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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 2 December 2021 at 1.00 pm
Via MS Teams

Present:

Russell Hardy RH Chairman
Glen Burley GB Chief Executive 
Andrew Cottom AC Non-Executive Director (NED)
Alan Dawson AD Chief Strategy and Planning Officer
Christobel Hargraves CH Non-Executive Director (NED) 
Richard Humphries RH Non-Executive Director (NED)
Jane Ives JI Managing Director 
Lucy Flanagan LF Chief Nursing Officer
David Mowbray DM Chief Medical Officer
Katie Osmond KO Chief Finance Officer
Nicola Twigg NT Non-Executive Director (NED)

In attendance:
Jon Barnes JB Chief Operating Officer
Geoffrey Etule GE Chief People Officer 
Hazel French HF Named Nurse Safeguarding Children – For Item 

6.1
Kirstie Gardner KG Named Nurse Children in Care – For Item 6.1
Rebecca Gratton RG Associate Non-Executive Director (ANED)
Rachael Hebbert RH Associate Chief Nursing Officer – For Item 6.1
Erica Hermon EH Associate Director of Corporate Governance – 

Left during Item 6.2
Cath Holberry CH Lead Nurse Adult Safeguarding – For Item 6.1
Ian James IJ Associate Non-Executive Director (ANED)
Val Jones VJ Executive Assistant (For the minutes) 
Frances Martin FMa Associate Non-Executive Director (ANED)
Frank Myers, MBE FM Associate Non-Executive Director (ANED) 
Grace Quantock GQ Associate Non-Executive Director (ANED)

The Employee of the Month award was presented to Chris Cunliffe from Sodexo. The 
Chair read out the reasons why Chris had been nominated for this award. 

Discussion was held around a variety of issues discussed at the Board Workshop 
held in the morning, including social care and the development of work at Place level 
and working with our Sodexo partners on our PFI and local services within the Trust. 
 

Minute Action

BOD01/12.21 Apologies for Absence

There were no apologies received.  
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BOD02/12.21 Quorum

The meeting was quorate.

BOD03/12.21 Declarations of Interest

There were no new declarations received. 

BOD04/12.21 Minutes of the meeting held 4 November 2021

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

BOD05/12.21 Matters Arising and Action Log

Resolved – that the action log be noted.

BOD06/12.21 Chief Executive’s Report

The CEO presented his report and the following key points were noted: 

(a) The Effectiveness of the Covid-19 Booster - The Covid booster provides 93 
– 94% effectiveness. Hopefully everyone will get their booster vaccine soon. 

(b) The Perfect Christmas Present – Our New Wards – The new wards are 
expected to be handed over on 21 December. The programme of occupying 
the wards is included within the report. 

(c) Strengthening the Foundation Group Model – The intention is to move to a 
meeting of all three Boards of the Foundation group every quarter to compare 
performance. Worcestershire Acute are also joining the Foundation group as 
an associate member, with plans to include improvement and productivity 
work. 

(d) Governance Alignment – It is very positive to see we are all moving in the 
direction of a truly integrated approach in the Community. 

(e) Employee of the Month – Chris Cunliffe, Sodexo. It is positive to see 
recognition of good practice of our Sodexo colleagues. Discussion was held 
in the Board Workshop around how to improve local services with Sodexo 
and working together on sustainability. 

(f) The Chairman noted the challenges of booking Covid boosters over the last 
few weeks which has been resolved rapidly with support from partners across 
the NHS, local Pharmacists and volunteer groups. The Chairman noted his 
enthusiasm that Worcester Acute Trust are joining the Foundation Group, 
building on the work achieved so far. 

Resolved – that the Chief Executive’s Report be received and noted. 
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BOD07/12.21 Integrated Performance Report

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

a) There is intensive pressure in the Trust, particularly in the Emergency 
Department (ED). This is due to the combined effect of Covid (22 inpatients 
today), medically fit patients fit for discharge which has been steadily 
increasing over the month (around 40 patients yesterday) along with elective 
work and backlog pressures. We are running an extra ward in ED due to the 
number of patients awaiting a bed. We cannot overestimate the pressure this 
is causing on our staff – to this end, we are increasing staffing numbers with 
the Senior Nursing Team being more visible to ensure we are providing as 
safe a service as possible. The Managing Director thanked all our staff for 
managing these pressures on a day-to-day basis. 

b) We are also working with our partners to review increased capacity elsewhere 
including increasing the number of Community Hospital beds and discussing 
ideas with the Local Authority and Hospice to see if we can reduce this 
pressure. We will be in a better position once the new ward block is open. 

c) The increase in patients medically fit for discharge was discussed in the 
Board Workshop along with the need to increase our social care workforce. 
The challenge is to increase pay, provide better training and support and 
ensure staff feel valued and respected – this is a challenge for us all. This 
issue is being covered within the Workforce Strategy.

d) National Inpatient Survey – The survey was held twelve months ago but the 
results have only been received in the last few weeks, this is too long to wait 
for the results. Next year plans are in place to ensure that we receive “real 
time” feedback to enable actions to be taken in a timely manner. 

e) The prediction is that the Trust will break even at the end of the year which is 
very positive. 

f) The CEO queried if discharging patients medically fit for discharge is being 
made more complicated due to Covid. The Managing Director confirmed this 
is the case, noting that these patients can be moved to Community Hospitals, 
which is not ideal but relieves pressures at the front door. 

g) Mr Cottom (NED) noted the A&E Quality Indicators, including the twelve hour 
wait which is not always included, which are not improving and queried 
whether this is of concern. The Managing Director advised that the Trust is in 
the top third for performance in A&E, noting that this issue is not just a 
Herefordshire problem and is being seen nationwide which shows the 
intensive pressure that the whole country is under.  

Resolved – that the review of Integrated Performance Report be received and 
noted.
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BOD08/12.21 Quality 

The Chief Nursing Officer (CNO) presented the Quality Report and the following key 
points were noted: 

(a) An overview of the Quality Priorities and where they were last considered and 
discussed has been included in the report to give visibility. The majority of 
these are dealt with in detail at the Quality Committee.

(b) VTE assessments and compliance are discussed each month at the Finance 
& Performance meetings. We have worked closely with the Informatics Team 
to get timelier reporting of VTE assessment and reviewing the cohort of 
patients. This has resulted in performance improving with October at 94.9% 
and November at 92.5%. 

(c) The number of Serious Incidents in October was higher than normal. There 
was a cluster of delayed diagnoses, some of which are associated with 
cancer. The Deputy Chief Medical Officer is leading on a piece of work around 
this and how critical results are managed, particularly out of hours and 
incidental findings. The findings will be presented to the Quality Committee 
and then onto the Board of Directors. 

(d) A Never Event has been reported this month. This relates to the 
misplacement of a nasogastric tube into the lung instead of the stomach. The 
bolus was given to the patient who then deteriorated, with the feed stopped 
immediately. The patient later died, not at this hospital. The Consultant in 
Geriatric Medicine is leading on the Rapid Review. Our Policy was followed 
but we have had two similar Never Events occur. As a consequence, our 
Policy has now been revised. Learning from this Never Event will be extracted 
and shared with staff. 

(e) The Quality Committee has approved the new reporting framework of Mixed 
Sex Breaches which was hoped would mean a reduction in numbers for 
clinically justified Mixed Sex Breaches for patients awaiting confirmation of 
their Covid status. Once patients are transferred to AMU their status is known 
but due to the bed base, we are unable to prevent some of these Mixed Sex 
Breaches occurring. 

(f) Patient Survey – The detail of the full results was presented to the last Quality 
Committee. There were different questions asked and a different 
methodology which prevents direct comparison to previous surveys. There 
were forty-five questions in the survey with the majority of our scores average. 
We need to aim for higher scores for the next survey. The top and bottom five 
scored areas are included within the report. Some of these are perennial 
issues from previous surveys, but following changes made, are now showing 
improvements. The detailed presentation given to the Quality Committee 
compared Wye Valley Trust to the Foundation Group and Worcestershire 
Acute Trust with matters that we can clearly learn from best practice. The 
Clinical Quality & Safety Manager will be leading on this as part of the ongoing 
improvements being made. 
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(g) Infection prevention performance is good overall with no areas of concern 
with the exception of cleaning. The Trust is an outlier regarding our C-Diff 
infection rates. Changes to our antibiotic prescribing were made in Quarter 1 
with less cases seen in Quarter 2 which is hoped as a consequence of these 
changes. All samples are sent off for ribotyping with only one clear case of 
cross infection between patients. 

(h) Staff update with Covid vaccines and boosters is positive with front line Health 
Care Workers being eligible for their boosters next year. An improvement in 
flu vaccine uptake is needed with an increase in the number of roving models 
in the Community and Acute setting. 

(i) There were six outbreaks in October – five due to Covid and one due to a 
vomiting virus. 

(j) Staffing continues to be challenging with the hot spots including School 
Nurses, ED and Ross Community Hospital, which are being addressed. 

(k) Mr James (ANED) queried what the Duty Of Candour indicator measures. 
The CNO advised that this KPI ensures that the Trust follows the correct 
formal Duty Of Candour process for any Serious Incident. 

(l) Revd Hargraves (NED) queried with the additional beds being opened in the 
Community Hospitals, what the plans are to staff these beds with our current 
staffing challenges. The CNO advised that the Quality Improvement 
Programme for Ross Community Hospital was undertaken due to the 
significant staffing challenges faced. Registered nursing staff from Medicine 
and Surgery along with long-lining some agency staff has occurred to ensure 
that we have the right number of staff along with continuity. Yesterday the 
decision was made to open additional beds at Bromyard Community Hospital, 
with some of the agency staff being moved from Ross due to more stable 
numbers of staff at Ross Community Hospital. The Chief Medical Officer 
(CMO) advised that from the medical side, a member of staff has been 
redeployed to the additional six beds. 

(m)Mr Myers (ANED) did not feel assured that pressure ulcers are under control 
at the Trust. The CNO was concerned too, with a deep dive being undertaken 
at the December Quality Committee meeting. The Trust benchmark well from 
a Serious Incident perspective for pressure ulcers but concern is around the 
lower level of pressure ulcers that have deteriorated in our care and that this 
may be linked to our staffing challenges. Our Health Care Assistants fill rates 
are volatile with work being undertaken with the Ward Sisters to ensure skin 
integrity checks are regularly undertaken. 

Resolved – that the Quality Report be received and noted.

BOD09/12.21 Activity Performance

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

(a) The pressures and complexities currently being balanced between our teams 
are very difficult and challenging.
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(b) Referral pressures continue. Ultrasound has improved with echocardiogram 
growth waiting times of concern.  The COO is working with the team and plans 
which are expected to improve this situation. 

(c) Pressure continues on ED with ITU of concern and Community Hospitals 
regarding the number of available beds. The new wards opening will help with 
these pressures which have been of concern for some time now. 

(d) Outpatient activity remains strong and we are achieving 2019/20 levels. 
Elective activity is also not far from 2019/20 levels. Cancer performance for 
2WW and 62 days is doing well. 

(e) 39% of all emergency admissions were dealt with via the Same Day Elective 
Care for the second month in a row.

(f) There has been a huge improvement with regards to fractured neck of femur 
in terms of the best practice tariff standard. The commencement of the 
Orthogeriatrician and the new wards will further improve this position. 

(g) Despite all the current pressures, the Stroke Team have achieved a SSNAP 
B standard which is a remarkable achievement. The Chairman asked that 
congratulations from the Board of Directors be passed onto the team for this 
accomplishment. 

(h) The CEO noted that we have a strong 2WW cancer performance which is 
supporting 31 and 62 days. The COO advised that the focus is currently on 
28 days which will help with these later targets and benefit patients. A lot of 
work is being carried out to enable a quicker diagnosis for patients. More 
detail around this will be included in the next report. 

(i) The Chairman advised that the public could support the Trust with the current 
pressures by having their Covid vaccinations and using the services of a 
Pharmacist rather than the ED if appropriate. 

JB

Resolved – that:

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

(B) The February Performance Report will include detail on the work being 
carried out to support achievement of cancer waiting targets. JB

BOD10/12.21 Workforce

The Chief People Officer (CPO) presented the Workforce Report and the following 
key points were noted: 

(a) There are still high levels of sickness absence due to winter ailments, Covid 
and mental health conditions. This remains a key priority area. 

(b) Discussion is taking place with NHS Charities with a pilot in the New Year 
being discussed of a dedicated Wellbeing Occupational Health Nurse to 
support the reduction of sickness. 

(c)  The Simply Respect campaign continues with the Trust supporting National 
Anti-Bullying week in November with “one kind word”. 
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(d) The Trust also supported the Disability History Month during November. The 
first cohort of Cultural Ambassadors across the ICS includes Wye Valley Trust 
trained staff to enhance culture and the working environment across the ICS. 

(e) The international recruitment campaign is on track with a new cohort of 
nurses due in January, Covid permitting. 

(f) The Workforce and Occupational Health Strategy has been refreshed to 
capture key areas. 

(g) Mrs Martin (ANED) noted the analysis of leavers who would recommend 
working at the Trust and those who would come back to work at the Trust. It 
was disappointing to see a large number would not recommend the Trust or 
come back to work here, highlighting that staff are strong advocates for the 
Trust. 

(h) Mr James (ANED) highlighted the need to ensure that we are providing 
enough support to new recruits, especially during the first few months, which 
will also assist with recruitment and retention. 

(i) The CNO advised that monies have been made available from Public Health 
England for recruitment and retention for nurses and midwives. Our Lead 
Nurse - Practice Development is co-ordinating this which will be used for more 
areas than just retention. 

(j) Mr Cottom (NED) asked whether the additional pressures of Covid are 
causing a lack of resilience of staff which is causing part of the problem driving 
staff turnover. The CPO agreed that this is playing a part with mental health 
issues increasing across the NHS, hence the Trust extending our mental 
health support and interventions we have in place. The Chairman felt that 
there was nothing more rewarding than having purpose in work and 
recommended being a carer in the NHS. 

Resolved – that the Workforce Report be received and noted. 

BOD11/12.21 Finance Performance 

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

(a) At Month 7 we are in line with expected plans, with a small variance of £32k.

(b) Pay remains flat with continued high levels of agency spend which does place 
some risk to our outturn. Current levels of agency are being reflected in our 
forecast position. 

(c) A CPIP of £1.2m has been achieved year to date. There is continued focus 
on delivery for this financial year along with thinking about financial schemes 
for next year.

(d) The system position has not been included in the repot due to the timing of 
the final plans.
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(e) Capital spend is £10.8m, with plans to spend the remaining amount. Further 
capital funding may be made available which will be used to address Plan B 
schemes. 

(f) Our cash balance remains healthy. There is a slightly reduced performance 
against the BPPC standard in month which is partly due to a one-off exercise 
to pay off long standing accounts, delays in receipting and approving. 

(g) Plans for 2022/23 are progressing in the background whilst awaiting financial 
guidance later this quarter. 

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

 ITEMS FOR APPROVAL

BOD12/12.21 Annual Safeguarding Quality Reports

The Associate CNO, Lead Nurse Adult Safeguarding, Named Nurse Safeguarding 
Children and the Named Nurse Children In Care presented the Annual Safeguarding 
Quality Reports and the following key points were noted: 

(a) The Safeguarding Reports were reported to the last Quality Committee where 
they received a high level of scrutiny. 

 Safeguarding Adults

(b) The team have remained operational throughout 2021 despite the challenges 
of Covid and have been able to review and see patients and ensure safe 
discharges. Any safeguarding issues are being addressed.

(c) The Learning Disability Services was reviewed in year and there is now a 
permanent service across the organisation.  

(d) Due to Covid, the Hospital Independent Domestic Violence Advisor post has 
been extended until April 2022, in conjunction with West Mercia Women’s 
Aid.

(e) With the recruitment of the Safeguarding Practitioner post, the team is now 
fully recruited to.

(f) The team continue to work with partner organisations and other agencies with 
regards to safeguarding concerns and issues. 

(g) The Mental Health Standards Assessments and the Best Interest 
Assessments are being undertaken with support from the CMO. 

(h) The Liberty Protection Safeguards was due to replace the Deprivation of 
Liberty Safeguards in April 2022. This has been delayed with no further 
information around a new date. The Code of Practice will be circulated prior 
to this with a twelve week consultation period. 

(i) There have been an increasing number of Mental Health and Safeguarding 
Assessment Reviews and requirements received – the Trust are fully 
engaged as an organisation with all of these. 
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(j) There has been a significant increase in safeguarding referrals received in 
2021/21. 

(k) Future plans include developing resilience with the small Adult Safeguarding 
Team and the changing Safeguarding agenda and supporting 
multidisciplinary staff in all aspects of safeguarding. 

(l) The Chairman thanked the Adult Safeguarding Team for their hard work and 
diligence. 

 Safeguarding Children

(m)Covid has had a significant impact on the team, but they continue to provide 
effective safeguarding advice and supervisions to the Trust. 

(n) Specific pieces of work with multidisciplinary partners have been undertaken 
to ensure children and young people’s safeguarding needs are being met 
during this difficult year. The team have also worked with our partners to 
ensure that babies born in lockdown are being seen by a professional. 

(o) Changes have had to be made in the way that training has been delivered 
and new IT skills have been learnt by the staff, including virtual training. 

(p) Covid has increased the number of presentations of domestic abuse, mental 
health issues with children and adults which has impacted on safeguarding 
and children self-harming. 

(q) Supervision levels have been maintained for key front-line areas.

(r) In 2022/23 Social Workers will be using a new Model of Care which has 
required a significant amount of training for our staff along with a change in 
policies and templates.

(s) The Team have supported our agency colleagues with improvement plans as 
a result of the recent Ofsted inspections. 

(t) The Chairman thanked the team for all their hard work in keeping children 
safe. 

 Children Looked After

(u) The main change has been moving from a paper-based system to virtual 
delivery which has been a huge undertaking. 

(v) This has enabled the team to continue to provide statutory health 
assessments for children and foster carers and to access hard to reach young 
children. 

(w) Good quality health assessments have been achieved using these platforms 
with higher levels than in previous years. 

(x) There are a high number of children leaving care returning to their families, 
with more engagement being provided to the birth families to support this 
transition. 
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(y) Initial Health Assessments continue to be a challenge. There has been a 
delay in medical consents being provided by the Local Authority to initiate 
these. There have also been vacancies and Paediatric vacancies in the Child 
Development Centre.  

(z) Re KPIs, dentistry and immunisations continue to be a challenge to achieve 
due to the pandemic and schools and Dental Surgeries being closed. 

(aa)A high priority has been to ensure that care leavers have had good access to 
health information and a health passport. Initial Health Assessment 
performance and engagement with young people and ensuring that the health 
passport is of good quality are the main areas of focus.

(bb)The Chairman thanked the team for their diligent work. 

Resolved – that the Safeguarding Adults, Safeguarding Children and Children 
Looked After Annual Reports be received and approved. 

  

 
BOD13/12.21 Foundation Group Strategy Sub Committee Terms Of Reference

The CEO presented the Foundation Group Strategy Sub Committee Terms of 
Reference and the following key points were noted: 

(a) The changes are tracked on the document and take into account bringing in 
the associate membership of Worcestershire Acute. 

(b) The Chief Strategy Officers are now added into formal attendance. 

(c) The majority of the Board members are not on this Committee as they have 
sovereign power over their own organisations. 

(d) Reference is also made to other appointment advisors of the Group which will 
require approval by all the Trusts. 

(e) The Chairman thanked Mr Humphries (NED) for his continued service on this 
Subcommittee. 

Resolved – that the Foundation Group Strategy Sub Committee Terms Of 
Reference be received and approved. 

BOD14/12.21 Medical Revalidation – Annual Board Report and Statement of Compliance 

The CMO presented the Medical Revalidation – Annual Board Report and Statement 
of Compliance and the following key points were noted: 

(a) It is a statutory requirement to present this to the Board of Directors and for 
hospitals to have a revalidation process in place. 

(b) Revalidation is required every five years to review fitness to practice which is 
supported by annual appraisals. 

(c) Doctors’ professional development plans, any Never Events they have been 
involved in and other areas of concern are also reviewed at this time. 
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(d) The final process requires the CMO to either recommend for revalidation or 
defer. A number of deferrals are included within the report which includes 
non-engagement of staff. 

(e) Mrs Martin (ANED) was impressed with the Group Peer Assessment Model 
which was a sensible application that we could apply. 

(f) The GP Appraisers also benefit from this process and we are keen to broaden 
their support. With over two hundred and fifty doctors to appraise, this is a 
mammoth task to undertake. Consultants also value having a GP undertake 
their appraisal. 

(g) The Chairman publicly thanked the GPs supporting in this process. 

Resolved – that the Medical Revalidation – Annual Board Report and Statement 
of Compliance be received and approved. 

BOD15/12.21 Final Financial Plan and Budget for H2 2021-22

The CFO presented the Final Financial Plan and Budget for H2 2021-22 and the 
following key points were noted: 

(a) At the last Board of Directors meeting, the CFO advised that we had a £11.8m 
deficit but were pursing further opportunities in the system along with liaising 
with the Region. 

(b) Since that meeting, we have now secured non-recurring funding to make two 
main changes to the Plan which will enable us to breakeven. 

(c) The first change is confirmation has been received of continued support of 
the Elective Stretch Support Funding from NHSI/E along with the Elective 
Recovery Fund providing support for additional costs. 

(d) Secondly, we have received confirmation of further funding from the Clinical 
Commissioning Group of £6.8m. In H2 there is a £1.5m surplus. 

(e) There still remains some risk to delivery and will require close management 
in the remaining months as an organisation and system more broadly. 

(f) Focus is turning to 2022/23 with the financial regime likely to be different 
again next year. 

(g) The CEO noted that there is obviously still work to do to ensure that we deliver 
within plan. More clarity around the funding regime that we will be operating 
in is required. Some of the monies are non-recurrent but some may be 
recurrent with the expectation of an ongoing payment mechanism for elective 
recovery direct to Trusts. The ICS need to ensure that their allocation of 
monies is allocated as much as possible to Place budgets rather than 
retaining for contingencies. 

Resolved – that the Final Financial Plan and Budget for H2 2021-22 be received 
and approved. 
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BOD16/12.21 Updated Workforce and OD Strategy

The CPO presented the Updated Workforce and OD Strategy and the following key 
points were noted: 

(a) This follows on from the Board Workshop held in November where discussion 
was held around key aspects of the Strategy. The report contains the 
adjustments required. 

(b) There are three key themes within the Strategy. 

(c) This also reflects the NHS and OR OD Report. Some of these areas have 
already been anticipated and covered within this report. 

(d) We need to monitor and report on progress being made. This is a live 
document that will be refreshed and updated as required. 

(e) The CEO noted some of the challenges to achieve, eg reducing our agency 
spend. We need to be ready for the NHS Workforce Strategy next year and 
to expect to change material elements of our Strategy but there may be 
additional areas as well. This is a forward look for the next fifteen years. 

(f) The CMO advised that ICS academies need to be included. The CPO 
confirmed that this is being worked on with the ICS evolving and the 
academies in the early stages of development. The necessary adjustments 
will be made. 

(g) Mr Humphries (NED) noted the worldwide shortage of nurses and doctors 
and the difficulties of recruiting enough staff. We therefore need to be more 
imaginative to get people to work for the Trust. 

(h) Mr Myers (ANED) did not feel that it was clearly identified in the report what 
we are doing differently and suggested drawing out five or six key areas that 
we need to regularly review. 

(i) The CPO advised that the key areas are “growing our own” staff and 
recruitment and retention. We need to work more locally and across the ICS 
to attract, develop and retain staff. 

(j) The Managing Director noted the importance of having checks in place to 
track that we are making a difference. To this end, the CPO is working with 
the Foundation Group to refresh our HR Workforce KPIs. Also, we need to 
review progress against this Strategy at least every quarter. 

(k) Mr Cottom (NED) agreed that the “growing our own” and recruitment and 
retention workforce transition is a good platform but we need to show specific 
improvements and gain, ideally this would be reviewed quarterly. Mr Cottom 
(NED) also felt that we should be more ambitious with the agency reduction 
which was currently at 5 – 10% per year. 

(l) Mrs Twigg (NED) felt that a monthly review of key elements was more 
appropriate than quarterly. 

(m)The Chairman suggested that in light of the comments made, the Managing 
Director and CPO think about a rolling cycle rather than a quarterly update.  JI/GE
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Resolved – that: 

(A) The Updated Workforce and OD Strategy be received and approved. 

(B) The Managing Director and Chief People Officer will review having a 
rolling cycle on progress rather than a quarterly update on the 
Workforce and OD Strategy. 

 
 JI/GE

BOD17/12.21 Board Assurance Report and Extreme Risks

Delayed until the February Board of Directors meeting to enable the Associate 
Director of Corporate Governance to present. 

ITEMS FOR NOTING AND INFORMATION 

BOD18/12.21 Digital Programme Update

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

(a) The Digital Programme Board is now meeting bimonthly. Good progress is 
being made overall despite the ongoing impact of Covid and operational 
pressures. 

(b) This report has been simplified to give an overview of key headlines, the ICS 
programmes and future developments. 

(c) The increasing focus is on user engagement and communications to 
maximise the success in the investments made. The EPMA Benefits Review 
is being presented to the December Audit Committee. 

(d) The Managing Director advised that a useful discussion was held at the 
Transformation Tuesday meeting, particularly with our GP colleagues. They 
have had paperless records for a number of years now and their advice is to 
go paperless as soon as possible to enable everyone to be using one 
platform, with further discussion will be held at the Trust Management Board. 
The CMO advised that we received a positive review from NHSX who are 
impressed with our progress made so far. 

(e) Mr Myers (ANED) questioned if the Digital Users Experience Group was just 
an internal group at present. The CFO confirmed that primarily attendance 
was internal but this is expected to evolve over the coming months. 

(f) The Chairman raised his concern that the Trust will never be able to recruit 
enough staff and that we need to use digital technology to drive up 
productivity, especially using technology to review more patients. The 
Chairman would like to see reports much more demanding of our colleagues’ 
practical innovations to help front line teams to be more productive with a 
safer service with better outcomes. 
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(g) The CEO advised that the patient portal used at South Warwickshire NHS 
Foundation Trust was a very positive addition to the patient experience. We 
need to react quickly in response to the Elective Care Strategy which will be 
about reducing face to face appointments. This is about learning as a group 
to become more paperless. The Managing Director advised that the patient 
portal is being discussed at the Trust as part of the share patient record. 

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

BOD19/12.21 Infection Prevention Improvement Action Plan

The CNO presented the Infection Prevention Improvement Action Plan and the 
following key points were noted: 

(a) NHSI/E undertook an inspection in October to help the Trust with our C-Diff 
infection rates and secondly to undertake a review due to the escalation 
process following the Care Quality Committee findings in 2018. The feedback 
received has been circulated to Board colleagues and two action plans have 
been developed. 

(b) The first action plan includes the immediate findings contained within the 
feedback from NHSI/E. The second is around broader pieces of work to 
improve the governance functions of infection prevention. A Task and Finish 
Group has been set up who have met to ensure actions are updated and 
achievable within the timescales set. The Infection Prevention Committee will 
maintain oversight of the long-term action plan which will feed into the Quality 
Committee once the Task and Finish Group is dissolved. 

(c) All clinical areas have been visited by a Matron and a senior nurse. A peer 
review was undertaken to ensure that the issues found on Lugg Ward are not 
occurring in other areas. Scheduled walkabouts with the NEDS will be 
undertaken in December and January for further scrutiny. 

(d) The revisit by NHSI/E had been planned for February but this coincides with 
our final ward moves. NHSI/E colleagues have agreed to defer their visit by 
a week to 1 March. 

Resolved – that the Infection Prevention Improvement Action Plan be received 
and noted. 

BOD20/12.21 Restoration and Recovery 

 The COO presented the Restoration and Recovery presentation and the following key 
points were noted: 

(a) Routine referral numbers are down but are starting to increase. Urgent and 
2WW referrals are significantly higher – above 2019/20 levels and those 
planned for. 

(b) Outpatient WL – The waiting list size for new outpatients has remained fairly 
stable for some time now.  The predicated end of year position is much 
improved when compared to that anticipated at the start of the year. 

14/16 14/164



 

(c) Inpatient Waiting List – The aggregated inpatient waiting list remains 
relatively stable with the proportion of those waiting over 18 weeks falling 
steadily. The true volume of inpatient demand will not be fully evident until 
the outpatient waiting list backlogs are stabilised. There are a high number of 
patients waiting over 18 weeks.  

