
technical support.

c. Evaluation team, comprising normally: a specialist officer; a supplies officer; 
and, a Director of Finance and Information representative. For services having a 
likely expenditure exceeding £500,000, a non-executive director should be a 
member of the evaluation team.

37.3 All groups should work independently of each other and individual officers may be a 
member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders.

37.4 The evaluation team shall make recommendations to the Board.

37.5 The Managing Director shall nominate an officer to oversee and manage the contract 
on behalf of the Trust.

38 Applicability of SFIs on Tendering and Contracting to funds held in trust 

These Instructions shall not only apply to expenditure from Exchequer funds but also to 
works, services and goods purchased from the Trust’s trust funds and private resources.
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SECTION D – STANDING FINANCIAL INSTRUCTIONS 

1 Interpretation 

1.1. The Chair of the Trust is the final authority in the interpretation of SO on which 
the Chief Executive shall advise him. In the case of the SFIs, he will be 
advised by the Director of Finance and Information. 

1.2 The definitions applied to the SO apply also for these SFIs. The following additional 
definitions apply: 

Legislation definitions: 

No additional legislation 

Other definitions: 

• Budget manager is the director or employee with delegated authority to 
manage the finances (Income and Expenditure) and resources for a specific 
area of the Trust. 

• Commissioning is the process for determining the need for and for obtaining 
the supply of healthcare and related services by the Trust within available 
resources. 

• Contracting and procuring is the process of obtaining the supply of goods, 
materials, manufactured items, services, building and engineering services, 
works of construction and maintenance and for disposal of surplus and 
obsolete assets. 

• Assistant Chief Operating Officers are the senior operational managers; and 
their formally nominated deputies, for the division or specialty, as designated 
by the Executive Director. 

1.3. Any reference to an Act of Parliament, Statutory Instrument, Direction or Code of 
Practice shall be construed as a reference to any modification, replacement or re- 
enactment for the time being in force. 

2 Introduction

2.1. These SFIs are issued for the regulation of the conduct of the Trust, its directors and 
officers in relation to all financial matters with which they are concerned. 

2.2. The SFIs explain the financial responsibilities, policies and procedures adopted by 
the Trust. They are designed to ensure that the Trust’s financial transactions are 
carried out in accordance with the law and with Government policy in order to 
achieve probity, accuracy, economy, efficiency and effectiveness. 

2.3. They identify the financial responsibilities which apply to everyone working for the 
Trust; and shall be used in conjunction with the Schedule of Decisions Reserved to 
the Board (Appendix 1) and the Scheme of Delegated Authorities (Appendix 3) 
which both also form part of the Trust’s SOs. 

2.4. Detailed procedural advice, which shows how the SFIs should be applied, is 
maintained in departmental and financial procedure notes. 
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2.5 These SFIs do not refer to all legislation or regulations and advice issued by the 
Department of Health applicable to the Trust. Any uncertainty regarding the 
application of these SFIs should be discussed with the Director of Finance and 
Information, prior to action. 

2.6 The SFIs apply to all staff, including temporary contractors, volunteers and staff 
employed by other organisations to deliver services in the name of the Trust. 
Failure to comply with the SFIs could lead to disciplinary action, up to and including 
dismissal. 

3 Compliance with these SFIs 

3.1 These SFIs prevail over any division and service guidance or procedural 
documents. They also prevail over any guidance or instruction issued by other 
organisations conducting business with the Trust. All staff should notify the 
Director of Finance and Information of any conflicts between the local guidance 
and instruction and the SFIs, if the conflict cannot be resolved satisfactorily locally. 

3.2 All staff have a duty to disclose, as soon as possible, to the Director of Finance 
and Information or the Company Secretary, any failure to comply with these SFIs. 
Full details of the non-compliance including an assessment of the potential impact; 
and any mitigating factors shall be reported by the Director of Finance and 
Information to the next formal meeting of the Audit Committee for referring action or 
ratification. 

3.3 Changes to or variations from these SFIs will be subject to a specific resolution of the 
Trust Board or be consequent upon further directions from the Secretary of State.

3.4 There shall be a periodic review, normally annually, but no more than every two 
years of all financial limits contained in these SFIs.

4 Responsibilities and delegations 

4.1 These SFIs have been compiled under the authority of the Trust Board. They are 
reviewed by the Audit Committee and approved by the Trust Board. 

4.2 The Trust Board exercises financial supervision and control by:  

a. approving the financial strategy 
b. requiring the submission and approval of budgets that deliver the financial 

targets set for the Trust within approved allocations and overall income 
c. approving specific responsibilities placed on directors and employees as 

indicated in the Scheme of Delegated Authorities 
d. approving the method of providing financial services. 

4.3 The Board has resolved that certain powers and decisions may only be exercised by 
the Board in formal session. These are set out in the Schedule of Decisions 
Reserved to the Trust Board (Appendix 1). All other powers have been delegated to 
the Board’s appointed committees; and the directors and officers of the Trust. 

4.4 The Chief Executive is the Accountable Officer of the Trust and: 

a. is legally accountable to Parliament for all of the actions of the Trust 
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b. is accountable to the Trust Board for ensuring that the Board of Directors 
meets its obligation to perform the Trust’s functions within the available 
financial resources 

c. holds overall executive responsibility for the Trust’s activities and is 
responsible to the Board for ensuring that its financial obligations and targets 
are met 

d. is responsible overall for the maintenance of the Trust’s systems of internal 
control 

e. is responsible for ensuring that all members and staff of the Trust are aware 
of and understand their responsibilities within these SFIs 

4.5 Save for the decisions and actions reserved to the Trust Board, the Chief Executive 
has full operational authority to approve the financial transactions of the Trust and to 
delegate such powers to post-holders within the Trust management. The Chief 
Executive will, as far as possible, delegate detailed responsibilities, as described in 
these SFIs and, in more detail in the Scheme of Delegated Authorities (appendices 1 
and 2). 

4.6 The Director of Finance and Information is responsible for: 

a. maintaining and implementing the Trust’s financial policies 
b. maintaining an effective system of internal financial control including ensuring 

that adequate and effective financial procedures and systems incorporating the 
principles of segregation of duties and internal checks are prepared, 
documented and maintained 

c. ensuring that sufficient records are maintained to show and explain the Trust’s 
transactions, in order to disclose, with reasonable accuracy, the financial 
position of the Trust at any time 

4.7 All staff, including Board members, severally and collectively, are responsible for: 

a. the security of the property of the Trust;
b. avoiding loss;
c. exercising economy and efficiency in the use of resources;
d. conforming to the requirements of Standing Orders, Standing Financial 

Instructions, Financial Procedures and the Scheme of Delegation.
e. considering the legality of all transactions

4.8 For all members of the Board and any employees who carry out a financial function, 
the form in which financial records are kept and the manner in which members of the 
Board and employees discharge their duties must be to the satisfaction of the 
Director of Finance & Information.

4.9 All officers shall make available any relevant records or information to the Director of 
Finance & Information in connection with the carrying out of their duties of 
supervision regarding the implementation of the Trust’s financial policies and systems 
of financial control whether by internal audit or otherwise.

4.10 Contractors and their employees, who are empowered by the Trust to commit the 
Trust to expenditure or who are authorised to obtain income shall be covered by 
these instructions.  It is the responsibility of the Managing Director to ensure that 
such persons are made aware of this.
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Part 1 – Allocation, planning, budgets, budgetary control 
and monitoring 
  
5 Financial and budget plans 

5.1 The Chief Executive shall submit to the Board and external regulators as required, 
strategic and operational plans, as suggested by relevant guidance, to meet the 
needs of the Board. These plans will include an annual financial plan, which takes 
into account financial targets and forecast limits of available resources. The plans 
will include: 

a. description of the significant assumptions on which planning is based 
b. details of major changes in workload, delivery of services or resources required 

to achieve the plans. 

5.2 Prior to the start of each financial year, the Director of Finance and Information 
shall prepare and submit budgets for approval by the Board. Such budgets will: 

a. be in accordance with and reconcilable, at a summary level, to the aims and 
objectives set out in the annual Business Plan 

b. reconcile the financial plans to be provided to relevant external regulators, 
such as NHSE/I 

c. reflect resource plans, including workload and workforce plans 
d. be prepared within the limits of available funds 
e. show how the plans will deliver against the financial targets and obligations set 

externally by the Secretary of State and relevant regulatory bodies; and set 
internally by the Trust 

f. provide a forecast of the Trust’s performance over the year against key 
financial indicators, as determined by the Trust and by relevant regulatory 
bodies 

g. include summary financial projections for the longer term 
h. identify and assess significant financial risks. 

5.3 All staff who have been given delegated authority to manage and administer 
budgets shall be expected to contribute to the preparation of the annual budget. 

5.4 All Associate Chief Operating Officers will sign up to their allocated budgets at the 
commencement of each financial year.

5.5 The Director of Finance and Information has a responsibility to ensure that 
adequate training is delivered on an on-going basis to budget holders to help them 
manage successfully.

6 Management of the financial resource 

6.1 The Chief Executive shall require directors and authorised budget managers to 
seek to deliver the financial outturn targets set by the Trust Board within the 
approved annual budget plan and the adjustments to those targets reflected in the 
re-forecasts performed during the year. 
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6.2 The Chief Executive may change the financial outturn targets of any divisions, or 
services. 

6.3 Directors and authorised budget holders shall seek to deliver their service 
responsibilities within the limits of the financial outturn targets set for them. 
Financial and other resources shall only be used for the purposes for which they 
are provided, as approved by the Chief Executive and the Board. 

 
7 Setting the annual financial plan 

7.1 The Chief Executive shall be responsible for providing the Trust Board with the 
annual financial plan, taking into account financial targets and forecast income and 
service developments. The plan will identify the significant assumptions on which it 
is based; and provide details of significant changes to service and workforce plans 
and how these will impact on the Trust’s financial targets. The plan will identify how 
the Trust will achieve the annual efficiency savings set by the Department of 
Health. 

7.2 The Director of Finance and Information shall be responsible overall for the 
design and delivery of the annual integrated financial budget plan. 

7.3 All Executive Directors shall be responsible for contributing to the integrated 
planning process, which shall incorporate plans for workforce, service delivery and 
quality, service capacity and activity, and efficiency planning. 

7.4 Budget holders shall provide all financial, statistical and other relevant information, 
including service, capacity, workforce and efficiency plans, as required by the 
Director of Finance and Information to enable budgets to be compiled. 

7.5 All budget managers should sign up to their allocated budgets at the start of each 
financial year. 

 
8 Managing and reporting the financial position during the year 

8.1 The Director of Finance and Information shall be responsible overall for the 
design and delivery of adequate systems of financial budgetary control. These 
systems will include processes for: 

a. identifying the level of earned income directly attributable to each budget area 
b. identifying the target (gross or net) allowable expenditure for each budget area, 

that will enable each budget holder to deliver their annual financial target 
contribution to the overall Trust target 

c. updating the forecast income and allowable expenditure, during the year, to 
reflect changes in contracted income, service capacity and delivery. 

d. monitoring and reporting financial performance against plans and forecasts 
e. delivering monthly integrated financial reports to meet the requirements of the 

Project Management Office, Finance and Performance Executive and the Trust 
Board in a form approved by the Board. 

8.2 All Executive Directors shall be responsible for establishing monitoring and 
reporting systems for workforce, service delivery and quality, service capacity and 
activity, and efficiency planning to enable budget holders to deliver an integrated 
analysis of their service performance. 
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8.3 All staff to whom responsibility is delegated to incur expenditure, or generate income 
shall comply with the requirements of those systems. 

8.4 Designated budget holders shall be responsible for maintaining expenditure within 
the limits of earned available income. 

8.5 Designated budget holders shall monitor and analyse the integrated financial 
performance of their service during the year. This shall include assessment of: 

a. progress towards delivering the required financial position for the budget area 
b. the impact of resources used, including workforce, progress of service delivery 

and achievement of efficiency plans 
c. trends and projections 
d. where relevant, plans and proposals to recover adverse performance 

8.6 The Director of Finance and Information shall ensure that budget holders are 
provided with advice and support from suitably qualified finance staff, to enable them 
to perform their budget management role adequately. 

8.7 The Director of Finance and Information shall be required to compile and submit 
to the Trust Board such financial estimates and forecasts, on both revenue and 
capital account, as may be required from time to time. 

8.8 The Director of Finance and Information shall keep the Trust Board informed of: 

a. significant in-year variance from the business plan and advise the Board on 
actions to be taken to address the variance 

b. financial consequences of changes in Trust policy 
c. financial implications of external determinations, such as national pay awards 

and changes to the pricing of clinical services 

8.9 The Director of Finance and Information shall: 

a. ensure that budget managers receive adequate training on an on-going 
basis to help them comply with expectations and to manage successfully 

b. issue timely, accurate and comprehensible advice and financial reports to 
each budget manager, covering the areas for which they are responsible 

 
9 Annual accounts, reports and returns 

9.1 The Director of Finance and Information shall: 

a. prepare financial returns in accordance with the accounting policies and 
guidance provided by the Department of Health (DH) and the Treasury, 
the Trust’s accounting policies, and accounting practice as determined by 
the accounting bodies in the UK. 

b. prepare and submit annual financial reports to NHS E/I certified in 
accordance with current guidelines 

c. submit financial returns to the DH for each financial year in accordance 
with the timetable prescribed by the DH 

d. submit periodic monitoring and financial returns to external organisations, 
such as NHSE/I, in accordance with the timetables set by those 
organisations 
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9.2 The Trust’s annual accounts must be audited by an auditor appointed by the Trust. 
The Trust’s audited annual accounts shall be presented to a public meeting and 
made available to the public, within the timescales set by the DH. 

9.3 The Chief Executive shall publish an annual report, in accordance with guidelines 
on local accountability, and present it at a public meeting. The document will 
comply with the current DH requirements and guidance. 

10 Budgetary Delegation

10.1 The Chief Executive may delegate the management of a budget to permit the 
performance of a defined range of activities.  This delegation must be in writing and 
be accompanied by a clear definition of:

a. the amount of the budget;
b. the purpose(s) of each budget heading;
c. individual and group responsibilities;
d. authority to exercise virement;
e. achievement of planned levels of service; 
f. the provision of regular reports.

10.2 The Chief Executive and delegated budget holders must not exceed the budgetary 
total or virement (administrative transfer of funds from one part of a budget to 
another) limits set by the Trust Board.

10.3 Any budgeted funds not required for their designated purpose(s) revert to the 
immediate control of the Chief Executive, subject to any authorised use of virement.

10.4 Non-recurring budgets should not be used to finance recurring expenditure without 
the authority in writing of the Chief Executive, as advised by the Director of 
Finance and Information.

11 Budgetary Control and Reporting

11.1 The Director of Finance and Information will devise and maintain systems of 
budgetary control.  These will include:

a. monthly financial reports to the Board in a form approved by the Board 
containing:
 income and expenditure to date showing trends and forecast year-end 

position;
 movements in working capital;
 movements in cash and capital; 
 capital project spend and projected outturn against plan;
 explanations of any material variances from plan;
 details of any corrective action where necessary and the Chief 

Executive's and/or Director of Finance and Information’s view of 
whether such actions are sufficient to correct the situation;

b. the issue of timely, accurate and comprehensible advice and financial reports 
to each budget holder, covering the areas for which they are responsible;

c. investigation and reporting of variances from financial, workload and manpower 
budgets;

d. monitoring of management action to correct variances; and
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e. arrangements for the authorisation of budget transfers.

11.2 Each budget holder is responsible for ensuring that:

a. any likely overspending or reduction of income, which cannot be met by 
virement, is not incurred without the prior consent of the Board;

b. the amount provided in the approved budget is not used in whole or in part for 
any purpose other than that specifically authorised subject to the rules of 
virement; 

c. no permanent employees are appointed without the approval of the Managing 
Director other than those provided for within the available resources and 
manpower establishment as approved by the Board.

11.3 The Managing Director is responsible for identifying and implementing cost 
improvements and income generation initiatives in accordance with the 
requirements of the Financial Plan and a balanced budget.

12 Capital expenditure

The general rules applying to delegation and reporting shall also apply to capital 
expenditure. 

13 Monitoring returns

The Chief Executive is responsible for ensuring that the appropriate monitoring forms are 
submitted to the requisite monitoring organisation.

Part 2 – Audit
14 Audit Committee

14.1 In accordance with SO, the Board shall formally establish an Audit Committee, with 
clearly defined terms of reference and following guidance from the NHS Audit 
Committee Handbook (2015), which will provide an independent and objective view 
of internal control by:

a. overseeing Internal and External Audit services;
b. reviewing financial, information systems, monitoring the integrity of the financial 

statements, and reviewing significant financial reporting judgments; 
c. review  the  establishment  and  maintenance  of  an  effective  system of 

governance, risk   management and internal control, across the whole of the 
organisation’s  activities  (both  clinical  and non-clinical), that supports the  
achievement of the organisation’s objectives;

d. monitoring compliance with SOs and SFIs;
e. reviewing schedules of losses and compensations and making recommendations 

to the Board;
f. reviewing schedules of debtors/creditors balances over 6 months and £5,000 old 

and explanations/action plans;
g. Reviewing the arrangements in place to support the Assurance Framework 

process prepared on behalf of the Board and advising the Board accordingly.
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14.2 Where the Audit Committee considers there is evidence of ultra vires (beyond 
authority) transactions, evidence of improper acts, or if there are other important 
matters that the Committee wishes to raise, the Chair of the Audit Committee should 
raise the matter at a full meeting of the Board.  Exceptionally, the matter may need to 
be referred to the NHSE/I. (To the Director of Finance and Information in the first 
instance.)

14.3 It is the responsibility of the Director of Finance and Information to ensure an 
adequate Internal Audit service is provided and the Audit Committee shall be 
involved in the selection process when/if an Internal Audit service provider is 
changed.

15 Director of Finance and Information

15.1 The Director of Finance and Information is responsible for:

a. ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
effective Internal Audit function;

b. ensuring that the Internal Audit is adequate and meets the NHS mandatory audit 
standards;

c. deciding at what stage to involve the police in cases of misappropriation and 
other irregularities not involving fraud or corruption;

d. ensuring that an annual internal audit report is prepared for the consideration of 
the Audit Committee [and the Board].  The report must cover:

 a clear opinion on the effectiveness of internal control in accordance with 
current assurance framework guidance issued by the Department of Health 
including for example compliance with control criteria and standards;

 major internal financial control weaknesses discovered;
 progress on the implementation of internal audit recommendations;
 progress against plan over the previous year;
 strategic audit plan covering the coming three years;
 a detailed plan for the coming year.

15.2 The Director of Finance and Information or designated auditors are entitled without 
necessarily giving prior notice to require and receive:

a. access to all records, documents and correspondence relating to any financial or 
other relevant transactions, including documents of a confidential nature;

b. access at all reasonable times to any land, premises or members of the Board or 
employee of the Trust;

c. the production of any cash, stores or other property of the Trust under a member 
of the Board and an employee's control; and

d. explanations concerning any matter under investigation.

16 Role of Internal Audit

16.1 Internal Audit will review, appraise and report upon:

a. the extent of compliance with, and the financial effect of, relevant established 
policies, plans and procedures;

b. the adequacy and application of financial and other related management 
controls;
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c. the suitability of financial and other related management data;
d. the extent to which the Trust’s assets and interests are accounted for and 

safeguarded from loss of any kind, arising from:
 fraud and other offences;
 waste, extravagance, inefficient administration;
 poor value for money or other causes.

e. Internal Audit shall also independently verify the Assurance Statements in 
accordance with guidance from the National Audit Office.

16.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Director of Finance and 
Information must be notified immediately.