(d) WVT – to week 34 – We are roughly at our planned figures. 

(e) Imaging – The non-obstetric ultrasound waiting list position continues to 
improve. The rise in numbers of patients waiting for an echocardiogram 
remains a real concern. Additional capacity is due to come on line in the 
coming weeks but it may be a little while before the position begins to 
improve. 

(f) The Chairman thanked the COO for all of his hard work and diligence on 
behalf of the Board of Directors.  

 Resolved – that the Restoration and Recovery presentation be received and 
noted.

BOD21/12.21 Fit and Proper Persons

Resolved – that the Fit and Proper Persons Report be received and noted. 

COMMITTEE SUMMARY REPORTS

BOD22/12.21 Quality Committee Summary Report 28 October 2021

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 28 October 2021 and the following key points were 
noted:

(a) The Committee received a very positive reported from the Emergency 
Department Survey carried out last year. 

(b) Concern was raised about complaints management. Revd Hargraves (Chair 
and NED) and the Mr Cottom (NED) are meeting with the Complaints Lead 
on how to improve this situation. 

(c) The Committee were fully sighted on managing waiting lists and reducing 
harm and were supportive of the actions that the COO and his team want to 
put into place where harm is identified. 

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

BOD23/12.21 Integrated Care Executive – 8 November 2021

Mrs Martin (Chair of the Integrated Care Executive and ANED) presented the 
Integrated Care Executive (ICE) Report 8 November 2021 noting that there is an 
enormous enthusiasm and commitment to create something new in ICE which is part 
of the remit of the group. 

Resolved – that the Integrated Care Executive Summary Report 8 November 
2021 be received and noted. 
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BOD24/12.21 Foundation Group Strategy Sub Committee 18 November 2021

Mr Humphries (NED) presented the Foundation Group Strategy Sub Committee 
Report 18 November 2021 and the following key points were noted: 

(a) Revd Hargraves (NED) noted that our Managing Director is leading on a 
group wide informative review. 

(b) Revd Hargraves (NED) found the dashboard very informative which was 
easily visible, showing how many of the six areas are going red and urged all 
areas to use simple diagrams with flags showing improvement or decline. 

Resolved – that the Foundation Group Strategy Sub Committee Summary 
Report 18 November 2021 be received and noted. 

COMMITTEE MINUTES

BOD25/12.21 Quality Committee – 30 September 2021

Resolved - that the Quality Committee minutes 30 September 2021 be received 
and noted.

BOD26/12.21 Any Other Business

There was no further business to discuss.  

BOD27/12.21 Questions from Members of the Public

There were no questions received from members of the public. 

BOD28/12.21 Date of next meeting

The next meeting was due to be held on 3 February 2022 at 1.00 pm via MS Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 3 FEBRUARY 2022

AGENDA ITEM ACTION LEAD COMMENT
BOD18/11.21
Policy Panel Update
02.12.21

Future Policy Panel Updates will include the Chart presented 
to the Policy Panel of Policies due for review. 

EH Completed – within report. 

BOD09/12.21
Activity Performance
02.12.21

The February Performance Report will include detail on the 
work being carried out to support achievement of cancer 
waiting targets. 

JB Completed – within report. 

ACTIONS IN PROGRESS
BOD16/12.21
Updated Workforce and OD 
Strategy
02.12.21

The Managing Director and Chief People Officer will review 
having a rolling cycle on progress rather than a quarterly 
update on the Workforce and OD Strategy. 

JI/GE The first quarterly update of progress against the 
strategy will be presented in March 2022. The 
Chief People Officer will use the monthly 
performance report to bring to the attention of 
board members any other matters that are more 
urgent. The Board Workshops will continue to be 
used to provide more in depth information as 
required.
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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:
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1.  Purpose of the report
To update the Board on the reflections of the CEO on current operational and strategic issues.

2. Recommendation(s)
For information. 

3. Executive Director Opinion1

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

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving 
our care
☒ Improve patient safety through increasing our 
compliance with standards and implementing 
change when we learn from incidents
☒ Work with our One Herefordshire partners to 
improve access to urgent and emergency 
services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care 
system strategy
☒ Improve the health and wellbeing of 
Herefordshire residents by utilising population 
health data and increasing our informatics 
capability, embedding an intelligence-driven 
approach that responds to the needs of local 
communities and addresses inequalities 
☒ Develop the infrastructure and governance to 
manage a place based contract alongside our 
partners

Sustainability
☒ Deliver safer acute and community care by 
implementing our Covid recovery plan and 
focusing on improving system productivity 
☐ Improve our safety and efficiency by 
implementing our Digital Strategy, including 
EPR, Prescribing and Integrated Care and 
Wellbeing Record 
☒ Deliver our responsibilities as a major public 
sector organisation in Herefordshire; carbon 
reduction, estates efficiency, workforce 
development

Workforce and Leadership
☐ Improve our corporate workforce 
development by strengthening our education 
and workforce planning and delivery functions
☐ Develop our teams’ management and 
leadership capability to work with partners 
across care pathways
☒ Continue to develop and improve our support 
for staff health and wellbeing, particularly 
recognising the impact of Covid-19

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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1) New Wards Opening

We finally took handover of our fantastic new wards prior to Christmas. Ashgrove, Garway and 
Dinmore wards are named after Herefordshire hills. The new block includes a new Same Day 
Emergency Care facility for frail patients to avoid unnecessary admission. Two of the wards replace 
the old hutted wards which will now be demolished with the additional ward increasing our total beds 
to meet rising demand. 

I would like to thank the project team and the staff of the wards who transferred in for ensuring that 
it all happened so smoothly at such a challenging time for the Trust. 

2) NHS England Annual Planning Guidance 2022/23

Planning guidance for next year was issues on Christmas Eve. The same day saw the publication 
of two consultations on the national tariff payment system and the NHS Standard Contract. The 
Guidance makes clear in an introduction that many goals remain contingent on covid.  The document 
sets out 10 priorities:

 Workforce investment, including strengthening the compassionate and inclusive culture 
needed to deliver outstanding care.

 Responding to Covid-19.
 Delivering significantly more elective care to tackle the elective backlog.
 Improving the responsiveness of urgent and emergency care and community care capacity.
 Increasing timely access to primary care, maximising the impact of the investment in primary 

medical care and primary care networks.
 Maintaining continued growth in mental health investment to transform and expand 

community health services and improve access.
 Using data and analytics to redesign care pathways and measure outcomes with a focus on 

improving access and health equity for underserved communities.
 Achieving a core level of digitisation in every service across systems.
 Returning to and then exceeding pre-pandemic levels of productivity.
 Establishing integrated care boards and collaborative system working, and working together 

with local authorities and other partners across their ICS to develop a five-year strategic plan 
for their system and places.

The guidance confirmed that Integrated Care Systems will not go live until 1 July.

Expansion of actual and virtual beds

The guidance asks for an increase in the number of beds by the equivalent of about 5,000, to 
recognise that ongoing Covid and other pressures mean the acute sector needs to expand capacity. 
The split will be determined by local systems, but it is expected that about 3,000 will be contributed 
by virtual ward and hospital at home remote monitoring solutions. The increase would double the 
existing total of virtual ward ’beds’, resulting in them accounting for around one in 20 acute care 
beds. There will be up to £200m funding for the programme in 2022-23 and up to £250m in 2023-
24. It is therefore anticipated there will be an increase of about 2,000 additional physical beds.  

The current adult general and acute bed total is about 90,000. It was reduced significantly due to 
the pandemic – partly because of infection prevention and control measures requiring beds to be 
removed, but has been gradually rising over the past year, as trusts have tried to meet demand 
locally. NHSE estimates that adding the equivalent of about 5,000 beds should make up IPC shortfall 
and add some additional capacity. NHSE is currently asking for a rapid major expansion of virtual 
wards for covid, but wants next year’s expansion to include non-covid patients, such as frail elderly 
people who can benefit from home monitoring.
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Emergency care

The additional bed capacity is intended to help systems improve emergency care performance, and 
the guidance asks for systems to reduce 12-hour waits in EDs towards zero and no more than 2 per 
cent of admissions, meet ambulance response-time targets, and minimise ambulance handover 
delays. The guidance suggests that we should eliminate ambulance handover delays of over an 
hour, keep 95 per cent within 30 minutes, and 65 per cent within 15 minutes. 

Electives and elective recovery fund

No new targets have been set for 2022-23 for the size of the total waiting list or reducing waiting 
times. However, the guidance sets an ambition in 2022/23 for systems to deliver over 10 per cent 
more elective activity than before the pandemic, to continue to try to eliminate 104-week waiters, to 
reduce waits of over 78 weeks, and develop plans that support an overall reduction in 52-week waits 
where possible. There is also a target to reduce follow-up outpatient appointments by 25 per cent 
compared to 2019-20.

The upper threshold for the elective recovery fund is expected to be set at 104 per cent of 2019-20 
cost-weighted activity, subject to ongoing discussion, and review depending on covid levels. Activity 
above 104 per cent will trigger the biggest payments from the ERF, but the exact rules on how it will 
work in 2022-23 are not yet confirmed. The guidance confirms that capital investment will be 
available for continuing expansion of diagnostic services, stating that diagnostic activity should be 
increased to a minimum of 120 per cent of pre-pandemic levels across 2022-23.

Allocations and funding

One year system revenue allocations will be issued, along with three year indicative capital 
allocations, covering operational parts of capital requirements i.e. excluding strategic capital 
schemes. Allocations have not yet been published but, because additional covid-19 revenue funding 
for the NHS is now due to be heavily reduced, and NHSE is planning to phase out revenue support 
funding, many systems are expected to face real-terms cuts in their total allocations. It will require 
systems to make larger efficiency savings to balance their books. The planning guidance states 
there will be ‘a glidepath’ from current system revenue envelopes to fair share allocations. They will 
be based on current system funding envelopes, but in addition to a general efficiency requirement, 
they will apply a convergence adjustment to bring systems gradually towards their fair share of NHS 
resources. This will mean a tougher ask for systems consuming more than their relative need. 
Further detailed guidance is expected to emerge over the coming months. It is unclear at this stage 
whether additional funding will be available in the long term for systems with proven structural 
financial challenges. 

On mental health funding the guidance says NHSE will maintain continued growth in mental health 
investment to transform and expand community health services and improve access, and that the 
delivery of the Mental Health Investment Standard (MHIS) remains a mandatory minimum 
requirement.
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3) New Standard NHS Contract Terms

Alongside the Planning Guidance we also received a new standard contract including terms that will 
initially operate for only one year. These recognise the extraordinary pressures that the NHS 
currently faces and attempts to create a new threshold for acceptable performance. This included 
the following changes:

 Replacing the zero tolerance standard for 52-week referral to treatment with a standard of 
104 weeks.

 Removing the zero tolerance standard for 12-hour waits in A&E, and instead setting a 
requirement that 98% of patients must wait less than 12 hours.

 Removing the zero tolerance standard for 30-minute ambulance handover delays at ED and 
instead setting the zero tolerance standard at 60 minutes, with additional targets that 95% of 
handovers must take place within 30 minutes and 65% within 15 minutes.

4) National Discharge Taskforce

A national Discharge Taskforce has been set up running through from December to the end of the 
financial year. The main focus of the Taskforce is to deliver on the challenge to half the number of 
patients occupying acute hospital beds who no longer require acute care. The baseline snapshot 
figure is 10,000 patients, hence reducing to 5,000. This would be a significant challenge to achieve 
in any winter but even harder where we face covid related workforce shortages across the health 
and care sector. Patients wait in a hospital bed for a large number of reasons, many of these are 
within the control of the NHS and others are more in the remit of partner organisations.  To consider 
this, the Taskforce is made up of a leaders from across health and social care and is sponsored 
jointly by DHSC and NHSEI. We need to develop strategies to tackle all of the significant blocks as 
everyone is better off at home, or the place that they call home as soon as their acute treatment has 
ended. I am keen that we also look beyond those identified as fit for discharge to those who could 
potentially be discharged earlier through more rapid decision making and hospital flow 
improvements. 

The data supporting this initiative needs close scrutiny and understanding. For example, the 
significant increases that we have seen across the Group in treating patients in an ambulatory 
fashion – through Same day Emergency care for example – will usually increase the average length 
of stay recorded as those shorter stay patients are removed. We also know that areas which have 
a larger elderly population will naturally have a longer length of stay due to the complexities of frailty. 

We have already demonstrated how discharge can be improved thorough the use of technology and 
we will be seeking to expand this where we can appropriately do so. As set out in the National 
Planning Guidance, we will be using Virtual Wards to manage many such patients across the NHS. 
I personally feel that there is scope to do so, not just for Covid patients but for many other conditions. 
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5) Covid Update

The timing of the latest wave of Coronavirus could make things feel very similar to this point last 
year, but the scenario form a local NHS perspective is very different. We have an incredibly effective 
vaccine and consequently the significantly higher number of cases circulating compared to last year 
is not translating into high levels of hospital admission. 

The current numbers of Covid-related hospital admissions reported are also misleading. More than 
half of our reported cases are now incidental findings, people who have been admitted for other 
reasons who just happen to test positive. We test every admission and sequence the results to 
identify any new strains. Whilst Omicron is incredibly transmissible, it is relatively mild for those who 
have been vaccinated. Particularly so for those who have also had their booster. 

The demand we are facing in this early part of the New Year therefore should feel no worse than 
most previous winters. However, our biggest challenge now is staffing with many otherwise well staff 
having to self-isolate in order to reduce the spread of infection and protect other staff and patients. 
What frustrates me greatly are the anti-vaccination lobby. Freedom of choice is a key principle of 
our society, but I do not understand why some people are setting out to disrupt and cause harm to 
others. The evidence is overwhelming and hence we are taking every opportunity to encourage the 
public to do whatever they can to help us. Primarily by taking up the vaccine, but also by using NHS 
services sensibly.

As another year starts, I would like to pay tribute to our health and care staff who have managed 
this pandemic so well over the past two years. Their selfless, caring attitude and sheer hard work 
have delivered an exceptional local response. I hope that they get some respite soon.

6) Getting it Right First Time (GIRFT) Analysis

Getting It Right First Time (GIRFT) is a national programme designed to improve the treatment and 
care of patients through in-depth review of services, benchmarking, and presenting a data-driven 
evidence base to support change. The programme undertakes clinically-led reviews of specialties, 
combining data analysis with the input and professional knowledge of senior clinicians to examine 
how things are currently being done and how they could be improved. Working to the principle that 
a patient should expect to receive equally timely and effective investigations, treatment and 
outcomes wherever care is delivered, irrespective of who delivers that care, GIRFT aims to identify 
approaches from across the NHS that improve outcomes and patient experience, without the need 
for radical change or additional investment.

GIRFT is part of an aligned set of programmes within NHS England and NHS Improvement. It has 
the backing of the Royal Colleges and professional associations and has a significant and growing 
presence on the Model Health System (Model Hospital) portal. In my view the data from GIRFT will 
be hugely important to the NHS as we manage recovery from the more significant impacts of the 
Pandemic.

The principles of the approach are not dissimilar to the principles of our Group – to share best 
practice at pace. We will therefore be using GIRFT data alongside our own Productivity and Clinical 
Efficiency (PACE) programme to ensure that we use all available data sources to improve our 
performance. We are currently working through how we will use the data to support the planned 
quarterly combined meeting of the three Trusts in the Group so that we can maximise the learning. 
From April, all three Trusts will start to look at a broadly common data pack and then in August we 
will have the first of our Quarterly meetings. Group Strategy Committee will coordinate this work and 
will also be the forum where we share learning with Associate Group members Worcestershire Acute 
Hospitals NHST. 
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I have asked Managing Directors to work with our identified Executive Director leads to ensure that 
we use the GIFT data more, particularly as its scope continues to grow. I would like all three Boards 
and Management Boards to be sighted on our relative performance and improvement opportunities. 

7) More from our Great Teams – Update from the Surgical Division

The Surgical Division have seen many positive achievements during the past few months with the 
main areas highlighted below:

Cancer Care
The Cancer Alliance have funded a number of initiatives including pathway navigator posts in 
Urology, Colorectal, a Gynaecology a Band 7 CNS in Gynaecology from April 2022, a second triage 
nurse for colorectal cancer pathways and the development of Endoscopic Ultrasound. Paediatric 
palliative care in the community has also attracted £20k funding. 

Joint Working with Primary Care
The division are also working closely with Primary Care on Gynaecology and Urology pathways and 
Paediatric attendances in the Emergency Department, using PDSA cycles to make improvements.

Maternity/SCBU 
£56K Neonatal Funding has been awarded to SCBU to enhance the nursing establishment. The 
Birth Afterthoughts Service has commenced which is the first in the country for detection rates of 
Small for Gestational Age babies for Quarter 3 (October – December 2021). The new version of the 
Baby Buddy app for parents and care givers officially launched in December alongside which there 
is a communications pack has videos, links, suggested social media and newsletter.

Endoscopy 
Following environmental work within the department, the Endoscopy Unit achieved JAG 
accreditation. Recently one of the nurses has completed her Nurse Endoscopist training and is now 
undertaking lists. The booking team are now fully integrated into the Referrals Management Centre 
as part a central booking arrangement and the Electronic Track and Trace system has been installed 
in endoscopy improving real-time tracking and delivery cost improvement and efficiency gains. 
Scope decontamination is now centralised within the unit. 

Ophthalmology 
Ophthalmology are engaged in a programme of transformation aimed at delivering a sustainable 
and effective skill mix and enhancing recruitment and retention. The vision is to develop an academy 
that offers staff the opportunity to strengthen and broaden their skills base and offering new and 
varied Ophthalmology career options. The team have developed Band 6 and Nurse Educator roles 
to support the transformation, which has started with staff rotating between theatres and the out-
patient department.

Urology 
The Urology team continue to develop their services and have been awarded £40,000 to become a 
training centre for Kidney Stone Treatment. Thy are also introducing a holmium laser enucleation of 
the prostate treatment (HoLEP), the procedure uses a laser to remove tissue that is blocking urine 
flow through the prostate, this is an alternative treatment for TURP and is expected to reduce length 
of stay for these patients.

Critical Care and Theatres
An adult Critical Care Rehabilitation MDT has been developed to support the discharge of patients 
from Critical Care and Orthopaedics have moved to 3 session days in clinics (2 days a week). 
Theatres have adopted a rolling programme of internal audits based on Association of Perioperative 
Practitioners Guidelines has been adopted in Theatres.
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General and Breast Surgery 
Nurse led Mastalgia clinics are now in place for under 40’s (Consultant led for over 40’s). A weekly 
hot cholecystectomy list is now in place for General Surgery.

Orthopaedics
The Emergency Fracture clinic is now attended by 2 registrars and the Trauma Consultant, this has 
improved the time for patients to be seen by Orthopaedics after attendance at ED to within 
recommended response times <72hrs.  Redbrook Ward won the Trustwide Falls Prevention Award 
and are going forward to the Regional competition.

8) Going the Extra Mile Awards – November 2021

Employee of the month – Susan Black, HCA Teme Ward 

“Since joining the trust, Sue had earnt herself the nickname “Super Sue”.  Every single shift she 
does the extra mile and models exemplary behaviour in line with all of the trust values – in particular 
demonstrating compassion and kindness to each and every patient she cares for.  She always 
strives for excellence and does not go home until she has done everything.   She is great with 
patients who have dementia, always putting a smile on their face.  “Super Sue” actively seeks to 
improve other people’s day, whether its staff members or our patients.   She gives 110% to everyone 
she meets, always being so positive despite all the pressure we face.  She really does inspire 
everyone around her.   Sue is our shining star; she will be a great asset to the new frailty wards.”

Team of the Month – Urology Team 

“Following the opening of the Urology Diagnostics & Treatment Centre in September 2020 the 
Urology teams have worked tirelessly to improve access to care for patients referred in with 
Urological conditions.  

Clinicians have worked additional sessions in the week and at weekends to reduce waiting times for 
Herefordshire patients.  Also reaching out and offering mutual aid to neighbouring Trusts and 
supporting with additional sessions in their own time, providing 482 diagnostic tests over 3 months, 
reducing waiting lists for Worcester Royal Hospital by almost 50%

 Waiting times for a first outpatient appointment have reduced from 38 weeks to 13
 The volume of patients waiting >52 weeks has reduced by 62% 
 The department have achieved 0 patients waiting >104 weeks 

The Clinical teams are very innovative and forward thinking, always wanting to improve the services 
offered to patients, within the last 12 months they have achieved: 

 First trust in Europe to use disposable cystoscopies, reducing waiting times for surveillance 
diagnostics by 18 months, patients are now consistently seen within target date

 Introduced an elective and emergency lithotripsy service 
 Awarded £40k to become training provider for Kidney stone simulation 
 Introduced LATPB service to diagnose prostate cancer without having to undergo general 

anaesthetic 
 Introduced Nurse-led BPH clinic
 Trained CNS to run urodynamic independently 
 Clinical Excellence Award given for second year in a row 
 WVT Urology team won West Midlands prize for TUC Valve 
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None of the above would have been possible without the collaborative team working, the agreement 
from the clinical teams to work over and above their job plans, continuously, at times, working 7 days 
per week. The additional administrative work this has produced has caused strain on our admin 
teams, who have also worked above and beyond ensuring no delay in patients receiving 
appointments, TCIs and letters. 

Any problems that arise, the team are quick to resolve, the engagement with us as a management 
team is outstanding, and their dedication to improving patient experience is second to none.”
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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 December 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

Since our last Board meeting we have successfully opened our new ward block which provides specialist 
care for our more frail emergency patients who need assessment, care and recovery (including following 
orthopaedic surgery).

The facility is excellent and staff and patients are delighted to be in the new environment.

A combination of challenges have meant that we have not yet seen the benefit of the increased capacity 
and new model of care on our urgent care performance, but I am confident that this will follow. However, 
it is important to note that despite the pressures the redesigned front door process that is in place has 
seen continued improvement on the time to be seen metric. Our under one hour performance for time to 
be seen and treatment started is nearly 50% better than the regional average at 62%.

The omicron wave through December and during January has severely stressed our health and care 
system in Herefordshire.

High numbers of patients with Covid (at the peak this was over 40, combined with high levels of staff 
sickness (at its peak was above 10%), inability to source sufficient temporary staff and the usual winter 
pressures of this time of year has impacted on every part of our delivery.

In addition the number of medically fit for discharge patients who remain in acute or community beds 
have increased to all time high’s (over 40 people) and unusually most of the problem is in our 
Herefordshire provision.

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 council have been seeing the same impact as the NHS of staff sickness and the turnover in home 
care staff is over 25% and leavers are outstripping joiners. The in-house homefirst service is seeing 
some positive moves on recruitment but will take some time to come through and the funded increase in 
pay has not yet been implemented. The positive news is that we have a strategic plan to support the 
sector through homefirst increased provision that bodes well for the future, but we face a continuing 
short/medium term capacity problem that will impact on acute provision and performance.

These pressures have meant that for much of January we have not been able to deliver all of our elective 
activity plan which has impacted mainly on orthopaedics, but we have now reinstated a small bedded 
provision ring fenced for orthopaedics which started last week.

Staffing levels have at times been below the levels that we would normally accept and I would like to pay 
tribute to our nursing and medical teams who have borne the brunt of the front line pressure to care for 
our patients. Also some of our back office staff who put themselves forward to help to support wards with 
non-clinical duties. Particularly I would like to thank Lucy Flanagan and the senior nursing team for their 
leadership during this very difficult time.

There are signs that some quality metrics have deteriorated due to the staffing problems.

More positively as January comes to a close the number of in patients with Covid is under 20 and staff 
sickness levels are reducing. Levels of Covid hospitalisation due to Covid infection (rather than an 
incidental finding on admission) have remained relatively low due to the very successful local vaccination 
programme with one of the highest levels of booster take up in the country and the effective provision of 
anti-viral treatment to vulnerable people before they become ill.

There has been improvement over time in long term sickness levels which is encouraging as the short 
term sickness from winter ailments and Covid reduce. However, we have a long standing problem with 
sickness levels that benchmark about national, ICS and group averages. This will be a specific focus for 
the coming year.

I am concerned about the increasing turnover levels which at 11.6% is higher than it has ever been. This 
does seem to be part of a national trend with high levels of staff leaving and intending to leave reported 
in the press.

The mandatory vaccination requirement is a further concern, in particular for us given that Wales hasn’t 
made the same requirement. Our levels of staff vaccination are high but we do have a number of clinical 
staff who have informed us they do not intend to be vaccinated. 

Our focus of staff health and wellbeing and work satisfaction remains a high priority now and for the 
coming year.

The improved data quality on VTE demonstrates that we have been close to achieving the target for the 
last year and highlights the importance of data quality and standardisation of how metrics are counted. 
The group analytics board has now started and its first task is to standardise board repots across the 
group and ensure that there is consistency.

Cancer referrals are running at 34% above 19/20 levels but despite this our performance benchmarks 
well with peers.  

Financially the under delivery of planned activity and inability to access temporary staff mean that we 
have spent less than we had planned. We are now predicting a small surplus at the end of the year.

The finance report includes information that relates activity to cost through the weighted activity unit 
approach from the national model hospital work. There is a forthcoming workshop that will explore this 
further and how we will use our data to improve productivity.
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4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☒ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☒ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☒ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☒ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☒ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☒ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development

Workforce and Leadership
☒ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☒ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☒ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19
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CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date

Pass/

Fail

Trend 

Variation

Cancer 62 days urgent referral to treatment Responsive Chief Operating Officer 85% 82.6% 72.8% 73.8% 69.3% 71.4% 73.3% 68.8% 69.7% 72.6%
Achieve_Fa

il_duetoRa

Concern - 

Low

Cancer 62 days urgent referral to treatment (38 day breach reallocation) Responsive Chief Operating Officer 85% 82.3% 70.5% 73.8% 69.3% 74.2% 73.3% 68.4% 69.9% 72.5%
Achieve_Fa

il_duetoRa

Concern - 

Low

Cancer 62 day referral to treatment from screening Responsive Chief Operating Officer 90% 60.0% 80.0% 42.9% 92.3% 66.7% 81.8% 50.0% 92.3% 74.4%
Achieve_Fa

il_duetoRa

Common 

Cause

Faster Diagnosis Standard - 28 days Responsive Chief Operating Officer 75% 66.2% 66.3% 64.4% 68.4% 59.3% 62.9% 65.5% 66.8% 65.0%

Referral to Treatment - Open Pathways (92% in 18 weeks) - English Standard Responsive Chief Operating Officer 92% 55.7% 61.3% 63.4% 63.9% 63.9% 62.0% 63.4% 64.3% 64.1%
Expectedco

nsistentFail

Concern - 

Low

Referral to Treatment - Open Pathways (95% in 26 weeks) - Welsh Standard Responsive Chief Operating Officer 95% 64.6% 67.4% 70.5% 72.7% 71.6% 69.3% 69.6% 69.6% 66.8%
Expectedco

nsistentFail

Concern - 

Low

Diagnostic waiters, 6 weeks and over - DM01 Responsive Chief Operating Officer 1% 45.1% 42.5% 47.3% 41.0% 52.3% 52.8% 48.7% 50.6% 54.0%
Expectedco

nsistentFail

Concern - 

High

A&E maximum 4 hour wait from arrival to departure Responsive Chief Operating Officer 95% 75.7% 72.5% 69.7% 70.3% 58.2% 66.7% 62.4% 64.1% 63.5% 67.1%
Expectedco

nsistentFail

Concern - 

Low

CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

I&E surplus margin (NHSI oversight measure) Well Led Director of Finance
Breakeven / 

Surplus
£188 £183 -£117 £95 -£611 -£1,279 -£1,486 £3,525 £419 £916

Achieve_Fa

il_duetoRa

Improveme

nt - High

I&E surplus margin (actuals versus deficit plan) Well Led Director of Finance

Fav / (Adv) 

Variance vs 

Plan

£629 £576 £1,292 £1,424 £669 -£227 -£38 £386 £181 £4,890

Achieve_Fa

il_duetoRa

ndomVariat

Common 

Cause

Total income (actual versus plan) Well Led Director of Finance Actual v Plan -£792 -£990 -£624 -£958 £110 £876 -£474 £169 -£363 -£3,047
Achieve_Fa

il_duetoRa

Common 

Cause

Pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £1,034 £864 £843 £731 £602 £131 £86 £220 £495 £5,004
Achieve_Fa

il_duetoRa

Common 

Cause

Non pay expenditure (actual versus plan) Well Led Director of Finance Actual v Plan £387 £703 £1,073 £1,650 -£42 -£1,233 £350 -£3 £49 £2,933
Achieve_Fa

il_duetoRa

Common 

Cause

CIP (actual versus plan) Well Led Director of Finance Actual v Plan -£397 -£285 -£310 -£388 -£375 -£376 -£133 -£138 -£252 -£2,654
Achieve_Fa

il_duetoRa

Concern - 

Low

Capital service capacity - Degree to which the provider's generated income covers its financial 

obligations
Well Led Director of Finance Actual

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

Expectedco

nsistentFail

Improveme

nt - Low

Financial 

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

Expectedco

nsistentFail

Improveme

nt - Low

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

Expectedco

nsistentFail

Improveme

nt - Low

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

nsistentFail

Improveme

nt - Low

Financial Compliance

Trust Key Performance Indicators (KPIs) - 2021/22

Wye Valley NHS Trust

Regulatory Performance Measures

Value for Money

Financial 

sustainability

Responsiveness

Financial controls

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

Page: 1 of 6 Information Services
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CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Type 1 & Type 3 ED attendances (activity v plan) Responsive Chief Operating Officer < Plan -3.2% -1.1% 4.1% -2.1% 4.5% 3.6% 5.4% 10.5% 4.8% 2.7%
Concern - 

High

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -4.6% -2.7% -10.1% -2.6% -1.3% -11.5% -14.1% -10.8% -7.0% -7.3%
Improveme

nt - Low

Non Elective Activity - Paediatric Acute Responsive Chief Operating Officer < Plan 0.0% -1.1% 25.4% 36.5% 39.5% 65.9% 44.7% 31.1% 11.2% 28.3%
Concern - 

High

Non Elective Activity - Obstetrics Responsive Chief Operating Officer < Plan 2.2% -3.9% -2.2% 3.3% 2.9% 2.2% -5.7% -5.9% 5.5% -0.2%
Common 

Cause

Total Non Elective Activity (Excl A&E) Responsive Chief Operating Officer < Plan -3.6% -2.7% -6.6% 1.0% 2.4% -4.2% -8.7% -7.0% -4.5% -3.9%
Improveme

nt - Low

Referrals (MAR - This FY v 2019/20) Responsive Chief Operating Officer
2020/21 v 

2019/20
45.6% 30.0% 64.1% 35.7% 42.4% 43.6%

Concern - 

High

Outpatient Activity - New attendances Responsive Chief Operating Officer Plan 9.7% 9.8% 18.1% 15.8% 14.2% 7.6% 17.2% 11.4% 1.0% 11.6%
Improveme

nt - High

Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan 13.6% 9.2% 14.7% 7.5% 14.9% 10.1% 6.4% 7.8% -5.7% 8.6%
Concern - 

Low

Total Outpatient Activity Responsive Chief Operating Officer Plan 12.5% 9.4% 15.6% 9.7% 14.7% 9.4% 9.3% 8.8% -3.9% 9.4%
Concern - 

Low

Elective Inpatient Activity Responsive Chief Operating Officer Plan -32.9% -31.4% -27.9% -35.9% -30.4% -23.3% -23.7% -14.8% -15.0% -26.2%
Concern - 

Low

Daycase Activity Responsive Chief Operating Officer Plan 1.5% -0.6% 6.8% -4.4% -5.7% 0.1% -4.8% -1.3% -1.5% -1.1%
Concern - 

Low

Total Elective Activity Responsive Chief Operating Officer Plan -2.5% -4.2% 2.6% -8.2% -8.6% -2.6% -7.0% -2.9% -3.0% -4.1%
Concern - 

Low

Community Contacts Responsive Chief Operating Officer
2020/21 

Outturn
27.4% 15.8% 11.7% 0.7% 4.3% -4.3% -9.5% 0.9% -5.5% 3.7%

Concern - 

Low

Community Bed Days Responsive Chief Operating Officer
2020/21 

Outturn
54.0% 37.3% 55.1% 89.3% 70.1% 44.9% 27.8% 24.0% 4.9% 41.2%

Concern - 

Low

CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Ambulance handover within 30 minutes (WMAS) Responsive Chief Operating Officer 98% 91.2% 90.0% 84.9% 81.9% 78.7% 85.3%
Expectedco

nsistentFail

Concern - 

Low

Ambulance handover over 60 minutes (WMAS) Responsive Chief Operating Officer 0% 0.5% 0.3% 1.6% 2.9% 5.2% 2.1%
Expectedco

nsistentFail

Concern - 

High

Ambulance handover within 15 minutes (WMAS) Responsive Chief Operating Officer 95% 49.4% 49.3% 40.1% 40.0% 33.7% 30.3% 36.5% 48.0% 42.3% 41.1%
Expectedco

nsistentFail

Improveme

nt - High

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer
< 15 

minutes
01:25 01:41 02:04 01:48 02:39 01:58 01:48 01:15 01:11

Expectedco

nsistentFail

Common 

Cause

A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 0 0 6 23 24 108 202 196 218 777
Expectedco

nsistentFail

Concern - 

High

A&E - % of admitted patients admitted within 4 hours (arrival to discharge) Responsive Chief Operating Officer 90% 43.0% 33.3% 21.6% 26.6% 22.0% 28.3% 20.4% 23.5% 23.9% 27.0%
Expectedco

nsistentFail

Concern - 

Low

Cancer 2 week GP referral to 1st outpatient appointment Responsive Chief Operating Officer 93% 91.1% 95.8% 90.6% 96.1% 93.8% 91.6% 96.7% 91.1% 93.3%
Achieve_Fa

il_duetoRa

Common 

Cause

Cancer Urgent referrals for breast symptoms Responsive Chief Operating Officer 93% 69.0% 68.4% 57.7% 80.0% 88.9% 95.3% 94.7% 73.9% 79.0%
Achieve_Fa

il_duetoRa

Common 

Cause

Cancer 31 day diagnosis to treatment Responsive Chief Operating Officer 96% 92.5% 88.9% 87.5% 81.6% 80.7% 75.2% 87.7% 85.3% 85.0%
Achieve_Fa

il_duetoRa

Concern - 

Low

Cancer 31 day second or subsequent treatment (drug) Responsive Chief Operating Officer 98% 100.0% 100.0% 100.0% 100.0% 0.0% 100.0%
Achieve_Fa

il_duetoRa

Common 

Cause

Cancer 31 day second or subsequent treatment (surgery) Responsive Chief Operating Officer 94% 61.1% 88.9% 79.0% 70.6% 75.0% 90.0% 70.6% 69.2% 75.5%
Achieve_Fa

il_duetoRa

Common 

Cause

Cancer consultant upgrade (62 days decision to upgrade) Responsive Chief Operating Officer 85% 77.1% 84.6% 84.8% 86.7% 79.5% 64.9% 63.0% 70.5% 75.1%
Achieve_Fa

il_duetoRa

Concern - 

Low

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days Responsive Chief Operating Officer 0 5 2 5 3 6 3 8 6 38
Achieve_Fa

il_duetoRa

Common 

Cause

% Last minute non-clinical cancelled ops (elective) Responsive Chief Operating Officer 0.80% 0.9% 0.4% 0.2% 1.0% 0.9% 0.6% 0.5% 1.0% 0.9% 0.7%
Achieve_Fa

il_duetoRa

Improveme

nt - Low

Breaches of the 28 day readmission guarantee (Numbers) Responsive Chief Operating Officer 0 2 4 2 0 4 10 3 0 6 22
Achieve_Fa

il_duetoRa

Common 

Cause

RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 2154 1791 1625 1488 1441 1536 1477 1415 1406
Expectedco

nsistentFail

Concern - 

High

RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 2959 2681 2704 2726 2757 2816 2521 2355 2492
Expectedco

nsistentPas

Concern - 

High

Stroke Indicator - % spending >90% of their stay on a stroke unit Caring Chief Operating Officer 80% 82.6% 83.9% 88.9% 81.0% 88.4% 89.1% 85.3% 97.2% 78.9% 86.2%
Achieve_Fa

il_duetoRa

Common 

Cause

Stroke Admissions - Admitted to Stroke ward within 4 hours of presentation Caring Chief Operating Officer 65% 60.9% 48.2% 46.7% 57.1% 41.9% 45.7% 38.2% 38.5% 37.3% 45.4%
Expectedco

nsistentFail

Common 

Cause

Stroke Admissions - CT Scan within 12 hours Caring Chief Operating Officer 95% 78.3% 87.5% 93.3% 88.1% 100.0% 97.8% 94.1% 97.4% 96.1% 93.1%
Expectedco

nsistentFail

Common 

Cause

% of people who have a TIA who are scanned and treated within 24 hours Caring Chief Operating Officer 60% 53.3% 58.0% 60.4% 63.3% 47.4% 61.4% 68.1% 66.7% 50.0% 59.1%
Achieve_Fa

il_duetoRa

Improveme

nt - High

Urgent Care

Activity

A&E Quality 

Indicators

Cancer

Planned Care - 

Acute & 

Community

Responsiveness

Referral to 

Treatment

Access

Cancelled 

Operations
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CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Same Day Emergency Care - General & Acute specialties (Adults only) Effective Chief Operating Officer 35% 37.0% 41.4% 38.6% 39.9% 37.7% 38.6% 39.0% 39.1% 38.6% 38.9%
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

ALoS - General & Acute Emergency Inpatients (Acute episodes only) Effective Chief Operating Officer 4.5 3.5 3.3 3.7 3.7 3.5 3.9 3.8 3.8 3.7 3.6
Achieve_Fa

il_duetoRa

Improveme

nt - Low

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2.5 3.1 2.2 2.7 2.4 1.8 1.9 2.3 2.3 2.0 2.3
Achieve_Fa

il_duetoRa

Common 

Cause

Elective - Theatre Utilisation (Needle To Recovery Less Overruns) Effective Chief Operating Officer 90% 68.4% 68.4% 72.1% 69.6% 69.1% 70.4% 73.8% 73.5% 67.2% 70.3%
Expectedco

nsistentFail

Common 

Cause

Elective - Daycase Rate Effective Chief Operating Officer 85% 91.8% 91.1% 91.1% 91.1% 90.6% 90.3% 90.0% 89.2% 89.4% 90.5%
Achieve_Fa

il_duetoRa

Improveme

nt - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 0.0% 25.0% 7.0% 38.0% 70.0% 62.0% 35.0%
Expectedco

nsistentFail

Improveme

nt - High

Bed occupancy - G&A Wards (Acute Site) Effective Chief Operating Officer 90% 90.0% 90.2% 93.2% 91.4% 93.0% 92.8% 92.8% 91.5% 84.4% 91.0%
Achieve_Fa

il_duetoRa

Improveme

nt - Low

Bed occupancy - Community Wards Effective Chief Operating Officer 90% 64.5% 68.2% 83.1% 85.0% 87.4% 90.4% 87.9% 87.3% 89.4% 81.7%
Achieve_Fa

il_duetoRa

Common 

Cause

DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 5.4% 5.7% 5.8% 5.9% 6.0% 6.6% 6.1% 5.8% 5.9% 5.9%
Expectedco

nsistentFail

Common 

Cause

Clinic Utilisation - Consultant Led Clinics Only Effective Chief Operating Officer 95% 79.1% 80.3% 81.7% 82.4% 81.3% 81.8% 81.8% 84.0% 82.2% 82.0%
Expectedco

nsistentFail

Improveme

nt - High

% of patients waiting over 6 weeks without a date (month end snapshot) Effective Chief Operating Officer 0% 54.2% 51.3% 50.0% 50.1% 52.1% 49.1% 48.5% 48.1% 52.7%
Expectedco

nsistentFail

Concern - 

High

Number of patients waiting longer than 16 weeks over their due appt date Effective Chief Operating Officer 0% 19.5% 19.8% 20.0% 19.1% 18.4% 17.5% 16.0% 15.3% 16.0%
Expectedco

nsistentFail

Concern - 

High

Smoking at Delivery (6% by 2022) Effective Director of Nursing 11% 11.3% 10.2% 10.0% 11.0% 14.6% 10.8% 10.1% 14.5% 12.6% 11.6%
Expectedco

nsistentFail

Common 

Cause

% of women who have seen a midwife by 12 weeks and 6 days of pregnancy Effective Director of Nursing 90% 95.1% 98.6% 97.0% 96.2% 99.0% 93.7% 96.3% 100.0% 96.8% 97.1%
Achieve_Fa

il_duetoRa

Improveme

nt - High

% of women inititating breastfeeding Effective Director of Nursing 80% 87.2% 80.8% 81.3% 84.1% 78.8% 85.3% 85.4% 85.5% 84.7% 83.6%
Achieve_Fa

il_duetoRa

Common 

Cause

Caesarean section - Elective Effective Medical Director 13% 15.5% 11.8% 20.0% 17.1% 14.6% 16.6% 15.2% 18.1% 19.9% 16.2%
Expectedco

nsistentFail

Common 

Cause

Caesarean section - Emergency Effective Medical Director 15% 23.2% 22.8% 25.0% 21.2% 27.4% 18.5% 21.7% 27.5% 19.9% 23.4%
Achieve_Fa

il_duetoRa

Common 

Cause

Midwife to birth ratio - last 12 months Safe Director of Nursing 1:26
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Inpatients

Local Performance Targets and Measures

Outpatients

Maternity - 
achieving the national 

ambition to reduce 

stillbirths, neonatal and 

maternal deaths in 

England by 50% by 

2030
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CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

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

Resources
10% 9% 9% 9% 10% 10% 11% 11% 11% 12%

Achieve_Fa

il_duetoRa

Common 

Cause

Sickness Absence (%) Well Led
Director of Human 

Resources
3.5% 4.7% 5.3% 5.3% 5.3% 5.1% 5.8% 5.8% 5.4% 6.1%

Expectedco

nsistentFail

Concern - 

High

Vacancy Rate Well Led
Director of Human 

Resources
5% 8.4% 8.6% 8.8% 8.7% 8.7% 8.6% 8.6% 8.4%

Expectedco

nsistentFail

Concern - 

High

Agency (agency spend as a % of total pay bill) Well Led
Director of Human 

Resources
6.4% 5.0% 5.9% 6.3% 6.7% 6.6% 5.6% 6.4% 6.2% 5.2%

Achieve_Fa

il_duetoRa

Improveme

nt - Low

Appraisal rate - all Well Led
Director of Human 

Resources
90% 76.2% 76.9% 74.9% 74.6% 72.4% 72.4% 74.0% 76.2% 77.4%

Expectedco

nsistentFail

Concern - 

Low

Mandatory Training Safe
Director of Human 

Resources
90% 90.3% 90.1% 90.3% 90.1% 90.1% 89.9% 89.8% 89.6% 89.9%

Achieve_Fa

il_duetoRa

Common 

Cause

CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Mortality - SHMI Effective Medical Director 100 109.7
Expectedco

nsistentPas

Improveme

nt - Low

Mortality - HSMR Effective Medical Director 100 103.8
Expectedco

nsistentPas

Improveme

nt - Low

Number of emergency calls Responsive Director of Nursing 51 59 73 90 102 375
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Number of in hospital cardiac arrests Responsive Medical Director 6 3 2 3 2 16
Expectedco

nsistentFail

Concern - 

Low

Out of hospital cardiac arrest Responsive Medical Director 3 2 1 4 4 14
Expectedco

nsistentFail

Common 

Cause

% compliance with NEWS e learning Caring Director of Nursing 92% 9158% 91% 85% 87% 86% 87% 87% 85%
Expectedco

nsistentPas

Concern - 

Low

% compliance with NEWS practical assessment Caring Director of Nursing 87% 87% 87% 87% 87% 87% 86% 87% 83%
Expectedco

nsistentPas

Common 

Cause

Number of Serious incidents relating to the deteriorating patient Safe Director of Nursing 0 1 2 1 1 1 1 2 0 0 9
Achieve_Fa

il_duetoRa

Common 

Cause

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

il_duetoRa

Improveme

nt - Low

Number of E.Coli Bacteraemia Safe Director of Nursing 34 5 4 3 0 4 2 4 5 4 31
Achieve_Fa

il_duetoRa

Concern - 

High

Number of Pseudomonas bacteraemia Safe Director of Nursing 6 0 0 1 0 0 0 0 0 0 1
Achieve_Fa

il_duetoRa

Common 

Cause

Number of Klebsiella Safe Director of Nursing 7 1 1 0 0 1 0 1 0 0 4
Achieve_Fa

il_duetoRa

Common 

Cause

Number of external reportable >AD+1 clostridium difficule cases Safe Director of Nursing 34 3 6 5 2 3 3 5 5 2 34
Expectedco

nsistentPas

Common 

Cause

Hospital Onset- Healthcare Acquired (HO-HA) CDI cases Safe Director of Nursing n/a 3 4 4 1 3 2 5 4 1 27
Achieve_Fa

il_duetoRa

Common 

Cause

Community Onset- Healthcare Acquired CDI (CO-HA) cases Safe Director of Nursing n/a 0 2 1 1 0 1 0 1 1 7
Expectedco

nsistentPas

Improveme

nt - Low

Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed Safe Director of Nursing 36 1 3 2 1 3 0 0 0 0 10
Expectedco

nsistentPas

Common 

Cause

Hand Hygiene Safe Director of Nursing 95% 99.5% 99.5% 99.0% 99.2% 98.7%
Achieve_Fa

il_duetoRa

Improveme

nt - High

Bare Below the elbow Safe Director of Nursing 95% 99.3% 98.3% 99.7% 99.7% 99.5%
Achieve_Fa

il_duetoRa

Improveme

nt - High

Cleaning Standards: Sodexo Contract Safe Director of Nursing 85% 92.0% 93.0% 93.0% 91.0% 93.0%
Achieve_Fa

il_duetoRa

Improveme

nt - High

Cleaning Standards: Private Contract - FR3 Safe Director of Nursing 85% 94.0% 96.0% 92.0% 97.0% 92.0%
Expectedco

nsistentFail

Improveme

nt - High

Cleaning Standards: Trust Contract (community setting) Safe Director of Nursing 85% 89.0% 87.0% 93.0% 93.0% 93.0%
Expectedco

nsistentPas

Common 

Cause

Cleaning Standards: Trustwide Clinical Safe Director of Nursing 90% 95.0% 95.0% 96.0% 95.0% 96.8%
Achieve_Fa

il_duetoRa

Concern - 

Low

C. Diff per 1,000 bed days - Acute only Safe Director of Nursing
Expectedco

nsistentFail

Common 

Cause

C. Diff per 1,000 bed days - Community only Safe Director of Nursing
Expectedco

nsistentFail

Common 

Cause

C. Diff per 1,000 bed days - All Safe Director of Nursing
Expectedco

nsistentFail

Common 

Cause

Total Outbreak Incident Numbers (eg Norovirus, Covid-19) Safe Director of Nursing 4 2 1
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Outbreak Incidence - Norovirus Safe Director of Nursing 1 0 0
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Outbreak Incidence (patient areas) - Covid-19 Safe Director of Nursing 3 2 1
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Reportable Covid-19 Probable Patient Cases (Day 8-14 of a patients admission) Safe Director of Nursing 9 3 4
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Reportable Covid-19 Definite Patient Cases (Day 15 onwards of a patients admission) Safe Director of Nursing 3 8 5
ERROR - 

KPI NOT 

ERROR - 

KPI NOT 

Workforce Measures

Workforce

Quality - reduce 

avoidable death rates

Reduce Infection 

Rates - to reduce 

infection rates and to 

achieve the Gram 

negative bacteraemia 

target reduction of 50% 

by 2021 (WVT target 9)

Clinical Outcomes

In progress

Expected

consistent
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CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Experience Complaints resolved within policy timeframe Caring Director of Nursing 90% 66.7% 64.3% 54.3% 65.6% 41.2% 75.0% 67.5% 45.8% 46.2%
Achieve_Fa

il_duetoRa

Common 

Cause

Number of complaints Caring Director of Nursing
<301

 (2018/19)
24 24 36 12 27 45 38 32 25 263

Expectedco

nsistentPas

Common 

Cause

Number of complaints reopened Caring Director of Nursing
<54

 (2018/19)
3 1 1 3 7 3 1 1 0 20

Expectedco

nsistentPas

Common 

Cause

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

nsistentPas

Improveme

nt - Low

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 7.2% 8.3% 8.2% 9.9% 9.0% 7.0% 8.6% 7.6% 8.0% 8.2%
Expectedco

nsistentFail

Common 

Cause

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 430 415 328 916 452 466 534 505 380 4426
Achieve_Fa

il_duetoRa

Concern - 

High

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 90% 91% 91% 91% 90% 91% 90% 90% 89% 90.4%
Expectedco

nsistentPas

Improveme

nt - High

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5.9% 9.7% 9.8% 8.1% 8.5% 8.4% 8.5% 9.1%
Achieve_Fa

il_duetoRa

Common 

Cause

CQC Domain
Responsible 

Director
Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Year to 

Date
Pass/Fail

Trend 

Variation

Safety Duty of Candour Responsive Director of Nursing 0 2 5 4 5 1 2 4 0 0 23
Achieve_Fa

il_duetoRa

Improveme

nt - Low

Occurrence of any Never Event Safe Director of Nursing 0 0 0 0 0 0 0 0 1 0 1
Achieve_Fa

il_duetoRa

Common 

Cause

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

8 6 7 7 2 5 13 8 3 59
Expectedco

nsistentPas

Common 

Cause

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

nsistentFail

Concern - 

Low

VTE Risk Assessment Safe Medical Director 95% 94.1% 93.1% 93.8% 94.4% 94.4% 94.9% 95.1% 94.6% 91.5%
Expectedco

nsistentFail

Improveme

nt - High

Number of hospital acquired thrombus Safe Medical Director 14 8 12 9 10 10 9 9 15 96
Expectedco

nsistentFail

Concern - 

High

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 77 76 68 68 64 56 47 54 52
Expectedco

nsistentFail

Improveme

nt - Low

Pressure ulcers (confirmed avoidable Grade 3,4) Safe Director of Nursing 0 0 1 0 1 0 4 2 0 0 8
Achieve_Fa

il_duetoRa

Common 

Cause

Total number of deep tissue injury Safe Director of Nursing 17 37 23 26 29 20 28 30 27 237
Expectedco

nsistentFail

Common 

Cause

Total number of moisture associated skin damage Safe Director of Nursing 81 92 82 79 59 68 72 77 67 677
Expectedco

nsistentFail

Common 

Cause

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

42 40 45 49 57 46 61 50 45 435
Expectedco

nsistentPas

Common 

Cause

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

28 13 12 28 28 14 30 30 19 202
Expectedco

nsistentPas

Common 

Cause

Number of patient falls in inpatient areas (per 1000 bed days acute) Safe Director of Nursing 6.63 5.4 5.0 4.8 5.7 6.2
Achieve_Fa

il_duetoRa

Improveme

nt - Low

Number of patient falls in inpatient areas (per 1000 bed days community) Safe Director of Nursing 8.6 17.5 7.5 13.0 6.4 14.1
Achieve_Fa

il_duetoRa

Common 

Cause

Number of falls with moderate harm and above Safe Director of Nursing 0 0 0 1 3 0 3 1 1 1 10
Achieve_Fa

il_duetoRa

Common 

Cause

Medication Errors (with harm) Safe Director of Nursing <10% 12.2% 10.1% 12.1% 7.3% 17.3% 3.8% 8.0% 6.3% 6.8%
Expectedco

nsistentFail

Common 

Cause

% compliance with WHO checklist Safe Medical Director 100% 98.9% 99.2% 99.2%
Expectedco

nsistentFail

Improveme

nt - High

Reducing Harm

Reduce the 

proportion of non 

value added time 

when patients are in 

hospital

Patient Experience
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This report covers the following:

1. Quality Indicators from the Trust Board dashboard
2. Staffing

Quality Indicators

VTE

 

A recent review of the VTE risk assessment compliance data has noted areas where Wye Valley NHS Trust 
were reporting incorrectly. This has now been amended and the Trust has retrospectively applied the 
revised reporting parameters for the period covered by the COVID-19 pandemic. This has seen our actual 
compliance rate increase,  and for the first time in  5 years our month on month performance being 
maintained at >93%.  The reduction in compliance in December is likely attributable to the impact of the 
recent pandemic wave on our services. 

There has been excellent work on reviewing reported cases of hospital acquired thromboses over the past 
year, from all the clinicians involved. There were originally 66 backlog cases when management of reviews 
was transferred to the Datix system. There are now just three awaiting review. In addition, prospective cases 
are being reviewed in a timely manner with no further backlog being seen.

During December meetings were cancelled to respond to the priorities in relation to management of the 
COVID -19 pandemic, therefore the Thrombosis Committee did not report to the Clinical Effectiveness and 
Audit Committee. A summary of progress against the Exemplar framework is provided below. 

Exemplar status is awarded to Trusts which display a track record of excellence in VTE prevention and care, 
the Thrombosis Committee are looking to apply for assessment in early 2022.

Areas of good practice:

 VTE strategy in place.
 Risk assessment tools utilised.
 Auditing has been carried out, with a plan to continue.
 Attendance at National learning events.

Areas requiring further action:

 VTE champions to be implemented.
 Patient information leaflet to be finalised and approved by the Thrombosis Committee.
 Further work required to improve education and training of staff.
 Some improvements to consistently achieve 95% completion of Risk Assessments, in line with the 

National Quality Requirement.

The areas requiring further action are the focus of the Thrombosis Committee over the next six months. 
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WHO Checklist Compliance

 

Work continues to move the WHO checklist from a paper based to electronic audit. The Board workshop in 
February will focus on Theatre culture and safety.

Serious Incidents and Duty of Candour

 

The three incidents reported as serious incidents in December were;

 HCAI infection outbreak 
 Sugical/ Invasive Procedure delay
 Treatment delay

There are currently a number of thematic reviews being undertaken, to provide assurance on patient safety 
and to effectively draw learning where incidents of the same nature have occurred, albeit not all requiring 
serious incident investigation. 

1. Radiology Cluster review

Over the last 2 years, seven incidents have been reported as serious incidents concerning the reporting of 
critical results from radiological investigations.  A working group has been established to map current 
processes, revise SOP’s and define clinician responsibilities.  An interim process for the management of out 
of hours results and incidental findings has been put in place.

2. ITU Cluster review

Recently there have been nine incidents reported concerning the lack of therapy staff for patients who have 
had a prolonged stay in ITU, as our current provision does not meet the critical care standards (GPIC). This 
has been added to the risk register. An initial review of all clinical cases has not identified any harm.    The 
team are undertaking an in-depth review all cases, an audit has been established and an external funding bid 
has been submitted to meet GPIC standards.

Pressure Ulcers and Falls

Whilst the data presented for November and December show no grade 3 or 4 pressure ulcers, four have 
been reported in January and declared as serious incidents; three in community settings and one in an acute 
medical ward.
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The incidents in January and the numbers of lower grade pressure ulcers are a cause for concern and whilst 
an increasing incidence has been seen across the NHS during the pandemic, there is a concern that some of 
the staffing challenges the trust has faced in the last 2 months is also having an impact on the provision of 
timely care and intervention.  The team are due to present to Quality Committee at the end of February and 
a further update will be provided to the Board in March. 

 Mixed Sex Accommodation 

The Trust’s new reporting framework for mixed sex breaches was approved at Quality Committee in October 
2021. The numbers continue to be higher than we would hope to achieve and these are due to 
unprecedented pressure on patient flow.  The reduction that we have seen relates to the application of the 
new framework, particularly in AMU, and the new wards opening. 

Patient Experience

  

The operational pressures are leading to delayed response times due to clinical and operational teams 
focussing on flow, discharge and staffing. All complainants are informed via a standard letter of the delays 
we are experiencing. Meetings have continued to take place with complainants in order to resolve issues in a 
timely manner where possible. 

The PHSO continue to have a large backlog of cases due to the pandemic.  We have one active case with the 
ombudsman that links to a complaint originally received in December 2018. There have been several 
responses provided to the complainant and the ombudsman, which have not fully resolved the concerns 
raised.  A subject access request was made in September 2021 and our communication with the ombudsman 
is ongoing.