16.3 The Chief Internal Auditor will normally attend Audit Committee meetings and has a 
right of access to all Audit Committee members, the Chair and Chief Executive of 
the Trust.

16.4 The Chief Internal Auditor shall be accountable to the Director of Finance and 
Information.  The reporting system for internal audit shall be agreed between the 
Director of Finance and Information, the Audit Committee and the Chief Internal 
Auditor.  The agreement shall be in writing and shall comply with the guidance on 
reporting contained in the NHS Internal Audit Standards.  The reporting system shall 
be reviewed at least every three years.

16.5 Designated executive directors and non-executive directors must carry out audit 
recommendations within the timescale agreed for action.  Failure to do so will be 
reported to the Audit Committee.

17 External Audit 

Under the Local Audit and Accountability Act 2014, NHS Trusts must select and appoint their 
own auditors and directly manage their contracts for the audits for the financial year.  Local 
appointment increases local accountability and moves NHS Trusts into line with NHS 
Foundation Trusts.

18 Fraud and corruption

18.1 In line with their responsibilities, the Chief Executive and Director of Finance and 
Information shall monitor and ensure compliance with Directions issued by the 
Secretary of State for Health and Social Care on fraud and corruption. 

18.2 The Trust shall nominate a suitable person to carry out the duties of the Local Anti- 
Fraud Specialist as specified by the Department of Health Fraud and Corruption 
Manual and guidance.

18.3 The Local Counter Fraud Specialist shall report to the Director of Finance and 
Information and shall work with staff in NHS Protect and the Regional Anti-Fraud 
Specialist in accordance with the NHS Counter Fraud Standards 2018. 

18.4 The Local Counter Fraud Specialist will provide a written report, at least annually, on 
counter fraud work within the Trust.
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19 Security Management

19.1 In line with their responsibilities, the Managing Director will monitor and ensure 
compliance with Directions issued by the Secretary of State for Health and Social 
Care on NHS security management. 

19.2 The Trust shall nominate a suitable person to carry out the duties of the Local 
Security Management Specialist (LSMS) as specified by the Secretary of State for 
Health and Social Care guidance on NHS security management.

19.3 The Managing Director has overall responsibility for controlling and coordinating 
security. However, key tasks are delegated to the Security Management Director 
(SMD) and the appointed Local Security Management Specialist (LSMS).

Part 3 – Bank and Government Banking Service (GBS) 
Accounts 
20 General

20.1 The Director of Finance and Information is responsible for managing the Trust’s 
banking arrangements and for advising the Trust on the provision of banking services 
and operation of accounts.  This advice will take into account guidance/ Directions 
issued from time to time by the Department of Health. In line with ‘Cash Management 
in the NHS’ Trusts should minimise the use of commercial bank accounts and 
consider using  the GBS accounts, or any successor organisations, for all banking 
services.

20.2 The Board shall approve the banking arrangements.

21 Bank and GBS Accounts

The Director of Finance and Information is responsible for:

a. bank accounts and the accounts of the GBS or any successor organisations;
b. establishing separate bank accounts for the Trust’s non-exchequer funds;
c. ensuring payments made from bank or GBS (or successor) accounts do not 

exceed the amount credited to the account except where arrangements have 
been made; 

d. reporting to the Board all arrangements made with the Trust’s bankers for 
accounts to be overdrawn. 

e. monitoring compliance with DH guidance on the level of cleared funds.

22 Banking Procedures

22.1 The Director of Finance and Information will prepare detailed instructions on the 
operation of bank and GBS (or successor) accounts, which must include:

a. the conditions under which each bank and GBS (or successor) account is to be 
operated;

b. those authorised to sign cheques or other orders drawn on the Trust’s accounts.
c. those authorised to undertake electronic banking transactions.
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22.2 The Director of Finance and Information must advise the Trust’s bankers in writing 
of the conditions under which each account will be operated.

23 Tendering and Review

23.1 The Director of Finance and Information will review the commercial banking 
arrangements of the Trust at regular intervals to ensure they reflect best practice and 
represent best value for money by periodically seeking competitive tenders for the 
Trust’s commercial banking business.

23.2 Competitive tenders should be sought at least every five years.  The results of the 
tendering exercise should be reported to the Board. This review is not necessary for 
GBS (or successor) accounts.

Part 4 – Income, fees and charges and security of cash, 
cheques and other negotiable instruments
24 Income Systems

24.1 The Director of Finance and Information is responsible for designing, maintaining 
and ensuring compliance with systems for the proper recording, invoicing, collection 
and coding of all monies due.

24.2 The Director of Finance and Information is also responsible for the prompt banking 
of all monies received.

25 Fees and charges

25.1 The Trust shall follow the Department of Health's Payment by Results guidance in 
charging commissioners for healthcare services, based on the national tariff.  Where 
prices outside of the national tariff are used, they should be calculated in accordance 
with the "Costing" Manual.

25.2 The Director of Finance and Information is responsible for approving and regularly 
reviewing the level of all fees and charges other than those determined by the 
Department of Health or by Statute.  Independent professional advice on matters of 
valuation shall be taken as necessary. Where sponsorship income (including items in 
kind such as subsidised goods or loans of equipment) is considered, the guidance in 
the Department of Health’s Commercial Sponsorship – Ethical standards in the NHS 
shall be followed.

25.3 All employees must inform the Director of Finance and Information promptly of 
money due arising from transactions which they initiate/deal with, including all 
contracts, leases, tenancy agreements, private patient undertakings and other 
transactions.

26 Debt recovery

26.1 The Director of Finance and Information is responsible for the appropriate 
recovery action on all outstanding debts.

26.2 Income not received should be dealt with in accordance with losses procedures.
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26.3 Overpayments should be detected (or preferably prevented) and recovery initiated.

27 Security of cash, cheques and other negotiable instruments

27.1 The Director of Finance and Information is responsible for:

a. approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable;

b. ordering and securely controlling any such stationery;
c. the provision of adequate facilities and systems for employees whose duties 

include collecting and holding cash, including the provision of safes or lockable 
cash boxes, the procedures for keys, and for coin operated machines; 

d. prescribing systems and procedures for handling cash and negotiable 
securities on behalf of the Trust.

27.2 Official money shall not under any circumstances be used for the encashment of 
private cheques or IOUs.

27.3 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall not 
be made from cash received, except under arrangements approved by the Director 
of Finance and Information.

27.4 The holders of safe keys shall not accept unofficial funds for depositing in their safes 
unless such deposits are in special sealed envelopes or locked containers.  It shall 
be made clear to the depositors that the Trust is not to be held liable for any loss, and 
written indemnities must be obtained from the organisation or individuals absolving 
the Trust from responsibility for any loss.

Part 5 – NHS Agreement for provision of services (see also 
Section C, Paragraph 37)
28 Service Level Agreements 

The Chief Executive, as the Accountable Officer, is responsible for ensuring the Trust 
enters into suitable Service Level Agreements (SLA) with service commissioners for the 
provision of NHS services.  All SLAs should aim to implement the agreed priorities contained 
within the Financial Plan) and wherever possible, be based upon integrated care pathways 
to reflect expected patient experience.  In discharging this responsibility, the Chief 
Executive should take into account:

a. the standards of service quality expected;
b. the relevant national service framework (if any);
c. the provision of reliable information on cost and volume of services;
d. the NHS Commissioning and contracting guidelines;
e. that SLAs are based on integrated care pathways.

29 Involving partners and jointly managing risk 

A good SLA will result from a dialogue of clinicians, users, carers, public health professionals 
and managers.  It will reflect knowledge of local needs and inequalities.  This will require the 
Chief Executive to ensure that the Trust works with all partner agencies involved in both the 
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delivery and the commissioning of the service required.  The SLA will apportion responsibility 
for handling a particular risk to the party or parties in the best position to influence the event 
and financial arrangements should reflect this.  In this way, the Trust can jointly manage risk 
with all interested parties.  

30 Reports to Board on SLAs

The Chief Executive, as the Accountable Officer, will need to ensure that regular reports 
are provided to the Board detailing actual and forecast income from the SLA.  This will 
include information on costing arrangements, which increasingly should be based upon 
Healthcare Resource Groups (HRGs).  Where HRGs are unavailable for specific services, all 
parties should agree a common currency for application across the range of SLAs.

31 Commissioning

The Trust’s main activity is to provide healthcare services.  Guidance should be sought from 
the Director of Finance and Information where commissioning activities are necessary.

Part 6 – Terms of service, allowances and payment of 
employees 
32 Funded Establishment

32.1 The manpower plans incorporated within the annual budget will form the funded 
establishment.

32.2 The funded establishment of any department may only be varied in accordance with 
delegated limits.

33 Staff Appointments

33.1 No officer or member of the Trust Board or employee may engage, re-engage, or re-
grade employees, on a permanent or temporary nature, hire agency staff, or agree to 
changes in any aspect of remuneration:

a. unless authorised to do so by the Managing Director;
b. within the limit of their approved budget and funded establishment.
c. in accordance with Trust approved human resource policies and agreements

33.2 The Board will approve procedures presented by the Managing Director for the 
determination of commencing pay rates, condition of service etc, for employees.

34 Processing Payroll

34.1 The Director of Finance and Information will be responsible for liaison with the 
Trust’s payroll and Director of Human Resources and Organisational 
Development in order to:

a. specify timetables for submission of properly authorised time records and other 
notifications;

b. determine final pay and allowances;
c. make payment on agreed dates; 
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d. agree methods of payment.

34.2 The Director of Finance and Information will liaise with the Trust’s payroll and 
Director of Human Resources and Organisational Development to issue 
instructions regarding:

a. verification and documentation of data;
b. the timetable for receipt and preparation of payroll data and the payment of 

employees and allowances;
c. maintenance of subsidiary records for superannuation, income tax, social 

security and other authorised deductions from pay;
d. security and confidentiality of payroll information;
e. checks to be applied to completed payroll before and after payment;
f. authority to release payroll data under the provisions of the Data Protection Act;
g. methods of payment available to various categories of employee and officers;
h. procedures for payment by cheque, bank credit, or cash to employees and 

officers;
i. procedures for the recall of cheques and bank credits;
j. pay advances and their recovery;
k. maintenance of regular and independent reconciliation of pay control accounts;
l. separation of duties of preparing records and handling cash; 
m. a system to ensure the recovery from those leaving the employment of the 

Trust of sums of money and property due by them to the Trust.

34.3 Appropriately nominated managers have delegated responsibility for:

a. submitting time records, and other notifications in accordance with agreed 
timetables;

b. completing time records and other notifications within 3 months of the date of the 
claim in accordance with the Director of Finance and Information’s 
instructions and in the form prescribed by the Director of Human Resources 
and Organisational Design; 

c. submitting termination forms in the prescribed form immediately upon knowing 
the effective date of an employee's or officer’s resignation, termination or 
retirement.  Where an employee fails to report for duty or to fulfill obligations in 
circumstances that suggest they have left without notice, the Director of 
Finance and Information must be informed immediately.

34.4 Regardless of the arrangements for providing the payroll service, the Director of 
Finance and Information shall ensure that the chosen method is supported by 
appropriate (contracted) terms and conditions, adequate internal controls and audit 
review procedures and that suitable arrangements are made for the collection of 
payroll deductions and payment of these to appropriate bodies.

35 Contracts of Employment

The Board shall delegate responsibility to authorised managers for:

a. ensuring that all employees are issued with a Contract of Employment in a form 
approved by the Board and which complies with employment legislation; 

b. dealing with variations to, or termination of, contracts of employment.
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Part 7 – Non-pay expenditure
36 Delegation of Authority

36.1 The Board will approve the level of non-pay expenditure on an annual basis and the 
Chief Executive will determine the level of delegation to budget managers.

36.2 The Chief Executive will set out:

a. the list of managers who are authorised to place requisitions for the supply of 
goods and services; 

b. the maximum level of each requisition and the system for authorisation above 
that level.

36.3 The Managing Director shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services.

Part 8 – Choice, requisitioning, ordering, receipt and 
payment for goods and services 
37 Requisitioning

The requisitioner, in choosing the item to be supplied (or the service to be performed) shall 
always obtain the best value for money for the Trust.  In so doing, the advice of the Trust’s 
adviser on supply shall be sought.  Where this advice is not acceptable to the requisitioner, 
the Director of Finance and Information and/or the Chief Executive shall be consulted.

38 System of Payment and Payment Verification

38.1 The Director of Finance and Information shall be responsible for the prompt 
payment of accounts and claims.  Payment of contract invoices shall be in 
accordance with contract terms, or otherwise, in accordance with national guidance.

38.2 The Director of Finance and Information will:

a. advise the Board regarding the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once 
approved, the thresholds should be incorporated in SOs and SFIs and regularly 
reviewed;

b. prepare procedural instructions or guidance within the Scheme of Delegation 
on the obtaining of goods, works and services incorporating the thresholds;

c. be responsible for the prompt payment of all properly authorised accounts and 
claims;

d. be responsible for designing and maintaining a system of verification, recording 
and payment of all amounts payable.  The system shall provide for:

(i) A list of Board employees (including specimens of their signatures) 
authorised to certify invoices.

(ii) Certification that:
 goods have been duly received, examined and are in accordance with 

specification and the prices are correct;
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 work done or services rendered have been satisfactorily carried out in 
accordance with the order, and, where applicable, the materials used 
are of the requisite standard and the charges are correct;

 in the case of contracts based on the measurement of time, materials 
or expenses, the time charged is in accordance with the time sheets, 
the rates of labour are in accordance with the appropriate rates, the 
materials have been checked as regards quantity, quality, and price 
and the charges for the use of vehicles, plant and machinery have 
been examined;

 where appropriate, the expenditure is in accordance with regulations 
and all necessary authorisations have been obtained;

 the account is arithmetically correct;
 the account is in order for payment.

(iii) A timetable and system for submission to the Director of Finance and 
Information of accounts for payment; provision shall be made for the early 
submission of accounts subject to cash discounts or otherwise requiring 
early payment.

(iv) Instructions to employees regarding the handling and payment of 
accounts within the Finance Department.

e. be responsible for ensuring that payment for goods and services is only made 
once the goods and services are received. The only exceptions are set out in 
SFI 40 below.

39 Prepayments

Prepayments are only permitted where exceptional circumstances apply.  In such instances:

a. Prepayments are only permitted where the financial advantages outweigh the 
disadvantages (i.e. cash flows must be discounted to net present value (NPV) 
using the National Loans Fund (NLF) rate plus 2%). 

b. The appropriate executive director must provide, in the form of a written report, a 
case setting out all relevant circumstances of the purchase.  The report must set 
out the effects on the Trust if the supplier is at some time during the course of 
the prepayment agreement unable to meet his commitments;

c. The Director of Finance and Information will need to be satisfied with the 
proposed arrangements before approving the contractual arrangements proceed 
(taking into account the EU public procurement rules where the contract is above 
a stipulated financial threshold); 

d. The budget holder is responsible for ensuring that all items due under a 
prepayment contract are received and they must immediately inform the 
appropriate director or Chief Executive if problems are encountered.

40 Official orders

Official Orders must:

a. be consecutively numbered;
b. be in a form approved by the Director of Finance and Information;
c. state the Trust’s terms and conditions of trade; 
d. only be issued to, and used by, those duly authorised by the Chief Executive.
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41 Duties of managers and officers

41.1 Managers and officers must ensure that they comply fully with the guidance and 
limits specified by the Director of Finance and Information and that:

a. all contracts (except as otherwise provided for in the Scheme of Delegation), 
leases, tenancy agreements and other commitments which may result in a 
liability are notified to the Director of Finance and Information in advance of 
any commitment being made;

b. contracts above specified thresholds are advertised and awarded in 
accordance with EU rules on public procurement;

c. where consultancy advice is being obtained, the procurement of such advice 
must be in accordance with guidance issued by the Department of Health;

d. no order shall be issued for any item or items to any firm, which has made an 
offer of gifts, reward or benefit to directors or employees, other than:
 isolated gifts of a trivial character or inexpensive seasonal gifts, such as 

calendars;
 conventional hospitality, such as lunches in the course of working visits;
This provision needs to be read in conjunction with Section B, Part 3 
Standards of Business Conduct;

e. no requisition/order is placed for any item or items for which there is no budget 
provision unless authorised by the Director of Finance and Information on 
behalf of the Managing Director;

f. all goods, services, or works are ordered on an official order except works and 
services executed in accordance with a contract and purchases from petty 
cash;

g. verbal orders must only be issued very exceptionally - by an employee 
designated by the Managing Director and only in cases of emergency or 
urgent necessity.  These must be confirmed by an official order and clearly 
marked "Confirmation Order";

h. orders are not split or otherwise placed in a manner devised so as to avoid the 
financial thresholds;

i. goods are not taken on trial or loan in circumstances that could commit the 
Trust to a future uncompetitive purchase;

j. changes to the list of employees and officers authorised to certify invoices are 
notified to the Director of Finance and Information;

k. purchases from petty cash and procurement card are restricted in value and by 
type of purchase in accordance with instructions issued by the Director of 
Finance and Information; 

l. petty cash and procurement card records are maintained in a form as 
determined by the Director of Finance and Information.

41.2 The Managing Director and Director of Finance and Information shall ensure that 
the arrangements for financial control and financial audit of building and engineering 
contracts and property transactions comply with relevant guidance. The technical 
audit of these contracts shall be the responsibility of the relevant director.

42 Joint Finance Arrangements with local authorities and voluntary bodies  

Payments to local authorities and voluntary organisations made under the powers of Section 
75 of the NHS Act 2006 shall comply with procedures laid down by the Director of Finance 
and Information, which shall be in accordance with these Acts. 
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43 External borrowing

43.1 The Director of Finance and Information will advise the Board concerning the 
Trust’s ability to pay dividend on, and repay Public Dividend Capital (PDC) and any 
proposed new borrowing, within the limits set by the Department of Health. The 
Director of Finance and Information is also responsible for reporting periodically to 
the Board concerning the PDC debt and all loans and overdrafts.

43.2 The Board will agree the list of employees (including specimens of their signatures) 
who are authorised to make short term borrowings on behalf of the Trust. This must 
contain the Chief Executive and the Director of Finance and Information.

43.3 The Director of Finance and Information must prepare detailed procedural 
instructions concerning applications for loans and overdrafts.

43.4 All short-term borrowings should be kept to the minimum period of time possible, 
consistent with the overall cashflow position, represent good value for money, and 
comply with the latest guidance from the Department of Health.

43.5 Any short-term borrowing must be with the authority of two members of an authorised 
panel, one of which must be the Chief Executive or the Director of Finance and 
Information. The Board must be made aware of all short term borrowings at the next 
Board meeting.  All long-term borrowing must be consistent with the plans outlined in 
the current Financial Plan and be approved by the Trust Board.

44 Investment

44.1 Temporary cash surpluses must be held only in such public or private sector 
investments as notified by the Secretary of State and authorised by the Board.

44.2 The Director of Finance and Information is responsible for advising the Board on 
investments and shall report periodically to the Board concerning the performance of 
investments held.

44.3 The Director of Finance and Information will prepare detailed procedural 
instructions on the operation of investment accounts and on the records to be 
maintained.

45 Financial framework

The Director of Finance and Information should ensure that members of the Board are 
aware of the Financial Framework. This document contains directions, which the Trust must 
follow. It also contains directions to Clinical Commissioning Groups regarding resource and 
capital allocation and funding to Trusts. The Director of Finance and Information should 
also ensure that the direction and guidance in the framework is followed by the Trust. 