Visiting restrictions have been in place in adult inpatient wards and community hospitals since December 
and have been required due to the increasing incidence of Covid and the Omicron variant; these will be 
reviewed on a regular basis and adjusted as the incidence of Covid falls. We continue to enable visiting for 
vulnerable patients, those requiring carer support and on compassionate grounds at the end of life.  For 
paediatrics, SCBU and maternity, specific arrangements are in place to enable visits in line with national 
guidance. 

Infection Prevention

Guidance relating to Infection prevention and control changes frequently.  Some of the recent changes are 
highlighted below; all new guidance has been reviewed and local procedures revised accordingly with 
approval sought through the Covid operational meeting structure.   The application of the guidance is 
managed via the infection prevention and track and trace teams. 

 Staff isolation following Covid 19 infection (revised 14th January)
 Staff isolation following contact with a positive Covid 19 case including household contacts (revised 

14th January)
 Patient isolation in the hospital setting, enabling the stepdown of patients at day 10-14 (previously 

day 14 only) under certain criteria (revised 17th January)
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Due to operational pressures, a discussion was held with NHSI/E on 12th January - in anticipation of the 
patient isolation guidance changes expected on 17th January with a view to implement the proposals in 
advance of the final publication.  Consequently, between the 12th January and the 17th January a total of 14 
patients were stepped down between day 10 and 14 of their isolation period. 

Six COVID-19 outbreaks and one norovirus outbreak were reported between October and December 2021 
that resulted in clinical areas being closed to admissions, discharges and transfers for a period. 

On review, two outbreaks were potentially linked to patients who had been transferred to other settings 
following contact with a patient who was later confirmed as being COVID-19 positive.

The remaining four outbreaks had index cases that were identified as indeterminate onset days (Day 3-7) 
and therefore likely to be community acquired infection and unavoidable.

During the last quarter we reported that the reduction in CDif infection numbers could well be linked with 
changes to antibiotic prescribing and management, we have however seen an increase during the last 
quarter.  The increase in numbers may be linked to the norovirus outbreak due to additional samples being 
taken for the duration of the outbreak.  Given our outlier status for CDif, this will be monitored closely.

Staffing

Staffing has been particularly challenging since New Year’s Eve; from a personnel perspective we have seen 
increasing sickness due to Covid 19 infection, a higher demand for and therefore a reduction in fill from 
agency and temporary workforce for the same reasons and this combined with an underlying high sickness 
level and vacancy factor has led to unprecedented challenge.  In addition, we have had additional beds open 
in community hospitals at Bromyard and Leominster, an overall increase in the bed base due to the new 
wards opening and Redbrook remaining open for medical outliers; these additional beds require an increase 
in staffing demand.  Due to pressures on patient flow there has also been up to six escalation areas open 
across the emergency floor overnight to provide care for patients awaiting a ward bed. 
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Given the urgency of the staffing situation in early January, an internal summit was held and the following 
measures were put in place:

 Some routine inpatient activity cancelled to reduce demand on inpatient teams and free up staff to 
support other areas. 

 Extra medical staff called upon to support senior clinical review of patients each morning in ED to 
free up acute medical beds.

 A staffing hub was established led by senior nurses and supported by roster and ESR colleagues
 Suspension of non-essential education and training
 Ward managers released from the level 2 staffing rota to support their clinical teams with essential 

patient care 
 Four nurses from outpatients redeployed to inpatient areas 
 Two nurses redeployed from Ophthalmology to inpatient areas 
 Podiatric surgery activity suspended – staff redeployed
 Theatre staff redeployed due to cancellations of routine inpatient surgery
 Community therapy staff redeployed to support inpatient care
 Practice education team support to HCA staff and pre-registration students in the clinical 

environment
 Non-clinical administrative staff deployed from corporate and divisional roles to support wards with 

answering phones, general housekeeping, meal times, supporting virtual visiting and general support
 Nurses in corporate roles continue to be deployed to the vaccination programme and will also 

operate the nMABS service moving forward to free up the community IV therapy team
 A core of essential nursing roles retained to support the level 2 staffing rota and to support progress 

with IPC and cleanliness related matters

The fill rate chart below is for December and does not necessarily reflect the pressure seen in recent weeks.  
The health care assistant fill rates were variable due to sickness.  Frome ward continued to be run as two 
clinical areas hence the significantly higher fill rate for registered nurses.  

Ross Community Hospital remains an area of concern with a significant registered nurse vacancy factor.  
Whilst they are achieving the fill rate for registered nurses, this is predominantly through agency nurses and 
is providing limited continuity of care for our patients.  The leadership within the service has been 
strengthened, with the addition of a senior therapy role and deputy sister (nursing role) appointed.  Modern 
day ward rounds, engagement sessions and additional practice education support is being provided to 
support the team at Ross.

A staffing Board Assurance Framework was issued in December 2021 and will be completed and presented 
to Quality Committee and Board next month.
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December 2021

RN Fill HCA Fill RN Fill HCA Fill Overall CHPPD
Elective Orthopaedic Unit 107.8% 65.0% 89.6% - 14.1

Maternity Ward 98.4% 65.2% 93.5% 74.9% 5.9
Childrens Ward 117.0% 89.4% 98.5% 77.4% 12.2

Lugg Ward 102.5% 71.9% 109.7% 94.5% 5.6
Arrow Ward 101.2% 55.5% 107.9% 84.5% 5.9
Wye Ward 103.3% 60.8% 122.4% 81.3% 7.2

Frome Ward 125.7% 67.7% 171.7% 69.5% 7.4
Cardiac Care Unit 100.5% 91.7% 100.1% 78.3% 14.0

Leominster Community Hospital 89.0% 81.1% 75.5% 95.5% 5.1
Bromyard Community Hospital 105.0% 76.5% 109.8% 83.9% 6.8

Ross Community Hospital 101.6% 80.2% 116.3% 88.1% 5.7
Leadon Ward 100.7% 95.6% 101.8% 93.5% 6.4
Teme Ward 91.9% 73.4% 88.8% 73.6% 8.2

Monnow Ward 96.9% 94.1% 106.8% 93.8% 6.7
Redbrook Ward 87.9% 114.9% 112.0% 107.6% 7.2

Special Baby Care Unit 91.6% - 97.3% - 11.7
Intensive Care Unit 99.6% - 98.7% - 26.2

Gilwern Assessment Unit 89.6% 59.7% 110.8% 60.6% 8.8
Acute Medical Unit 116.4% 67.1% 117.3% 81.5% 7.7

Day Night 
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Cancer 2WW Referrals  

Commentary:

The Trust failed to achieve the 2ww standard in November with performance of 91.1% against the 93% target.  2 pathways failed to meet the standard: 

 Breast (70%), which was related to the high number of referrals
 Upper GI (82.2%), which was mainly related to insufficient capacity in endoscopy for the ‘straight to test’ service. 

It is anticipated that the standard will not be met in December mainly due to the issues identified above.

Overall, referral numbers dropped in December (following ‘normal’ seasonal patterns), with the exception of lung and Upper GI. 

Section 3 - Chief Operating Officer, Performance Exceptions
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Cancer 28 Day – Faster Diagnosis Standard Commentary:

Performance against the target improved slightly again in November with 66.8% against 
a target of 75%.

7 pathways failed to meet the target – Gynaecology, Haematology, Colorectal, Lung, 
Skin, Upper GI and Urology.

There is a plan in place to undertake speciality ‘deep dives’ into all pathways over the 
next 2 months to develop detailed improvement plans.

Cancer 31 Day – First Treatment Standard Commentary:

Performance against the target remained stable in November with 85.3% against a target 
of 96%.

4 pathways failed to meet the target – Breast, Colorectal, Skin and Urology.

Breast, Colorectal and Urology were mainly due to theatre capacity constraints, the 
surgical division are working on plans to improve this. 
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Cancer 62 days urgent referral to treatment Commentary:

The Trust performance against the 62 day standard in November was 69.7% (target 85%).

There was a drop in performance in Breast, Haematology, Colorectal and lung, and 
improvements in Gynaecology, Upper GI and Urology. Performance in December is likely 
to drop to circa 60%.

6 pathways failed the 62 day standard in month – Breast, Haematology, Colorectal, Lung, 
Skin and Urology. 

Cancer Performance vs Peers:

Commentary

 2WW performance remains above the peer group (+16.4%) and has done since Dec-19. 
 31 Day performance has been below the group (-9.9%) since July-20. 
 The 62 Day measure has continued to outperform the Peer Group for the past 5 months (+6.5%). 
 28 Day Faster Diagnosis performance was 1.1% greater than that of the Peer Group in November. 
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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.  (The ‘plan’ was 
updated in October for H2).

 2ww referrals are significantly above 19/20’s levels (2,461) and the plan (2,267). 
This gap has continued to widen since the Month 7 report when the gaps were 
2043 and 1956 respectively.

 Urgent referrals are above the plan (2,388) and 19/20 activity to date (1,416).  
This gap has also widened over the last 2 months from 1673 and 954 respectively.

 Routine referrals remain considerably behind 19/20’s levels (1,992) while 
reporting a position marginally above plan (260).

Elective Activity Commentary:

Both elective in-patient and day case activity levels have been adversely impacted by 
staff and bed shortages with periods of cancelled routine activity and high numbers of 
staff affected by the need to isolate. Routine operating recommenced on 24th January, 
however the elective orthopaedic bed base remains limited to 7 beds (rather than the 
planned 18 beds) until the ward reconfiguration is completed at the end of February.

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

2WW (+ Upgrades) 9,618 7,342 2276 / 31%

Urgent 15,315 12,927 2388 / 18%

Routine 21,634 21,374 260 / 1%

Total 46,567 41,643 4924 / 12%

Referrals vs 2019/20 This Year 2019/20 Diff / Var

2WW (+ Upgrades) 9,618 7,158 2461 / 34%

Urgent 15,315 13,900 1416 / 10%

Routine 21,634 23,626 -1992 / -8%

Total 46,567 44,683 1884 / 4%
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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 December was 64.1%, a decrease of 0.2% 
since last month.

Performance against the Welsh RTT standard was 66.8%, a decrease of 2.8% since last 
month.

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

The numbers of patients waiting over 52 week for treatment has fallen slightly in month 
to 1406
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Referral to Treatment  - 104(+) week waiters by pathway and specialty

Commentary:

Medical Division summary 

 The Dermatology ‘admitted’ patients are awaiting tertiary referral along with the 2 non-admitted patients.

 Plastics have 2 remaining over 104 weeks and are both awaiting theatre capacity to complete pathways.

 Current position for Respiratory has 10 patients waiting over 104 weeks and 84 over 84 weeks. Additional support to reduce the inpatient work load 
continues with support from Acute Medicine and Gastroenterology. The current fulltime Respiratory Locum leaves for 7 weeks, returning in March, 
and current Acute Medicine Locum leaves at the end of January. The Division are out for additional support, but the impact of the current surge and 
reduced Locum cover could have an impact on their 104 week position. Of the patients over 104 weeks, 7 are booked before the end of January. Of 
the 122 over 84 weeks, only 56 have not yet got an appointment booked, but the team are looking at the additional capacity for the returning Locum 
in March. 

 The Gastroenterology patients have been resolved and have no patients waiting over 84 weeks. 
 Neurology also currently have no patients waiting over 65 weeks.
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In-patient Waiting List Surgery
No. Specialty Comments

1 Breast (15 in Nov)
0 Colorectal (3 in Nov)
3 ENT (2 in Nov)
7 General Surgery (7 in Nov) 3 patients have an admission date
1 Gynaecology (1 in Nov)  patient has an admission date 
2 Ophthalmology (3 in Nov)
1 Oral (2 in Nov) patient has an admission date

65 Trauma and Orthopaedics (49 in Nov – ward has been closed) 5 patients have an admission date 
0 Vascular (3 in Nov)
3 Upper GI (0 in Nov) 1 patient has an admission date

83 (85 in Nov) patients in total, 11 have admission dates 
Current position – Routine elective surgery cancelled early January due to staffing and bed pressures, COVID 19 outbreaks and patient contacts resulted in 
the loss of the Orthopaedic Elective Ward at the same time

Diagnostic waiters, 6 weeks and over Commentary:

Imaging:
Through continued use of the Early Adopter funded additional MRI and CT staffed mobile 
units, both CT and MR backlogs are much improved. The radiology department have 
continued to fully utilise these assets to the benefit of the Integrated Care System, by 
using nominated days for mutual aid on both CT and MR scanners for Worcestershire 
Acute patients. 
The gains made to the over six week non-obstetric ultrasound waiting list position have 
deteriorated, with increased waiting list position of 1444 week ending 16/1/22 compared 
to 1348 in month 7, due to lost workforce capacity over the Christmas period with leave 
and Covid isolation. The position remains a concern and under regular review with senior 
leaders.

Modality Nov-21 Dec-21 +/-
MRI 185 37 -148
Tomography 31 37 6
Ultrasound 1178 1312 134
Barium Enema 0 0 0
DEXA Scan 137 139 2
Audiology 92 119 27
Cardiology 2069 2220 151
Neurophysiology 64 117 53
Respiratory physiology 62 80 18
Urodynamics 70 73 3
Colonoscopy 201 202 1
Flexi sigmoidoscopy 33 47 14
Cystoscopy 47 59 12
Gastroscopy 158 209 51

Total 4327 4651 324
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Neurophysiology:
Due to recent staff isolation and illness within the team following the Christmas break, 
the nerve conduction study (NCS) waits have extended slightly to 9 weeks.
Our locum consultant was unable to commit to any clinics in December and as he was 
only been available for a single clinic in January the waiting times for consultant led-
clinics are now at around 12-13 weeks.  Two further consultant clinics have been booked 
and agreed for February which should at the very least maintain the 12-13 week position; 
with another two further clinics planned for March this should enable a reduction of the 
wait times further.
Despite the staffing challenges, Electroencephalograms [EEG’s] impressively remain 
within the expected waiting time standards at 5-6 weeks.

Echocardiography:
We are continuing to work with the Integrated Care System [ICS] to look at all 
opportunities to support both our echo backlog short-term, but to also look at long-term 
opportunities to increase our capacity against an increasing demand.  We are working 
with one of our General Practitioner with Special Interest in Cardiology to review referral 
practice.  
We have requested Mutual Aid as part of the network as both Worcester Acute Hospitals 
Trust and ourselves are significant outliers, in terms of overall backlogs, however no 
assistance as has yet been offered or confirmed to support this.

Other actions include:

 Waiting list validation 
 Job Plan review of current team 
 Outsourcing with The Nuffield to commence in January
 Insourcing
 Waiting List Initiatives for current staff
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Endoscopy Waiting list Endoscopy:
We continue to see a gradual reduction in the overall waiting list for endoscopy 
procedures, with the total waiting list (including surveillance) at 2598 at month end.

 The surveillance waiting list validation exercise is on-going with a plan to clear 
the backlog by February.

 Newly qualified nurse endoscopist who has started taking on 2 colon lists per 
week. 

 New Gastroenterologist commenced in January, undertaking 1 list per week.
 Endoscopy templates reviewed to increase in-patient capacity to reduce in-

patient delays.
 Currently planning to facilitate an additional registrar OGD list in February.  
 Nurse training to undertake Trans-nasal Endoscopies in progress.
 An additional Radiologist-led ERCP list planned, awaiting delivery of diathermy 

equipment.

In process of purchasing Endoscopic Ultrasound equipment, this service will have a 
positive impact on 2ww performance.

Emergency Department (ED) activity:  

 

Total This week Last Week Diff

This Year 2622 2676 -54
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Commentary:

5,415 people attended ED in December which was 19 less than November. 

Ambulance conveyances:  

  
Commentary:

1,745 ambulances conveyed to the Trust in month which was 5 more than November. Each month since July has received under 1,900 conveyances. The total 
equated to a daily average of 56 conveyances, 2 less than last month per day.

Despite the average level of Ambulance conveyances the Trust saw an increase in the number of patients waiting over 1 hour for a handover. 7.4% of patients 
waited over 1 hour which equates to 118 patients. These delays were as a result of significant challenges to patient flow in December. 

ED maximum 4 hour wait from arrival to departure

10/16 49/164



 

Commentary:

High numbers of Covid attendances and admissions, Covid restrictions / IPC measures, Covid outbreaks on wards and issues with medical and nursing staff 
availability have all created significant constraints during December. These often led to a busy ED overnight that then proves extremely difficult to clear each 
day.

Additional actions were taken in the first half of December, that have continued into January, in order to maintain flow and reduced congestion in ED. 
Significantly increased  numbers of 7 and 14 day stranded patients, along with the increase in Medical Fit for Discharge patients, increased Covid admissions 
put pressure on the overall Trust bed base. 

Actions taken during December:

 Full Hospital protocol implemented across 24/7 period 
 Additional inpatient capacity opened in Day Surgery Unit and Radiology Recovery 
 Additional beds open at Community Hospital sites 
 Multi-Disciplinary Agency Discharge Events on all wards including daily virtual “check and challenge” ward rounds  
 Herefordshire Silver meetings established with all Health and Social care partners across Herefordshire and Powys to resolve significant issues with 

flow across our local systems. 

The second half of December saw the annual improvement in flow as discharges increased and ED attendances towards the Christmas holidays along with the 
successful opening of the three new frailty wards on the 22nd, 23rd and 29th December.

Despite the pressure faced in ED there has been a continued success with the % of patients seen and treatment started within 1 hour of attendance since mid-
November with the changes to “Pit Stop” and senior decision maker streaming in ED. This has seen an average, over the past 6 weeks, increase from 27%, prior 
to mid-November to 61.5%.  The regional average is 43% and the highest in our Foundation Group. 
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Same Day Emergency Care (SDEC) Commentary:

For the fourth consecutive month, 39% of all emergency 
admissions were dealt with via SDEC, narrowly shorty of our peak 
performance to date (40% - May 2021).

641 patients went through SDEC in December the Trusts third 
highest month which is impressive with the staffing issues faced by 
the team on the Acute Floor.
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Bed Occupancy – Acute beds Commentary:

As in previous months high bed occupancy continued to be a real 
issue through much of December, however the addition of 
additional inpatient capacity with the opening of the new wards and 
an increase in discharges immediately pre-Christmas did provide 
some respite from bed pressures over the holiday period. 

Please note that the reported occupancy figures at 12mn do 
understate the pressure experienced by the Trust as the few beds 
that are available each morning are often ‘ring-fenced’ for ‘green’ or 
‘blue’ pathways.

Bed Occupancy – Community beds Commentary:

In response to the continued pressures on the acute bed base, 9 
additional escalation beds were utilised across two of our 
community hospital sites during December 2021. This was reflected 
in our consistent occupancy of community hospital beds during this 
period.
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Admitted to Stroke ward within 4 hours of presentation Commentary:

Overall issues with bed capacity along with a Covid outbreak on Wye 
ward saw a deterioration of timely admissions to Wye ward during 
December. 

This also saw a drop in performance standard for 80% stroke 
patients spending 90% of their stay on a stroke ward. This fell to just 
under 80% at 79%.

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

July-Sept 21 SSNAP results returned a B rating. It has been confirmed 
WVT achieved the highest score in the West Midlands region. We 
are heading for a number of challenging months ahead with the 
pressure of overall flow and the impact of reduced staffing levels.

TIA performance dropped to just below 60% at 59% in January, 
despite the challenges of reduced appointments over the Christmas 
and New Year period and staffing challenges within the team.

Transformational improvement work still continues along with 
working with ICS colleagues to move towards new Herefordshire and 
Worcestershire stroke model.
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BPT - Fracture Neck of Femur Commentary:

November saw 44 admissions the highest level in the last 5 months.

Time to theatre rose sharply in November

After a sharp rise in October, the average time in ED dropped to the 
lowest level since July.

Best practice is predicted to be a 55% pass for November

Community Contacts Commentary:

In response to the continued pressure on inpatient services and the 
challenges faced to staffing within clinical services, the service 
undertook some re-prioritisation which reflects a small reduction in 
lower risk community activity during this period.
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Cancelled Ops:

Commentary:

18 operations were cancelled at the last minute in December which is 3 more than the average through 21/22 to date. The main reason related to 
surgeon/physician availability (11) related to sickness/isolation.

6 of November’s operations were not rebooked within 28 days through the month which is also 3 above the monthly average this financial year. Last month 
saw 0 recorded for the fifth time in the Trust’s history.
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

    

19/20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21
Staff Numbers (FTE)
Total Budgeted Establishment 3092.1 3345.7 3384.8 3392.9 3378.2 3415.3 3441.7 3444.5 3443.6 3459.7 3479.1 3525.2 3500.7 3516.1
Non Substantive Budget 58.4 109.5 142.6 146.0 126.2 24.0 36.1 24.6 24.5 26.6 24.0 65.9 34.2 43.9
Substantive Budgeted Establishment 3033.7 3236.2 3242.2 3246.9 3251.9 3391.3 3405.6 3419.9 3419.2 3433.1 3455.1 3459.3 3466.6 3472.2
Substantive Staff in Post 2827.4 3022.3 3043.5 3070.1 3114.7 3105.5 3111.7 3120.4 3122.0 3135.1 3157.3 3161.4 3175.5 3168.5
Substantive Vacancy 264.8 213.9 198.7 176.7 137.3 285.7 293.9 299.5 297.2 298.0 297.7 297.8 291.1 303.7
Starters (Excludes FTC/Jnr Drs) 37.8 24.2 40.4 38.4 53.3 35.7 21.2 28.1 20.0 40.8 54.0 24.9 39.0 22.0
Leavers (Excludes FTC/Jnr Drs) 23.9 16.5 36.7 13.5 34.1 26.4 18.5 25.8 27.4 51.0 28.3 32.1 22.2 30.4
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19/20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21
Rolling

12 Months 
Average

Target Threshold

Staff Numbers (FTE)

Total Budgeted Establishment 3092.1 3345.7 3384.8 3392.9 3378.2 3415.3 3441.7 3444.5 3443.6 3459.7 3479.1 3525.2 3500.7 3516.1

Non Substantive Budget 58.4 109.5 142.6 146.0 126.2 24.0 36.1 24.6 24.5 26.6 24.0 65.9 34.2 43.9

Substantive Budgeted Establishment 3033.7 3236.2 3242.2 3246.9 3251.9 3391.3 3405.6 3419.9 3419.2 3433.1 3455.1 3459.3 3466.6 3472.2

Substantive Staff in Post 2827.4 3022.3 3043.5 3070.1 3114.7 3105.5 3111.7 3120.4 3122.0 3135.1 3157.3 3161.4 3175.5 3168.5

Substantive Vacancy 264.8 213.9 198.7 176.7 137.3 285.7 293.9 299.5 297.2 298.0 297.7 297.8 291.1 303.7

Starters (Excludes FTC/Jnr Drs) 37.8 24.2 40.4 38.4 53.3 35.7 21.2 28.1 20.0 40.8 54.0 24.9 39.0 22.0 34.8

Leavers (Excludes FTC/Jnr Drs) 23.9 16.5 36.7 13.5 34.1 26.4 18.5 25.8 27.4 51.0 28.3 32.1 22.2 30.4 28.9

Turnover (% - Rolling 12 Months)

Turnover 10.6% 8.3% 8.8% 8.2% 8.7% 8.8% 8.9% 9.1% 9.5% 10.4% 10.7% 11.2% 11.1% 11.6% 9.7% <=10% >15%

Substantive Vacancy (% - In Month)

Substantive Vacancy Rate – Total 8.6% 6.6% 6.1% 5.4% 4.2% 8.4% 8.6% 8.8% 8.7% 8.7% 8.6% 8.6% 8.4% 8.7% 7.8% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 9.3% 4.6% 4.2% 5.3% 4.0% 5.0% 5.9% 6.3% 6.7% 6.6% 5.6% 6.4% 6.2% 5.2% 5.6% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.9% 5.4% 7.5% 5.7% 4.6% 4.7% 5.3% 5.3% 5.3% 5.1% 5.8% 5.8% 5.4% 6.1% 5.5% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 87.3% 71.4% 70.6% 68.9% 71.8% 76.2% 76.9% 74.9% 74.6% 72.4% 72.4% 74.0% 76.2% 77.4% 73.9% =>90% <85%

Training (% - In Month)

Core Skills 91.7% 91.9% 90.0% 90.6% 90.3% 90.3% 90.1% 90.3% 90.1% 90.1% 89.9% 89.8% 89.6% 89.9% 90.1% =>90% <85%
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Budgeted establishment demonstrates that we have 303.66 FTE funded substantive vacancies across the Trust as 
follows:

Substantive Vacancies by Division:

Division FTE
Clinical Support 45.58
Corporate -1.64
Integrated Care 58.50
Medical 69.67
Surgical 131.55
Grand Total 303.66

  Substantive Vacancies by Staff Group:

Staff Group FTE
Offers 
Made

Add Prof Scientific and Technic -1.23
Additional Clinical Services 89.95 27.46
Administrative and Clerical 4.47
Allied Health Professionals 25.12 12.85
Estates and Ancillary 3.90
Healthcare Scientists 12.02 10.06

Medical and Dental 56.25 7.50
Nursing and Midwifery Registered 118.19 43.93
Students -5.00
Grand Total 303.66

Turnover 

The overall rolling 12 month turnover at Trust level is now at 11.6% for January 2021 to December 2021, with an 
average for the previous 12 month’s turnover being 9.7%. The chart shows the 12 month rolling turnover % compared 
to the number of monthly leavers at WVT from December 19 to December 21. The grey shaded area highlights the 
period the latest rolling 12 months is covering. 

With a reduction of covid cases and operational pressures, line managers will be supported by HR in using the 
apprenticeship levy to offer development opportunities to staff and more flexible working to aid retention. More 
retention initiatives (stay interviews, career development clinics, career frameworks, flexible redeployments to other 
areas) will be introduced over the coming months as part of the new Workforce & OD strategy.
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Sickness Absence 

During this month, overall sickness at Trust level increased to 6.08%.  The rolling 12 month average % of sickness is 
5.5%. Further scrutiny of sickness in December highlights the following breakdown:

Division %

Clinical Support 5.48

Corporate 3.24

Integrated Care 7.15

Medical 6.90

Surgical 6.28

Grand Total 6.08

A significant % of sickness absence is due to winter ailments, mental health conditions and Covid related absence. NHS 
trusts are expereincing an increase in sickness absence and supporting line managers in managing sickness absence is 
a key priority for HR & OH in 2022/23.  A wide range of  WVT and NHS health & wellbeing apps, support lines and 
employee assistance programmes are still in place for staff. 

The chart below shows long term sickness absence and short term sickness absence at WVT from January 21 to 
December 21.  The chart indicates that short term sickness absence is still above long term absence largely due to 
winter ailments and an increase in covid related sickness. Measures being taken to address short term absence include 
weekly reporting at covid meetings, fortnightly review of all cases, case conferences with OH on difficult cases, offering 
more flexible/agile working, reviewing all discretionary management decisions. As signficant covid related operational 
pressures start to ease, HR teams will recommence absence management workshops for line managers on effectively 
using the WVT policy in reducing sickness absence at work. All line managers are being actively encouraged to attend 
the Mental Health First Aid (MHFA) England awareness training over the next  6 months in order to enhance their 
knowledge in supporting employees suffering from mental health conditions.

Sickness Reason %
Cold, Cough, Flu - Influenza 22.10
Cold, Cough, Flu - Influenza - Covid Related 15.07
Gastrointestinal 13.12
Gastrointestinal - Covid Related 0.08
Anxiety/stress/depression/other psychiatric illnesses 9.40
Headache/migraine 5.29
Headache/migraine - Covid Related 0.55
Back problems 4.85
Pregnancy related disorders 3.86
Ear, nose, throat (ENT) 3.39
Ear, nose, throat (ENT) - Covid Related 0.20
Chest & respiratory problems 2.88
Chest & respiratory problems - Covid Related 0.43
Other musculoskeletal problems 3.18
Other musculoskeletal problems - Covid Related 0.12
Genitourinary & gynaecological disorders 2.73

Staff Group %
Add Prof Scientific and Technic 4.08
Additional Clinical Services 8.84
Administrative and Clerical 4.64
Allied Health Professionals 3.44
Estates and Ancillary 4.50
Healthcare Scientists 3.82
Medical and Dental 3.29
Nursing and Midwifery Registered 7.66
Students 0.00

Grand Total 6.08
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Exit Interviews & New Starter Surveys

Data on exit interviews and new starter surveys will be presented on a quarterly basis in order to provide more 
informative and detailed analysis. The next report will be presented in April.