Part 9 – Capital investment, private financing, fixed asset 
registers and security of assets
46 Capital Investment

46.1 The Chief Executive:
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a. shall ensure that there is an adequate appraisal and approval process in place 
for determining capital expenditure priorities and the effect of each proposal 
upon business plans;

b. is responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 

c. shall ensure that the capital investment is not undertaken without confirmation 
of purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges.

46.2 For every capital expenditure proposal the Managing Director shall ensure:

a. that a business case (in line with the guidance contained within the “Capital 
Investment Manual”) is produced setting out:

 an option appraisal of potential benefits compared with known costs to 
determine the option with the highest ratio of benefits to costs; 

 the involvement of appropriate Trust personnel and external agencies;
 appropriate project management and control arrangements; 

b. that the Director of Finance and Information certified professionally to the 
costs and revenue consequences detailed in the business case.

46.3 For capital schemes where the contracts stipulate stage payments, the Chief 
Executive or Managing Director will issue procedures for their management.

46.4 The Director of Finance and Information shall assess on an annual basis the 
requirement for the operation of the construction industry tax deduction scheme in 
accordance with Inland Revenue guidance.

46.5 The Director of Finance and Information shall issue procedures for the regular 
reporting of expenditure and commitment against authorised expenditure.

46.6 The approval of a capital programme shall not constitute approval for expenditure on 
any scheme.

46.7 The Managing Director shall issue to the manager responsible for any scheme:

a. specific authority to commit expenditure;
b. authority to proceed to tender;
c. approval to accept a successful tender.

46.8 The Chief Executive will issue a scheme of delegation for capital investment 
management in accordance with "Estatecode" guidance and the Trust’s Standing 
Orders.

46.9 The Director of Finance and Information shall issue procedures governing the 
financial management, including variations to contract, of capital investment projects 
and valuation for accounting purposes. These procedures shall fully take into account 
the delegated limits for capital schemes as notified to the Trust by the Department of 
Health/NHSE/I.
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47 Asset registers

47.1 The Managing Director is responsible for the maintenance of registers of assets, 
taking account of the advice of the Director of Finance and Information concerning 
the form of any register and the method of updating, and arranging for a physical 
check of assets against the asset register to be conducted on a rolling basis.

47.2 The Trust shall maintain an asset register recording fixed assets with sufficient detail 
to enable the asset’s identification, valuation, type of asset, location and relevant 
manager.

47.3 Additions to the fixed asset register must be clearly identified to an appropriate 
budget holder and be validated by reference to:

a. properly authorised and approved agreements, architect's certificates, 
supplier's invoices and other documentary evidence in respect of purchases 
from third parties;

b. stores, requisitions and wages records for own materials and labour including 
appropriate overheads; 

c. lease agreements in respect of assets held under a finance lease and 
capitalised.

47.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 
must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate).

47.5 The Director of Finance and Information shall approve procedures for reconciling 
balances on fixed assets accounts in ledgers against balances on fixed asset 
registers.

47.6 The value of each asset shall be held at fair value as determined by the Trust’s 
accounting policies.

47.7 The value of each asset shall be depreciated using methods and rates as specified 
within the Trust’s accounting policies.

47.8 The Director of Finance and Information shall calculate and pay capital charges as 
specified in the NHS Finance Manual issued by the Department of Health.

48 Security of Assets

48.1 The overall control of fixed assets is the responsibility of the Chief Executive. 

48.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Director of 
Finance and Information.  This procedure shall make provision for:

a. recording managerial responsibility for each asset;
b. identification of additions and disposals;
c. identification of all repairs and maintenance expenses;
d. physical security of assets;
e. periodic verification of the existence of, condition of, and title to, assets 

recorded;
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f. identification and reporting of all costs associated with the retention of an asset; 
g. reporting, recording and safekeeping of cash, cheques, and negotiable 

instruments.

48.3 All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Director of Finance and Information.

48.4 Whilst each employee and officer has a responsibility for the security of property of 
the Trust, it is the responsibility of Board members and senior employees in all 
disciplines to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Board.  Any breach of agreed security 
practices must be reported in accordance with agreed procedures.

48.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of 
equipment, stores or supplies must be reported by Board members and employees in 
accordance with the procedure for reporting losses.

48.6 Where practical, assets should be marked as Trust property.

Part 10 – Stores and receipt of goods
49 General position

Stores, defined in terms of controlled stores and departmental stores (for immediate use) 
should be:

a. kept to a minimum;
b. subjected to annual stock take;
c. valued at the lower of cost and net realisable value.

50 Control of stores, stocktaking, condemnations and disposal

50.1 Subject to the responsibility of the Director of Finance and Information for the 
systems of control, overall responsibility for the control of stores shall be delegated to 
an employee by the Chief Executive.  The day-to-day responsibility may be 
delegated by him to departmental employees and stores managers/keepers, subject 
to such delegation being entered in a record available to the Director of Finance 
and Information.  The control of any pharmaceutical stocks shall be the 
responsibility of a designated pharmaceutical officer; the control of any fuel oil and 
coal of a designated estates manager.

50.2 The responsibility for security arrangements and the custody of keys for any stores 
and locations shall be clearly defined in writing by the designated manager/ 
pharmaceutical officer.  Wherever practicable, stocks should be marked as health 
service property.

50.3 The Director of Finance and Information shall set out procedures and systems to 
regulate the stores including records for receipt of goods, issues, and returns to 
stores, and losses.

50.4 Stocktaking arrangements shall be agreed with the Director of Finance and 
Information and there shall be a physical check covering all items in store at least 
once a year.
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50.5 Where a complete system of stores control is not justified, alternative arrangements 
shall require the approval of the Director of Finance and Information.

50.6 The designated manager/pharmaceutical officer shall be responsible for a system 
approved by the Director of Finance and Information for a review of slow moving 
and obsolete items and for condemnation, disposal, and replacement of all 
unserviceable articles.  The designated Officer shall report to the Director of 
Finance and Information any evidence of significant overstocking and of any 
negligence or malpractice.  Procedures for the disposal of obsolete stock shall follow 
the procedures set out for disposal of all surplus and obsolete goods.

51 Goods supplied by NHS Supply Chain

For goods supplied via the NHS Supply Chain, the Chief Executive shall identify those 
authorised to requisition and accept goods from the store.  The authorised person shall 
check receipt against the delivery note before forwarding this to the Director of Finance 
and Information who shall satisfy himself that the goods have been received before 
accepting the recharge.

Part 11 – Disposals and condemnations, losses and 
specials payments 
52 Disposals and condemnation procedures

52.1 The Director of Finance and Information must prepare detailed procedures for the 
disposal of assets including condemnations, and ensure that these are notified to 
managers.

52.2 When it is decided to dispose of a Trust asset, the head of department or authorised 
deputy will determine and advise the Director of Finance and Information of the 
estimated market value of the item, taking account of professional advice where 
appropriate.

52.3 All unserviceable articles shall be:

a. condemned or otherwise disposed of by an employee authorised for that 
purpose by the Director of Finance and Information;

b. recorded by the Condemning Officer in a form approved by the Director of 
Finance and Information, which will indicate whether the articles are to be 
converted, destroyed or otherwise disposed of.  All entries shall be confirmed 
by the countersignature of a second employee authorised for the purpose by 
the Director of Finance and Information.

52.4 The condemning officer shall satisfy himself as to whether or not there is evidence 
of negligence in use and shall report any such evidence to the Director of Finance 
and Information who will take the appropriate action. 

53 Losses and special payments

53.1 The Director of Finance and Information must prepare procedural instructions on 
the recording of and accounting for condemnations, losses, and special payments.  
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53.2 Any employee or officer discovering or suspecting a loss of any kind must either 
immediately inform their head of department, who must immediately inform 
Managing Director and the Director of Finance and Information or inform an 
officer charged with responsibility for responding to concerns involving loss.  This 
officer will then appropriately inform the Director of Finance and Information and/or 
Managing Director.  Where a criminal offence is suspected, the Director of 
Finance and Information must immediately inform the police if theft or arson is 
involved.  In cases of fraud and corruption or of anomalies, which may indicate fraud 
or corruption, the Director of Finance and Information must inform the relevant 
LCFS and NHS Protect regional team in accordance with Secretary of State for 
Health and Social Care’s Directions.  The Director of Finance and Information 
must notify NHS Protect and the External Auditor of all suspected frauds.

53.3 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 
except if trivial, the Director of Finance and Information must immediately notify: 

a. the Board (via the Audit Committee),
b. the External Auditor.

53.4 Within limits delegated to it by the Department of Health, the Board shall approve the 
writing-off of losses.

53.5 The Director of Finance and Information shall be authorised to take any necessary 
steps to safeguard the Trust’s interests in bankruptcies and company liquidations.

53.6 For any loss, the Director of Finance and Information should consider whether any 
insurance claim can be made.

53.7 The Director of Finance and Information shall maintain a Losses and Special 
Payments Register in which write-off action is recorded.

53.8 No special payments exceeding delegated limits shall be made without the prior 
approval of the Department of Health.

53.9 All losses and special payments must be reported to the Audit Committee at every 
meeting.

Part 12 – Information Technology
54 Responsibilities and duties of the Director of Finance and Information

54.1 The Director of Finance and Information, who is responsible for the accuracy and 
security of the computerised financial data of the Trust, shall:

a. devise and implement any necessary procedures to ensure  adequate 
(reasonable) protection of the Trust’s data, programs  and computer hardware 
for which they are responsible from accidental or intentional disclosure to 
unauthorised persons, deletion or modification, theft or damage, having due 
regard for the Data Protection Act 1998;

b. ensure that adequate (reasonable) controls exist over data entry, processing, 
storage, transmission and output to ensure security, privacy, accuracy, 
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completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system;

c. ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment;

d. ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews, as they may 
consider necessary are being carried out.

54.2 The Director of Finance and Information shall need to ensure that new financial 
systems and amendments to current financial systems are developed in a controlled 
manner and thoroughly tested prior to implementation.  Where this is undertaken by 
another organisation, assurances of adequacy must be obtained from them prior to 
implementation.

54.3 The Director of Finance and Information shall publish and maintain a Freedom of 
Information Publication Scheme, or adopt a model Publication Scheme approved by 
the Information Commissioner.  A Publication Scheme is a complete guide to the 
information routinely published by a public authority and describes the classes or 
types of information about our Trust that we make publicly available.

55 Responsibilities and duties of other directors and officers in relation to 
computer systems of a general application

In the case of computer systems which are proposed general applications (i.e. normally 
those applications which the majority of Trust’s in the Region wish to sponsor jointly) all 
responsible directors and employees will send to the Director of Finance and Information:

a. details of the outline design of the system;
b. in the case of packages acquired either from a commercial organisation, from 

the NHS, or from another public sector organisation, the operational 
requirement.

56 Contracts for computer services with other health bodies or outside agencies

56.1 The Director of Finance and Information shall ensure that contracts for computer 
services for financial applications with another health organisation or any other 
agency shall clearly define the responsibility of all parties for the security, privacy, 
accuracy, completeness, and timeliness of data during processing, transmission and 
storage.  The contract should also ensure rights of access for audit purposes.

56.2 Where another health organisation or any other agency provides a computer service 
for financial applications, the Director of Finance and Information shall periodically 
seek assurances that adequate controls are in operation.

57 IT risk assessments

The Director of Finance and Information shall ensure that risks to the Trust arising from 
the use of IT are effectively identified and considered and appropriate action taken to 
mitigate or control risk. This shall include the preparation and testing of appropriate disaster 
recovery plans.
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58 Requirements for computer systems, which have an impact on corporate 
financial systems

Where computer systems have an impact on corporate financial systems, the Director of 
Finance and Information shall need to be satisfied that:

a. systems acquisition, development and maintenance are in line with corporate 
policies such as an Information Technology Strategy;

b. data produced for use with financial systems is adequate, accurate, complete 
and timely, and that a management (audit) trail exists; 

c. Director of Finance and Information staff have access to such data; 
d. such computer audit reviews as are considered necessary are being carried 

out.

Part 13 – Patient’s Property 

59 Patient property

59.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as "property") handed in by patients, in the possession 
of unconscious or confused patients, or found in the possession of patients dying in 
hospital or dead on arrival.

59.2 The Chief Operating Officer and Director of Finance and Information, on behalf 
of the Chief Executive are responsible for ensuring that patients or their guardians, 
as appropriate, are given information and advice on patient property which includes 
two key messages:

a. Patients should keep as little property as possible on Trust premises, and this 
particularly applies to valuables. They should hand any item they do not need 
to a relative/carer to take home

b. The Trust will not accept liability for loss of or damage to the patient’s property 
unless it is handed over for safekeeping and a copy of the Patient Property 
Record is obtained as a receipt.

This information and the process for handing in property will be provided in writing, 
by notices and other written information material including admission 
documentation and property records, and orally through the advice of staff 
responsible for admission.

59.3 The Director of Finance and Information must provide detailed written instructions 
on the collection, custody, investment, recording, safekeeping, and disposal of 
patients' property (including instructions on the disposal of the property of deceased 
patients and of patients transferred to other premises) for all staff whose duty is to 
administer, in any way, the property of patients.  Due care should be exercised in the 
management of a patient's money in order to maximise the benefits to the patient.

59.4 Where Department of Health instructions require the opening of separate accounts 
for patients' monies, these shall be opened and operated under arrangements 
agreed by the Director of Finance and Information.
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59.5 In all cases where property of a deceased patient is of a total value in excess of 
£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates (Small Payments) Act 1965), the production of Probate or 
Letters of Administration shall be required before any of the property is released.  
Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained.

59.6 Staff should be informed, on appointment, by the appropriate departmental or senior 
manager of their responsibilities and duties for the administration of the property of 
patients.

59.7 Where patients' property or income is received for specific purposes and held for 
safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing.

Part 14 – Funds Held on Trust
60 Corporate Trustee 

60.1 The discharge of the Trust’s corporate trustee responsibilities are distinct from its 
responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general principles of 
financial regularity, prudence and propriety.  Trustee responsibilities cover both 
charitable and non-charitable purposes.  

60.2 The Director of Finance and Information shall ensure that each trust fund, which the 
Trust is responsible for managing, is managed appropriately with regard to its purpose 
and to its requirements.

61 Accountability to Charity Commission and Secretary of State for Health and 
Social Care

61.1 The trustee responsibilities must be discharged separately and full recognition given 
to the Trust’s dual accountabilities to the Charity Commission for charitable funds 
held on trust and to the Secretary of State for all funds held on trust.

61.2 The Schedule of Matters Reserved to the Board and the Scheme of Delegation make 
clear where decisions regarding the exercise of discretion regarding the disposal and 
use of the funds are to be taken and by whom.  All Trust Board members and Trust 
officers must take account of that guidance before taking action. 

62 Applicability of SFIs to funds held on Trust

62.1 In so far as it is possible to do so, most of the sections of these SFIs will apply to the 
management of funds held in trust. 

62.2 The over-riding principle is that the integrity of each Trust must be maintained and 
statutory and Trust obligations met.  Materiality must be assessed separately from 
Exchequer activities and funds.

Part 15 – Retention of Records
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63.1 The Managing Director shall be responsible for maintaining archives for all records 
required to be retained in accordance with the Records Management Code of 
Practice for Health and Social Care 2016.

63.2 The records held in archives shall be capable of retrieval by authorised persons.

63.3 Records held in accordance with latest Department of Health guidance shall only be 
destroyed at the express instigation of the Managing Director. Detail shall be 
maintained of records so destroyed.

Part 16 – Risk Management and Insurance
64 Programme of risk management

64.1 The Managing Director shall ensure that the Trust has a programme of risk 
management, in accordance with current Department of Health assurance framework 
requirements, which must be approved and monitored by the Board.  The programme 
of risk management shall include:

a. a process for identifying and quantifying risks and potential liabilities;
b. engendering among all levels of staff a positive attitude towards the control of 

risk;
c. management processes to ensure all significant risks and potential liabilities 

are addressed including effective systems of internal control, cost effective 
insurance cover, and decisions on the acceptable level of retained risk;

d. contingency plans to offset the impact of adverse events;
e. audit arrangements including; Internal Audit, clinical audit, health and safety 

review;
f. a clear indication of which risks shall be insured;
g. arrangements to review the Risk Management programme.

64.2 The existence, integration and evaluation of the above elements will assist in 
providing a basis to make the Annual Governance Statement within the Annual 
Report and Accounts as required by current Department of Health guidance.

65 Insurance: Risk Pooling Schemes administered by NHS Resolution

The Board shall decide if the Trust will insure through the risk pooling schemes administered 
by the NHS Resolution or self-insure for some or all of the risks covered by the risk pooling 
schemes. If the Board decides not to use the risk pooling schemes for any of the risk areas 
(clinical, property and employers/third party liability) covered by the scheme,this decision 
shall be reviewed annually.

66 Insurance arrangements with commercial insurers

There is a general prohibition on entering into insurance arrangements with commercial 
insurers. There are, however, three exceptions when Trusts may enter into insurance 
arrangements with commercial insurers. The exceptions are:

a. Trusts may enter commercial arrangements for insuring motor vehicles owned by 
the Trust including insuring third party liability arising from their use;
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b. where the Trust is involved with a consortium in a Private Finance Initiative 
contract and the other consortium members require that commercial insurance 
arrangements are entered into; and 

c. where income generation activities take place. Income generation activities 
should normally be insured against all risks using commercial insurance. If the 
income generation activity is also an activity normally carried out by the Trust for 
a NHS purpose, the activity may be covered in the risk pool. Confirmation of 
coverage in the risk pool must be obtained from NHS Resolution. In any case of 
doubt concerning a Trust’s powers to enter into commercial insurance 
arrangements, the Director of Finance and Information should consult the 
Department of Health.

67 Arrangements to be followed by the Board in agreeing insurance cover

67.1 Where the Board decides to use the risk pooling schemes administered by the NHS 
Resolution, the Director of Finance and Information shall ensure that the 
arrangements entered into are appropriate and complementary to the risk 
management programme. The Director of Finance and Information shall ensure 
that documented procedures cover these arrangements.

67.2 Where the Board decides not to use the risk pooling schemes administered by the 
NHS Resolution for one or other of the risks covered by the schemes, the Director of 
Finance and Information shall ensure that the Board is informed of the nature and 
extent of the risks that are self-insured as a result of this decision. The Director of 
Finance and Information will draw up formal documented procedures for the 
management of any claims arising from third parties and payments in respect of 
losses, which will not be reimbursed.  

67.3 All the risk pooling schemes require scheme members to make some contribution to 
the settlement of claims (the ‘deductible’).  The Director of Finance and 
Information should ensure documented procedures also cover the management of 
claims and payments below the deductible in each case.
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Appendix 1 – Schedule of Reservation and Delegation of Powers

Appendix 2 - Financial Delegation Limits

To be inserted pending approval
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Appendix 3 – Exemption to Contract Procedure Rules Approval Form

EXEMPTION TO STANDING ORDERS 
AND STANDING FINANCIAL 
INSTRUCTIONS (CONTRACT 

PROCEDURE RULES)
Staff are responsible for ensuring that exemptions to the rules are approved in advance of any action 

undertaken in all instances where contract procedures rules cannot be complied with.  An exemption is a 
permission to let a contract without complying with one or more of the rules within standing orders and 

standing financial instructions.
Section 1 Details
Scheme Name

Description of 
Services, Works 
or Supplies
Provider

Section 2 Contract Values and Duration
Total Contract 
Value
Contract Duration

Approx Start Date

Please ‘check’ the box which covers the contract value:
Up to £10,000 
Up to £100,000 
Up to £250,000 
Up to £500,000 
Over £500,000 

Section 3 Why is the exemption requested?
Not limited to: no quotations have been sought or the purchase cannot be made via a compliant framework 

agreement.  If an application to let a contract without genuine competition is granted, the officer responsible for 
the contract must demonstrate that the price obtained is not in excess of the market price and that the contract 
represents best value.  A lack of time caused by inadequate forward planning is not a cogent reason and will 

not permit an exemption to the rules.

Section 4 Has the matter been agreed with the relevant technical expert
Has the relevant experts(s) in your service agreed that the goods, services or works to be purchased are 

required and will be fit for purpose, that the supplier’s prices are reasonable and good value for money and the 
suitability of the proposed provider has been established.

Section 5 What is the impact of non-approval?

Section 6 Why has the proposed provider been selected?
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Section 7 What will happen when the exemption period expires?  
What will be in place to prevent the need for a future exemption request?

Section 9 Approvals
Originating Officer
Name Signature Date

Authorising Officer (as defined in the financial delegation limits: up to £10,000  - Divisional Operations 
Director / Head of Service / Director; Up to £50,000 - Managing Director OR Director of Finance and 
Information; Up to £250,000 - Managing Director AND Director of Finance and Information; Over £250,000 – 
Board)
Name Signature Date

Director of Finance and Information or Nominated Deputy
Name Signature Date
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Version 3 16 June 2020

Report to: Public Board
Date of Meeting: 01/04/2021
Title of Report: Foundation Group Strategy Sub-Committee Terms Of Reference
Status of report: ☒Approval ☐Position statement  ☐Information  ☐Discussion
Report Approval Route: Foundation Group Board of Directors
Lead Executive Director: Select Director
Author: Provide Name and Job Title
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
Approval by the Foundation Group of the Terms Of Reference. 

2. Recommendation(s)
For the Wye Valley Trust Board to approve the updated Terms Of Reference.

3. Executive Director Opinion1

N/A
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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                  South Warwickshire NHS Foundation Trust
Wye Valley NHS Trust

George Eliot Hospital NHS Trust

Foundation Group Strategy Sub-Committee
TERMS OF REFERENCE

Remit The Foundation Group Strategy Sub-Committee advises the Boards of 
South Warwickshire NHS Foundation Trust, Wye Valley NHS Trust and 
George Eliot Hospital NHS Trust on all matters relevant to identifying and 
sharing best practice at pace. 

Accountability 
Arrangements

The Committee is accountable to the Board of Directors of each Trust and 
is authorised by the Boards to investigate any activity within its terms of 
reference. 

It is also authorised to:

 seek any information it requires from any employees and all 
employees are directed to co-operate with any request made by the 
Committee. 

 ensure the engagement of all Board members in the formation and 
execution of strategy

 decide upon, and require officers to implement, appropriate action to 
ensure achievement of, or to correct deviation from, the strategic 
objectives agreed by the Boards.

Responsibilities The Committee will advise the Boards on the following matters;

Strategic Financial and Operational Planning

 developing strategy and investment plans, including finance, IT, 
estates, and commercial development 

 overseeing processes which benchmark clinical outcomes and 
productivity across the Group supporting the implementation of best 
practice solutions

 developing new working models for corporate functions 
 developing new business models to progress the development of 

integrated health and care
 developing and executing a communications strategy
 developing and maintaining business development capacity and 

capability across the Group
 determining the framework that supports each provider’s 

organisational objectives and targets 
 developing and supporting achievement of operating, business, 

efficiency and delivery plans 
 identifying, reviewing and mitigating strategic risks 
 proposing and implementing joint working with partner organisations 

where collaborative approaches will yield tangible improvements 
and/or efficiencies 

 overseeing service transformation and pathway redesign 
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                  South Warwickshire NHS Foundation Trust
Wye Valley NHS Trust

George Eliot Hospital NHS Trust

Membership/ 
Attendance

Members of the Committee are:

 Chairman of the Trusts 
 Chief Executive of the Trusts
 A Non-Executive Director from each Trust
 Managing Director from each Trust
 Medical Director (or equivalent) from each Trust
 Group Strategy Advisor (Managing Director SWFT)
 Group Strategic Financial Advisor 

Other officers of the Trust may be invited to attend for appropriate agenda 
items.

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.

Chair The Chair of the Committee will be the Chair from the Trusts. 
Quorum A quorum shall be six members which will include two Non-Executive 

Directors (one of which could be the Chairman), the Chief Executive and 
a Managing Director. The quorum should include either a NED or MD 
from Wye Valley NHS Trust and George Eliot NHS Trust.

Reporting 
Arrangements

The minutes of the Foundation Group Strategy Sub-Committee will be 
formally recorded and submitted to the respective Boards of Directors. 
Any confidential matters will be identified as such in the minutes and 
separately recorded. 

Each Non-Executive Director of the Foundation Group Strategy Sub-
Committee will provide a brief report to the following Board of Directors 
meetings drawing attention to significant developments, highlighting 
areas where further assurance is required and matters requiring Board 
decisions.

The Committee’s agendas and meeting papers will be made available to 
all Board members of the respective Boards of Directors.

The Committee will review its work annually to highlight key issues in the 
development of the Groups Operational and Financial Strategies and 
their management, as well as the effectiveness of the Committee.

Frequency of 
Meeting

The Committee shall normally meet bi-monthly. The Chairman may call 
an additional meeting if he/she considers one is necessary.

Administration The Committee shall be supported by a member of the Corporate Support 
staff, whose duties in this respect will include:

 Preparation of agenda in consultation with the Chair
 Collation and circulation of papers/ presentations in advance of the 

meeting
 Taking the minutes and agreeing these with the Chair
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                  South Warwickshire NHS Foundation Trust
Wye Valley NHS Trust

George Eliot Hospital NHS Trust

 Keeping a record of matters arising and seeking updates on action 
points

Date Approved Committee on 22 March 2021

Board of Directors South Warwickshire NHS Foundation Trust – 6 May 
20207 April 2021

Board of Directors Wye Valley NHS Trust – 7 May 20201 April 2021

Board of Directors George Eliot NHS Trust – 5 May 20206 April 2021

Date Review Committee Review Date:  March 20212022
Board Review Date:  April 20212022
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Report to: Public Board
Date of Meeting: 01/04/2021
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

Good progress continues to be made with the Digital Programme – with most projects continuing to be 
on track.
 

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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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

Overall the programme of work remains on track and 
areas which were affected by operational pressures 
are recommencing. In addition, project teams are 
working with stakeholders to continually improve 
engagement and support issue resolution where 
possible. 

Nurse Noting A
Rollout has been delayed due to issues raised by 
Matrons. Programme team are supporting to help 
with resolution.

White Boards G Implementation scope has been met.

eOBS A
Although functionality is live, issues have been 
escalated which the programme team are assisting to 
resolve. 

Theatres G Planning for deployment is in progress. 

Pathology OCS G Pilot has run to test the switch off of paper results. Plan 
for go-live has been scheduled for 1st April.

Radiology OCS G Requirements gathering and solution build in progress.

Cardiology OCS G Implementation scope has been met.

EPR

Patient Arrival 
Kiosks G Implementation scope has been met.

EPMA G Community Hospital deployment is planned after 
Easter.

EDS and Integration G Work has commenced, and governance is being set up.

Voice Recognition G Business case is in progress.

Endoscopy G Replacement solution has been chosen. Deployment 
project has been initiated.

Data Centre Phase 3 - Disaster 
Recovery and Business 
Continuity

G The disaster recovery and business continuity phase of 
the data centre project has now commenced.

E-Rostering G Programme progressing to re-baselined plan.
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5.1 NHS Digital Global Digital Exemplar (GDE) Programme

GDE Programme Overview

Following on from the completion of the final funding assessment, attention has now turned to 
planning the remaining deliverables and the outstanding work. There has been a focus within the 
project teams to work with NHS Digital (NHSD) and meet a number of actions related to Benefits 
approval and realisation planning. In addition, a review of scope alongside the requirements of 
HIMSS Level 5 criteria is taking place. Any areas which are a risk will be addressed to ensure all 
criteria are met.

EPR Phase 2

The EPR programme is continuing to progress and renew engagement with operational teams 
following the easing of COVID pressures. The team is experiencing resource issues following 
absences and the loss of a key team member, options are being progressed to maintain 
momentum of delivery. 
Release 15.3.2.2 has now completed User Acceptance Testing (UAT), and preparation for 
implementation on Tuesday 23rd March is well advanced, and will have been completed when this 
paper is presented.

Workstream Summary

A summary of some major deliverables is shown below:

Nurse Noting in MAXIMS – A further delay to the roll out of Nurse Noting has been occurred due 
to two issues raised by Matrons, i.e. ready access to Active Directory accounts and standard BAU 
training for Nursing staff ahead of remaining concerns, and whilst neither is under the 
Programme’s direct control, further activity has begun to try and reduce the operational impact. 

Nurse eOBS (observations) – Due to issues being raised regarding timely recording of 
observations and incomplete sets of observations being submitted, work is underway with 
operational and programme staff to explore the root cause of the issues, and develop solutions to 
mitigate the risk. The level of risk is being monitored closely.

Order communication (OCS) 
Pathology Order Communications – Due to Covid pressures, the Medical Division requested that 
the planned switch-off be delayed from 1st February. A pilot has been undertaken on Wye ward, 
to learn lessons and prove the process ahead of Trust-wide rollout. The rollout requires support 
to regularly run a report of discharged patients whose Pathology results have yet to be confirmed 
‘as checked in MAXIMS’. Further to review, the programme team have requested the assistance 
of the Information Department for scheduling and distributing the report automatically.
Radiology Order Communications –Work is in progress to scope and configure requirements for 
full radiology order comms. 

Outpatient Noting – Further to the OP pilot completing mid-January, a report is being produced 
to document the outcome, all of which has already been shared with IMS. The solution is 
continuing to be used by some clinicians, as their preference. Engagement has commenced to 
review potential roll out options available to the team.
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EPMA

The EPMA team have now completed all ‘in scope’ areas of deployment at the County Hospital 
and work has commenced to plan the final two phases of the project as follows:

1 - Community hospital deployment: This is expected to commence on Tuesday 6th April and to 
take approximately three weeks. Training has commenced, Business Continuity and disaster 
recovery measures are in the final stages of build.

2 – Additional areas for deployment in the County Hospital - within the Business Case, a number 
of areas were highlighted as areas which would not automatically be included within scope, due 
to complexity, systems currently in place and a review of processes and system capability being 
needed. As the programme enters its final period, the project team is now engaging with each of 
the areas to agree a course of action. This will be to either deploy EPMA where safe to do so, or 
to agree the area will remain either on a separate system or on paper. A proposal will be tabled 
to the EPMA Project Board in April. 

Electronic Discharge System (EDS) and EPR-EPMA Integration

The new Project Manager has now commenced work to build the governance tools and meetings 
required to run the project. Both EPRO and IMS MAXIMS (EPMA and EPR suppliers) have now 
been engaged and are jointly scoping the work along with an agreed delivery plan. 

5.2 Wider Digital Projects

E-Rostering

The Project is progressing as expected with Phase 1. During February, the first pay run for WVT 
was completed successfully. As at the end of January, more than 400 staff have been trained to 
push out Bank/Agency shifts. The ‘MeApp’ rollout is also continuing with 350 bank staff having 
downloaded the application so far. This allows staff to book available bank shifts via the App. 
One feature of the SafeCare element (where shifts can be finalised up to 60 minutes BEFORE 
the shift end time) was rolled out in February to assist the Roster Managers during recent 
operational pressures. 

Throughout March, Health Roster Preparation has been taking place in readiness for the Ward 
Rollout provisionally planned to commence on 12th April, subject to approval by Project Board 
members.

Digital Dictation (DD) and Voice Recognition (VR) Options Appraisal

Work to appraise DD and VR options available to the Trust is ongoing, with the aim of presenting 
a Business Case to the TMB in early April. Demonstrations of all 5 current major suppliers 
including a review of Arrendale future proposals have been completed and involved all 
stakeholder groups, ensuring that specific requirements for each are defined.

Endoscopy

Supplier engagement has now commenced following approval of selection. The implementation 
plan is now being built with support of the department. It is anticipated that the project will be 
completed in early May. 
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Data Centre Phase 3 - Disaster Recovery (DR) and Business Continuity (BC)

The DR and BC project is working to a technical delivery plan that will be reviewed at the Project 
Board on 22nd March. The plan covers planned project activity for March – December 2021.  This 
includes tasks such as implementing network resilience in the data centre, implementing the 
resilient hosting and storage architecture and the Veeam backup solution.  Workshops will be run 
with appropriate Trust and Hoople staff in the summer fully to develop the WVT DR Plans utilising 
the new hardware and to ensure that responsibilities are understood.
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NHS Staff Survey  

WVT Report – 2020 

Geoffrey Etule 
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WVT staff survey details 
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Overview – highlights 
Improvements in key areas since 2016

q 77.3% staff said they felt the care of patients / service users is my 
organisation’s top priority (74.7% - 2016)

q 69.5% staff said they would recommend WVT as a place to work (56.2% - 
2016)

q 70.8% staff said they would be happy with the standard of care provided 
by WVT if a friend or relative needed treatment (59.3% - 2016)

q 81.3% staff said they feel able to make suggestions to improve the work of 
their team / department (77.7% - 2016)

q 90% staff said their role makes a difference to patients / service users 
(90.4% - 2016)

10 key Themes 
q Above average in 6 areas
q Average in 3 areas
q Slightly below average in 1 area (safe environment, bullying & harassment)
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Overview – 2020 results 
q Above average in 6 out of 10 areas – good progress considering 

the impact of Covid-19
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WVT overview – 2019 / 2020
q Good progress and no significant deterioration in any area
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Staff survey – quality of care 
q Quality of Care – average
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Staff survey – quality of care  
q Quality of care – ongoing investments in services and WVT environment 

will lead to improvements in quality of care and patient experience
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Staff survey – staff engagement   
q Good progress made since 2016
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Staff survey – EDI, health & wellbeing   
q Staff networks and working groups are having a positive impact
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Staff survey – managers, flexible working   
q Sustained improvements following introduction of leadership development 

programmes and supporting flexible working policies and practices
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Staff survey – violence, safety culture   
q Improvements following introduction of operation Nightingale, enhanced governance 

processes and ongoing patient safety work

11/14 175/220



Staff survey – bullying & harassment   
q FTSU process, open culture encourages staff to speak up – more work to be done at 

WVT and across the NHS in tackling bullying & harassment 
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Staff survey – key developments    
q Good progress in most areas since 2016 – concerted efforts and 

investment in services, facilities, HR and introduction of good employment 
policies

q Leadership Charter for all line managers & Staff Wellbeing Compact 
demonstrates our commitment to a compassionate culture of dignity & 
respect

q Survey results & regular NHS People Pulse survey results are largely 
positive for WVT

q Staffing – international recruitment campaigns to reduce vacancies, 
development of new roles, promoting apprenticeships, Kickstart, HCSW 

q Staff engagement - good engagement forums including MD open door 
policy, FTSU process, trade union forums, leadership briefings, GEM 
awards  

q Staff safety – operation Nightingale work with Police to enhance safety in 
ED showing improvements in violence 

q Staff health & wellbeing – wellbeing hubs, more homeworking / agile 
working, OH and wellbeing support programmes 

q Communications to staff – regular Covid related and WVT updates to staff 
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WVT Actions
Key actions for 2021/22

q WVT staff survey action plan – focusing on key areas i.e. bullying & 
harassment, health & wellbeing, safety culture 

q Local staff survey action plans – divisional leads and HR engaging staff 
to find local solutions to concerns raised and developing action plans

q Health & wellbeing – investing in health & wellbeing initiatives for staff
q Safety culture – ongoing work to maintain a safety culture 
q Leadership & management development – suite of development 

programmes for line managers – Growth model
q Staff engagement - ongoing staff engagement through trade union forums, 

MD open door, HR, FTSU, staff networks, MD led engagement sessions
q Maintaining a climate of good employment relations 
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Documents covered by this 
report:

Infection Prevention and Control BAF

1.  Purpose of the report
To provide the Board with oversight of the trusts position (self-assessed) against the revised standards which were 
added to the Infection Prevention – Board Assurance Framework (IPC BAF) in February 2021.

2. Recommendation(s)
Board is asked to consider the revised standards contained within the framework and the self-assessed position.  

3. Executive Director Opinion1

The original IPC BAF was published at the beginning of May 2020.  Wye Valley Trust self-assessment against the 
Key Lines of Enquiry was presented to Trust Board in July 2020.  Subsequent to that, the CQC held a Transition 
Monitoring Call (TMC) with the Trust on the 5 August to review the submission.   The CQC confirmed they were 
satisfied with the Trusts self-assessment following the TMC. 

At the time of the Board report in July 2020, there were 18 domains that were partially compliant and one area of 
non-compliance, these have all subsequently been addressed and full compliance against all domains can be 
reported at this time.

During February 2021, the Board Assurance Framework was updated, including some new standards or 
adjustment to existing standards to bring them in line with updated national guidance.  This required a further 
self-assessment against 56 new and revised standards.  

The judgement on the status of each element has been assessed by a panel of individuals including the lead 
consultant microbiologist, lead infection prevention nurse, the trusts director of infection prevention and control 
(the director of nursing), divisional directors of nursing, the quality and safety lead and a compliance officer. 

The panel have assessed full compliance for 52/56 standards with 4 areas achieving partial compliance.  The full 
detail of the assessment can be found in appendix 1.  The four outstanding areas are detailed below:

 For those who fail a fit test, there is a record given to and held by trainee and centrally within the 
organisation of repeated testing on alternative respirators and hoods - the trainee is given a record and is 
tested on alternatives, to fully meet the criteria the trainee and central record must document which 
element of the test failed

 Staff who carry out fit test training are trained and competent to do so - all trainers are fit test trained by 
an accredited provider or competent assessor, to achieve full compliance the trust must introduce the 
competency booklet

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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 Face masks are available for all patients and they are always advised to wear them - patients are 
encouraged to wear facemasks and non-compliance or legitimate reasons for not wearing them should be 
documented in the patients record - to achieve full compliance the trust is about to launch a new publicity 
campaign to raise awareness

 Provide clear advice to patients on use of face masks to encourage use of surgical facemasks by all 
inpatients (particularly when moving around the ward) if this can be tolerated and does not compromise 
their clinical care - this is the same as above and it is envisaged that new publicity campaign will increase 
awareness and improve compliance

The ongoing monitoring of the Board Assurance Framework is managed through the Infection Prevention and 
Control Committee.  Fit mask testing compliance is monitored through the Finance and Performance Executive.  
The Board will receive further updates should there be a substantial change to the existing framework.  Evidence 
for all standards is held centrally and is available upon request.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Practice changes Gaps in Assurance/Further evidence to be collected

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

1,1 There are pathways in place which support minimal or avoid
patient bed/ward transfers for duration of admission unless
clinically imperative

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

1,2 That on occasions when it is necessary to cohort COVID or non-
COVID patients, reliable application of IPC measures are
implemented and that any vacated areas are cleaned as per
guidance.

Fully compliant •IPC review bed base daily, SITREP completed.
•Where cohort bays are identified IPC conduct a physical check of
compliance, provide advice on cleaning practices and management of the
area.
•Covid areas are treated as an Amber clean, following Trust cleaning code as
per Cleaning Policy.
•Posters visible on wards advising of cleaning requirements.

1,3 Monitoring of IPC practices, ensuring resources are in place to
enable compliance with IPC practice.
-staff adherence to hand hygiene?
-staff social distancing across the workplace
-staff adherence to wearing fluid resistant surgical facemasks
(FRSM) in: ▪ a) clinical ▪ b) non-clinical setting

Fully compliant •Monthly validation completed by IPC for ward areas. SICP -Covid 19
assurance inspection.
•IPC covid-19 assurance inspection frequency of completion increased to
weekly at times of an outbreak.
•Peer review undertaken for outbreaks.
•Action card - social distancing/mask wearing.