WVT HR & OD UPDATE – FEBUARY 2022

Mandatory COVID-19 vaccination requirements 

The Department of Health and Social Care (DHSC) has formally announced that individuals undertaking CQC regulated 
activities in England must be fully vaccinated against COVID-19 no later than 1 April 2022 to protect patients, regardless 
of their employer, including secondary and primary care.

The government regulations will come into effect from 1 April 2022. It will become a legal requirement that any 
individual employed or engaged for the purposes of the provision of a CQC regulated activity and who has face-to-face 
contact with people receiving care must be fully vaccinated with an authorise COVID-19 vaccine, or be able to 
demonstrate that they fall into the limited listed exemptions. This means that unvaccinated individuals who are at 
work will need to have had their first dose by 3 February 2022, in order to have received their second dose by the 1 
April 2022 deadline.

A weekly WVT workforce Covid vaccination group is in place and letters have gone out to 137 WVT staff who are 
currently unvaccinated. Line managers are being supported by HR in holding meetings with these individuals to 
encourage them to be vaccinated before the deadline. Redeployment opportunities will be arranged where possible 
and we do not envisage any significant impact on WVT services. We are also working closely with Sodexo and our 
recruitment agencies to ensure vaccinations are completed for individuals deployed at the Trust.

A separate paper is attached on the new mandatory Covid 19 regulations outlining the process and approach being 
followed at WVT.
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Recruitment update

Medical vacancies / 
cases 

 Fortnightly meetings with MD and Medical Staffing Manager to review 
progress with vacancies and cases of concern 

 Working with agency supplier Total Workforce Solutions, who have now 
identified 4 new recruitment suppliers to support the trust to recruit from 
temporary to permanent appointments for doctors to reduce the medical 
agency spend

HCSWs    WVT leading an NHSi sponsored  Healthcare Support Worker (HCSW) 
recruitment programme to reduce (HCSW) vacancies across the ICS in 
collaboration with the Council and Hoople Care

 Adverts out to attract new talent via the route of Level 2 HCSW Apprenticeship
 HCSW being recruited through a centralised recruitment assessment centre 

process with a development plan and pastoral support in place
International Nurse 
Recruitment  

 Project plan in place with monthly HRD meetings to oversee recruitment of 96 
nurses in 2022/23 – 8 to 10 nurses arriving on a monthly basis

Radiology  Working with a recruitment agency and a total of 8 international radiographers 
will be at WVT by April

Trac Recruitment service  Weekly reports on vacancies across the trust now available for line managers
NHS Cadets  WVT is still in line to be a pilot site to host NHS Cadets in 2022
Future HR / NHS 
Management Trainees 

 WVT to consider proposal from University of Worcester to host student 
internships and placements annually from June 2022 onwards

Sickness Absence 

WVT will be participating in a study being led by researchers in the School of Sport, Exercise and Health Sciences at 
Loughborough University. The study is part of a project funded by the Midlands Engine’s Mental Health and 
Productivity Pilot (MHPP), which aims to support employers across the Midlands to improve the future of workplace 
mental health and wellbeing.

Funding (£36k) obtained from NHS Charities to support mental health programmes and a dedicated part time staff 
physiotherapist.

The following actions are being implementing to manage and reduce sickness absence;

 Weekly review of absence data and trends across WVT 
 Monthly  HRBP review meetings with HRD to discuss difficult cases 
 Ongoing focus on hotspot areas and popular days for absence and trends by individual employees
 HR apprentice supporting line managers in organising sickness review meetings and return to work interviews
 Expanded face to face counselling in addition to online support services and apps
 To retrain line managers on the sickness absence policy over the next 6 months
 Raising awareness of absence in departments by highlighting days lost and costs 
 Case conferences with Occupational Health on difficult cases 
 Reviewing discretionary management decisions to ensure appropriate use of the policy 

Performance Appraisals

Operational pressures continue to have an impact on WVT and NHS wide management capacity to complete all 
outstanding appraisals. A modified and streamlined appraisal form has been developed to support line managers in 
holding wellbeing appraisal conversations over the next two months. This will continue to be reviewed at F&PE 
meetings.
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WVT Leadership & Management Development programme – 2022

The WVT programme for line managers will continue in March 2022. The programme is based around three key themes 
(Understanding my context, Understanding ourselves & others, Building my skills and knowledge) and is in line with 
our GROWTH model. 

Equality, Diversity & Inclusion

With Herefordshire being a predominantly white community with a very small population of under-represented 
groups, the Police Superintendent (Ed Williams) is leading an advisory group to support and promote good relations. 
The Chief People Officer and our EDI lead will be joining the advisory group to promote EDI. Quarterly meetings have 
also been agreed with the Superintendent to discuss and promote EDI matters across Herefordshire.  

Following the successful Hereford Pride event in October, we will be working collaboratively with other ICS 
organisations on promoting Holocaust Memorial Day (27 January) and LGBT History Month in February 2022. WVT is 
leading an ICS wide initiative to provide a comprehensive support programme to newly appointed international and 
overseas workers to aid recruitment & retention to the area.
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I&E Performance against Budget Plan YTD 

H2 (second half of Financial Year) 

The Trust is receiving non recurrent funding to contribute towards 

achieving a planned surplus of £1.542m during H2.  This is to offset a 

similar level of deficit incurred during H1 and to allow the Trust to 

ensure the delivery of an overall break-even position by year end.  

The Trust was marginally ahead of the plan trajectory at the end of 

month 9 (£528k) and had a cumulative (H2) surplus of £2.457m.   

The Trust has revised its outturn forecast in month to £500k surplus full 

year to reflect the latest position as we move through H2 (£1.5m deficit 

in H1 and £2m projected surplus in H2).   

The surplus in H2 includes additional income from a combination of a 

non-recurrent redistribution of funding held by H&W CCG and also non-

recurrent stretch funding support from NHSE/I in recognition of the cost 

of planned elective activity improvements.  

It is important to note that the cost run rates within the H2 plan remain 

high (approximately 20% above the base year of 19-20), meaning that 

once non recurrent funding is removed, the underlying position remains 

in deficit. 

Against the H2 Plan, income was marginally behind plan by £668k. Pay 

costs marginally underspent by £800k (1.8%) and non pay was also 

marginally underspent by £396k.  These are all relatively low variances 

against budget values, so may be viewed as slightly ahead of plan. 

 

 

 

Section 5 - Director of Finance, Performance Exceptions 

STATEMENT OF COMPREHENSIVE INCOME - To Month 9  - 31st December 2021 - 2021/22

VARIANCE
2021-22 2021-22 2021-22 2021-22 IN
Annual H1 Actual H1 6 Month H2 YTD H2 CURRENT
Budget Outturn BUDGET Control Total Control Total H2 YTD H2 YTD MONTH

& Budget & Budget Actuals Variance
£000 £000 £000 £000 £000 £000 £000

Contract Income 191,056 91,663 90,237 100,788 49,605 50,632 1,027 252

Excluded Drugs 20,261 9,429 9,965 10,328 5,124 4,624 (500) (160)

Non Contracted Activity (NCA's) (0) 1 (0) (0) (0) 0 0 0

Other Income for Patient Care 8,565 4,017 4,212 4,352 2,410 2,030 (380) (179)

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,296 1,059 (237) (70)

Other Non Patient Income 7,082 3,497 3,547 3,535 1,819 1,663 (156) (53)

COVID Funding 55,276 27,481 27,676 27,600 13,901 13,893 (8) 201

FIT/STF 5,700 0 0 5,700 2,850 2,850 0 0

ERF 5,739 2,307 5,139 600 300 (113) (413) (355)

 Total Operating Income 298,806 142,084 144,463 154,344 77,305 76,637 (668) (363)

Pay Expenditure 182,230 86,761 90,973 91,257 45,092 44,291 800 495

Non Pay Expenditure 78,500 34,451 37,683 40,817 19,347 19,086 260 158

Excluded Drugs 21,019 10,973 10,011 11,008 5,553 5,537 16 (69)

 Total Operating Expenditure 281,749 132,185 138,660 143,082 69,991 68,914 1,077 583

 EBITDA 17,058 9,899 5,803 11,262 7,314 7,722 409 220

Depreciation 8,313 3,785 4,074 4,239 1,998 1,998 0 10

Gain or loss on asset disposal 7,473 0 0 7,473 7,067 4,821 2,246 2,246

Interest Receivable 0 0 0 0 0 0 0 0

Interest Payable on Loans 230 115 115 115 58 58 0 0

Interest Payable on PFI 5,898 3,012 3,012 2,886 1,412 1,601 (189) (189)

Dividends on PDC 2,319 1,056 991 1,328 731 661 71 71

Operating Surplus/ (Deficit) (7,177) 1,931 (2,391) (4,781) (3,952) (1,416) 2,536 2,358

Technical Adjustments

Donated Assets - Additions 5,129 3,687 3,687 1,442 1,296 1,059 (237) (70)

Donated Asset Depreciation (479) (215) (179) (292) (111) (110) (1) (0)

Donated Assets Adjustment 4,650 3,472 3,508 1,150 1,185 948 (238) (70)

Net impact of asset impairments (7,473) 0 0 (7,473) (7,067) (4,821) (2,246) (2,246)

Adj. financial performance retained Surplus/ 

(Deficit) 
(4,354) (1,542) (5,896) 1,542 1,930 2,457 528 181

Contribution to system gap 2,255 2,255

 

Totals including above (2,099) (1,542) (3,641) 1,542

H2 Performance
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Run Rate 

The graph below shows a deficit which accumulated during Q2 and in month 7, prior to the distribution of additional funding to allow break-even.  The income adjustment has 

been accounted for in M8 to retrospectively spread this support evenly over the H2 accounting period.  

The graph also spreads the cost of the national pay award arrears back to the prior months during H1 to restate to a normalised position.   The cost base shows a planned 

upward trend as elective activity levels increase (now combined with a recognition of increased pressures in urgent flow and further impact of the latest Covid wave).   
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The table below shows actual run rates M1-M9 and current forecast outturn M10-M12.  The pay arrears are shown in M6 as paid (along with matching receipt of funding) to 

maintain consistency with previous monthly reported positions.  Pay costs are planned to increase in line with additional beds and also the elective capacity plan.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The key driver for a planned increase in cost between H1 and H2 is the required budget to deliver elective recovery and the corresponding monthly activity plan.   

Additional capacity budgets are summarised in the table which shows that slippage in costs occurred of £861k in H2 to date.  The slippage has occurred against the planned use 

of the Independent Sector, the ability to recruit locums and WLI capacity.   

 

This slippage is factored into the H2 plan already at a Trust level (to ensure the plan is as realistic as 

possible). There was a small variance of £165k of additional slippage beyond the planning 

assumption.  Divisions have access to the gross amount of capacity resource to triangulate with their 

capacity plans and to fully provide for the activity planned.   

£000s

Total H2 

Budget 

M9 H2 YTD 

Budget 

M9 H2 YTD 

Actual 

H2 YTD 

Variance

Independent Sector 1,548 699 414 285

Locums 960 319 160 159

Mobile CT 444 111 111 0

Theatre WLI 88 34 0 34

Mobile Theatre 657 335 245 90

WLI 2,039 953 660 294

Other

Totals 5,736 2,451 1,589 861

Budgeted slippage already in Plan (1,500) (695) (861) 165

Additional Capacity

All Values in £000s Totals

Monthly 

Average 

Q4

2122 

Annual  

Budget

H1 

Outturn

M7 

Actual

M8 

Actual

M9 

Actual

M10 

Forecast

M11 

Forecast

M12 

Forecast

6 month 

H2 

Control 

Total & 

H2 

Outturn 

(forecast 

actuals)

H2 forecast 

variance 

against 

control 

Income 267,578 26,607 285,910 142,085 23,044 28,529 25,063 25,514 25,478 25,447 154,344 153,075 (1,268)

Pay 166,062 16,536 181,628 86,762 14,803 14,666 14,823 15,063 15,203 15,261 91,257 89,819 1,438

Non Pay 63,258 6,310 75,452 34,451 5,988 6,570 6,529 7,004 7,114 7,102 40,817 40,307 511

Excluded Drugs 20,142 1,755 20,968 10,973 1,751 1,867 1,919 1,846 1,846 1,846 11,008 11,074 (66)

EBITDA 18,117 2,006 7,861 9,899 503 5,426 1,793 1,600 1,315 1,238 11,262 11,875 614

Depreciation & Interest 17,897 2,565 24,022 7,968 1,465 1,453 6,221 1,432 1,432 1,838 16,041 13,840 2,201

Donated Asset Adjustment 90 116 4,650 3,473 524 451 (27) 192 83 (4) 1,150 1,220 (71)

Covid 19 inventory adjustment 918 918 0 0 0 0 0 0 0 0 0 0 0

Net impact of fixed asset revaluations and impairments (3,133) (3,133) (7,473) 0 0 0 (4,821) 0 0 (406) (7,473) (5,227) (2,246)

Year to date (Surplus) / Deficit 2,345 1,538 (13,337) (1,542) (1,485) 3,523 419 (24) (201) (189) 1,542 2,042 500

H2 Performance

2122 Financial Year

Full Year Deficit 20/21 & YTD 21/22

2021 Prior Financial Year

2,457
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Income Performance and Contracting – Point of Delivery  

 

 

2021/22 Income

BUDGET ACTUAL VAR.

£ 000's £ 000's £ 000's £ 000's

Contract Income

Acute Daycase 18,560 8,476 9,048 9,512 4,444 4,056 (388)

Elective 11,587 3,772 5,501 6,086 2,893 2,413 (480)

Emergency 53,035 24,741 25,898 27,137 14,035 12,485 (1,550)

Outpatients 19,735 11,212 9,583 10,152 5,383 6,005 622

Accident & Emergency 12,424 6,198 6,227 6,197 2,889 3,274 385

Pathology 3,789 2,078 1,894 1,894 947 1,111 164

Diagnostics 2,997 1,271 1,499 1,499 749 714 (36)

Critical Care 4,673 2,692 2,336 2,336 1,168 1,399 230

PbR Excluded Drugs 12,249 6,968 6,125 6,125 3,062 3,611 549

Other Variable & Blocked 20,677 8,387 7,998 12,679 7,205 6,776 (429)

Commissioner Overperformance (1,038) 0 (727) (311) (527) 0 527

Community Community Inpatients 8,611 3,754 4,306 4,306 2,153 2,460 307

Community Direct Access 6,729 2,493 3,364 3,364 1,682 1,494 (188)

Community Nursing 9,659 5,206 4,829 4,829 2,415 2,639 224

Community Child Health 1,575 1,041 788 788 394 617 223

Community Other inc LA & AT 9,477 4,373 4,738 4,738 2,369 2,275 (94)

COVID 19 block adjustment 10,770 5,474 3,957 6,813 1,986 2,475 489

Any Qualified Provider 0 0 0 0 0 0 0

Non Contract Income

Inter Trust SLAs - Cross Charges 8,599 4,122 4,220 4,380 2,235 1,813 (422)

Central Funds 5,133 2,510 2,510 2,623 1,498 1,498 0

Business Unit Service Income 7,082 3,497 3,547 3,535 1,819 1,663 (156)

Named Patient Panel Drugs 640 342 320 320 160 171 11

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,296 1,059 (237)

Total Operating Income 232,092 112,295 111,648 120,444 60,254 60,008 (246)

Top Up Funding prepaid 39,899 19,834 19,834 20,064 10,032 10,032 (0)

Top Up Accrual/Claim 11,383 5,841 5,841 5,542 2,771 2,771 (0)

Stretch Elective Support - Underwrite 5,700 0 0 5,700 2,850 2,850 0

Vaccine cost recovery 1,669 804 745 924 491 509 17

OOE Testing costs recharge 2,325 1,003 1,256 1,069 607 581 (26)

ERF - Underwritten for H2 5,739 2,307 5,139 600 300 (113) (413)

TOTAL OPERATING INCOME INCLUDING STF 298,807 142,083 144,463 154,344 77,305 76,637 (668)

INCOME

INCOME - BY PATIENT CLASS

2021-22 H1 

BUDGET

2021-22 H2 

BUDGET

H1 ACTUAL 

OUTTURN

2021-22 

ANNUAL 

BUDGET

H2

The block payment regime implemented at the start of 
the Covid 19 pandemic has been extended into the 
2021/22 financial year, and now beyond into H2 – until 
March 2022. 
 
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 2021/22, with the 
exception of planned care.  
 
Planned care; daycase, elective and outpatient activity 
are measured against the updated H2 activity plans 
submitted. Total income budgets reconcile to the block 
contract regime. 
 
Updated guidance for ERF for H2 has been published 
and subsequently amended.  Due to the difficulty in 
delivering ERF as a system, £6.3m of income has been 
underwritten by NHSI/E as ‘stretch support’ to mitigate 
the additional capacity expenditure required to deliver 
recovery targets during H2. 
 
The Trust has an increasing overall waiting list size. The 
waiting list includes those waiting more than 52 weeks 
for treatment. At the 17th January there were 1,392 
waiting more than 52 weeks for treatment which is a 
reduction from circa 1,520 reported at the end of 
September. Whilst the total number of long waiting 
patients is reducing, access times and duration of wait 
in lower time bands has increased since April. 
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Income Performance and Contracting analysis – contracts 

 

2021/22 Income

BUDGET ACTUAL VAR.

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

CCG Commissioning SLAs

NHS Hereford & Worcester CCG 150,036 73,533 73,533 76,504 39,120 39,120 (0)

NHS Shropshire CCG 6,759 3,331 3,331 3,428 1,743 1,743 0

NHS Gloucestershire CCG 1,620 798 798 822 418 418 0

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

Non Contracted Activity (NCA's) (0) 1 (0) (0) (0) 0 0

LHB Commissioning SLA's

Powys LHB 15,873 7,842 7,842 8,031 4,084 4,084 0

Aneurin Bevan LHB 2,024 1,000 1,000 1,024 521 521 (0)

Welsh Specialised Commissioning 141 69 69 71 36 36 0

Other Commissioning SLA's

NHSE - Specialised 9,004 4,477 4,233 4,771 2,431 2,241 (190)

NHSE - Local Area Team 4,328 2,119 2,146 2,182 1,110 1,137 27

NHSE - Armed Forces 257 127 127 130 66 66 (0)

Public Health 2,574 1,295 1,295 1,279 639 639 (0)

Commissioner Overperformance (1,038) 0 (796) (241) (458) 0 458

Contract Variations 13,930 3,544 3,744 10,186 3,578 3,798 220

Inter Trust SLAs (Cross Charge)

Better Care Fund 0 0 0 0 0 0 0

Gloucestershire Hospitals FT 7,029 3,390 3,485 3,544 1,796 1,797 1

Powys Trust 1,224 559 605 619 310 (70) (380)

H&WHCT MH Contract 226 112 112 114 57 57 0

Other Cross Charges 120 60 60 60 30 30 (0)

Central Funding & Training

Education & Training 5,133 2,510 2,510 2,623 1,498 1,498 0

Other

Business Unit Service Income 7,082 3,497 3,547 3,535 1,819 1,663 (156)

Named Patient Panel Drugs 640 342 320 320 160 171 11

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,296 1,059 (237)

Total Operating Income 232,092 112,295 111,648 120,444 60,254 60,007 (247)

Top Up Funding prepaid 39,899 19,834 19,834 20,064 10,032 10,032 (0)

Top Up Accrual/Claim 11,383 5,841 5,841 5,542 2,771 2,771 (0)

Stretch Elective Support - Underwrite 5,700 0 0 5,700 2,850 2,850 0

Vaccine cost recovery 1,669 804 745 924 491 509 17

OOE Testing costs recharge 2,325 1,003 1,256 1,069 607 581 (26)

ERF - Underwritten for H2 5,739 2,307 5,139 600 300 (113) (413)

TOTAL OPERATING INCOME INCLUDING STF 298,806 142,084 144,463 154,344 77,305 76,637 (668)

INCOME - BY CONTRACT

INCOME

2021-22 H1 

BUDGET

2021-22 H2 

BUDGET

H1 ACTUAL 

OUTTURN

2021-22 

ANNUAL 

BUDGET

H2

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, were agreed in line 
with the interim financial regime.  The current English 
NHS contracting regime has now been extended into 
H2 until the end of March 2022.  The following changes 
have been made to the H1 commissioned blocks: 

 Pay award funding has been added including 
back pay to cover H1. 

 A higher level of efficiency has been applied 
resulting in slightly lower commissioner blocks 
(net of the effect of the pay award). 

 COVID Top Up funding has been reduced by 
£0.4m. 

System reallocation of planned surplus has resulted in 
a further £6.8m increase to the income plan for H2. 

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 from English commissioners.  The 
Welsh block payments however are slightly lower than 
an actual value of work. 

Across all commissioners 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 to raise up to 2021/22.  The value of 
excess payment amounts, over block, is to £7.9m at 
month 9. 

5/22 68/164



 

Expenditure on Covid 19 

 
 
Covid related expenditure is incurred not only on direct treatment of patients but also on managing the circumstances of the pandemic.   
 
Expenditure reduced significantly across H1 compared to Q4 of the prior year and has been running at a relatively flat level although stepped up in December as would be 
expected with the latest further wave. 
 
  

2021-22  Month 9 Covid 19 In Envelope -  Memorandum Account 

20-21 Q4 

Mthly Avg
Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 YTD Total

£k £k £k £k £k £k £k £k £k £k £k

Pay Expanding workforce 1,109 75 30 19 5 8 0 62

Sick pay 253 28 (13) (6) 1 (12) 2 7 1 12 14 6

Other COVID-19 virus testing 445 49 43 11 7 52 71 84 36 45 49 399

Support for stay at home models 46

Plans to release bed capacity 39 (0) 0 0

Increase ITU capacity 715 56 35 2 3 (0) 43 9 19 13 24 147

Segregation of patient pathways 23 8 6 0 24 (24) 3 9

Infection prevention and control training 52 4 1 2 3 4 5 3 6 3 5 32

Existing workforce additional shifts 3,283 325 82 95 60 58 91 81 100 167 150 884

Backfill for higher sickness absence 365 35 26 71 46 11 25 36 9 35 66 325

NHS 111 additional capacity 19

6,348 581 211 194 126 143 213 219 171 278 308 1,864

Non Pay Revenue Equipment 809 56 14 7 11 9 12 5 7 13 7 85

Consumables

Gross 2,665 16 99 45 54 23 33 87 45 33 85 504

Less stock (204)

Net 2,461 16 99 45 54 23 33 87 45 33 85 504

Any other 1,008 108 25 18 28 28 68 22 98 23 63 372

4,278 180 139 70 93 59 113 115 149 69 154 961

Total 10,626 761 350 264 219 202 326 333 321 347 463 2,825

20-21 Prior 

Year Total 

£k

6/22 69/164



 

Performance against Cost Budgets 
Overall cost budgets: At the end of M9 (the third month of H2) cost budgets were underspent by 
£959k.  In addition the impairment on the new wards was £2.246m less than budget. The 
impairment is a position neutral item with an equal and opposite adjustment in the accounts.  The 
impairment value reported this month is estimated and subject to a final review which will take 
place during January. 
 
Pay – The 3% pay awards has been fully funded in Divisional budgets so no variance should be 
driven by this change.   
 
Outside the capacity plan budget, WLI’s are being worked in Clinical Support to offset substantive 
vacancies.   
 
The planned element of vacancy factor set to prevent pay budgets from being unrealistic in plan 
terms, (not to delay recruitment drive to increase substantive staff) is shown in the table (£316k H2 
to date).  This is significantly lower than the value of the current vacancies which are only partially 
filled through agency and bank. 
 
Shortfalls on CPIP is driving another significant adverse variance (discussed further below).  
 
 
Non Pay - Operational budgets were underspent by £277k in H2 to date. £555k of earmarked 
reserves for planned expenditure (outside capacity funding) has slipped and been released non 
recurrently to support the position.   
  
The volume of testing (not within the definition of outside the envelope Covid and therefore not 
separately funded) was resulting is resulting in a cost pressure in Pathology which will be reviewed 
now as part of budget setting for 22/23. 
 
 
 
 
 
 
 
 

To Month 9  - 31st December 2021 - 2021/22

2021-22 2021-22 2021-22
Annual H1 Actual 6 Month H2 YTD H2
Budget Outturn Control Total Control Total H2 YTD H2 YTD 

& Budget & Budget Actuals Variance
£000 £000 £000 £000 £000 £000

Pay

Directors & Sen. Managers =>Band 8 6,063 2,881 3,042 1,531 1,439 92

Medical & Dental 50,287 24,419 25,242 12,815 12,454 361

WLI 2,056 1,201 699 682 764 (81)

Nurses & Midwives 71,662 35,157 35,871 18,317 18,031 286

AHPs 14,857 6,891 7,452  3,721 3,510 211

Pharmacists 2,146 907 1,014 503 436 67

Professional, Technical, Scientific 9,300 4,491 4,589 2,251 2,146 105

Managers/Technical >Band 5 3,466 1,697 1,741 891 860 30

Clerical <=Band 5 17,898 8,457 8,911 4,498 4,286 212

Other Pay 747 348 374 171 193 (22)

Apprenticeship Levy 640 313 327 173 173 0

Unallocated CPIP - Pay (1,047) 0 (852) (462) 0 (462)

Earmarked Reserves - Pay 6,085 0 3,826 318 0 318

Elective Slippage (569) 0 (270) 0 0 0

Vacancy Budget (1,359) 0 (710) (316) 0 (316)

Total Pay 182,230 86,761 91,257 45,092 44,291 800

Non Pay

Drugs 4,242 2,396 2,104 1,050 1,288 (238)

Excluded Drugs 21,019 10,973 11,008 5,553 5,537 16

Excluded Devices 1,380 879 725 380 399 (19)

Med & Surg Supplies 14,269 6,758 7,054 3,757 3,709 47

Implants & Accessories 2,078 638 1,022 511 433 78

Other Clinical Supplies 3,061 1,229 1,779 1,018 877 140

Clinical Services contracts 8,310 3,641 4,690 2,475 2,755 (280)

Private Sector Sub-Contracting 1,349 861 442 427 427 (0)

PFI Contract 11,556 5,613 5,764 2,826 2,817 9

Transport & Travel 1,615 630 779 406 462 (56)

Establishment expenses 5,930 3,006 2,898 1,462 1,452 10

I.T. 3,012 1,426 1,537 779 805 (26)

Trust Overheads (inc. Insurance) 8,392 4,221 4,163 2,079 2,110 (31)

Other Non Pay 5,125 2,477 2,386 1,212 1,214 (2)

Hoople 1,349 674 674 337 337 0

Unallocated CPIP - Non Pay 71 0 78 107 0 107

Undelivered CPIP - Non-pay 0 0 0 0 0 0

Earmarked Reserves - Non Pay 7,508 0 4,868 555 0 555

Elective Slippage (747) 0 (139) (36) 0 (36)

Total Non Pay 99,519 45,424 51,832 24,900 24,623 277

Depreciation 8,313 3,785 4,239 1,998 1,998 0

(Gain) or loss on asset disposal 7,473 0 7,473 7,067 4,821 2,246

Interest Payable on Loans 230 115 115 58 58 0

Interest Payable on PFI 5,898 3,012 2,886 1,412 1,601 (189)

Dividends Payable 2,319 1,056 1,328 731 661 71

Total Non Operating costs 24,233 7,968 16,041 11,266 9,138 2,128

Total Expenditure 305,982 140,153 159,130 81,257 78,053 3,205

HEADING
H2 Performance
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Divisional Budget Performance 
 
The table shows the distribution of the small £528k favourable year to date H2 
variance.  
 
Under the current block contract and non recurrent top-up arrangements income 
cannot be devolved in a meaningful way.  In month 9 income was £668k behind plan 
and the majority of this has been centrally grouped under corporate. 
 
Across the Trust, pay budgets were underspent overall by £800k (H2 cumulative).  Cost 
pressures continued to occur in respect of nursing costs in the Urgent Care Pathways 
within the Medical Division, driven by patient acuity, staff sickness (Trust wide). 
 
CIP (the cost improvement element of CPIP) was under delivered and drove an adverse 
variance across most Divisions.  
 
Non pay budgets underspent overall, although showing cost pressures in Drugs 
Divisional expenditure lines.  The largest overspends were on clinical service contracts 
(in pathology) and the cost pressure of security provided in ED driving a pressure 
(shown under ‘Other’ within the Medical Division). 
 
The split between interest and operational charges for PFI contract payments have 
been reviewed and updated resulting in a variance in H2 (but neutral across the year).  
 