IPC to look at utilising managers to complete monthly
observation checklists - (document provided by NHS england)

1,4 Monitoring of staff compliance with wearing appropriate PPE,
within the clinical setting.

Consider implementing the role of PPE guardians/safety
champions to embed and encourage best practice.

Fully compliant •Infection Prevention Champion and Safety Officer Posts continue to
support.
•Monthly validation completed by IPC for ward areas. SICP -Covid 19
assurance inspection.
•IPC covid-19 assurance inspection frequency of completion increased to
weekly at times of an outbreak.

IPC to look at utilising managers to complete monthly
observation checklists in their areas/departments- (document
provided by NHS england)

1,5 Implementation of twice weekly lateral flow antigen testing for
NHS patient facing staff, which include organisational systems in
place to monitor results and staff test and trace.

Fully compliant •Twice weekly lateral flow antigen testing for NHS patient facing staff,
including agency, bank staff
•Introduction of lateral flow antigen testing for all staff
(3/2021)
•Results monitored via app.
•Coronavirus daily bulletins/Intranet page
•Updated NHS Staff testing leaflet (03/03/2021)

Draft lateral flow policy started by Laura, currently with Erica
Hermon to finalise

1,6 Additional targeted testing of all NHS staff, if your trust has a
high nosocomial rate, as recommended by your local and
regional infection prevention and control/Public Health team.

Fully compliant •Twice weekly lateral flow antigen testing for NHS patient facing staff
•Introduction of lateral flow antigen testing for all staff
(3/2021)
•Results monitored via app.
•Coronavirus daily bulletins
•Managed in line with Public Health England guidance.
•Poster - Staff notice - COVID-19 in work places with suspected or confirmed
outbreak - updated 270121 - use in outbreak/suspected
•Additional swabbing undertaken during outbreaks of both staff and
patients.

1,7 Training in IPC standard infection control and transmission-based
precautions are provided to all .

Fully compliant •Induction training using the national e-learning package
•Mandatory refresher training using national e-learning package

1,8 IPC measures in relation to COVID-19 should be included in all
staff Induction and mandatory training.

Fully compliant •Induction training using national e-learning package
•Mandatory refresher training using national e-learning package
•Local level induction tailored to managing covid-19.

1,9 All staff (clinical and non-clinical) are
trained in putting on and removing PPE;
know what PPE they should wear for
each setting and context; and have
access to the PPE that protects them for
the appropriate setting and context as
per national guidance.

Fully compliant • Posters and guidance
• daily returns from logistics cell;
• FFP3 training and records;
• regular inspections by infection prevention team
•All staff required to observe donning and doffing eductional pod cast video.
•Recruited a cohort of IPC safety officers to support individuals in practice.
•Frome were given additional housekeeping resources to support with
donning and doffing.
•Train the trainers of fit testing
•IPC champions.
•IWVT daily coronavirus bulletin
•Sodexo PPE matrix and guidance
•Return of Obstetric Theatre Services to Delivery Suite as Main Theatres
increase Activity procedure;
•Donning and doffing masks training presentations.
•Updated PPE guidelines for high/medium/low risk pathways (COVID-19) -
November 23

1.10. There are visual reminders displayed communicating the
importance of wearing face masks, compliance with hand
hygiene and maintaining physical distance both in and out of the
workplace.

Fully compliant •Trust coronavirus posters
•WVT Coronavirus daily bulletin
•Correct patient mask wearing poster
•Do's and Don'ts of wearing a mask video.

1,11 That Trust Chief Executive, the Medical Director or the Chief
Nurse approves and personally signs off, all daily data
submissions via the daily nosocomial sitrep. This will ensure the
correct and accurate measurement and testing of patient
protocols are activated in a timely manner.

Fully compliant •Signed off by Chief Operating Officer, working in conjunction with IPC.

1,12 This Board Assurance Framework is reviewed, and evidence of
assessments are made available and discussed at Trust board.

Fully compliant •Presented 2nd July 2020
•Presenting 1st April 2021
•Core team of Director of Nursing, IPC Lead, Consultant Microbiologist and
Q&S representative meet quarterly to review the document.

1,13 Ensure Trust Board has oversight of ongoing outbreaks and
action plans.

Fully compliant •Director of Nursing provides regular updates, dates presented;
     •5th November 2020
     •February 2021
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1,14 There are check and challenge opportunities by the
executive/senior leadership teams in both clinical and non-
clinical areas.

Fully compliant •Consultant meetings held where clinical practice is reviewed.
•Practice is reviewed on the wards,
•IPC committee
•Quality Committee
•Trust Board
•Covid 19 Ops meeting held twice weekly reviews inpact Trust Wide
•Smaller bespoke groups meet daily (7 days a week) to discuss covid-19
issues.

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

outcome compliance.
Fully compliant/Partly
compliant/Not
compliant

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
2,1 Assurance processes are in place for monitoring and sign off

terminal cleans as part of outbreak management.
Fully compliant   •Terminal cleans SOP/action card

  •Learning published in WVT coronavirus bulletin
  •EF.06 Cleanliness Policy
•Training undertaken for all housekeeps and domestics in community on
cleaning science.
•Quarterly reports presented to IPC Committee
•Cleaning manuals created for the community, task sheet include pictoral
instructions, risk assessment and standard operating procedure for task.  We
have these for all top 12 tasks our staff complete
•Worksheet that is populated every month (and shared with cleanliness
committee and IPC colleagues)

2,2 Ensure cleaning standards and frequencies are monitored in non-
clinical areas with actions in place to resolve issues in
maintaining a clean environment.

Fully compliant   •Audit results presented at Cleanliness committee,
  •Audit results presented at Estates and facilities meeting.
•Training undertaken for all housekeeps and domestics in community on
cleaning science.
•Cleaning manuals created for the community, task sheet include pictoral
instructions, risk assessment and standard operating procedure for task.  We
have these for all top 12 tasks our staff complete
•Worksheet that is populated every month (and shared with cleanliness
committee and IPC colleagues)

2,3 Monitor adherence environmental decontamination with actions
in place to mitigate any identified risk.

Fully compliant   •Audit results presented at Cleanliness committee,
  •Audit results presented at Estates and facilities meeting.
•Training undertaken for all housekeeps and domestics in community on
cleaning science.
•Cleaning manuals created for the community, task sheet include pictoral
instructions, risk assessment and standard operating procedure for task.  We
have these for all top 12 tasks our staff complete
•Worksheet that is populated every month (and shared with cleanliness
committee and IPC colleagues)

2,4 Monitor adherence to the decontamination of shared equipment
with actions in place to mitigate any identified risk.

Fully compliant  •Touch point cleaning records.
 •Wards complete audit, information collated and analysed.
•IPC checks - SICP ward asssurance document.
•Worksheet that is populated every month (and shared with cleanliness
committee and IPC colleagues)

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

outcome compliance.
Fully compliant/Partly
compliant/Not
compliant

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
4,1 There is clearly displayed and written information available to

prompt patients’ visitors and staff to comply with hands, face
and space advice.

Fully compliant •WVT posters
•Patient information sent out with appointments
•Patient Information Leaflet

IPC to look at utilising managers to complete monthly
observation checklists - (document provided by NHS england)

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

outcome compliance.
Fully compliant/Partly
compliant/Not
compliant

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
5,1 Screening and triaging of all patients as per IPC and NICE

Guidance within all health and other care facilities must be
undertaken to enable early recognition of COVID-19 cases.

Fully compliant •Maternity COVID outpatients screening
•Maternity Patient Support COVID testing
•Triaging at ED
•Screening questions for all patients and visitors at main entrance to acute
hospital and community sites - symptoms and isolation.  Any concerns raised
from these questions individuals are asked to leave the building.

5,2 Staff are aware of agreed template for triage questions to ask. Fully compliant •as 5.1 (feb 2021 update)

5,3 Triage undertaken by clinical staff who are trained and
competent in the clinical case definition and patient is allocated
appropriate pathway as soon as possible.

Fully compliant •ED staff pathways
•Medical Specialties pathway
•Surgical Specialties pathway

5,4 Face coverings are used by all outpatients and visitors. Fully compliant •All outpatients and visitors requested to wear face coverings throughout
the hospital.
•Appointment letters to patients advise of the need to wear face masks.
•Masks available at front doors
 

5,5 Face masks are available for all patients and they are always
advised to wear them.

Partly compliant •Face masks are available at entrances.
•Patients,visitors are asked to wear on wards, documentated in notes if
patient declines to wear one, or unable.

New poster created for patients always wearing masks with
instructions for staff to implement.
Flow process to be created to accompany poster and
instructions.

5,6 Provide clear advice to patients on use of face masks to
encourage use of surgical facemasks by all inpatients
(particularly when moving around the ward) if this can be
tolerated and does not compromise their clinical care.

Partly compliant •Patients are asked to wear on wards, documentated in notes if patient
declines to wear one.

New poster created for patients always wearing masks with
instructions for staff to implement.
Flow process to be created to accompany poster and
instructions.

5,7 Monitoring of Inpatients compliance with wearing face masks
particularly when moving around the ward (if clinically ok to do
so).

Fully compliant •When patient declines to wear a face mask, decision is documented in their
medical notes.
•IPC review medical notes of those patients declining to wear a face mask.
•Compliance is monitored in IPC audit.

5,8 To ensure 2 metre social & physical distancing in all patient care
areas.

Fully compliant •2 metre lines/markins in all relevant places.
•Risk assessments to establish Covid secure workplaces.
•Standard Operating Procedure: Bed Spacing in 3 and 4 bedded bays - July
29
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5,9 There is evidence of compliance with routine patient testing
protocols in line with Key actions: infection prevention and
control and testing document.

Fully compliant •Testing on admission, day 3, day 5 and day 13. Then every 14 days.
•Discharge screening.
•IPC present compliance testing data monthly.
• IPC KPI Jan 2021. – data presented at IPC Committee 26/02/21 ( see page 3
- Screening compliane).
•IPC database where all data is collated.
•IPC Daily breakdown of data distributed monthly to matrons, advising of
their compliance and for them to take action when required.

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

Ref Key lines of enquiry

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

Evidence Gaps in Assurance

Systems and Processes are in place to ensure;
6,1 Separation of patient pathways and staff flow to minimise

contact between pathways. For example, this could
include provision of separate entrances/exits (if available) or use
of one-way entrance/exit systems, clear signage, and restricted
access to communal areas.

Fully compliant •signage/posters
•Checklists completed monthly by IPC for County Site - providing monthly
assurance
•Guidance for High/Medium/Low pathways
•One way system entrance and exit at Acute Site
•Socially distanced seating in waiting areas.
Patients advised arrival times restricted - (5-10 minutes before appointment)

IPC checklists to be expanded to include Community Hospitals.

6,2 Hygiene facilities (IPC measures) and messaging are available for
all patients/individuals, staff and visitors
to minimise COVID-19 transmission such as:
-hand hygiene facilities including instructional posters
-good respiratory hygiene measures
-staff maintain physical distancing of 2 metres wherever possible
in the workplace unless wearing PPE as part of direct care
-staff maintain social distancing (2m+) when travelling to work
(including avoiding car sharing) and remind staff to follow public
health guidance outside of the
workplace
-frequent decontamination of equipment and environment in
both clinical and non-clinical areas
-clear visually displayed advice on use of face coverings and
facemasks by patients/individuals, visitors and by staff in non-
patient facing areas.

Fully compliant •06/01/2021-Trust policy to  clean down work spaces at the start, middle
and end of the working day - office space, kitchen facilities and patient care
zones.
•Cleaning schedules developed to evidence 3 x daily touch point cleans.
•Posters
•WVT Intranet
•WVT Daily Coronavirus briefings
•Patient information on back of hospital appointment letters

Action card in development on car sharing

6,3
The use of hand air dryers should be avoided in all clinical areas.
Hands should be dried with soft, absorbent, disposable paper
towels from a dispenser which is located close to the sink but
beyond the risk of splash contamination as per national
guidance.

Fully compliant •Clinical areas on hospital site and community sites have no hand dryers.
•Hospital site public hand dryers isolated and hand towels dispensers fitted
where needed.

6,4 A rapid and continued response through ongoing surveillance of
rates of infection transmission within the local population and
for hospital/organisation onset cases (staff and
patients/individuals).

Fully compliant •Staffing agenda item
•Rates of transmission in the population are reviewed weekly.
•Daily reporting of patients with Covid-19 in clinical settings
•Database captures all patient cases, assessing the onset type of covid
infection (ie indeterminate, probable and definite hospital onset)
•Consultant Microbiology team are member of the Community Outbreak
Network and attend meetings across Herefordshire.
•Trust participate bi-weekly meetings for Herefordshire in discussions
surrounding outbreaks in care homes.
•Monitoring care homes via Providers activity and outbreaks dashboard.

6,5 Positive cases identified after admission who fit the criteria for
investigation should trigger a case investigation. Two or more
positive cases linked in time and place trigger an outbreak
investigation and are reported.

Fully compliant •Managed in line with Public Health England guidance by IPC
•IPC monitor patient cases daily, liasise with track and trace team for staff.
•Regular outbreak meeting held, frequency varies - minutes provided.
•Investigations undertaken by IPC.

6,6 Robust policies and procedures are in place for the identification
of and management of outbreaks of infection. This includes the
documented recording of outbreak meetings.

Fully compliant •Managed in line with Public Health England guidance - Incorporating
Reporting, reviewing & investigating HO COVID-19 cases and deaths
•IPC provide daily update at the time of an outbreak - internally to brief staff
and externally.
•Outbreak pack - provided to wards  experiencing an outbreak.
• Ward closure table 2021- process that stipulates Trust actions in times of
outbreaks. Agreed at COVID ops meeting
•  Daily Outbreak sitrep sent to Hereford & Worcester Outbreak control hub,
CCG and WVT covid IMT daily

Finalising process following receipt of Reporting, reviewing &
investigating HO COVID-19 cases and deaths

7. Provide or secure adequate isolation facilities

Ref Key lines of enquiry

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

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
7,1 Restricted access between pathways if possible, (depending on

size of the facility, prevalence/incidence rate low/high) by other
patients/individuals, visitors or staff.

Fully compliant •SCBU pathway for screening
•Maternity pathway for screening
•Frome ward SOP following reconfiguration.
•Guidance for High/Medium/Low risk pathways
•Medical Specialties Pathway
•Surgical Specialties Pathway

7,2 Areas/wards are clearly signposted, using physical barriers as
appropriate to patients/individuals and staff understand the
different risk areas.

Fully compliant •Posters, pull ups, floor markings etc.
•Where appropriate false walls/partitions have been erected.
•Pods introduced in AMU

8. Secure adequate access to laboratory support as appropriate
Ref Key lines of enquiry Self assessment

outcome compliance.
Fully compliant/Partly
compliant/Not
compliant

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
8,1 Regular monitoring and reporting of the testing turnaround

times with focus on the time taken from the patient to time
result is available.

Fully compliant •Introduced DNA nudge
•Due to introduce  point of care technology Lumira DX.
•Intranet page and coronavirus briefing for comms to staff.
•Turnaround time monitored as part of microbiology routine monitoring .
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8,2 Regular monitoring and reporting that identified cases have been
tested and reported in line with the testing protocols (correctly
recorded data).

Fully compliant •IPC team report to IPC committee on compliance
•Laboratory results recorded on APEX and transmitted to Maxims.
•IPC team check patients have been tested as per policy

8,3 That all emergency patients are tested for COVID-19 on
admission.

Fully compliant •As per covid 19 swabbing process.
•Only patients not swabbed are those that stay for less than 24 hours
•IPC monitor admission compliance KPI

8,4 That those inpatients who go on to develop symptoms of COVID-
19 after admission are retested at the point symptoms arise.

Fully compliant •Patients routinely tested if develop covid symptoms.
•Identifys outbreaks.
•Covid19 Action card for swabbing - available to all staff explaining when to
undertake swabbing.

8,5 That those emergency admissions who test negative on
admission are retested on day 3 of admission, and again
between 5-7 days post admission.

Fully compliant •Covid19 Action card for swabbing - available to all staff explaining when to
undertake swabbing.
•IPC database shows compliance
•IPC report sent to matrons advising on compliance.

8,6 That sites with high nosocomial rates should consider testing
COVID negative patients daily.

Fully compliant •Managed in line with Public Health England guidance by IPC
•Increased testing is undertaken on outbreak areas.

8,7 That those being discharged to a care home are being tested for
COVID-19 48 hours prior to discharge (unless they have tested
positive within the previous 90 days) and result is communicated
to receiving organisation prior to discharge.

Fully compliant •Patients are swabbed prior to discharge.
•Care homes decline admission without  result.
•Discharge transfer process
•Attendance at ASC meeting held with care homes
•Attendance at care home huddles
•Feedback encouraged from care homes where procedure has not been
followed.
•Trust supported with swabbing for patients requiring step up (community
to care home).

8,8 That those being discharged to a care facility within their 14 day
isolation period should be discharged to a designated care
setting, where they should complete their remaining isolation.

Fully compliant •Discharge transfer process
•Designated care setting available (Hillside and The Garth) and utilised.
Where a patient is admitted to a WVT bed from a care home, and is due to
return to their own home, and the home can confidently isolate the patient,
discharge home is to be permitted (CCG confirmed this was in line with
changed guidance).

8,9 That all Elective patients are tested 3 days prior to admission and
are asked to self-isolate from the day of their test until the day of
admission.

Fully compliant •Information leaflet goes out to patient with letter.
•Elective patients identified in admission screen by IPC.
•Powys patients have results either on a phone app or letter.
•Patient pathways for swabbing prior to elective surgery

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Ref Key lines of enquiry Self assessment

outcome compliance.
Fully compliant/Partly
compliant/Not
compliant

Practice changes Gaps in Assurance

Systems and Processes are in place to ensure;
10,1 That risk assessment(s) is (are) undertaken and documented for

any staff members in an at risk or shielding groups, including
Black, Asian and Minority Ethnic and pregnant staff.

Fully compliant •All staff in the defined groups invited to complete an individual risk
assessment and agree mitigations to minimise all identified risks.
•Decision accepted of those staff that my decline the invitation.
•Central database is held of all completed and returened risk assessments.
•Where risk assessmnets are not received/returned staff contact to request
completion.
•All new starters are provided with individual risk assessment prior to
commencement, requesting return to ensure any required actions can be in
place to mitigate any identified risks.
•Risk assessments reviewed at any time.
•Risk assessments will be used to support shieldig staff returning to work
following periods of GP/PHE confirmed shielding.

10,2 Staff who carry out fit test training are trained and competent to
do so.

Partly compliant •Staff have been removed from testing if not trained by a Fit2Fit Trainer.
• Regular Refresher Training provided. Record of attendance maintained by
E&D
•Mandatory Training introduced
•Fit Mask Tester ESR record updated with Competency.

Individuals have a certificate to provide fit mask testing
however a overall competency document needs introducing.

10,3 All staff required to wear an FFP respirator have been fit tested
for the model being used and this should be repeated each time
a different model is used.

Fully compliant •A report is provided to the ward managers with their staff and what they
are fitted too and any stock changes that requires a test.
•Daily emails are sent to ward managers informing of daily fit test capacity
and information on what masks are available
•Report now excludes staff not require to be tested for a mask i.e admin,
additional clinical services.
•Checklist with what areas require what type of mask mapped against
green, amber & blue areas

Staff are responsible to attend fit mask testing if different
mask is required.

10,4 A record of the fit test and result is given to and kept by the
trainee and centrally within the organisation.

Fully compliant •Detailed record of each test is given to the individual
•Register is kept by the tester.
•Results loaded centrally onto ESR to monitor compliance.
•New record form to be introduced with clear guidance and instruction to
the trainer and recipient resulting in a duplicate detailed record/certificate
with be provided to the individual and tester
•Daily stock reports are provided

Level of detail held centrally following a test. The introduction
of a detailed duplicate record will resolve this.

10,5 For those who fail a fit test, there is a record given to and held by
trainee and centrally within the organisation of repeated testing
on alternative respirators and hoods.

Partly compliant •A record of which mask an individual has failed on is provided to the
individual on their overall certificate.

The individual is not aware of which routine they have failed
on i.e head turning - this will be included on the certificate.

10,6 For members of staff who fail to be adequately fit tested a
discussion should be had, regarding re deployment opportunities
and options commensurate with the staff members skills and
experience and in line with nationally agreed algorithm.

Fully compliant •Risk assessments completed by line manager and staff member
•Staff member will hold a copy
•Copy held on personal file
•All risk assessment copies are logged centrally by HR.

10,7 A documented record of this discussion should be available for
the staff member and held centrally within the organisation, as
part of employment record including Occupational health.

Fully compliant •Risk assessments completed by line manager and staff member
•Staff member will hold a copy
•Copy held on personal file
•All risk assessment copies are logged centrally by HR
•OH will receive information as part of the referral process if an individual
requires their input.

10,8 Following consideration of reasonable adjustments e.g.
respiratory hoods, personal re-usable FFP3, staff who are unable
to pass a fit test for an FFP respirator are redeployed using the
nationally agreed algorithm and a record kept in staff members
personal record and Occupational health service record.

Fully compliant •Risk assessments completed by line manager and staff member
•Staff member will hold a copy
•Copy held on personal file
•All risk assessment copies are logged centrally by HR
•OH will receive information as part of the referral process if an individual
requires their input.

10,9 Boards have a system in place that demonstrates how, regarding
fit testing, the organisation maintains staff safety and provides
safe care across all care settings. This system should include a
centrally held record of results which is regularly reviewed by the
board.

Fully compliant •Records held centrally on ESR
•Weekly reports sent to Managers across the Trust
•Executive team provided updates
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10.10. Health and care settings are COVID-19 secure workplaces as far
as practical, that is, that any workplace risk(s) are mitigated
maximally for everyone.

Fully compliant •Covid workplace/office risk assessments completed
•Risks added to risk register where covid-19 secure is not achievable
•WVT Intranet available for information and resources.

10,11 Staff are aware of the need to wear facemask when moving
through COVID-19 secure areas.

Fully compliant •Extensive communication
•Posters
•Coronavirus intranet page.
•Coronovirus daily bulletin
•Risk assessment for those unable to wear a fluid resistant surgical face
mask
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Report to: Public Board
Date of Meeting: 01/04/2021
Title of Report: Audit Committee Summary Report 18 March 2021
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Andrew Cottom, Chair of Audit Committee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 18 March 2021. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Wye Valley NHS Trust
Trust Board Meeting – 1st April’21

Summary of Audit Committee (AC) meeting held on 18th March 2021 

The purpose of the following is to bring to the attention of the Trust Board, matters of 
significance discussed by the Audit Committee (AC) at its meeting in March 2021. 

MATTERS FOR PARTICULAR ATTENTION

Director of Finance & Information – this was the last meeting for Howard Oddy. The AC 
took the opportunity to acknowledge and express our gratitude for his significant and 
positive contribution to the effectiveness of the Committee and to wish him well for the 
future
Draft Opinion – The Head of Internal Audit presented his draft opinion for the 2020/21. 
The opinion is once again a positive one – confirming the organisation has adequate and 
effective frameworks for risk management, governance and internal control with some 
enhancements identified to ensure they remain adequate and effective. 
Progress – particular matters of concern identified in previous AC’s for which good 
progress was confirmed. In particular – taxi usage arrangements; tracking of progress of 
agreed audit recommendations and the authorised signatories systems. 
Internal Audit Plan 2021/22 – the initial areas of investigation and reporting were agreed 
and are listed in Appendix for information. The Counter Fraud plan for 2021/22 was 
agreed.

OTHER MATTERS
Report Discussion & recommendation

Risk Management As part of its on-going assurance requirement of risk 
management arrangements in the Trust, a “deep-dive” of 
arrangement for IM&T was undertaken and presented. This was 
able to assure AC that policy and procedure were being followed 
in practice.

Benefits Realisation – 
EPR; EMA & EMIS

Report undertaken internally. Focussed on the work undertaken 
to assure NHS Digital and thereby secure accreditation and 
funding. AC were assured that the Trust were able to meet the 
requirements set by NHSD but requested a future report to AC 
on benefits together with some reflections on original Business 
Plans

End of Year 
Arrangements 

AC received a number of reports necessary to enable the 
completion of accounts for 2021/22. This included a report on 
Accounting Policy Changes with main area of focus being on the 
definitions around “going concern”. External Audit were also able 
to confirm that the Trust was supporting them achieve the 
necessary progress towards achieving accounting reporting 
deadlines. 

Blood Stock Wastage A previous meeting had requested comparisons with other 
Trusts as wastage levels had appeared to rise. These confirmed 
that the Trust is not an outlier compared to other organisations 
but had incurred additional losses at the start of the pandemic. 

Prepared by:-
Andrew Cottom, Chair of Audit Committee
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Appendix

Initial agreed areas of investigation for Internal Audit – 2021/22

 Clinical Negligence Scheme for Trusts (CNST) self-assessment for submission to 

NHS Resolution.

 Data Quality –Waiting list management

 Remote/ Virtual Consultations (clinics)

 Key Financial Controls – Financial Management and Reporting

 Board Assurance Framework

 Data Security and Protection (DSP) Toolkit

 EMIS Community electronic Patient Records System implementation

 Medical Workforce Management (sickness and annual leave)

 Data Quality – Sickness Absence

 Tracking agreed actions
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Report to: Public Board
Date of Meeting: 01/04/2021
Title of Report: Charity Trustee Summary Report 18 March 2021
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Frank Myers, Chair of Charity Trustee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Charity Trustee held on 18 March 2021. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Charity Trustee Meeting 
Held on 18 March 2021

The Director of Strategy and Planning (DSP) presented the Fundraising Update 
summarising the previously circulated paper. This highlighted how a total of £194k had been 
received and £136k spent on a range of staff welfare themes. This will be topped up by a 
further allocation of £77k in phase 3 of the grant scheme.

It was reported that £356,000 has been allocated to be spent across Hereford & Worcester 
on voluntary sector support for a mental health recovery academy. As previously agreed, 
Wye Valley Umbrella Charity will host the money on behalf of the ICS.

There was some discussion of the options for the future spend of these funds and whether 
there was a required timetable. In particular consideration was given to the wider needs of 
staff in their personal lives as well as in their work environment perhaps by way of a hardship 
fund or other approaches to welfare.

In the absence of the fundraising manager and the diversion of staff to Covid related 
activities, there had been little strategic progress made since the last meeting and activity 
had been restricted to handling day to day administration. This holding approach would be 
maintained until the fundraising manager returned from maternity leave in June when our 
attention would again be turned to a major fundraising project in line with operational 
planning for 2021/22.

The Finance report highlighted that, after commitments, we have £707k remaining for 
distribution. It was agreed that in future the finance report would include bank balances as 
well as income and expenditure analysis.

The Trust Chair commented that the Charity committee’s performance compares favourably 
with other charity boards upon which he and the Chief Executive sit, and he congratulated all 
concerned.

The meeting concluded by noting that this would be the last meeting to be attended by 
Howard Oddy, prior to his retirement. He was commended for his excellent contribution to 
the committee over the years and given warm thanks and good wishes for the future by all 
present.
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Report to: Public Board
Date of Meeting: 01/04/2021
Title of Report: Quality Committee Summary Report of 25 February 2021 
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Director of Nursing
Author: Christobel Hargraves, Chair of Quality Committee
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
The Trust Board is invited to receive and note the report.  

2. Recommendation(s)
To note the contents of the report.

3. Executive Director Opinion1

Not applicable.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Confidential Items:

There were 4 serious incidents reported in January.  

There were no incidents closed and one was withdrawn by the CCG.   

 Surgical Division Quarterly Report: 

 Are we safe and how do we know?   The division has continued to make improvements in relation 
to the number of SIs completed within the 30 day timeframe. There has been a slight increase in 
deep tissue injuries within ICU. This is against a backdrop of increased capacity and additional staff 
deployed into the unit. Continued work is being undertaken to improve VTE assessment 
compliance.

 What is new and different?    A small amount of elective surgery recommenced within the Trust on 
the 8th February in addition to the continued work at the Nuffield Hospital. Priority is being given to 
cancer patients. Decisions as to who is being booked into these sessions is being made by a twice 
weekly MDT to ensure equity of access.

 What are we especially proud of?   At the request of the region the ITU capacity was increased to 
200% with a corresponding increase in staff. A new transitional care area has been opened in SCBU. 
This is used where a baby is admitted to SCBU which would normally mean separation from their 
mother. Three areas are available to keep mother and baby together.

 What are we worried about and what are we doing about it?  Increased number of patients now 
waiting more than 52 weeks for surgery. All patient’s cases have been reviewed by consultants and 
contact has been made with patients where there is cause for concern.  

 Maternity Directorate Quarterly Report: A Maternity Working Safety Group has been established to ensure 
action as required following the Ockenden Report. The Committee was advised that systems and processes 
are now embedded regarding governance. There are however still some concerns around practice issues and 
there are some repetitive themes in regards to Serious Incidents with a number of measures being put into 
place including extra safety huddles and an audit of fetal heart monitoring. The new Associate Director of 
Midwifery commences in post at the beginning of March.

Mortality Report: Although a slight rise has been noted in the HSMR and SHMI they remain amongst our 
lowest reported figures. However the crude mortality shows a significant rise which reflects the activity 
during the second peak of the pandemic. Three of our key outlier groups currently with higher than expected 
mortality have reported continued improvements. Positive feedback has resulted following key 
developments in the Bereavement team.

 Medicines Safety Committee Report: Improvement in several important areas has been slow as a result of 
the difficult year experienced. These areas include a drop in training compliance and controlled drugs audit 
compliance. However there has been excellent progress in implementing the electronic prescribing system 
which will be fully rolled out by May this year.

Infection Prevention and Control Report: The Committee were advised that the Trust achieved 80% 
compliance in the flu vaccination programme which was one of the top results in the region. In January 
there were a number of Covid outbreaks with nine cases having to be externally reported with two staff 
outbreaks. There has been education and support and a review of practices undertaken following the 
outbreak in ITU.
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CQC Action Plan Update: The Committee was pleased to see progress on completion of actions despite 
pressure on the whole system. Sixteen actions are being monitored and eight are amber. Following the 
unannounced visit to the Emergency Department in December there were five new recommendations 
which will be incorporated into the action plan and monitored. Despite these the Trust retained their 
“Good” rating. 

Clinical Effectiveness & Audit Summary Report: The Chair of the CEAC committee informed the Committee 
that a process issue had been found in terms of processes around policy review by Executive Directors – 
this has been corrected. A gap in clinical audit has been identified and further work is needed to give 
assurance in this area. 

Quality Indicators Report: The Committee heard that there was currently a focus on the patient survey. 
Quality of discharge is still a theme with improved responses regarding communication with nursing and 
medical staff but additional work is needed in terms of providing information on discharge to carers and 
relatives.
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WYE VALLEY NHS TRUST 
Minutes of the Audit Committee 

Held on 10 December 2020 at 09:30 a.m. – 12:00 p.m. 
Via Zoom 

 

Present: 

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED) 

Frank Myers, MBE FM Non-Executive Director (NED) 

In attendance: 

Clive Andrews CA Associate Director of Finance  

Mark Coton MC RSM UK Tax Accounting Ltd. 

Lucy Flanagan LF Director of Nursing (For item 6.1.1) 

Mike Gennard MG RSM UK Tax Accounting Ltd.  

Erica Hermon EH Associate Director Corporate Governance/Company Secretary 

Ian Howse IH Partner, Risk Advisory Team, Deloitte LLP 

Asam Hussain AH RSM UK Tax Accounting Ltd. 

Rosemary Hyde RH Chair, Audit Committee SWFT (Observing) 

Ollie Jones OJ RSM UK Tax Accounting Ltd. (Observing) 

Simon Lind SL EPR Programme Manager (For item 6.1.2) (joined at 10:15 
a.m.) 

Hannah Martin HM Finance Manager, Integrated Care and Clinical Support 
Divisions (Observing) (joined at 11:00 a.m.) 

Howard Oddy HO Director of Finance & Information 

Grace Quantock GQ Associate Non-Executive Director  

Mo Ramzan MR Director, Deloitte LLP 

Nicola Twigg NT Associate Non-Executive Director 

Wendy Twigg WT Executive Assistant for the Minutes 

Bradley Vaughan BV RSM UK Tax Accounting Ltd. 

David Warden DW Associate Director of IM&T (For item 6.1.2) (joined at 10:15 
a.m.) 

 

Minute  Action 

AC001/12.20 Apologies for Absence 
 

 

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

 

AC002/12.20 Quorum 
 

 

 The meeting was quorate. 
 

 

AC002a/12.20 Declarations of Interest 
 

 

 No declarations of interest were noted. 
 

 

AC003/12.20 Minutes of the meeting held on the 10 December 2020 
 

 

 The minutes were agreed as an accurate record of the meeting.  
 

 

 Resolved – that the minutes of the meeting held on the 10 December 2020 
be confirmed as an accurate record of the meeting and signed off by the 
Committee Chair. 
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AC004/12.20 Matters Arising and Actions Update 
 

 

 AC006/06.19 – Medical Devices – The Committee did not receive assurance 
that the inclusion of measures within the Medical Devices Strategy had been 
progressed. It was noted that no oversight or confidence had been received and 
it was agreed that the Director of Finance & Information (DFI) incorporate 
Medical Devices on the Corporate F&PE or Trust Management Board (TMB) 
agenda to heighten the profile to gain assurance. Internal Audit to add as option 
for review next year.  
 
AC6.1.1/09/20 – Audit of Trust-wide Audits – Estates Department - Audit of 
Audits – The Associate Director of Corporate Governance/Company Secretary 
(ADCG) confirmed that no discussion had taken place with the Executive team.  
Until the understanding and definition of the audit requirement for the Trust is 
identified, the Estates model would be difficult to replicate in other areas. It was 
agreed that the Audit Committee receive an update at the March meeting.  
 
AC06.2/09.20 – Recommendation Tracker - Taxi service usage – The 
Associate Director of Finance (ADF) confirmed that a programme was underway 
to address the main recommendations to avoid the Trust losing money. The 
Committee Chair highlighted that the reputation and internal controls of the Trust 
were significant issues. It was agreed that an update on the implementation of 
recommendations would be provided at the next meeting.  
 
Action: Director of Finance & Information to incorporate Medical Devices 
Strategy on the Corporate F&PE or Trust Management Board agenda. 
Internal Audit to add option for review for next year. 
 
Action: An update on Trust-wide Audit to be provided at the March 
meeting.  
 
Action: Report on Taxi service usage to be provided for the March meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HO/IA 
 
 
EH 
 
 
ES 

 Resolved – that: 
 

(A) The Action Update be received and noted. 
(B) The Action log to be updated as agreed. 
 

 

AC005/12.20 GOVERNANCE 
 

 

AC05.1/12.20 Standing Orders and Standing Financial Instructions 
 

 

 It was agreed to defer this agenda item to a future meeting by the Audit 
Committee.  
 
The Audit Committee was asked to raise any questions relating to the report, 
these included:- 
  

 It was noted that a complete overhaul, which included a complete rewrite, 
was undertaken by the ADCG on the last version of the Standing Orders 
(SO’s) of 2017. Confirmation was received that the ADF had written the 
Standing Financial Instructions;  

 
 The DFI confirmed that no fundamental changes had been undertaken 

and the levels of approval and new delegations or staff responsibility 
remained the same. It was agreed that a review take place by NEDS to 
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sign off SO’s/SFI’s prior to Board. Internal Auditors (IA) to be notified of 
the date of the review if a representative wished to join.  

 

Action: ADCG to arrange briefing to enable NEDs review and sign off of 

SO’s/SFI’s to take place prior to the next Audit Committee. 

 
 
 
EH 

 Resolved – that the Standing Orders and Standing Financial Instructions 
be received and deferred to the next Audit Committee. 

 

AC006/12.20 INTERNAL AUDIT 
 

 

AC06.1/12.20 IA Progress Report 
 

 

 The Internal Auditors (IA) presented the IA Progress Report and the following 
key points were noted:  
 

 Three reports had been finalised since the previous Audit Committee 
meeting. The reports included:- 

 
o Medical Locums/Nurse Agency Reduction Programme, which 

provided a reasonable assurance; 
o Procurement, which delivered a reasonable assurance; 
o EPR Implementation Phase 2 – independent project advisory report 

which was assessed as not applicable Agreed upon procedures. 
 

 

 Resolved – that the IA Progress Report was received and noted. 
 

 

AC6.1.1/12.20 Medical Locums and Nurse Agency Reduction Programme 
 

 

 The IA presented the Medical Locums and Nurse Agency Reduction 
Programme. The Medical Director (MD) and Director of Nursing (DoN) were 
invited to update the Committee. The following key points were noted:  
 

 Resurrecting the MARP & NARP teams meetings would be beneficial as 
further agency cost reductions can be made, particularly as some of the 
current agency staffing usage cost reductions could be directly attributed 
to the reduction of elective activity being paused;  

 
 It was noted that Consultants are now directly engaged;  
 
 A reasonable assurance was provided on the opinion report; 
 
 Confirmation was received that rosters were now being produced six to 

eight weeks in advance; 
 
 The linchpin is the Temporary Staffing office; additional training and 

resource is required for Medical staffing officers; 
 
 Each of the Divisional Nursing Directors had weekly challenge boards 

regarding nurse agency, prior to the pandemic, which had had a positive 
impact; 

 
 Temporary staffing was particularly challenging. The DoN confirmed that 

the Trust had a good relationship with the Mastervend, ID Medical, which 
was working well; 
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 The Trust is to receive the Allocate health roster as they are unhappy 
with SMART. Allocate will be rolled out to the Temporary Staffing Office 
and wards next year, which will allow better intelligence around 
workforce usage; 

 
 The Committee Chair could take assurance from the majority of work on 

the agency process and expressed that the Committee were confident in 
the management of agencies, but there were operational issues. 

 

 Resolved – that the Medical Locums and Nurse Agency Reduction 
Programme was received and approved.  

 

AC6.1.2/12.20 Electronic Patient Records (EPR) Project 
 

 

 The Director of Finance & Information (HO) introduced David Warden, Associate 
Director of IM&T and Simon Lind, EPR Programme Manager to the meeting to 
present the Electronic Patient Records (EPR) Project. The following key points 
were noted:- 
 

 The purpose of the system was to introduce better functionality and to 
move the Trust towards a paperless model;  

 The original deadline was March 2021, but this had been extended to 
March 2022 as the software supplier, IMS, will take longer to deliver; 

 Project team is in process of finalising phase 2 of the project; 

 The conclusion of the report highlighted evidence of good practice, 
control of the project but weaknesses in firming up the project end date; 

 It was noted as a risk that if the project were extended further a  cost of 
c. £650k will be incurred;  

 There was an ambiguity over the software release timetable and what 
functionality will be delivered; 

 Engaging clinicians may be impacted by further delays, which may affect 
clinical adoption; 

 The Trust has been working with IMS for 5 years and continues to 
monitor the risks identified in the third party provider assurance review;   

 Confirmation was received that a project team is in place to deliver the 
agreed scope; 

 It was highlighted that a number of staff have been seconded from within 
the Trust. It was noted that it would have definite benefit to have more 
people in team, this would create an operational risk to the Trust; 

 The DFI commented that the report had focussed the Trust. The concern 
over IMS and their financial position was highlighted and the company 
remains operational. It was stressed that it would not be advisable to 
change suppliers at this point. 