Individual Financial reviews are held within Divisions through Finance Managers and 
corporately reviewed as part of the FPE monthly performance meetings. 
 
It is essential over the coming months to remain closely in step with the H2 plan at a 
Divisional level as this consolidates up to an overall Trust position.   
 

 

 

 

DIRECTORATE POSITIONS - H2 To Month 9  - 31st December 2021 - 2021/22

Surgical Medical

Integrated 

Care

Clinical 

Support

Estates and 

Facilities PFI Corporate

£000 £000 £000 £000 £000 £000 £000

Income NHS Income (50) 0 (1) (39) 18 7 (28)

Non NHS Income 14 (48) (5) (19) (17) 0 12

Other Income 0 0 0 0 0 0 (512)

Interest Received 0 0 0 0 0 0 0

Total Income (36) (48) (6) (58) 1 7 (527)

Pay Directors & Sen. Managers =>Band 8 16 4 6 12 2 0 51

Medical & Dental 59 224 (2) 106 0 0 (27)

WLI 3 (21) 0 (64) 0 0 0

Nurses & Midwives 301 (153) 103 9 0 0 26

AHPs 51 2 81 74 0 0 2

Pharmacists 0 0 0 68 0 0 (0)

Professional, Technical, Scientific 39 (1) 5 64 (0) 0 (1)

Managers/Technical >Band 5 12 8 7 (2) 9 0 (4)

Clerical <=Band 5 75 31 (8) 4 3 0 106

Other Pay 0 (11) (7) 0 (4) 0 (0)

Apprenticeship Levy 0 0 0 0 0 0 0

Unallocated CPIP - Pay (211) (42) (78) (39) (8) 0 (84)

Earmarked Reserves - Pay 0 0 0 0 0 0 318

Elective Slippage 0 0 0 0 0 0 0

Vacancy Budget (208) 0 (55) 0 0 0 (53)

Total Pay 138 41 52 233 2 0 334

Non Pay Drugs (94) (1) (46) (84) 0 0 (14)

Excluded Drugs 1 102 0 (87) 0 0 0

Excluded Devices (1) (17) 0 (1) 0 0 0

Med & Surg Supplies (24) (23) (0) (25) 65 26 29

Implants & Accessories 78 0 0 0 0 0 0

Other Clinical Supplies (2) (8) 0 142 (2) 0 10

Clinical Services contracts 25 6 (6) (307) 2 0 1

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

PFI Contract 0 0 0 0 0 9 0

Transport & Travel (8) (14) (16) (27) 0 0 9

Establishment expenses 22 (9) 27 (9) (23) 2 1

I.T. (13) (17) 4 (14) 2 2 10

Trust Overheads (inc. Insurance) (8) (2) 3 (35) (1) 0 12

Other Non Pay (14) (66) (2) 25 (1) (2) 60

Hoople 0 0 0 0 0 0 0

Interest Payable on Loans 0 0 0 0 0 0 0

Interest Payable on PFI 0 0 0 0 0 (189) 0

Depreciation 0 0 0 6 0 0 (6)

Unallocated CPIP - Non Pay 25 6 39 10 (14) 0 41

Earmarked Reserves - Non Pay 0 0 0 0 0 0 555

Elective Slippage (36) 0 0 0 0 0 0

(Gain) or loss on asset disposal 0 0 0 0 0 0 2,246

Dividends Payable 0 0 0 0 0 0 71

Total Non Pay (47) (44) 4 (406) 28 (153) 3,024

Operating Surplus/ (Deficit) prior to technical adjustments 55 (51) 51 (231) 31 (146) 2,831

Total Variance from Plan Prior to PSF and Donated Dep'n

Donated Assets

Impairment

Total Variance from plan

(668)

Variance from Plan £000's

528

800

2,404

2,536

(238)

(2,246)
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Nursing Cost Run Rate  

 

The table above shows nursing expenditure increasing in month which was primarily driven 
by an increased cost of agency nurses.   
 
Over a longer period of time, the graph plots the rolling 12 month average of monthly values 
of agency expenditure against substantive combined with bank.  This has been normalised to 
eliminate the artificial effect of pay arrears paid during M6.  Agency is still increasing at a 
faster rate than substantive and bank as a trend which was more pronounced under the 
pressure experienced during the month. 
 
Recruitment initiatives to gain more substantive nurses (including the implementation of the 
Overseas Business Case) will be targeting reversing this trend.  From a longer perspective it 
should be noted nurse agency expenditure fell from £6.7m in 19/20 to £4.3m in the prior 
year, partly as a result of the impact of Covid.  The current run rate would project up to £8.2m 
(based on the last six months). 
 

 
 
 
The use of off framework (for short notice requests of typically 
less than four hours) remains high in month.  Efforts are in place 
to always eliminate this wherever possible through forward 
rostering.  Poor agency fill rates and escalation pressures have 
resulted in a significant step-up in month. 
 
 
 

 

2019/20 Run Rate

19-20 Totals 20-21 Totals

Q4 Monthly 

Average M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD Totals

Substantive & Overtime 50,215 54,713 4,697 4,679 4,757 4,797 4,680 4,741 5,645 4,879 4,954 4,969 44,101

Bank 3,542 4,499 437 370 434 373 397 402 360 383 333 308 3,358

Agency 6,720 4,282 462 433 531 661 622 629 648 725 687 793 5,729

Nursing Expenditure 60,478 63,494 5,595 5,482 5,721 5,830 5,699 5,773 6,653 5,987 5,974 6,071 0 0 0 53,188

2021/22 Run Rate

Nurses & Midwives £'000s

2020/21 Run Rate
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Medical Staffing Cost Run Rate 
 

 
 
The table above shows the run rate on substantive and agency.  Run rates have been relatively flat over the last three months.    

 
 
 
 
The graph shows (on two different scales) the relative position of agency against all 
other forms of medical workforce.  It has been normalised for the effect of the pay 
arrears during M6 and shows agency cost reducing from the particularly high 
months (M4 and M5).    
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

2019/20 Run Rate

19-20 Totals 20-21 Totals

Q4 Monthly 

Average M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD Totals

Substantive 33,566 35,218 3,004 3,031 2,981 3,006 3,007 3,074 3,533 3,277 3,251 3,225 28,386

Bank 3,848 5,813 437 527 404 428 494 480 456 451 361 451 4,052

WLI 1,866 852 100 101 207 196 195 187 315 239 271 254 1,964

Agency 5,910 4,029 321 388 478 428 589 591 524 468 486 483 4,436

Medical Expenditure 45,189 45,912 3,861 4,047 4,071 4,058 4,285 4,332 4,827 4,435 4,369 4,414 0 0 0 38,838

2021/22 Run Rate

Medical Staffing £'000s

2020/21 Run Rate
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Substantive Medical Staffing Additional Payments 

 
Payments of WLI and other medical staffing payments reflecting additional sessions, are shown in the two graphs below.  WLI is significantly higher (as planned) over the same 
period in the prior year as this is directly related to extra activity sessions (although this is still well down against budget plan). 
 
Medical bank payments are lower than in the prior year (although this indicator needs to be looked at in the round of agency, substantive and WLI’s). 
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All Agency Usage 
 

 
 
The graph above shows expenditure each month and also the red line indicates the agency target ceiling cap issued to all Provider Trusts by NHSE/I.  For this financial year 
commencing 1st April the ceiling cap was increased to £10,889k.  Assuming this is spread in even 12ths, expenditure on all agency in the current month was £405k above cap 
(shown in table below).  The graph also shows the increasing trend in agency usage. 
 
This does present some risk to the current CPIP plan. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20-21 20-21 20-21 21-22 21-22 21-22 21-22 21-22 21-22 21-22 21-22 21-22

M10 M11 M12 M01 M02 M03 M04 M05 M06 M07 M08 M09

Total Agency Expenditure in Month 854 866 847 900 1,084 1,157 1,285 1,287 1,224 1,246 1,168 1,312

NHSE/I Agency CAP Target 699 699 699 907 907 907 907 907 907 907 907 907

Variance : Above / Below -155 -167 -148 7 -177 -250 -378 -380 -317 -339 -261 -405
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Cost and Productivity Performance (CPIP) 
 

The Trust has maintained the CIP target and profile as originally set, rolling this 
forward into H2.  The value across the year is a target of £4.294m.  The current 
forecast outturn is £3.317m against this target which would leave a shortfall in 
year of £977k. 
 
Within this the value of schemes forecast to be delivered recurrently is £1.4m 
leaving a recurrent issue of £2.9m 
 
The national funding for the pay award assumed this level of CIP delivery 
within block contract changes.  Failure to deliver to budget will introduce a 
recurrent cost pressure into the Trust. 
 

 
 

 
 
The graph shows the increasing target and divergence between forecast delivery and 
target.  The programme will need increased focus over Q4 in order to target increasing the 
proportion of recurrent delivery as the first priority.   
 
Given the increased level of non-recurrent income support now provided to enable the 
Trust to target an overall break-even position for the year, external monitoring is likely to 
increase in respect of CIP performance going forward.  
 
 
 
 
 
 
 
 
 
 
 

Division
21/22 CPIP 

Target

Current 

Delivery 

Forecast

Current  

Shortfall

21/22 CPIP 

Target

Current 

Delivery 

Forecast

Current  

Shortfall

21/22 CPIP 

Target

Current 

Delivery 

Forecast

Current  

Shortfall

21/22 CPIP 

Target

Current 

Delivery 

Current  

Shortfall

Surgical 1,172 756 (416) 352 306 (45) 820 449 (371) 488 531 42

Medical 815 790 (25) 245 284 40 571 506 (65) 340 534 194

Integrated Care 408 318 (90) 122 109 (14) 286 209 (77) 170 212 42

Clinical Support 542 449 (93) 163 117 (46) 379 332 (47) 226 278 52

Corporate Overhead 50 38 (12) 15 7 (8) 35 31 (4) 21 28 8

Estates 157 62 (95) 47 15 (33) 110 48 (62) 65 45 (21)

Trust HQ 147 3 (144) 44 1 (44) 103 2 (101) 61 2 (60)

Director of Nursing 46 11 (35) 14 6 (8) 33 6 (27) 19 8 (11)

Human Resources 87 0 (87) 26 0 (26) 61 0 (61) 36 0 (36)

Resources 82 103 21 25 1 (23) 58 102 44 34 85 51

Vacancy Factor 788 788 0 788 788 0 131 394 263

Sub Total Cost Improvement 4,294 3,317 (977) 1,052 845 (207) 3,242 2,471 (771) 1,592 2,116 523

ERF Productivity CPIP Margin 1,925 0 (1,925) 1,925 0 (1,925) 0 0 0 1,925 0 (1,925)

Total 6,219 3,317 (2,902) 2,977 845 (2,132) 3,242 2,471 (771) 3,517 2,116 (1,402)

CPIP - Cost Reduction and Productivity Improvement Plan - £000's

Already within position

Annual H1 YTD PerformanceH2
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Financial Risk 
 
The table below identifies financial risks and assumptions relevant to H2 and forward look into 2022/23. 
 
 

 
  

Key Financial Risks and Assumptions in H2 

Mitigation Year to date

 Non recurrent stretch funding  

 1] Planning risk for 22/23 & 2] Assumed to be 

receivable and not connected with any 

operational delivery risk. 

 1] Will need to be managed as part of overall 

22/23 planning & 2] no current mitigation if this 

was not the case 

 Non recurrent nature of redistributed system 

funding from H1 
 Recurrent income shortfall 

 Will need to be managed as part of overall 

22/23 planning. 

 CPIP- cost out element 
 currently 

£1.0m 
 Current delivery forecast shortfall 

 Increased identification of new schemes and 

oversight through TMB 

 Revenue cost pressure from Digital programme  Risk occurs towards the end of H2 
 Will need to be managed as part of overall 

22/23 planning. 

 Continuing and possibly increasing cost pressures in 

Urgent care pathways and winter pressures. 

 Unfunded expenditure resulting in adverse 

variance from plan. 

 Underspends on Elective pathways adversely 

impacted by Urgent Flow pressures may offset. 

Risk
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Best Use of Resources 

Consistent with the wider Foundation Group, the Trust is now monitoring and reporting on the metric which links cost and activity together in the form of the WAU (Weighted 

Activity Unit).  This is a measurement first developed through Model Hospital and this same methodology has been applied at Trust (monthly) cost level to produce the trends 

shown in the charts below.   

 

 

 

 

 

 

 

 

               

 

 

 

 

 

  

The cost per WAU in the first graph clearly shows the 2019/20 baseline, the two 

spikes of the first waves of Covid and the impact of a cost base which is now 

running at approximately +20% above 19/20 levels and with reduced levels of 

activity owing to the impact of the pandemic.   

The purpose of monitoring the trend going forward is to evidence the rate of 

recovery.  The second graph (above) plots the Trusts Clinical Output (as a function 

of WAU) and the expected level of output against the actual financial input.  This 

standard, becomes indicative as shown by the dotted line for this financial year, as 

the value across the NHS would be expected to be rebased.  The indicative line 

records the last nationally published reference point and will be refreshed as more 

information becomes available. 

The degree of cost increase and the particular spikes of both Covid waves and the 

central adjustments as part of financial year-end, are shown in the third graph. 
 



Covid 1st Wave (also 
including Financial year end 

transactions)
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Data is deliberately reported one month in arrears to allow depth of coding to be recognised. 

Care must be taken when comparing WAU’s reported in different places, as data sources must be consistently applied and will vary.  The graphs here apply the WAU 

methodology to the same defined data sources consistently each month so may be compared as a trend (and across the Foundation Group).  It would not be correct however 

to attempt to compare this WAU with either Model Hospital or the WAU calculated at a PLICS level, once a quarter through SLR (each of these being comparable only with 

themselves in the same way). 
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Scheme Type Scheme
Original Plan 

£k

Current 

Forecast £k

Forecast 

Variance £k
YTD Plan £k

YTD Actual 

£k

YTD 

Variance £k

3rd CT scanner (completion fr 20/21) 188 188 (0) 188 171 17

EUS Machine (cancer alliance) 0 188 (188) 0 0 0

Echo replacement 1 3D + probe 0 98 (98) 0 0 0

C-Arm 61 61 0 61 61 0

Contingency for urgent replacement of clinical 

equipment
146 480 (334) 50 0 50

Equipment - smaller items 798 491 307 772 308 464

Equipment Total 1,193 1,506 (313) 1,071 540 531

Replacement Wards 6,234 3,599 2,635 4,687 2,473 2,214

SDEC 1,164 1,132 32 1,164 1,125 39

Backlog 300 280 20 220 145 75

Endoscopy 150 150 0 50 139 (89)

Gaol Street dermatology centre 553 553 0 553 482 71

Lionel Green Ground Floor 589 633 (44) 589 566 23

Additional Theatre D&T 100 100 (0) 30 17 13

Access System installation (equipment 

purchased 20/21)
100 109 (9) 100 5 95

HDU - purchase and fiting of pendants 100 37 63 60 0 60

Discharge lounge extension TIF PDC 0 100 (100) 0 (0) 0

Capital PM - Estates 250 249 1 162 158 4

Sarum House completion 130 130 0 130 103 27

Estates - various smaller schemes 509 441 68 274 128 146

Estates Total 10,179 7,513 2,666 8,019 5,342 2,677

EPR 1,929 1,929 (0) 1,561 990 571

Diagnostics Digital Capability Programme 0 824 (824) 0 0 0

EPMA 602 602 0 369 427 (58)

E-Rostering 442 254 188 285 21 264

Cyber Security 0 226 (226) 0 0 0

Device Replacement 118 117 1 118 94 24

Trust support for STP projects (ICWR and Patient 

Portal)
150 150 0 35 39 (4)

IM&T - various smaller schemes 520 527 (7) 475 315 160

IM&T Total 3,761 4,629 (868) 2,843 1,886 957

Radiology MES 1,037 1,137 (100) 0 0 0

Digital Pathology 206 206 0 0 0 0

Finance Lease additions Total 1,243 1,343 (100) 0 0 0

Energy Centre 4,765 4,765 (0) 4,765 4,712 53

Granted asset - estates Total 4,765 4,765 (0) 4,765 4,712 53

Donated assets 400 400 0 300 48 252

Donated assets Total 400 400 0 300 48 252

Grand Total 21,541 20,156 1,385 16,998 12,528 4,470

Granted assets

Donated 

assets

Equipment

Estates

IM&T

Finance Lease 

additions

Capital – Plan, Forecast, and Year to Date position Capital Forecast 
The forecast remains as last month at £20.156m. 
 
The additional £1m included in the Month 8 Provider Finance 
Report has been removed in Month 9 as the likelihood of being 
allocated this has significantly reduced. The Trusts ability to 
spend any additional funding is also reduced, with only two 
months remaining of the financial year. 
 
CPEC are finalising plans to utilise the £0.48m in the equipment 
replacement contingency on urgent ‘plan B’ replacements. The 
majority of the contingency was created as the Bronoscopy 
stack system has been leased. From 1st April 2022 leasing, rather 

than outright purchase, won’t benefit the capital programme as 
leased equipment will also count against the Trust’s Capital 
Departmental Expenditure Limit (CDEL) due to the adoption of IFRS16 
in the NHS. 
 
Year to date Expenditure 
The Trust has spent £12.5m between April and December 
2021. This is £4.4m less than the locked plan. 
  
The key variances are; 

 Replacement Wards £2.2m less than plan due to the 
full amount of the build contingency not materialising, 

 EPR £0.6m less due to inpatient noting being delayed*, 

 E-Rostering £0.3m less than YTD plan due to delay in 
being able to resource project management, 

 Equipment £0.5m lower, mainly due to the Bronoscopy 
stack system now being leased, 

 Various smaller estates, £0.5m, and donated assets of 
£0.3m. 

 
*An underspend in 2021/22 of £0.4m is expected, and will be 
reflected in the forecast once the EPR extension has been 
approved. There are already plans in place to utilise this 
funding on urgent ‘plan B’ schemes before 31/03/2022. 
 
 
 
 17/22 80/164



 

Capital – Funding Sources 

The funding sources have been updated and are shown in the table below, along with the availability status.  

Funding Source 
Initial 

Annual 
Plan £k 

Revised 
plan £k 

Change £k Status 

 
PDC cash cfwd 2,372 2,372 0  Available  

A
ga

in
st

 S
TP

 
al

lo
ca

ti
o

n
 Other cash cfwd 329 1,089 760  Available  

Internally generated 4,034 3,399 (635)  Available  

Pre approved PDC - emergency capital 20/21 868 868 0  Available  

New emergency capital PDC 225 0 (225)  N/A  

Finance lease 1,243 1,343 100  Non cash  

STP Wave 4b PDC 7,305 4,670 (2,635) 
 £5.6m available to draw against monthly. £1.7m held back by 

DHSC as central contingency   
Target Investment Fund (TIF) - new PDC 0 200 200  MoU received   
Diagnostic Digital Capability Programme  0 824 824  Letter of Agreement Signed   
Cyber Security - new PDC 0 226 226  MoU received   
Donated/ granted 5,165 5,165 0  Grant drawn down monthly   
Total 21,541 20,156 (1,385)    

 

The Trust submitted an emergency PDC application for the balance of funding required (£0.225m). Feedback received from the national capital and cash team included asking 

the Trust to reconsider its need for emergency PDC, given its high cash balance. The Trust has therefore decided to utilise the cash reserves rather than seek £0.225m of 

emergency PDC. This would also reduce future PDC dividend charges. 

The depreciation forecast has reduced by £0.635m due to slippage on schemes, such as the Replacement Wards. This increases the amount of revenue cash (carried forward 

from 2020/21) that will be used for capital expenditure. 

Although the Trust can access the full funding required for the Replacement Wards in 2021/22 (STP Wave 4b PDC), both; the carry forward of funding, and, access to the 

contingency in 2022/23 requires agreement by DHSC.  £1.7m of contingency is held back by DHSC only to be accessed when the Trust is able to provide relevant evidence to 

support its need. The current forecast is for the majority of this contingency will be required but not until 2022/23.  

MoU’s have been received for both the Cyber security and TIF central schemes which allows drawdown to take place. Letters of agreement are in place for the Diagnostic 

Digital Capability programme but MoUs have not yet been received. 
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Balance sheet and Cash-flow position as at 31 December 2021. 
 
Summary 

 

 

 

Cash-Flow 

Cash-flow remains healthy and is largely unchanged from 
November.  Cash balances held have fallen in-year although this is 
largely matched by reductions in Accounts Payable.  The cash 
projection to the year-end is projected to improve compared to the 
previous plan due to an improving forecast position. 
  
PDC dividend calculation 
The PDC calculation has been revised in December to take account 
of: 
1. Projected balance sheet position 
Projection based on SoFP and Cash flow model produced in the 
absence of PFR plan 
2. Average daily cash balance 
This has been calculated based on the average cash balance for the 
year to date plus an estimate for the remaining period. This remains 
a significant variable with the capacity to Impact on dividend 
payments 
The change in PDC Dividend calculation is detailed in the table 
below.  The main change relates to a further improvement in 
average daily cash balances and a reduction in net assets forecast.  
The dividend calculation remains under monthly review. 
 

 
 
 

Summary of Changes to PDC Dividend Forecast

M8 PDC dividend forecast 2,384

Closing Net Assets Forecast reduction -48

Increase in fcst avg cleared cash balance -47

M9 PDC Dividend Forecast 2,288

SoFP 
Tangible asset values have reduced in December with the 
impairment of £4.8m on the new wards actioned.  Current assets 
and liabilities have remained fairly constant as have non-current 
liabilities.  The net movement of these items equates to the 
reduction in PFI liabilities in December.  The taxpayers equity has 
also fallen as a result of the impairment showing in Non-Pay 
spend. 
  
Working Capital and BPPC 
There was a dip in BPPC performance in November due to the 
exercise that commenced in Oct to tidy up Purchase Ledger and 
therefore pay a number of longstanding outstanding invoices.  
December has seen a recovery with performance as measured by 
value of 90.6% and volume of 92.8%. Whilst this does not achieve 
the 95% target it does represent a significant recovery in 
performance. 
Shared Financial Services are implementing No PO, No Pay across 
the FT group commencing in although the planned dates of Jan 
2022 with full implementation in April have been put back due to 
Covid. 
Detailed improvement plan in place as part of shared financial 
services and delivery in some areas has commenced. 
No invoice processing backlog or cash issues currently therefore 
main limiting factor is non receipt of PO’s and outstanding IAS 
invoices. 
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Year Month

Closing 

Cash Bal 

£k

BPPC % 

by 

Volume

BPPC 

Target %

BPPC % 

by Value

M01 7,460 39.1% 95.0% 53.5%

M02 316 29.5% 95.0% 62.7%

M03 2,692 31.2% 95.0% 35.1%

M04 4,943 53.4% 95.0% 76.9%

M05 4,821 75.6% 95.0% 62.4%

M06 6,676 80.6% 95.0% 81.4%

M07 5,569 80.7% 95.0% 85.1%

M08 6,612 75.2% 95.0% 77.4%

M09 5,328 48.6% 95.0% 69.7%

M10 4,128 23.0% 95.0% 67.8%

M11 10,561 35.7% 95.0% 41.9%

M12 16,553 41.1% 95.0% 47.2%

M01 27,824 53.1% 95.0% 78.4%

M02 35,557 71.8% 95.0% 80.5%

M03 38,115 86.1% 95.0% 92.3%

M04 34,559 92.7% 95.0% 93.6%

M05 41,153 93.0% 95.0% 92.4%

M06 45,608 93.3% 95.0% 93.8%

M07 39,650 92.5% 95.0% 96.5%

M08 48,108 92.8% 95.0% 93.7%

M09 54,350 93.7% 95.0% 90.6%

M10 48,365 89.2% 95.0% 92.8%

M11 51,849 91.2% 95.0% 87.0%

M12 42,127 91.0% 95.0% 87.6%

M01 31,089 92.7% 95.0% 95.2%

M02 33,150 93.9% 95.0% 92.8%

M03 33,870 95.7% 95.0% 86.7%

M04 28,131 90.7% 95.0% 95.0%

M05 31,906 93.9% 95.0% 95.8%

M06 31,381 94.4% 95.0% 96.5%

M07 27,875 93.5% 95.0% 93.2%

M08 29,870 90.0% 95.0% 82.6%

M09 29,845 92.8% 95.0% 90.6%

M10

M11

M12

2019/20

2020/21

BPPC Delivery

2021/22
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BPPC Performance from 2019/20 compared to monthly closing cash balances

Closing Cash Bal £k BPPC % by Volume BPPC % by Value BPPC Target %

The graph above identifies monthly performance for the BPPC target from April 2019 to date. The lines identify performance as measured by invoice volume and 
value. These are compared to the closing cash balance each month.
The graph demonstrates a significant improvement in BPPC performance starting in March 2019 and continuing in the first part of 2020/21 reaching a point of above 
90% by mid-year 2020/21 and remaining there.  The improvement coincides with a loosening in the NHSI finance  cash regime which has resulted in the Trust being 
able to run with higher cash balances as demonstrated by the increase in monthly closing balances. There is a close correlati on between cash availability and BPPC 
performance during the period of cash availability improvement however the correlation is not strong once cash availability has ceased to be the limiting issue.

The November position dipped due to a review of older unpaid invoices being undertaken resulting in the settlement of a numbe r of longstanding creditors and a 
resulting reduction in BPPC adherence. December has seen a subsequent improvement in performance back towards previous months .
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Cash Dashboard – December 2021 

 

Number Out of

Double red 

flags Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating

3 6 0 Oct 1.52 1.02 Oct 27.9 28.3
Nov 1.44 0.98 Nov 29.9 26.3
Dec 1.69 0.94 Dec 29.8 24.3

All Flag raetings are green but three of the measures have reduced from last month.  The directtion of 

Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating

Oct 0.46 1.25 Oct 0.86 1.30 Oct 93.2% 95.0%
Nov 0.44 1.25 Nov 0.86 1.30 Nov 82.7% 95.0%
Dec 0.85 1.25 Dec 0.98 1.30 Dec 90.6% 95.0%

Month

Perfor-

mance Target Direction Rating

Oct 0 0
Nov 0 0
Dec 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

Five of the s ix indicators  are green.  The BPPC has  

improved in Month 9 but i s  s ti l l  miss ing the 95% 

target.

Movement on three of the s ix metrics  i s  downward, 

however a l l  measures  with the exception of BPPC 

remain green rated overa l l .

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 has  been 

identi fied l inked to the Trusts  financia l  plan and this  

has  been exceeded for the year to date.

Cash Balance

The target reflects  an expectation that cash balances  

wi l l  reduce based on a  projected defici t for the year.  

Cash balances  have increased s l ightly s ince last 

month but are expected to decl ine in the remainder 

of the year a l though the improved forecast wi l l  

contribute to a  better cash pos i tion.

50%
No. of red flags
% of red flags

Direction of travel

Aged Receivables - 90+ Days - £m

Improved

Suppliers on hold and legal action

Aged Payables - 90+ days - £m

Analysis of Receivables

As  a  result of the improved cash pos i tion the Trust i s  

able to pay invoices  on time and avoid any suppl iers  

putting the Trust on hold or taking legal  action.

Target i s  set at based on turnover and projected 

va lues  for Creditors . Overa l l  aged payables  are 

cons is tent a lbeit s l ightly increased in month.

Analysis of Payables

Target i s  set at 0.5% of turnover. The va lue has   

increased from M8 which was  at a  his torica l ly low 

value.  The majori ty of aged debt s i ts  within Non NHS 

and Welsh NHS categories .

The Trust performance against BPPC has  improved. An 

exercise to clear longstanding creditors  has  been 

completed which had a  non-recurrent impact on 

payment performance. As  a  consequence of this  the 

December va lue has  moved back towards  previous  

months  performance levels .
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  SoFP (Balance Sheet) – December 2021 

 

2020/21

Accounts M8 YTD M09 YTD

M09 

Swing

£000s £000s £000s £000s

NON-CURRENT ASSETS:

Property, Plant and Equipment 106,380 111,862 108,478 (3,384)

Intangible Assets 14,474 15,809 14,474 (1,335)

Trade and Other Receivables 961 961 961 0

TOTAL Non Current Assets 121,815 128,632 123,913 (4,719)

CURRENT ASSETS:

Inventories 4,406 4,780 4,904 124

Trade and Other Receivables 10,251 14,301 14,677 376

Cash and Cash Equivalents 42,115 29,870 29,845 (25)

TOTAL Current Assets 56,772 48,951 49,426 475

TOTAL ASSETS 178,587 177,583 173,339 (4,244)

CURRENT LIABILITIES

Trade and other payables (36,084) (30,547) (31,123) (576)

Borrowings - Loans, PFI and Finance Leases (4,379) (4,479) (4,159) 320

Provisions (46) (46) 0 46

Total Current Liabilities (40,509) (35,072) (35,282) (210)

NET CURRENT ASSETS/(LIABILITIES) 16,263 13,879 14,144 265

TOTAL ASSETS LESS CURRENT LIABILITIES 138,078 142,511 138,057 (4,454)

NON-CURRENT LIABILITIES:

Borrowings - Loans, PFI and Finance Leases (38,412) (35,170) (35,097) 73

Provisions (1,615) (1,579) (1,625) (46)

Total Non-Current Liabilities (40,027) (36,749) (36,722) 27

ASSETS LESS LIABILITIES 98,051 105,762 101,335 (4,427)

TAXPAYERS EQUITY

Public dividend capital 254,596 257,192 257,192 0

Revaluation reserve 14,647 14,820 14,820 0

Income and expenditure reserve (171,192) (166,250) (170,677) (4,427)

TOTAL 98,051 105,762 101,335 (4,427)

2021/22 General 
The financial plan submitted by the Trust does not include a 
balance sheet plan and forecast against which the actual position 
can be compared.   
The table identifies the statement of financial position as at 31 
March 2021.  The second and third columns details the position as 
at 30 November and 31 December 2021. 
 
Non-Current Assets 
The SoFP shows a significant investment in Non-Current assets in 
the year to date.  This is linked to the commencement of the capital 
programme adding to AuC offset by depreciation. Assets have been 
reclassified between PPE and intangible assets. Month 9 includes 
an impairment relating to the value of the new wards. 
 
Current Assets 
Accounts Receivable are slightly increased from the previous 
month. The increase relates mainly to manual NHS accruals, VAT 
debtor and prepayments.  These are offset by reductions in the PFI 
tariff prepayment and sales ledger control accounts. 
 
Current Liabilities 
Current liabilities have remained stable compared to last month.  
There are small reductions in the PFI liability and NHS manual 
creditors offsetting small rises in the stores recharge and Non NHS 
manual creditors. 
 
Non-Current Liabilities 
Non-current liabilities have not changed materially. 
 
Taxpayers Equity 
Impact of I&E impairment recognised in the I&E reserve. 
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Report to: Public Board 
Date of Meeting: 03/02/2022
Title of Report: Board Assurance Framework Report 
Status of report: ☒Approval ☐Position statement  ☒Information  ☒Discussion
Report Approval Route: Executive Risk Management
Lead Executive Director: Managing Director
Author: Erica Hermon, Associate Director of Corporate Governance
Documents covered by this 
report:

21/22 Board Assurance Framework as at 20th January 2022

1.  Purpose of the report
To review the 2021/22 Board Assurance Framework (BAF), considering the risks to the delivery of the 
Trust’s strategic objectives, plus those divisional ‘Extreme’ risks within the WVT risk registers.

2. Recommendation(s)
To:

 Approve the BAF, identifying any gaps in risk to delivery of WVT’s strategic objectives.
 Note that the Trust’s extreme risks are scheduled to be reviewed by the Executive Risk 

Management Committee, as part of the scrutiny and governance process, after which they will be 
circulated at the next Board meeting.

3. Executive Director Opinion1

The BAF is continually updated to identify and capture those risks that impact on the strategic delivery of 
the Trust’s objectives.  The Trust’s extreme risks are reviewed bi-monthly by the Executive Risk 
Committee, with a deep dive of each divisions’ risk registers taking place on a rotational basis.

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:
Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☒ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☒ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☒ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☒ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☒ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☒ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development

Workforce and Leadership
☒ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☒ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☒ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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1 7) Deliver safer 
acute and 
community care by 
implementing our 
Covid recovery plan 
and focusing on 
improving system 
productivity

Risk ID: 1116

There is a risk that 
further outbreaks of 
COVID 19 will 
severely impact on 
the delivery of 
revised operational 
capacity plans that 
deliver safe 
elective, emergency 
and critical care 
and significantly 
decrease the level 
of activity available.

JB 5 4 20 16 16 16 16 1. Responsive 
Recovery and 
Restoration plan

2. Critical care 
escalation plan

3. Green surgical 
pathways

4. Use of the private 
sector

5. Pathways for 
unplanned care

6. PPE distribution
7. In-patient and 

elective care patient 
testing

8. Lateral Flow and 
PCR Testing.

9. Daily reporting
10.EPRR structure in 

place
11.Incident control 

centre
12.Logistics cell
13.COVID Vaccination 

being administered 
14.Regular review of 

Recovery and 
Restoration plan.

15.Access to mutual aid 
through ICS.

1.COVID operational 
meeting Daily.

2.Outbreak Control 
Meeting Daily. 

3.Restoration 
Meeting.

4.ICS Reset and 
recovery meeting 
Weekly.

4 4 16 1. Further spikes or 
outbreaks will have 
significant effect on 
the recovery and 
restoration plan.

2. No formal 
agreement in place 
for routine 
continued use of 
private facilities.

3. Ability to maintain 
timely care within 
the emergency 
pathway.

4. COVID precautions 
inhibiting 
restoration of full 
productivity.

1. None Identified 1. Develop the 
escalation plan to 
cover any further 
waves in order to 
ensure no 
disruption to time 
critical care.

2. Regular review of 
Recovery and 
Restoration plan 
to be responsive 
to changing and 
emerging issues.

3. Delivery off 
opening of new 
wards 

4. Reconfiguration 
of inpatient  
capacity to take in 
to account new 
ward opening 

5. Finalise activity 
plans for the 
2022/23

6. Finalise 
ambulatory 
theatre project.

JB

JB

JB

JB

JB

AD

COMPLETE

COMPLETE

COMPLETE

COMPLETE

APR 2022

APR 2022
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2 3) Work with our 
One Herefordshire 
partners to 
improve access to 
urgent and 
emergency 
services

Risk ID: 1448

The covid 
pandemic has 
resulted in large 
numbers of 
planned care 
patients waitng 
much longer for 
assessment and 
treatment . There is 
a risk that the delay 
in assessment 
and/or treatment 
will lead to patients 
coming to harm 
during this time 
that would have 
been avoided had 
treatment been 
more timely

JB 4 4 16 - 16 16 16 1. Inpatient waiting list 
is ‘risk’ stratified (P 
codes) and patients 
are booked for 
assessment and/or 
treatment  based on 
clinical need and 
where this is equal in 
chronological order.

2. Diagnostic waiting 
list is ‘risk’ stratified 
(D codes) and 
patients are booked 
for assessment 
and/or treatment  
based on clinical 
need and where this 
is equal in 
chronological order.

3. Specialities have 
undertaken periodic 
waiting list reviews 
and communicated 
with patients 
regarding any 
change in their 
condition

4. Waiting list stock 
take (Harm and Risk 
Review) undertaken  
and reported to 
Quality Committee 

5. Risk stratification for 
diagnostics 
completed 

6. Risk stratification for 
inpatient completed 

7. Long-wait patients 
(over 15 weeks) on 
outpatient waiting list 
written to on a rolling 
basis each week.   

1. Weekly PTL 
meetings review 
‘long waiting’ 
cohorts and 
speciality plans – 
Escalate to 
F&PE and TMB.

2. Weekly reports 
including waiting 
list position 
(including long 
waiters), P and D 
code 
completeness 
and activity - 
reported to F&PE 
and TMB.

3. Harm review 
process – 
reported to 
Quality 
Committee. 

4 4 16 1. Due to capacity 
constraints and the 
required Covid IPC 
precautions the 
Trust is unable to 
rapidly deliver 
sufficient activity to 
recover wait times 
to acceptable levels

2. Sharp rise in 2ww 
and urgent referrals 
has adversely 
impacted  speciality 
ability to commit 
sufficient resource 
to treat long waiting 
routine patients

3. Risk stratification 
for inpatients and 
diagnostics is not 
fully complete

4. Speciality led 
waiting list reviews 
have not provided 
universal coverage 
of the whole waiting 
list

1. Work with 
Primary Care to 
agree and 
develop shared 
waiting list 
management 
approach.

2. Audit of waiting 
lists.

1. Work with 
Primary Care to 
agree and 
develop shared 
waiting list 
management 
approach.

2. Revisions to 
Patient Access 
Policy to Quality 
Committee. 

3. Audit of waiting 
lists.

4. Pilot to start with 
patients on the 
use of Chat Bot 
Technology 
(waiting list 
validation 
exercise for long 
waiting patients).

DM

JB

JB

JB

JUL 2022

COMPLETE

FEB 2022

FEB 2022
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3 9) Deliver our 
responsibilities as a 
major public sector 
organisation in 
Herefordshire; 
carbon reduction, 
estates efficiency, 
workforce 
development

Risk ID: 1122

There is a risk that 
further outbreaks of 
COVID 19 will 
severely impact on 
the delivery of 
revised operational 
capacity plans that 
deliver safe 
elective, emergency 
and critical care 
and significantly 
decrease the level 
of capacity 
available. 

Comments: 

Bid submitted for 
Phase 3 Salix Grant 
– awaiting outcome 
decision by end 
March 2022. 

AD 2 5 10 6 8 6 6 1.Sustainability grants.
2.Carbon Trust advising 

on Business Case.

1. One Public Estate    
    Project Board.

2 3 6 1. Not awarded the 
second sustainability 
grant  

1. None Identified. 1. Apply for national 
sustainability 
grants when 
available.

2. Develop business 
case for an 
integrated energy 
centre.

3. Begin with Phase 
one delivery and 
evaluate the 
scheme.

4. Actively seek 
additional/future 
sustainability 
grants - Bid 
submitted for 
phase 3 Salix 
Grant.

5. Review Private 
Captial Option - 
Trust would only 
go down private 
route if unable to 
secure Salix 
Grant. 

AD

AD

AD

AD

AD

COMPLETE

COMPLETE

MAR 2022

COMPLETE

MAR 2022
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4 8) Improve our 
safety and efficiency 
by implementing our 
Digital Strategy, 
including EPR, 
Prescribing and 
Integrated Care and 
Wellbeing Record

RISK ID: 1115

There is a risk to 
the delivery of the 
Digital Strategy due 
to the scale, 
number and 
complexity of 
individual projects 
and the 
change/transition 
requirements of the 
workforce. 
Currently outside 
influences, such as 
COVID-19, do have 
the potential to 
effect the delivery 
of the strategy.

KO 4 4 16 12 12 12 12 1. Digital Strategy
2. Programme Team
3. IT Project Managers
4. Digital programme 

board with overview of 
projects to determine 
critical path, overlap 
and staff impact. 

5. Programme Director 
with programme 
oversight.

6. Clinical reference 
group which provide 
clinical acceptance 
and engagement in 
any proposed 
solutions 

7. Monthly review of 
programme progress 
against plan.

1. Capital Planning 
and Equipment 
Ctte.                          

2. Monthly Board 
paper to Trust on 
digital progress.                         

3. Internal audit 
review of EPR

4. NHS Digital review

4 3 12 1. Change 
management 
training of staff

2. Staff engagement.
3. COVID 19 impact on 

staff training 
delivery.

4. Lack of resilience in 
resource plan.  

5. COVID 19 impacts 
on delivery costs. 

6. Audit evidences gap 
in transition to BAU.

7. Need to prioritise 
due to availability of 
capital.

1. None Identified 1. Production of 
Group Digital 
Strategy by 
appointed Group 
Director - being 
undertaken by 
Andrew Laverick 
(Group Lead)

2. Negotiate with 
NHS Digital to 
obtain carry-
forward approval 
in to 20/21

3. Apply in quarter 1 
to secure 
additional funding 
to deliver next 
phase of the 
strategy.

4. Setting up Clinical 
Summit to 
confirm direction 
in connection with 
medical records 
and clinical 
noting.

5. Develop and 
implement BAU 
clinical system 
management 
strategy: 
- Paper with 

outline strategy 
approved by 
TMB on 5th 
March 2021.

- Further update 
paper submitted 
to TMB on 1st 
October 2021. 

- Latest position 
including 
projected 
program 
overrun to TMB 
December 
2021. Paper to 
go to Trust 
Board February 
2022. 

6. Apply for funding 
each financial 
year for 5 years 
from 21/2022 to 

KO

KO

KO

DW

KO

KO

COMPLETE

COMPLETE

COMPLETE

COMPLETE

APR 2022

JUN 2027
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support the 
proposed £20 
million 
investment.
- An outline bid 

for £5.4 million 
from 2022 to 
2025 submitted 
through the 
Unified Tech 
Fund in October 
2021.

6 4) Care for more 
people out of 
hospital with our 
partners by 
implementing our 
integrated care 
system strategy

Risk ID: 1308 

Recruitment to 
Homefirst and 
Community 
Interface Team is 
insufficient to 
support more 
people at home

JI 3 2 6 6 6 9 12 1. Increased 
remuneration package 
for Homefirst agreed.

2. Budget in place for 
Homefirst and CIT 
expansion.

1. One Herefordshire 
Partnership Board.

2. Integrated care 
finance and 
performance 
executive.

3 4 12 1. Homefirst have 40% 
vacancies - 
awaiting new 
starters - which will 
hopefully reduce to 
20% by the end of 
February 2022.

1. None Identified 1. Recruit to vacant 
posts - this has 
been 
unsuccessful.

2. Workforce 
Strategy for 
Homefirst 
recruitment new 
place priority for 
new year - Project 
Plan to be 
developed.

3. Proposal from 
One 
Herefordshire 
Partnership for 
CCG and 
Herefordshire 
Council to 
increase pay for 
Homefirst.

4. Implement the 
proposal for joint 
Healthcare 
Support Worker 
recruitment 
support and 
career pathway 
development.

JI

GE

JI

GE

COMPLETE

COMPLETE

FEB 2022

MAR 2022
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8 1) Improve the 
experience of 
patients receiving  
our care

RISK ID: 1332

There is a risk of 
not acheiveing 
improvements in 
patient experience 
due to COVID 19 
restrictions and 
guidelines and the 
impact of the 
pandemic on our 
services

LF 4 3 12 - - - 12 1. National Patients 
Surveys.

2. PR.134 – Policy for 
the Provision of 
Same Sex 
Accommodation for 
Patients. 

3. MF.24 Management 
of Complaints, 
Concerns, 
Comments and 
Compliments Policy.

4. Virtual visiting and 
young people 
volunteers.

1. Patient Experience 
Committee - 
Monthly.

2. Quality Committee 
- Quarterly Patients 
experience report 
submitted. 

3.Board KPI’s - 
monthly .

4.Divisional 
Governance 
Meetings - Monthly.

5.CQC informal 
reporting of 
concerns and 
investigation of 
these concerns - as 
and when required.

6.Ombudsman - as 
and when required.

4 3 12 1. Breeches in PR.134 
– Policy for the 
Provision of Same 
Sex 
Accommodation for 
Patients due to 
operational 
pressures. 

2. Backlog of complain 
responses due to 
COVID-19. 

3. Restriction to 
Patients Visiting 
due to Covid. 

4. Operational 
pressures 
contributing to a 
negative patient 
experience (staffing 
and flow).  

1. Ombudsman 
have a very large 
backlog of cases 
– resulting in 
third party 
complaints back 
to Wye Valley 
NHS Trust.

1. Valuing patients 
time Survey to be 
extened to ED, 
maternity, 
outpaients 
services, 
community 
services - 
Awaiting 
evaluation of 
improvement 
initiatives from 
previous VPT 
surveys before 
roll out will 
commence. 
Delays due to 
pandemic and 
staff sickness. 

2. Operational 
oversite of patient 
placement with a 
view to 
reintoducing 
escalation of 
Mixed Sex 
Breeches.

3. Restarting 
Friends and 
Family (FFT) 
Rollout

4. Auditing the 
quality and 
timeliness of 
Electronic 
Discharge 
Summary (EDS) 

5. Understand why 
the Trust being 
an outlier for 
readmission 
within 30 days

6. Improvement 
outcomes to be 
developed and 
monitored by 
Patient 
Experience 
Committee - 
Ongoing, in 
progress. 
Committee 
meetings stood 
down in 

NO

NO

NO

NO

NO

NO

APR 2022

COMPLETE

COMPLETE

COMPLETE

COMPLETE

APR 2022
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December 21 and 
January 22  
possible delay to 
implementation.
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9 12) Continue to 
develop and 
improve our support 
for staff health and 
wellbeing, 
particularly 
recognising the 
impact of Covid-19

RISK ID: 1118

There is a risk of 
significant health 
and wellbeing 
issues due to 
continued 
operational 
pressures 
(including the 
impact of the 
COVID19 
pandemic), which 
has lead to 
redeployment of 
the nursing 
workforce, severe 
staffing shortages, 
a lack of registered 
and unregistered 
ward staff 
(attributed to by 
COVID-19) infection 
outbreaks amongst 
staff, self-isolation 
and a reduction in 
temporary workers 
and holiday period.  
This has resulted in 
potential patient 
harm and poor 
experience and the 
well-being of staff 
and their families 
being impacted 
negatively through 
low morale and 
poor health and 
well-being.

GE 3 5 15 12 12 12 15 1. Health@work and 
VIVUP counselling 
services

2. National NHS well-
being support apps

3. Clinical psychologist 
support.

4. WVT Health and 
Wellbeing Brochure.

5. WVT Monthly Health 
and Wellbeing E-
Bulletin.

6. Mental Health First 
Aids across WVT to 
support staff.

7. Monthly Health and 
Wellbeing Group.  

8. Education and 
Workforce Committee.

9. Effective interventions 
in response to well-
being issues.

1.  Health, safety and 
well-being 
committee.

2.  JNCC feedback
3.  F&PE 

performance 
reports

3 5 15 1. Lack of well-being 
strategy

2. Monthly Schwartz 
rounds.

3. Determining the 
impact on carers 
due to school 
closure.

1. None Identified. 1. Provide and 
embed well-being 
strategy within 
WVT – to be 
presented to 
Trust Board 
February 2022.

2. Review delivery 
of Health@Work 
services to WVT -  
On-going 
discussions 
across ICS.

3. Multi-agency 
Approach to 
Occupational 
Health - Explore 
options for multi-
agency approach 
and delivery of 
occupational 
health services - 
On-going 
discussions 
across ICS..

4. Introduce monthly 
Schwartz rounds 
(team time) to 
front-line staff.

GE

GE

GE

GE

MAR 2022

MAR 2022

MAR 2022

APR 2022
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10 10) Improve our 
corporate workforce 
development by 
strengthening our 
education and 
workforce planning 
and delivery 
functions.
11) Develop our 
teams’ management 
and leadership 
capability to work 
with partners across 
care pathways.

RISK ID: 1113

There is a risk that 
the inability to 
recruit and retain 
nursing and 
support staff will 
result in the Trust 
being unable to 
meet the 
established staffing 
levels resulting in 
the use of agency 
staff (and an 
inability to comply 
with agency caps) 
and a lack of 
capacity to deliver 
national standards.

GE 3 4 12 - 12 9 9 1.Foundation Group 
Leadership 
Development 
Programme. 

2.Leadership Charter
3.Flexible working policy  
4.Contract management 

of Master Vendor and 
Direct Engagement 
contracts.

5.Early identification of 
emerging hot spot 
areas and immediate 
remedial action to 
address.

6.'Deep dives' into areas 
of high turnover.

7.Analysis of exit 
interviews

8. Staff retention 
working group

9. Local WVT 
Leadership 
Development 
Programme.  

10. Health and 
Wellbeing Group to 
access recruitment 
and retention.  

11. TRAC recruitment 
system.

12. Workforce and OD 
Strategy.  

1.  JNCC and 
Equalities group 
receive quarterly 
update on 
workforce issues.

2. Vacancies 
monitored and 
reported to 
Strategic 
Education and 
Workforce 
Committee.

3. Finance and 
Performance 
Executive and 
Board of Directors 
receive monthly 
performance and 
workforce reports.  

3 3 9 1. Data quality 
regarding turnover 

2. New NHSI 
Retention Project 
2021 - due to Covid 
has been delayed 
to 2022. 

3. Staff engagement 
programme for 
22/23.

4. Workforce planning 
and development 
support for 
managers.

5. National shortage of 
clinical staff both 
Medics and 
Registered Nurses.

1. Ability of master 
vendor contract to 
meet required 
agency fill rates 
which leads to use 
of higher cost tiers 
within the contract 
and other 
agencies - due to 
ongoing National 
shortage of clinical 
staff.

1. Deliver refreshed 
workforce 
strategy.

2. Delivery of e-
rostering system.

3. Targeted 
international 
recruitment 
programme for 
2021/22.

4. Recruitment & 
Retention Plan - 
detailing 
initiatives to 
address the 
vacancy gap and 
deliver 
sustainable 
workforce. 

5. Participation in 
future NHSI 
retention projects.

GE

GE

GE

GE

GE

COMPLETE

MAR 2023

MAR 2023

MAR 2022

MAY 2023
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11 10) Improve our 
corporate workforce 
development by 
strengthening our 
education and 
workforce planning 
and delivery 
functions.
11) Develop our 
teams’ management 
and leadership 
capability to work 
with partners across 
care pathways.

RISK ID: 1114

There is a risk of 
poor clinical 
performance in 
identified fragile 
services due to 
being unable to 
recruit to medical 
vacancies resulting 
in the use of locum 
staff (and an 
inability to comply 
with agency caps), 
a lack of capacity to 
deliver national 
standards and 
service fragility

GE 3 5 15 - 12 12 12 1.  Consultant 
recruitment plan.

2.  Dedicated staff for 
medical recruitment.

3.  ICS clinical reference 
group devoted to 
fragile services.

4.  Allocate Project Plan 
(which oversees 
implementation of 
innovative job 
planning) 

5.  Development of the 
non-medical 
workforce to enhance 
support to clinicians.

6.  Contract 
management of 
Master Vendor and 
Direct Engagement 
contracts. 

7. A list of fragile 
services is maintained 
and available to the 
ICS.

1.  Monitoring of 
performance and 
workforce reports 
through F&PE and 
Board of Directors. 

2.  Clinical incidents 
and Datix 
reported to 
Serious Incident 
Panel and Quality 
Committee on a 
monthly basis.

3 4 12 1.  Clear medical 
workforce plan that 
addresses 
opportunities within 
ICS. 

2.  Appropriate use of 
locum/agency 
medical staff to fill 
gaps in 
establishment.  

3.  Recruitment & 
Retention Plan - 
detailing initiatives 
to address the 
vacancy gap and 
deliver sustainable 
workforce. 

4.  Availability of 
certain clinical staff 
nationally.

5. Funded capacity 
doesn’t meet 
demand in specific 
areas.

1. None Identified. 1. Review of agency 
and locum 
contracts and 
suitability of 
provision to the 
Trust – Being 
reviewed across 
the ICS.

2. Recruitment & 
Retention Plan - 
detailing 
initiatives to 
address the 
vacancy gap and 
deliver 
sustainable 
workforce.  

3. Discussions 
around 
alternative 
models are 
ongoing for the 
vulnerable 
services at ICS 
level.

4. Fragile services 
list under 
continual review.

GE

GE

DM

AD

JUL 2022

MAR 2022

JUL 2022

JUL 2022
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12 1) Improve the 
experience of 
patients receiving 
our care

RISK ID: 1447

There is a risk of 
substandard 
patient care due to 
Clinician’s failure to 
carry out Capacity 
and Best Interest 
Assessments and 
incomplete 
Capacity and Best 
Interest 
Assessments.  This 
has led to non-
adherence and 
breaches to the 
GMC and NMC 
requirements and 
guidelines, which 
could result in 
delays in treatment, 
lack of 
understanding by 
the patient of their 
individual treatment 
plan, litigation and 
reputational 
damage to the 
Trust.

DM 3 4 12 - - - 12 1. Capacity Act and 
Best Intentions 
Mandatory Training in 
place.

2. MCA audit.
3. Learning disability 

liaison nurse in post. 
4. Reasonable 

adjustment on 
MAXIMS and 
Symphony.

5. GMC training carried 
out in end 2021 for all 
medics.

1. Trust Management 
Board.

2. Trust Board.

3 4 12 1. Compliance rate for 
Capacity Act and 
Best Intentions 
Mandatory Training.

2. Training provided 
by Learning 
Disabilities Liaison 
Nurses on hold due 
to COVID.

3. Not all patients are 
flagged to Learning 
Disabilities Liaison 
Nurses.

1. None Identified. 1. Increase 
mandatory 
training uptake in 
all staff groups

2. Increase timely 
completion and 
consistency of 
completing 
mental capacity 
forms 

3. Review Capacity 
Assesment forms 
to make them 
more user 
friendly

4. Review and 
sharing of 
learning from 
Mental Capacity 
Audit

5. Re-audit once 
learning shared 
and above 
actions 
completed

6. Reporting 
concerns or 
issues related to 
completion of 
mental capacity 
assessments in 
Datix.

7. General 
awareness 
raising around 
MCA 
assessments via 
Trust Talk and 
Safety Bites

8. Learning disability 
team to identify 
areas of none 
compliance and 
highlight to 
Medical Director 
over a 6 month 
period (January 
to July 2022)

DM

DM

MC
A

DM

DM

DM

DM

DM

MAR 2022

MAR 2022

FEB 2022

JAN 2022

MAR 2022

COMPLETE

MAR 2022

MAR 2022
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Version 5 22 March 2020 
 

 
 
Report to: Public Board 

Date of Meeting: 03/02/2022 

Title of Report: WVT Digital Programme Update 

Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion 

Report Approval Route: Trust Board 

Lead Executive Director: Chief Finance Officer 

Author: Bethany Mouatt, GDE Programme Director 

Documents covered by this 
report: 

Click or tap here to enter text. 

1.  Purpose of the report 

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

2. Recommendation(s) 

The Board is asked to note the content of this report. 

 
3. Executive Director Opinion1 

The EPR Phase 2 programme is now projected to conclude during 2022/23.  Good progress continues to 
be made on implementation of this, and the range of other digital projects and we are continuing a focus 
on engaging users.  The planning guidance sets a clear strategic focus on digital moving into 2022/23 
and we are working with partners across the ICS and Group on the digital agenda. 
 

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to: 

Quality Improvement 

☐ Improve the experience of patients receiving our 
care 

☐ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents 

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services 

Integration 

☐ Care for more people out of hospital with our 

partners by implementing our integrated care system 

strategy 

☐ Improve the health and wellbeing of Herefordshire 

residents by utilising population health data and 

increasing our informatics capability, embedding an 

intelligence-driven approach that responds to the 

needs of local communities and addresses inequalities  

☐ Develop the infrastructure and governance to 
manage a place based contract alongside our partners 

Sustainability 

☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity  

☒ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record  

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development 

Workforce and Leadership 

☐ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions 

☐ Develop our teams’ management and leadership 
capability to work with partners across care pathways 

☐ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19 

  

                                                           
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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Overview of Inflight Projects 

Strategy 
Stream 

Programme Workstream Project Stage Project End 
Point for 

Escalation (Below) 
Project RAG 

Financial 
RAG 

Clinical 
Systems 

GDE 

EPR Phase 2 Implementation December 2022 Y A A 

EPMA Close Down December 2021 Y G G 

Integration 
(Allergies, labs, 
VTE) 

Scoping March 2022 Y Y Y 

Endoscopy Development March 2022 Y A A 

E-Rostering Implementation May 2022 N G G 

Digital User 
Experience 

Voice Recognition 
Pilot 

Pilot Planning March 2022 N G G 

Infrastructure 
and Support 

Data Centre Implementation December 2021 N G G 

BAU Service Re-design Scoping December 2022 Y Y G 

Points of Escalation 

Project Summary (Description, Impact and Mitigation) 
Type 

(Note, Issue or 
Risk) 

RAG 
(Post 

Mitigation) 
EPR Phase 2 Paper to table an extension to the programme has been reviewed by TMB and submitted to 

Trust Board for approval. 
Issue A 

EPMA Main project has been completed. Board has now changed focus to monitor integration 
work 

Note N/A 

EPR and EPMA 
Integration 

Scope is in final stages of approval with supplier. Delivery cannot be completed this 
financial year, and so remaining work is being factored into financial planning for 22/23. 