Action: The recommendations and timescales to be updated at the next 
meeting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DW 

 Resolved – that the Electronic Patient Records (EPR) Project was received 
and noted. 
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AC6.1.3/12.20 Procurement 
 

 

 The IA presented the Procurement report and the key priority issues summarized 
in the report. The following points were noted:- 
 

 A reasonable assurance was provided by the IA with six actions raised; 
 
 The Trust has in place a framework for its procurement processes. The 

Standing Financial Instructions, Procurement Strategy and Procurement 
Policy are currently overdue for review; 

 
 The Contracts Register, which is held centrally, showed that there were 

gaps in the data and this was not complete; 
 
 Some budget holders were not included in the register. Budget holders 

should be Bands 8a and above; 
 
 IA undertook a sample of orders which showed that 5 out of 20 orders 

had been raised after the date of invoice; 
 
 There appeared to be a difficulty in tracking quotations and where they 

were held. It was confirmed that a Sharefile for authorising officers is to 
be set up by the Procurement Team to enable quotes, tenders and 
purchase order number generated; 

 
 The DFI confirmed that, in terms of compliance, the Procurement Team 

should complete a Fill Return, which has been implemented; 
 
 It was noted that orders are raised at the correct time and not after 

invoice; 
 
 The DFI confirmed that the report had highlighted issues and identified 

areas to review. The Committee were assured that a stronger 
compliance would be implemented; 

 
 The Committee Chair stressed that the actions were agreed and 

implemented. 
 

 

 Resolved – that the Procurement report was received and noted. 
 

 

AC06.2/12.20 Recommendation Tracker 
 

 

 The Internal Auditors (IA) presented the Recommendation Tracker and the 
following key points were noted: 
 

 As at 1 December 2020, there were 87 management actions on the 
tracker of which 33 had been added since the previous Audit Committee 
meeting.  Of these 87, 21 had been closed since the previous meeting, 
2 had been superseded, 23 were being implemented and 39 had not yet 
reached their agreed implementation dates;  

 The Committee Chair highlighted that many of the actions were attributed 
to the Trust taxi service usage controls, which was red rated but the 
process was been agreed at this meeting; 

 The IA commented that they had worked to complete the actions and 
deadlines, but increasing workload commitments by staff due to the 
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COVID pandemic means that implementation dates had slipped. It was 
agreed that if action deadlines are to be extended the responsible officers 
must attend this meeting for approval;  

 The Committee received the report but was reluctant to approve it and 
asked that the issue be raised at Trust Management Board (TMB) by the 
DFI; 

 It was agreed that the Head of IM & T is invited to the next meeting to 
revisit the risk relating to the EPR implementation Phase 2 issue on the 
Recommendation Tracker.  

Action: The Director of Finance & Information to raise the issues on the 
Recommendation Tracker at TMB. 

Action: The Head of IM&T to be invited to the next Audit Committee 
meeting to update on the EPR Implementation Phase 2. 

 
 
 
 
 
 
 
 
 
 
 
 
HO 
 
 
HO 

 Resolved – that the Recommendation Tracker was received at the Audit 
Committee. 
 

 

AC007/12.20 COUNTER FRAUD 
 

 

AC07.1/12.20 LCFS Progress Report 
 

 

 The LCFS presented the Progress Report and the following key points were 
noted: 

 It was noted that the LCFS had received a low uptake on staff logging in 
to a general fraud awareness interactive session. Further events are 
planned for the New Year and the DFI will be advised of these; 

 LCFS has commenced a proactive exercise with payroll to review payroll 
data and creditor systems to identify any potentially ambiguous 
transactions; 

 The issue of paying fake invoices was raised. The ADF assured the 
Committee that a process was in place to check invoice details and that 
reminders were received from LCFS regarding phishing e mails; 

 The Committee Chair was assured that there was a positive presence of 
the LCFS in the Trust. 

 

 Resolved – that the LCFS Progress Report was received and approved at 
the Audit Committee. 
 

 

AC08/12.20 FINANCIAL FOCUS  

AC8.1/12.20 Divisional Financial Reporting  

 The Divisional Finance Manager, Integrated Care and Clinical Support Divisions 
(HM) presented the Divisional Financial Report and the following key points were 
noted:- 
 

 To ensure a robust reporting system, a team of management 
accountants is responsible for reviewing budgets and any resolutions for 
individual areas;  

 From an organisation structure perspective, the Divisional Finance 
Managers report to the Associate Chief Operating Officers within the 
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Divisions and are embedded in the operational arm of the team. The 
Management Accountants support the Divisions, but only report financial 
information; 

 A high level summary position and movements are reported which 
includes a summary of Activity vs Expenditure performance; 

 The Committee Chair commended the ownership that had clearly been 
developed and that the forecast gave a high degree of assurance. It was 
also noted that the 12 month run rate provided a good plan ahead.  

 Resolved – that the Divisional Financial Report presentation was 
commended and received at the Audit Committee. 

 

AC8.2/12.20 Losses & Compensation  

 The Associate Director of Finance (ADF) presented the Losses and 
Compensation and the following points were noted.  

 The report was taken as read; 

 Mr Myers (NED) commented on the bad debts that had been written off 
and highlighted private patient’s debts that were unpaid, amounting to 
£1361.00.  The ADF commented that internal processes were in place to 
reclaim this debt, with 2 or 3 chasing letters sent initially. For significant 
amounts external agencies were contacted to retrieve outstanding debts. 

 

 Resolved – that the update on Losses & Compensation was received at the 
Audit Committee. 

 

AC08.2.1/12.20 Pharmacy and Blood Stock loss update  

 The Associate Director of Finance (ADF) gave an update of the Pharmacy and 
Blood Stock loss update and the following key points were noted:- 
 

 In relation to pharmacy losses, the ADF highlighted that haematology 
and oncology had to purchase ready to use products with an expiry date. 
The consumption had reduced, hence the wastage; 

 It was agreed that once the information had been received on blood 
stocks and wastage from other Trusts the ADF would circulate separately 
to the Committee.  

 One of the reasons for blood losses was that the component had reached 
the expiry date without being transfused. It was agreed that the DFI 
discuss if any research had taken place on expiry dates with the Clinical 
Director of Pharmacy (TMcC).   

Action: Associate Director of Finance to circulate information on blood 
stock loss wastage from other Trusts to Committee. 

Action: Director of Finance & Information to discuss blood stock expiry 
dates with the Clinical Director of Pharmacy and update the Committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CA 
 
 
HO 
 

 Resolved – that the update on levels of blood loss in Pharmacy wastage 
was received at the Audit Committee. 

 

AC009/12.20 EXTERNAL AUDIT  
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AC09.1/12.20 External Audit Progress Report  

 External Audit (EA) gave an update on the outline plan for the External Audit 
Progress Report and the following key points were noted:- 
 

 The significant risks were outlined and included:- 
o NHS revenue recognition 
o Property valuation 
o Management override controls 
o Higher level of materiality than previous auditors 
o Stock valuation 
o Change in the VFM this year with all arrangements now having to be 

documented 
o Quality Accounts Audit, will await NHSI response 

 
 The EA’s commented that staff were unable to provide stock take due to 

Covid-19; 
  

 The Committee Chair outlined the responsibilities of the Audit 
Committee, which included aiding the EA’s in completing their 
responsibilities and presenting financial reporting processes to give 
assurance.  

 

 

 Resolved – that the update on External Audit Progress Report was 
received at the Audit Committee. 

 

AC010/12.20 AOB  

 The following feedback was given by the Chair of the Audit Committee at SWFT 
who was observing the meeting and the following points were noted:- 

 The Chair of the Audit Committee at SWFT thanked the Committee for 
allowing her to observe the meeting and commented that the 
presentation on the Divisional Finance Report was particularly 
interesting; 

 It was noted that slippage on the recommendation tracker had also been 
witnessed at SWFT due to Covid-19; 

 A review of Standing Orders had also been undertaken by SWFT with a 
complete rewrite taking place;  

 The Committee Chair thanked the Chair of the Audit Committee SWFT 
for the comments and asked if there were any areas of learning resulting 
from the meeting to feed back. 

 

AC012/12.20 Date of next meeting – 18 March 2021  
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WYE VALLEY NHS TRUST

Minutes of the Charity Trustee 
Held on 10 December 2020

Via MS Teams 
Present:

Frank Myers MBE FM Chair and Non-Executive Director (NED)
Alan Dawson AD Director of Strategy & Planning
Andrew Cottom AC Non-Executive Director (NED)
Christobel Hargraves CH Non-Executive Director (NED)
Erica Hermon EH Associate Director of Corporate Governance – Arrived 

during Item 6.1
Richard Humphries RH Non-Executive Director (NED)
David Mowbray DM Medical Director – Arrived during Item 6.1
Howard Oddy HO Director of Finance & Information
Nicola Twigg NT Associate Non-Executive Director (ANED)

In attendance:

Clive Andrews CA Associate Director of Finance
Val Jones VJ Executive Assistant – For the minutes

Minute Action

CT001/12.20 Apologies for Absence

Apologies were received from Jon Barnes, Chief Operating Officer, Glen 
Burley, Chief Executive, Geoffrey Etule, Director of Human Resources, 
Rebecca Gratton, Associate Non-Executive Director, Russell Hardy, 
Chairman, Jane Ives, Managing Director, Lucy Flanagan, Director of Nursing 
and Grace Quantock, Associate Non-Executive Director. 

CT002/12.20 Quorum

The meeting was quorate.

CT003/12.20 Declarations of Interest

There were no declarations of interest.

CT004/12.20 Minutes of the meeting held 17 September 2020

Resolved – that the minutes of the meeting held on 17 September 2020 
be confirmed as an accurate record and signed by the Chair. 

CT005/12.20 Matters Arising and Action Log

CT019/09.20 – Quarter 1 Finance Report – The Associate Director of Finance 
advised that the review of further amalgamation of funds was still ongoing. An 
update will be provided at the next meeting. 

CA
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Resolved – that:

(A) The Action Log update be received and noted.

(B) The Associate Director of Finance will review the scope of 
generalisation, given the lack of general purpose funds, and 
explore further what opportunities might exist and to deliver a 
progress update at the next meeting. 

CA

ITEMS FOR APPROVAL

CT006/12.20 Charity’s Annual Report and Accounts

The Associate Director of Finance (ADF) presented the Charity’s Annual 
Report and Accounts and the following key points were noted: 

(a) Revd Hargraves (NED) will send her amendments to the ADF. 

(b) Mrs Twigg (ANED) queried how the attendance rates were counted as 
she had attended 3/3 meetings. The ADF advised that this information 
had been taken from the Committee minutes. Revd Hargraves (NED) 
noted that this information covered 2019/20, also noting that Appendix 
A needed reviewing with regards to the Trustee details. 

(c) Mr Myers (Chair of the Charity Trustee and NED) felt that the wording 
on paragraph two of the “Relationship with NHS Trust” and paragraph 
five of the “Nature of Governance” needed to read more strongly. The 
ADF will reword these two sections. Mr Myers (Chair and NED) also felt 
that Section C – 11.1 was an incorrect statement as the NEDs are paid 
by the Trust. 

(d) Mr Myers (Chair and NED) queried why the costs for the helipad were 
not included in the “Donations in excess of £5k” table. The Director of 
Finance (DFI) advised that this could be due to having the money 
before expenditure. This will be reviewed and an explanation made 
around this if required. 

(e) In response to a question raised by Mr Myers (Chair and NED), the 
ADF confirmed that the table on Section C – Notes to the accounts – 
had to be included. 

CH

CA

CA

HO

Resolved – that:

(A) With the agreed amendments, the Charity’s Annual Report and 
Accounts be received and approved.

(B) Revd Hargraves (NED) will forward her amendments regarding the 
Charity’s Annual Report. 

CH
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(C) The Associate Director of Finance will review the attendee 
information and the Trustee details within the Charity’s Annual 
Report and Accounts. 

(D) The Associate Director of Finance will update the wording on 
paragraph two of the “Relationship with NHS Trust” and 
paragraph five of the “Nature of Governance” and review the 
wording on Section C 11.1. 

(E) The Director of Finance will review why the costs for the helipad 
were not included in the “Donations in excess of £5k” table, with 
an explanation made around this if required. 

CA

CA

HO

ITEMS FOR REVIEW AND ASSURANCE

CT007/12.20 Fundraising Update

The Director of Strategy and Planning (DSP) presented the Fundraising 
Update and the following key points were noted: 

(a) Funds and donations have continued to be received relating to Covid. 
The Trust have put in a £150k bid for several tranches from the NHS 
together with charities money. Local fundraising has raised around 
£30k. 

(b) A specific group representing staff groups (including Staffside and key 
Directors) meet to work through suggestions received on how to spend 
monies donated. So far, £146k of the £180k has been allocated with a 
further meeting to consider how to spend the balance. So far, the 
meeting has agreed suggestions for an outdoor staff area by the 
Emergency Department, a One Herefordshire Choir and further 
discussions around a commemoration event next summer to thank staff 
for all their hard work. The Director of Human Resources is negotiating 
with Halo Leisure regarding a health trainer for staff. 

(c) NHS Together Charity Funds – This has been allocated to STPs and 
mainly for helping staff and patients affected by Covid. A proposal is 
being produced around helping those in social isolation and affected by 
mental health issues. Of this amount, £50k was allocated to us in 
November to help through the second wave of Covid. 

(d) Fundraising Manager Update – Unfortunately the candidate who 
accepted the post has since withdrawn. She has offered her 
consultancy expertise for free to assist with our strategy. The DSP 
advised that of the two candidates interviewed, both were appointable 
and the proposal is to approach the second candidate. Mr Myers (Chair 
and NED) suggested that if the second candidate does not accept the 
position, a Project Manager may be more suitable. The DSP will 
consider this option, advising that a member of the ADF’s team is 
supporting the role one day a week. 

3/5 204/220



 

(e) Mr Cottom (NED) felt that regarding the issue of recruitment, either this 
needs to be approved off line or the Committee requires more 
information around the differences in the candidates. 

(f) Mr Humphries (NED) questioned whether this was an Executive 
Director decision or whether the DSP and colleagues needed to make 
this decision. Mr Myers (Chair and NED) advised that this was 
technically an Executive Director decision, noting that the Charitable 
Funds strategy, although developed last year, is yet to be further 
developed. 

(g) Mrs Twigg (ANED) felt that the NHS is very prominent currently in 
people’s minds and we might miss fundraising opportunities if we do 
not appoint someone to keep this on the agenda. The DSP agreed that 
this was an ideal time for fundraising. 

(h) The DFI reminded the Committee that this is only a short to medium 
term placement. On the basis that the second candidate is appointable 
for this timeframe, the DFI felt that they should be offered the post. 

(i) Mr Cottom (NED) questioned whether the same rules apply for the 
Charity Trustee as they do for the NHS. 

(j) The Associate Director of Corporate Governance declared an interest 
in this item as the successful candidate (who has since declined the 
offer) is a close friend. 

(k) It was agreed that a sub group involving the Director of Strategy & 
Planning, the Director of Finance and the Chair will meet to discuss the 
next steps with regarding recruiting to the Fundraising Manager post. 

(l) Mr Myers (Chair and NED) declared an interest in the NHS Charities 
Together monies as he is involved in the Herefordshire Community 
Foundation and is processing some of the national monies. The group 
receives two to three applications a week regarding mental health 
problems and suggested that the Community Foundation could be 
helpful in the STP approach. 

(m)Mr Myers (Chair and NED) questioned at what stage this Committee 
needs to approve large items of expenditure, in relation to the table of 
agreed spend within the report. The DFI advised that items over £25k 
need to be authorised by the Chief Executive or Managing Director, 
Chair of the Charity Trustee and DFI. Items over £50k need approval 
by the Charity Trustee. The Charity Trustee can express an opinion on 
items up to £50k but these items do not have to come to the Charity 
Trustee to authorise. 

(n) Mr Myers (Chair and NED) was disappointed that charitable funds were 
being used for wellbeing training. He questioned why these important 
matters are not being funded directly.

FM/HO/
AD
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Resolved – that:

(A) The Fundraising Update be received and noted. 

(B)  A sub group of the Charity Trustee will meet to discuss the next 
steps with regarding recruiting to the Fundraising Manager post.

FM/HO/
AD

CT008/12.20 Quarter 2 Finance Report 

The ADF presented the Quarter 2 Finance Report and the following key points 
were noted: 

(a) The report was taken as read. 

(b) As per the action log regarding the ADF providing a detailed update on 
funding received by the Trust, the ADF advised that the Trust received 
£244k income this year which compares favourably to the same two 
quarters last year. Of this, £106k relates to Covid monies from national 
sources and a £60k legacy received. 

Resolved – that the Quarter 2 Finance Report be received and noted. 

CT009/12.20 Charity Trustee Self Assessment 2020

The Associate Director of Corporate Governance (ADCG) presented the 
Charity Trustee Self Assessment 2020 and the following key points were noted: 

(a) Ten responses were received with the plan to focus on areas with two 
or more disagreements or differing views. 

(b) After discussion, it was agreed to hold a Board Workshop next year to 
discuss these responses. The ADCG will also review whether there is 
any training available regarding the role of the Charity Trustees. 

EH

Resolved – that: 

(A) The Charity Trustee Self Assessment 2020 be received and noted. 

(B) A Board Workshop will be held in 2021 to discuss the responses 
from the Charity Trustee Self Assessment 2020. 

(C) The Associate Director of Corporate Governance will review 
whether there is any training available regarding the role of the 
Charity Trustees.

EH

EH

CT010/12.20 Any Other Business 

There was no further business to discuss. 

CT011/12.20 Date of next meeting

The next meeting is due to be held on 18 March 2021 via MS Teams
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 28 January 2021 at 1.00 pm
Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED) 
Lucy Flanagan LF Director Of Nursing 
Rebecca Gratton RG Associate Non-Executive Director – Left during Item 14
Richard Humphries RH Non-Executive Director 
Jane Ives JI Managing Director – Arrived during item 4 and left during 

Item 15
David Mowbray DM Medical Director 
Natasha Owen NO Head Of Governance
Grace Quantock GQ Associate Non-Executive Director 
Nicola Twigg NT Associate Non-Executive Director

In attendance:
Kerry Anelli KA Clinical Commissioning Group Representative 
Rose Gardiner RG Interim Associate Chief Operating Officer, Surgical Division 

– For Item 9
Sam Harrison SH Care Quality Commission - Observing
Val Jones VJ Executive Assistant (for the minutes)
Steph Mansell SM Interim Associate Head of Midwifery – For Item 9
Joy Payne JP Interim Head of Midwifery – For Item 9
Amber Tahir AT Obstetric Clinical Lead – For Item 9

QC001/01.21 APOLOGIES FOR ABSENCE

 There were no apologies received. 

Revd Hargraves (Chair and NED) advised that there was reduced attendance 
at this meeting to protect staff time with limited reporting which still provided 
the assurance required. 

QC002/01.21 QUORUM

The meeting was quorate. 

QC003/01.21 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/01.21 MINUTES OF THE MEETING HELD ON 17 DECEMBER 2020

Resolved – that the minutes of the meeting held on 17 December 2020 
be confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 
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QC005/01.21 ACTION LOG

(a) QC006/02.20 – Action Log – (G) – The Managing Director felt that this 
action around presenting the Health & Wellbeing Compact to the 
Committee could now be closed as so much progress has been made 
in this area. The Director of Human Resources will provide information 
in the Board Reports. It was therefore agreed to close this action. 

(b) QC009/12.20 – Pressure Ulcer Report – (B) – The Managing Director 
and Locality Lead Nurse had met to discuss formal training for Home 
Care Staff around pressure ulcers. There is a lot of work being carried 
out around this area with no issues. It was therefore agreed to close 
this action. 

(c) QC013/12.20 – Patient Safety Walkabouts – (B) – Mr Humphries 
highlighted that in the Integrated Care Divisional Report it was noted 
that Patient Safety Walkabouts (PSW) are occurring. The Director Of 
Nursing (DON) advised that this was just with clinical teams where 
appropriate. Mrs Twigg (ANED) had been advised from colleagues 
that virtual PSW are working well. 

(d) The DON updated the Committee on the last Care Quality 
Commission visit in early December to the Emergency Department 
(ED) due to ED performance and our medical cover vacancy factor. 
The verbal feedback was positive with the full report originally due on 
24 December 2020, but now expected in the next week. Their only 
concerns were the repurposing of the Quiet Room for mental health 
patients and the support for paediatric patients in ED due to the limited 
number of RSCN working in the department. Due to the pandemic the 
quiet room is being used for donning and doffing for infection 
prevention reasons. We are working with the Care Quality 
Commission regarding the additional information they have requested 
on these matters. The DON advised that the Trust view is that the 
mitigations in place to manage the quiet room and the provision of 
nurses who meet the RCN competencies for caring for children should 
be sufficient to satisfy the CQC that these risks are being adequately 
managed. The DON will provide a further update at the next Quality 
Committee meeting on the formal response.  The Managing Director 
noted that the Paediatric issue was noted in the 2019 inspection and 
has actually improved since this time. The change of use of the Quiet 
Room demonstrates the difficulty of working differently in the 
pandemic and having to repurpose areas balancing the risk against 
safety. 

LF

Resolved – that:

(A)  The action log be received and noted.

(B) The Director of Nursing will provide an update on the formal 
response from the Care Quality Commission following their visit 
to the Emergency Department in December. LF
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QC006/01.21 DIVISIONAL REPORT – INTEGRATED CARE

The Divisional Report – Integrated Care was taken as read. The following key 
points were noted: 

 The DON clarified  the section around clinical competencies of staff 
who had not yet had their annual refresher as the way the report was 
written suggests that they are not competent The staff are  clinically 
competent, the trust has adopted national guidance from NHSI/E 
which states refresher training can be delayed/deferred in order to 
deliver critical frontline services.. 

 The backlog of incidents to close is an issue for all the Divisions. They 
are still reviewed to ensure that there is no risk or urgent action 
required. They are just not closed from an audit purpose. 

 Mr Humphries (NED) noted that a previous report noted a number of 
calls and therefore care were not being able to be carried out in some 
parts of the district nursing service.  Mr Humphries noted this report 
refers to vacancies and wishes to understand what care and calls is 
being suspended and deferred because of this. The DON will provide 
an update on this question. 

 Mrs Twigg (ANED) felt that there was not enough clarity around the 
section “What are we worried about and what are we doing about it” 
in relation to the concerns raised. The Managing Director felt that the 
impact of Covid across all services was significant, with staff doing all 
they can to mitigate these risks whilst being incredibly stretched. Mrs 
Twigg (ANED) agreed noting that this was stark reading without the 
background included. Revd Hargraves (Chair and NED) noted the 
difficulties of producing a shortened version of the report which 
therefore did not include the full detail and assurance. 

 The Clinical Commissioning Group representative queried the 
timescale for the Division producing a paper outlining the concerns in 
maintaining safe and effective care in Community Hospitals and the 
suggested solutions. The DON will report back with the timescale for 
this report. 

 Further discussion was held around the difficulties of working with 
Covid and the associated risks, noting that reassurance was provided 
that the teams are working on these areas. It is not possible to mitigate 
every risk but the Committee need to know the scale of the issue. 

 Revd Hargraves (Chair and NED) asked that the Divisions provide a 
verbal update of any areas of concern to the Quality Committee if their 
report is not scheduled. 

LF

LF

ES/SH/
JC/AE

Resolved – that:

(A) The Divisional Report – Integrated Care be received and noted. 

3/11 209/220



(B) The Director Of Nursing will ask the Division to provide an update 
on the question raised around a previous concern in the 
Integrated Care Report regarding not all of visits being able to be 
carried out which was not included in the latest report.

(C) The Director Of Nursing will ask the Division to provide an update 
on the timescale of the paper being produced by the Integrated 
Care Division outlining the concerns in maintaining safe and 
effective care in Community Hospitals and the suggested 
solutions. 

(D) The Divisions to provide a verbal update of any areas of concern 
to the Quality Committee if their report is not scheduled. 

LF

LF

ES/SH/
JC/AE

QC007/01.21 DIVISIONAL REPORT – CLINICAL SUPPORT

Resolved – that the Divisional Report – Clinical Support be received and 
noted. 

CONFIDENTIAL SECTION 

QC008/01.21 SERIOUS INCIDENT REPORT

BUSINESS SECTION 

QC009/01.21 MORTALITY MONTHLY REPORT

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

 There continues to be an improvement picture overall although crude 
mortality has risen slightly. A deterioration in numbers is expected 
however with the latest wave of Covid. 

 Fracture neck of femur numbers continue to improve which is very 
positive, especially as this is prior to the new wards and substantive 
orthogeriatrician being in post. 

 Mr Humphries (NED) queried the number of excess deaths. The 
Medical Director advised that we are below average. We are also well 
below the five year average. 

Resolved – that the Mortality Monthly Report be received and accepted.

QC010/01.21 POSITION PAPER AGAINST OCKENDEN REPORT

The Interim Associate Chief Operating Officer (IACOO), Surgical Division, 
Interim Associate Head of Midwifery, Interim Head of Midwifery (IHOM) and 
Obstetric Clinical Lead (OCL) presented the Position Papers Against 
Ockenden Report and the following key points were noted: 

 The IHOM advised that this was a very detailed report with tight 
timescales. The Trust achieved all the timescales and have submitted 
the first action plan. 
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 The only Immediate and Essential Action (IEA) that has not been 
completed out the seven was due to awaiting a national tool. This has 
now been published and the team are reviewing this. 

 The seven IEAs include twelve points (including the point awaiting 
publication). The Trust are partially complaint with eight of these and 
fully compliant with three.

 Phase 2 – A detailed assessment is being carried out with a multi-
disciplinary team. Many are relatively simple to complete with a few 
requiring more detailed work. A Maternity Safety Action Group will be 
set up to have an overview of the action plan and actions updated. 

 The priority currently is to ensure that governance in maternity is fully 
strengthened with the quality and depth of investigations improving 
but still requiring further improvement. Maternity leadership is also 
being strengthened. 

 IEA 5 – 1. Ensure formal documentation of risk assessment at each 
contact and IEA 7 - 1. Ensure evidence is available to provide 
assurance that demonstrates women are participating equally in 
decision making and have informed choice - This does occur but is 
not always documented. A mandatory field can be added to Badgernet 
to complete this point along with additional mandatory training. 

 IEA 6 – Ensure substantive funding and appointment of a dedicated 
Fetal Well-Being Lead Midwife and Obstetrician – Currently we have 
a 0.40 WTE midwife in a fixed term post. With the amount of emphasis 
placed on this role in the report this may need to become a full time 
permanent post. The OCL advised that there is no specific Consultant 
for this role which is currently covered by the Labour Ward Lead. 
Discussion is being held around adding an additional PA to this post 
in the business planning. 

 The OCL advised that currently there are Consultant led ward rounds 
Monday to Friday twice daily. The weekend ward rounds are carried 
out in the mornings but by telephone in the evening. Discussion has 
been held and agreed to add an additional PA per week to the 
Consultants job plans to enable all ward rounds to be held physically. 

 The Medical Director advised that a job plan review was needed to 
ascertain whether we need an additional PA for the Labour Lead or 
whether a PA could be moved from gynaecology to obstetrics. A long 
term strategy is needed for rebalancing gynaecology and obstetric 
posts as most clinicians have gynaecology experience over obstetrics. 
The IACOO advised that a meeting is planned with key staff to discuss 
this area and a review of job planning will be on the agenda. 

 Revd Hargraves (Chair and NED) noted that this tool was given to the 
Trust to use which was not the easiest to respond to with the ideal of 
having one action plan in the future for the Maternity Division 
regardless of where actions originated. 
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 Revd Hargraves (Chair and NED) questioned if we are complaint with 
the Saving Lives Bundle and if not which items were needing work. 
The IACOO advised that we are partially but further improvement is 
required. 

 Revd Hargraves (Chair and NED) queried what the mechanism for 
feedback was regarding the Maternity Voices Partnership. As current 
Chair of the Local Maternity and Neonatal System (LMNS), Revd 
Hargraves felt that further engagement was needed. The IHOM 
agreed that this could be strengthened with the group reconfigured 
with over thirty people attending the new more interactive meetings. 
Another area to review are the reasons for high risk women wanting 
home births – further investigation is needed. 

 Mr Humphries (NED) noted that issues in culture and maternity 
services are the thread that run through all areas and queried how we 
are with our services. The IHOM advised that there were a number of 
issues between midwives and managers in 2019. Since then, a 
number of changes have been put into place along with external 
support. This is a long term strategy. The DON advised that the 
external consultant has been working in the Trust since September 
2020 with Labour Ward Co-ordinators and midwives with a team 
charter set out. 

 The DON advised that this report needs to be presented to the next 
Public Board of Directors meeting and suggested, as the template is 
not the most ideal tool to convey the detail, that a paper is submitted 
along with a PowerPoint presentation of the salient points. This 
approach was agreed.

 The DON noted that a meeting with the Maternity Voices Partnership 
Chair has been arranged to discuss the content of the Ockenden 
Report. 

 The interviews for the Associate Director of Midwifery have taken 
place and Sarah Jamieson appointed to this role to start on 1 March. 
There will be a month’s overlap with the current IHOM. 

 Revd Hargraves (Chair and NED) advised that part of the Ockenden 
recommendations was that the chair of LMNS should be a member of 
the CCG.  Therefore, Revd Hargraves will be stepping down in March 
as Chair of the LMNS. 

 Ms Quantock (ANED) noted the comment in the report around low 
caesarean numbers being seen as a quality marker and questioned 
whether there is a culture of this in the Trust over women’s needs and 
wants. The medical director advised that the Royal Shrewsbury 
Hospital had a very low rate of caesarean sections with a very low 
target at that time set in England, with the Trust having a higher rate.  
It is now more accepting that this is not an ideal marker. This has 
never been an issue with Wye Valley Trust with women being involved 
in their care.

6/11 212/220



 Ms Quantock (ANED) questioned whether we are inappropriately 
proud of measures that are masking poor practice. The Medical 
Director confirmed that this is not the case in the Trust.  We are more 
than happy to compare our results to other Trusts in more detail than 
previously to ensure continued good practice. 

Resolved – that the Position Paper against Ockenden Report be 
received and noted.

QC011/01.21 CANCER QUALITY IMPACT ASSESSMENT AND PRIORITISATION 
PROCESS

The Medical Director presented the Cancer Quality Impact Assessment and 
Prioritisation Process and the following key points were noted: 

 There is a risk to patients due to the cancellation of surgery. The report 
shows the mitigations put into place around this area. This includes 
twice weekly prioritisation meetings and the use of the independent 
sector. If patients require a HDU bed we are unable to currently 
operate on them. 

 The prioritisation process was localised to the Division, but it was 
agreed that more support with these decisions was needed, with the 
twice weekly meetings set up including support from Revd Hargraves.

 The Medical Director is meeting with the Head of Governance to 
ensure that the matrix records any decisions made at the meetings. 
The Clinical Commissioning Group are also given an opportunity to 
provide their views. A decision needs to be made about whether to 
vaccinate patients before they come in. This will be discussed at the 
next meeting. 

 The Managing Director advised that this was the issue that she was 
most concerned around. We potentially have patients who will have 
an impact on their outcome due to these unavoidable delays. The 
priority as soon as we have capacity, is to treat these patients. 

 Mr Humphries (NED) queried if the Quality Impact Assessment for 
patients waiting for diagnostics is similar. The Managing Director 
confirmed that there are a whole range of possible risks to our patients 
due to these delays. The balance is between priority and getting 
patients seen as quickly as possible. Undertaking the 2WW 
appointments for our patients has been our priority throughout. 

 The Clinical Commissioning Group Representative questioned how 
patient views were being taken into consideration during this time. The 
Medical Director advised that Clinicians meet twice weekly to discuss 
their patients but was not sure realistically how we could obtain 
patients views. Patients are extremely patient and understanding with 
the importance of regular communication noted. 

Resolved – that the Cancer Quality Impact Assessment and 
Prioritisation Process be received and noted.
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QC012/01.21 FALLS REPORT

The Falls Report was taken as read. The following key points were noted: 

 The DON noted that this was a very positive report with over 98% of 
our patients not sustaining a fall in our care. 

 Nationally there has been an increase in falls and the harm rate during 
the pandemic. This could be due to a number of factors including 
patients being sicker when they are admitted, being deconditioned 
due to self isolating and perhaps being less active and that care is 
being delivered in different ways eg more side rooms doors being 
closed due to infection. 

 There is a national piece of work being undertaken to better 
understand falls during Covid. The Clinical Manager Physiotherapy – 
Inpatients and Community Services will include more information 
around this when the report publishes. 

RESOLVED – that the Falls Report be received and noted. 

QC013/01.21 QUALITY INDICATORS REPORT 

The DON presented the Quality Indicators Report and the following key points 
were noted: 

 The report was taken as read as the majority of issues have been 
covered by the previous reports. A more detailed report is being 
presented to the next Board of Directors meeting. 

 There has been an increase in the number of mixed sex breaches due 
to operational pressures. There are now only two surgical wards with 
the remaining wards all medical. This leaves limited options of where 
to admit patients to. 

 The Head Of Governance advised that the Thrombosis Committee 
has restarted with the Deputy Medical Director Chairing. The 
Committee are using an exemplar framework used by NHSE. The 
results from these reviews will be included in a future report. 

NO

Resolved – that:

(A) The Quality Indicators Report be received and noted.

(B) The results from the exemplar framework reviewed at the 
Thrombosis Committee will be included in a future Quality 
Indicators Report. 

NO
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QC014/01.21 SAFER STAFFING REPORT

The DON presented the Safer Staffing Report and the following key points 
were noted: 

 The weeks leading up to Christmas and post-Christmas were a 
particular challenge. The national expectation was for ITU to deliver 
200% capacity leading to the necessity to redeploy 45wte staff to ITU.

 The Staffing Cell has been reinstated which oversaw the 
redeployment of staff during this period. This is overseen by the 
Associate Director of Nursing and supported by the Divisional Nurse 
Directors

 The majority of corporate and specialist nursing teams have been 
redeployed and are backfilling the gaps left by the redeployment of 
staff to critical care. 

 The DON recently was able to spend time visiting the wards in the 
Trust and had been very impressed with the resilience of our staff. 
The increasing number of deaths and not being able to offer the same 
level of support to families at this time is having the largest impact on 
nursing staff, with many nurses feeling anxious about this. 

Resolved – that the Safer Staffing Report be received and noted. 

QC015/01.21 SAFEGUARDING QUARTER 3 REPORT

The Safeguarding Quarter 3 Report was taken as read. The following key 
points were noted: 

 The DON advised that we are still seeing a significant number of 
domestic abuse referrals in families where children reside. We do not 
have a specific Domestic Abuse Lead for children but have a Health 
Visitor who carries out this role. 

 The number of Initial Health Assessments (IHA) for Looked After 
Children have improved. There is however concern around IHA for 
children residing out of county. This has been escalated to the Clinical 
Commissioning Group Safeguarding Lead and our Looked After 
Children Nurse is reviewing this. The outcomes of theses reviews will 
be shared once received. 

 There have been two position of trust allegations. A third has been 
received today. Two are of a sexual concern and one a physical 
concern. All involve vulnerable patients.

 Mrs Gratton (ANED) noted that the number of physical interventions 
are not included in our reports to the Board of Directors and wondered 
whether this was due to low numbers. The Medical Director advised 
that he was concerned that we don’t restrain patients often enough. 
ED staff are not always confident to prevent vulnerable patients 
leaving. It is our duty of care to these patients to keep them safe. A 
new policy is now in place and Porters are trained to support staff. If 
we do intervene or tranquilise a patient, a Root Cause Analysis will be 
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undertaken. Mrs Gratton (NED) advised that proactive intervention 
can stop escalation. 

 The DON will send out the draft Restrictive Intervention Policy, which 
was due to be presented to the Clinical Effectiveness & Audit 
Committee, which has been postponed, along with the Rapid 
Tranquilisation Policy which has been approved.

LF

Resolved – that: 

(A) The Safeguarding Quarter 3 Report be received and noted. 

(B) The Director Of Nursing will send out the draft Restrictive 
Intervention Policy along with the approved Rapid 
Tranquilisation Policy. 

LF

QC016/01.20 PATIENT EXPERIENCE REPORT

The Patient Experience Report was taken as read. The following key points 
were noted: 

 The DON advised that the report will be revamped in the new financial 
year. 

 There have been an increasing number of complaints with the main 
theme around communication. This is felt to be driven by relatives not 
being able to visit and discuss their concerns with staff. 

 Sixth Form volunteers have been supporting patients to communicate 
with their families and as a conduit to ask questions of staff. There are 
obviously restrictions in place where they can volunteer currently due 
to a number of closed wards. 

 Ombudsman Report – Further detail is required to provide assurance 
to the Committee. 

 A thematic review of complaints is being undertaken. The aim is to 
bring this back in the new financial year.

 
 Mr Humphries (NED) suggested that we hear more directly from the 

Patient Experience Committee in relation to the patient experience as 
he did not feel that we have a sense of what people who use our 
service think. 

 The DON advised that a letter is sent from herself to the relative of 
any patient who died on our wards due to Covid. 

 The DON highlighted the importance of including our patients and 
relatives views of the Trust. Revd Hargraves (Chair and NED) was 
expecting that the surveys being sent out to patients and involving 
Healthwatch will enable this. 

Resolved – that the Patient Experience Report be received and noted. 
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QC017/01.21 ANY OTHER BUSINESS - CONFIDENTIAL

QC018/01.21 DATE OF NEXT MEETING 

The next meeting was due to be held on 25 February 2021 at 12.30 pm via 
MS Teams. 
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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
GAU Gilwern Assessment Unit
GE George Eliot Hospital 
GMC General Medical Council
HCA Healthcare Assistant
HDU High Dependency Unit 
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
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HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
IG Information Governance
IV Intravenous
KPIs Key Performance Indicators
LAC Looked After Children
LAT Looked After Team
LMNS Local Maternity and Neonatal 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
SDEC Same Day Emergency Care
SOP Standard Operating Procedures
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SOC Strategic Outline Case
SSNAP Sentinel Stroke National Audit Programme
SHMI Summary Hospital Level Mortality Indicator
SI Serious Incident
SIRI Serious Incident Requiring Investigation
SOP Standard Operating Procedure
STF Sustainability and Transformation Funding
STP Sustainability and Transformation Plan
SWFT South Warwickshire NHS Foundation Trust
TMB Trust Management Board
TIA Transient Ischemic Attack
TOR Terms of Reference
TTO To Take Out
TVN Tissue Viability Nurse
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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