Risk G 

BAU Service Re-
design 

As per previous point. Progress and key decisions to proceed have been presented in a 
Paper to Trust Board. Activities can commence upon approval. 

Issue G 

Endoscopy Training is in progress, and go-live date of early March is being agreed with supplier. 
Awaiting confirmation.  

Risk A 

Project RAG Key 

(G) No risk to delivery 
 
Project on Track 

(Y) Minimal risk to delivery 
Awareness of risks to delivery being 
managed 

(A) Reasonable risk to delivery 
Action defined and has/is being 
taken to ensure delivery. 

(B) Serious risk to delivery 
Action undefined but required to 
ensure delivery. 

(R) Extreme risk to delivery 
Delivery of Project compromised. 
Decisive action required. 
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Programme Financial Health Check 

The table below shows the capital position, on IM&T schemes, for the period from 1st April 2021 to 31st December 2021:  

 
 
 
 
 

Division Specialty Cost centre Proposal Initial 

Plan £k

Current 

Forecast 

£k

Forecast 

variance 

£k

YTD Plan 

£k

YTD 

Actual £k

YTD 

variance 

£k

Clinical Support Audiology C01001054
Audiology move from Practice Navigator to 

Auditbase system
90 90 0 75 75 0

Clinical Support CRIS Communicator 0 32 (32) 0 0 0

Clinical Support C01001027 DDCP home reporting and PACS storage 0 290 (290) 0 0 0

Major schemes EPR Various - C0175 codesEPR 1,929 1,931 (2) 1,561 992 569

Major schemes EPMA C01750100 EPMA 602 600 2 369 425 (56)

Medical Cardiology C01001022 Pathfinder Sentinel Replacement 90 90 0 75 90 (15)

Medical Cardiology C01000920 Tomcat Upgrade 20 20 0 20 (1) 21

Medical ED C01001024 Symphony upgrade 13 0 13 13 0 13

Trustwide IM&T IM&T C01000806
E-rostering & E-job-planning 

implementation
442 254 188 285 21 264

Trustwide IM&T IM&T C01000965 Data warehouse cfwd from 20/21 91 90 1 91 83 8

Trustwide IM&T IM&T C01000946 Data centre phase 3 50 50 0 50 43 7

Trustwide IM&T IM&T C01001048 Single-sign-on 50 50 0 35 0 35

Trustwide IM&T IM&T C01001046 ED system replacement 50 12 38 50 0 50

Trustwide IM&T IM&T C01000987 Speech recognition 33 71 (38) 33 25 8

Trustwide IM&T IM&T C01001047 Endoscopy system replacement 25 25 0 25 0 25

Trustwide IM&T IM&T C01000953 Cyber security hub 8 8 0 8 0 8

Trustwide IM&T IM&T Various
Device replacement (cfwd 20/21 

outstanding orders)
118 117 1 118 94 24

Trustwide IM&T IM&T C01001049

STP project Trust resources incl Rhapsody 

comm ports, remote patient monitoring - 

essential support

150 150 0 35 39 (4)

Trustwide IM&T IM&T C01001065 EPRO pharmacy development 0 21 (21) 0 0 0

Trustwide IM&T IM&T DDCP GP Order Comms 0 502 (502) 0 0 0

Trustwide IM&T IM&T C01001072 Cyber security 2122 PDC 0 226 (226) 0 0 0

Total IM&T 3,761 4,629 (868) 2,843 1,886 957
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Changes to the capital forecast  

 The Symphony upgrade has been removed from the capital forecast as the focus turns to utilising current Maxims functionality.  

 E-Rostering has reduced to reflect the charge to revenue of resources capitalised whilst not working on the scheme. 

 Cyber security national PDC of £226k. The MoU has been received and funds have been spent on equipment that could be delivered in 21/22 
which meets 50% of scope. 

 Diagnostic Digital Capability Programme national PDC (home reporting) of £290k. 

 Diagnostic Digital Capability Programme national PDC (interoperability) for GP Order comms and CRIS Communicator of £502k and £32k 
respectively.  
  

Risks and Opportunities to the current forecast  

 The forecast for EPR remains unchanged but is likely to underspend by £450k up to the end of March 2022. A separate paper seeks approval 
for the extension of EPR into 2022/23, which includes utilisation of the 2021/22 underspend.  

 The forecast for E-Rostering assumes significant development on non-nursing modules in this financial year. There is a degree of uncertainty, 
at this stage, whether this will progress at the pace required to match the capital allocated in 22/23. 

 The value of expenditure possible on GP Order comms before the end of March 2022 is yet to be determined  
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Digital Plan 

 
Date  

 
Project 
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0
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2
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0
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0
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1
0

/2
2

 

1
1

/2
2

 

1
2

/2
2

 

0
1

/2
3

 

0
2

/2
3

 

0
3

/2
3

 

Comments 

EPR                Paper to be received by Trust Board Feb 2022. 

Integration                Scope and delivery plan being finalised. Project 
likely to extend into 22/23 subject to supplier 
delivery agreement 

Endoscopy                Go-live in Mar 2022, dependent on supplier. 

e-Rostering                Current scope for Nurse rostering to be 
completed by May 2022. Future scope 
including medical rostering yet to be defined. 

Voice Recognition 
Pilot 

               Pilot, planned for Q4. 

Data Centre                Closedown will begin from December. Project 
board may continue to oversee 21/22 Cyber 
Security investment. 

BAU Re-Design                Paper planned for Trust Board Feb 2022. 
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ICS Projects 

Project Stage Key activity 

Digital Pathology Development Technical go-live planned for February 2022. 

Video Consultations Business as Usual  Resource requirement has been included in BAU 
paper submitted to Trust Board. 

Remote Monitoring Scoping Requirements and funding are being explored. 

Advice and Guidance Scoping Requirements and funding are being explored. 

GP Ordercoms Business Case Business case governance planning is in progress 

 

IM&T Strategy and Upcoming Opportunities 

Opportunity Route Status 

SNOMED Coding and Data Integration HIMSS and ICS Requirement. Scoping in progress. 

Unified Tech Fund Frontline Digitisation Bid 2021-
2026.  Included funding for the following 
opportunities; 

 ED System 

 Single Sign-On 

 Voice Recognition  
All of which have business cases in progress or 
planned, plus EPS community prescribing  

Unified Tech Fund Frontline Digitisation Bid 2021-
2026. 

Bid results have been received and the Trust was 
unsuccessful due to having previously received 
GDE/FF funding. 

Virtual Desktop/Single sign on. HIMSS Requirement. Business case in progress. Planned for governance 
in Q4 21/22. 

ED System Replacement. Trust Digital Strategy. Proposal likely to be delayed while options are fully 
explored.  

 

Messages 

 The Digital Programme Board is currently reviewing priorities for resource and expenditure for 22/23, these plans include the planned extension 
of the EPR programme.  
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Report to: Public Board
Date of Meeting: 03/02/2022
Title of Report: Infection Prevention Improvement Plan
Status of report: ☐Approval ☐Position statement  ☒Information  ☒Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Natasha Owen Associate Director for Quality Governance
Documents covered by this 
report:

CDiff Immediate Action Plan and CDiff Long Term Improvement Action 
Plan

1.  Purpose of the report
This report presents Board with an update against the two action plans that were developed in response to the 
NHS E/I visit for infection prevention and control and clostridioide infection outlier status.

2. Recommendation(s)
The Board is asked to review the action plans and pursue any key lines of enquiry. 

3. Executive Director Opinion1

Whilst some of the timescales for delivery have slipped since the last update to Board, there is a high level of 
confidence that we are on track to deliver those changes recommended by NHSI/E.  The opportunity to undertake 
assurance visits has been limited due to operational pressure; all non-executive visits were stood down for the 
majority of December and January.  Local oversight by senior nurses has been maintained throughout this period, 
yet the opportunity for peer review has been limited.  The corporate Associate Chief Nursing Officer has 
continued with reviews throughout December and January and plans to introduce the broader walkabout with 
Sodexo and Estates teams from next month.  

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:
Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☐ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☐ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☐ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☐ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development

Workforce and Leadership
☐ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☐ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☐ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19

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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Trust Improvement Plan- Infection Prevention

Introduction

Work has been ongoing since the last Board meeting to address those matters identified by NHSE/I during 
their site visit in October 2021.  A further site visit will be undertaken by NHSE/I on March 1st 2022.

Some timescales and progress has been slower than anticipated due to Covid pressures alongside staffing 
and winter pressures, consequently many meetings including the infection prevention committee, quality 
committee and clinical audit and effectiveness committee were stood down immediately before and after 
the festive period, leading to a delay in taking forward or approving actions.

A summary of some of the key actions can be found below, a full update against all actions can be found in 
appendix 1 and 2 at the end of this report.

Infection Prevention Committee

The terms of reference had been provisionally updated in advance of the October visit; since receiving full 
feedback, the terms of reference have been further reviewed and the following changes have been 
proposed at infection prevention committee on 28/01/2022:

 Membership will be amended to reflect the proposed changes and will additionally include the 
Deputy Chief Medical Officer, Associate Chief Nursing Officer, Health and Safety Representative 
and Antimicrobial Pharmacist

 Ventilation will also be added to the infection and prevention committee remit
 An IPC specific  risk register is in development, scoping of the existing risk registers has been 

undertaken and completed, the addition of the new risks has made limited progress due to 
competing priorities but it is anticipated will be completed by the end of February

 The Infection Prevention Board Assurance Framework was updated by the national team in 
December 2021 and is significantly different from the original versions; an assessment of the trusts 
position against the BAF is underway and will be presented to Board and Quality Committee next 
month.

 Antimicrobial stewardship (AS) ordinarily sits with infection and prevention committee business, 
during 2016 a decision was taken to move AS to the Medicines Safety Committee, this will now 
move back to the Infection Prevention Committee wef April 2022

o The pharmacist input into AS does not meet the recommended standard; this has been 
included as part of business planning

o Antimicrobial MDT ward rounds are not undertaken due to the limited pharmacy resource 
and insufficient Microbiologist input.  We had hoped to recruit an infectious diseases 
doctor and this was part of that job plan - this post has not progressed as anticipated 

Cleaning standards

 The business case to meet the new cleanliness standards (2021) was approved at Board in 
December 2021.  Recruitment into the posts is underway; there is a risk that the domestic and site 
support roles may not be fully recruited by April 2022

 Contractual negotiations for Sodexo delivery of the new cleanliness standards is ongoing
 There are ongoing discussions with Sodexo in relation to the cleaning responsibility matrix, 

particularly in relation to bed frames - this matter is scheduled for discussion at the infection 
prevention committee on 28/01/2022
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 The commitment to cleanliness charter was approved at Board in November and the cleaning 
schedules for each clinical area have been agreed in conjunction with Sodexo colleagues.  These 
come into force in April 2022 and will be displayed in all clinical areas.  

Ward to Board Assurance

 The senior nursing team have met and approved a standardised suite of checklists for clinical areas, 
these will be formally adopted at IPC on 28/01/2022

 The breadth of walkabouts that were planned during December and January has not been 
achievable due to Covid 19, ward outbreaks and the Omicron variant - matron oversight of their 
own clinical areas and some senior nursing oversight has continued during this period

 The mapping of all audit information relating to infection prevention practices has been completed
 The audit tools are being added to the Formic database to enable a consistent approach to data 

collection; this includes all monitoring related to the cleanliness standards
 Once all audit activity has been added to Formic, audit data and dashboards will be available at 

ward, directorate, divisional and trust level enabling easier oversight of all metrics. 

Summary

It is anticipated that all areas will be back on track for delivery and the majority completed by the end of 
February with the exception of the audit platform and dashboard development, which has a longer delivery 
timescale.

Additional assurance visits and peer review will commence during February as part of routine activity 
moving forward and in advance of the visit scheduled for the 1st March 2022.
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Appendix 1 - Immediate action plan
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Appendix 2 - Longer term action plan
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Trust Board – February 2022

Restoration and Recovery
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Background
Referrals:

• Overall referrals received ‘year to date’ are 5% up against numbers seen in 19/20, which remains very much driven by increased 
volumes of 2ww and Urgent referrals. 

• Routine referrals are 8% down against 2019/20 levels (9% reported at December Board)

• Urgent referrals now 11% greater than 19/20 YTD (9% reported at December Board) and 2ww referrals are now 34% higher than 19/20 
(from 36% at December Board)
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Outpatient WL

3

• The waiting list size for ‘new’ outpatients  has remained reasonably stable for some time now but is 
circa 40% greater then we would wish it to be

• The predicted year-end position is much improved when compared to that anticipated at the start of the 
year when we were predicting a year-end position of around 12,000 patients waiting 

• The number of patients waiting for a follow up remains high but stable
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Inpatient Waiting List

4

The combined pressure of increased covid +ve admissions, ‘winter 
pressure’ and very challenging staffing pressures resulted in the reduction 
of inpatient and day case activity for prolonged periods over December and 
much of January.

Both the size and length of waits have risen during this period

English RTT 18ww tracker -  Inpatient
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104+ week inpatient waits

5

Due to ‘capacity’ pressure have not made the progress 
we had planned for

Expectation we will improve the position but will not 
achieve a zero position by year-end
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 WVT  -  to week  42
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Imaging

Overall diagnostic activity remain high and many of the modalities are making steady improvement 
against their positions.

Both non-obstetric ultrasound and echocardiography remain cause for concern with chronic capacity 
constraints driving the challenges the services face. Ultrasound is expected to improve over the 
coming months but will remain a concern for some time to come. Echocardiography are working 
hard to identify a recovery plan.
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Endoscopy Activity against Plan
Endoscopy Total Colonoscopy Total Flexi Cystoscopy Total

Flexi Sigmoidoscopy Total OGD Total Projected Waiting List
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Report to: Public Board
Date of Meeting: 04/02/2022
Title of Report: Ockenden and Workforce Update
Status of report: ☐Approval ☒Position statement  ☒Information  ☒Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Chief Nursing Officer
Author: Lead Midwife
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
The purpose of this report is to provide the Board with an updated position on our progress against 
the seven immediate and essential actions following publication of the Ockenden Report 2020.

2. Recommendation(s)
To receive the report and pursue any key lines of enquiry.

3. Executive Director Opinion1

With the exception of developing a maternal medicine pathway, the trust is on track to achieve full 
compliance with the seven immediate and essential actions.  The LMNS rather than regional teams 
has been tasked with ongoing oversight and monitoring.  The team will undertake a review of the 
Morecambe bay report in preparation for the publication of Ockenden 2 and Kirkup publications, 
which are due in the forthcoming months.

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:
Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☐ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☐ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☐ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and 
focusing on improving system productivity 

☐ Improve our safety and efficiency by 
implementing our Digital Strategy, including 
EPR, Prescribing and Integrated Care and 
Wellbeing Record 

☐ Deliver our responsibilities as a major public 
sector organisation in Herefordshire; carbon 
reduction, estates efficiency, workforce 
development

Workforce and Leadership
☐ Improve our corporate workforce 
development by strengthening our education 
and workforce planning and delivery functions

☐ Develop our teams’ management and 
leadership capability to work with partners 
across care pathways

☐ Continue to develop and improve our support 
for staff health and wellbeing, particularly 
recognising the impact of Covid-19

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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Introduction 

The Ockenden Report was published on 11 December 2020. It reported on emerging findings and 
recommendations from an independent review of Maternity Services at the Shrewsbury and Telford 
NHS Trust (SATH). Our assessment against these recommendations was reported to the Board in 
February 2021.

Since the original assessment, the following activities have taken place:
 Self-assessment and evidence provided to the regional team to demonstrate compliance 

with the 7 immediate and essential actions (June 2021)
 Ockenden bids submission (May 2021)
 Ockenden bids outcome and appeal against initial allocation (July 2021)
 Self-assessment and evidence submission reviewed by regional CSU 
 Opportunity to review and challenge CSU outcome (November 2021)
 Funding allocation uplifted following appeal (November 2021)
 Final feedback from region to trusts on evidence submission (December 2021)

The purpose of this paper is to update the Board on any outstanding matters related to the seven 
immediate and essential actions and provide the Board with the CSU’s final assessment of the 
evidence. The bar charts are the CSU’s assessment of our evidence submission (note there are 2 
different greens, amber and red if not reviewing in colour)

Fully compliant
 The dashboard for maternity services is provided to 

the LMNS every 3 months
 Since the last Board update we have substantively 

funded the patient safety midwife
 The governance structure is now fully embedded and 

working well
 The perinatal clinical quality surveillance model has 

been published - a monthly overview is provided to 
the LMNS

Fully compliant
 The terms of reference for the maternity voices 

partnership have been revised
 There is a coproduction plan and training to ensure 

the voice of the woman is part of service production 
and delivery

 The MVP Chair presents service user feedback at the 
safety champion meetings

 The NED safety champion role description will be 
submitted as evidence 

 The bimonthly safety champion meeting notes are 
not shared in full with the LMNS but a trust overview 
is provided at each LMNS meeting
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Fully compliant
 The revised ockenden funding allocation for the 

period 2021/22 had an allocation of 71K ring fenced 
for MDT training, which provided for an additional 
1.02 wte midwives, 0.2 wte consultant time and funds 
for other staff groups supporting maternity to train 
together to improve safety.

 Adjustment to job plans has also enabled full 
compliance with the twice daily consultant ward 
rounds 7 days per week which was previously not in 
place at weekends

 Ockenden monies used to meet training requirements 
for HSIB investigations and Prompt

Partially compliant - to resolve
 A multi- disciplinary work stream has been set up to 

explore options for developing a maternal medicine 
pathway for managing complex pregnancy.

 Initial discussions with Worcester Acute Hospital have 
stalled over the winter period 

 Consideration for a ninth consultant will be explored 
as part of business planning 

Partially compliant and on track
 Digital midwife funded externally on a fixed term basis
 Project plan in place - this will enable compliance with 

the standard
 The digital midwife is undertaking an audit of 

personalised care plans to assess the current position
 Ongoing training is provided for the wider MDT to 

ensure documentation standards meet CNST 
requirements

Fully compliant
 Since the last update we have substantively funded 

the fetal monitoring lead midwife position and 
protected consultant time to lead this

 K2 training has been implemented 

Partially compliant and on track
 Digital midwife to work with the maternity voices 

partnership to ensure pathways of care are clearly 
described on the trust website and communication 
platforms

 The audit described above will also cover whether 
women were enabled to participate equally in all 
decision making processes
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Partially compliant and on track
 The Associate Director of Midwifery post is currently 

vacant, the new postholder is due to start in April 22
 The ADoM post is not line managed by the Chief 

Nursing Officer although is professionally accountable 
- this is not our model of line management at WVT

 Compliance with NICE guidance is reviewed as part of 
the governance structure and a quarterly update is 
provided

 Brithrate plus full review undertaken and report made 
available in December 2021

 
Workforce

The workforce and NICE guidance above is not one of the seven immediate and essential actions, yet 
is a critical part of maternity safety.  Since the last update, it is pleasing to note that we have now 
substantively funded and recruited into the following posts:

 Bereavement midwife
 Safety midwife
 Fetal monitoring lead midwife

National guidance recommends that maternity units should undertake a full birthrate plus 
assessment at least every 3 years (framework for workforce planning).  WVT commissioned a full 
review in 2021 and received the final report in December 2021; this will be presented to the Trust 
Management Board in February 2022.

The current birthrate plus establishment (2018) recommends 70.27 wte based on the birthrate and 
complexity of caseload at Wye Valley at the time of assessment.  The table below provides the 
current workforce position against the budgeted establishment.  As can be seen for January 2022 
the service only have 56 wte available to work due to sickness, maternity leave and vacancy factors.  
This has meant that the service is routinely pulling from community teams to maintain safety on the 
unit and at times has cancelled the homebirth service.

Wye valley has an excellent track record for recruiting midwives; although this is becoming more 
challenging given many units have increased their establishments and are therefore recruiting more 
midwives.

A key part of the maternity transformation agenda is to deliver continuity of carer; the national 
direction is clear that a unit does not need to achieve continuity unless their workforce is established 
at birthrate plus recommended levels. Those trusts not at that level are required to have a plan for 
delivery, this is in development and will be progressed as the workforce allows.
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D e c 2 1 J a n 2 2 f e b 2 2 m a r 2 2

Budgeted wte band 7 (Delivery Suite only) 6.77 6.77 6.77 6.77 

Budgeted wte band 6/5 63.50 63.50 63.50 63.50 

Total Budgeted WTE 70.27 70.27 70.27 70.27 

     

Contracted wte band 7 (Delivery Suite only) 7.92 7.92 7.92 7.92 

Contracted wte band 6/5 60.02 60.02 60.02 60.02 

SUMMARY     

Current Vacancies Vacancy / (Over establishment) 2.33 2.33 2.33 2.33

Midwives currently on Maternity Leave 3.21 4.21 4.21 7.81

Long Term Sick 2.61 3.61 0.53 0.53

Current Gap after maternity and sickness to cover 8.15 10.15 7.07 10.67

Leavers 0.00 4.09 4.09 4.89

New Starters 0.00 0.00 (5.96) (5.96)

Clinical Gap to cover after new starters and leavers 8.15 14.24 5.20 9.60

Conclusion

The unit is on track to achieve full compliance with the seven immediate and essential actions and 
will be able to evidence this with the exception of the maternal medicine pathway, which is the 
subject of ongoing discussions and is recognised to be an issue for many units.  

Next steps
 The 2021 birthrate plus recommendations will be presented to TMB in February 2022
 The project plan for continuity of carer is in development and will be presented at a future 

Quality Committee meeting
 Ockenden 2 is due for publication in March 2022 
 Kirkup will be published in June 2022
 The regional team recommend a review of the recommendations from the Morecambe bay 

enquiry in preparation for the Kirkup report, this work is underway
 The LMNS have been tasked with oversight and monitoring against the Ockenden reports
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Report to: Public Board
Date of Meeting: 03/02/2022
Title of Report: Policy Panel Update

Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Policy Panel
Lead Executive Director: Managing Director
Author: Erica Hermon, Company Secretary
Documents covered by this 
report:

None

a.  Purpose of the report
To update the Board on those policies that have been presented to and approved by the Policy Panel 
plus, as requested at November 2021’s Board meeting, to provide assurance on the overall provision 
of policies within WVT.

b. Recommendation(s)
To note those policies approved by the policy panel, on behalf of the board, since it last reported to 
Board in November 2021. 

c. Executive Director Opinion1

The Trust’s Policy Panel, chaired by the Managing Director: ratifies policies and provides the Board with 
a summary; approves related documentation; ensures that documentation is presented in the Trust 
format and has been catalogued on the Trust database; and, monitors the adherence to the 
developmental processes to maintain the quality of documentation.

The table and graph below provide an overview of the trust’s position with the provision of policies.

The panel has approved the following policies (linked to the Trust intranet) since it last reported to Board 
on November 4, 2021.  

Total # of Policies 
being updated 

(within 6 months of 
expiry)

Total # of Policies:
 Out of Date

Total # of Policies: 
About to Expire 
(within 60 days)

31
11 (decrease from 14 

since Dec 21) 10

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.

1

3 3

1 1 1 1

10

6

1 1

J U N E  
2 0 2 0

S T A N D A R
D  R E V I E W  

-  O O D  
A N D  D U E  

T O  
E X P I R E

S E P T  
2 0 2 0

J U L Y  
2 0 2 1

S E P T  
2 0 2 1

O C T  2 0 2 1 N O V  
2 0 2 1

D E C  2 0 2 1 J A N  2 0 2 2 M A R C H  
2 0 2 2

A P R I L  
2 0 2 2

M A Y  
2 0 2 2
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IC.05 Isolation Policy
IC.35 Norovirus Outbreak Policy
IC.20 Pulmonary Tuberculosis Policy
IG.14 User Access Policy
IG.65 Subject Access Request Policy
PR.54 Patient Identification Policy
PR.S.10 MRI scanning of critical care patients under sedations or general anaesthesia
MF.25 Claims, Inquests and Legal Policy
HR.23 Dress Code and Uniform Policy
IG.S.03 Corporate Records Management SOP
PR.32 Resuscitation Policy
PR.S.09 MRI Scanning of Patients with MRI-Conditional Cardiac Pacemakers
EP.02 HAZMAT and CBRNe Policy

d. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving 
our care

☒ Improve patient safety through increasing our 
compliance with standards and implementing 
change when we learn from incidents

☒ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care 
system strategy

☒ Improve the health and wellbeing of 
Herefordshire residents by utilising population 
health data and increasing our informatics 
capability, embedding an intelligence-driven 
approach that responds to the needs of local 
communities and addresses inequalities 

☒ Develop the infrastructure and governance to 
manage a place based contract alongside our 
partners

Sustainability
☒ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☒ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☒ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, estates 
efficiency, workforce development

Workforce and Leadership
☒ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☒ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☒ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19
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https://wvt-intranet.wvt.nhs.uk/media/60173/isolation-policy-ic05-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60174/norovirus-outbreak-policy-ic35-wvt-trust-wide-policy-002.pdf
https://wvt-intranet.wvt.nhs.uk/media/60175/pulmonary-tuberculosis-policy-ic20-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60177/user-access-control-policy-ig14-wvt-trust-wide-policy-002.pdf
https://wvt-intranet.wvt.nhs.uk/media/60178/subject-access-request-policy-ig65-wvt-trust-wide-policy-002.pdf
https://wvt-intranet.wvt.nhs.uk/media/60171/patient-identification-policy-pr54-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60266/mri-scanning-of-critical-care-patients-under-sedation-or-general-anaesthesia-prs10-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/60268/claims-inquest-and-legal-policy-mf25-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60270/staff-dress-code-and-uniform-policy-hr23-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60271/corporate-records-creating-storing-tracking-tracing-archiving-and-retaining-procedure-igs03-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/60272/resuscitation-policy-pr32-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/60480/mri-scanning-of-patients-with-mri-conditional-cardiac-pacemakers-at-wye-valley-nhs-trust-hereford-prs09-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/60558/hazardous-materials-hazmat-chemical-biological-radiation-nuclear-explosives-cb.pdf


 
 

 

                                                           
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. 

Report to: Public Board 

Date of Meeting: 03/02/2022 

Title of Report: Mandatory Covid Vaccinations for employment 

Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion 

Report Approval Route: Trust Board 

Lead Executive Director: Chief People Officer 

Author: Chief People Officer 

Documents covered by this 
report: 

 
 

1.  Purpose of the report 

  

The Government have made new legislation, approved by Parliament, which amended the Health and 

Social Care Act 2008 (Regulated Activities) Regulations 2014 to cover all CQC regulated activity. The 

regulations provide that the registered person can only deploy or otherwise engage a person for the 

purposes of the provision of a CQC-regulated activity, in which they have direct, face to face contact with 

patients and service users, if the person provides evidence that they have been vaccinated with a complete 

course of a Medicines and Healthcare products Regulatory Agency (MHRA) approved COVID-19 vaccine.  

 
The purpose of this report is to provide an update to the Board on steps being taken to implement the new 

legislation at WVT which takes effect from 1 April 2022. 
 

2. Recommendation(s) 

 
The Board is asked to review and note the new legislation and progress being made at WVT. 
 

3. Executive Director Opinion1 

The Trust is working with Group & ICS partners and taking appropriate steps to ensure compliance with 
the new legislation. 
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4. Please tick box for the Trust’s 2021/22 Objectives the report relates to: 

Quality Improvement 

☒ Improve the experience of patients receiving our 
care 

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents 

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services 

Integration 

☐ Care for more people out of hospital with our 

partners by implementing our integrated care system 

strategy 

☐ Improve the health and wellbeing of Herefordshire 

residents by utilising population health data and 

increasing our informatics capability, embedding an 

intelligence-driven approach that responds to the 

needs of local communities and addresses inequalities  

☐ Develop the infrastructure and governance to 

manage a place based contract alongside our partners 

Sustainability 

☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity  

☐ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record  

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development 

Workforce and Leadership 

☒ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions 

☐ Develop our teams’ management and leadership 
capability to work with partners across care pathways 

☒ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19 
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Mandatory Covid vaccination for employment 

Executive Summary 

The Government have made new legislation, approved by Parliament, which amended the 
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 to cover all CQC 
regulated activity. The regulations provide that the registered person can only deploy or 
otherwise engage a person for the purposes of the provision of a CQC-regulated activity, in 
which they have direct, face to face contact with patients and service users, if the person 
provides evidence that they have been vaccinated with a complete course of a Medicines and 
Healthcare products Regulatory Agency (MHRA) approved COVID-19 vaccine.  
 
The regulations allow a grace period of 12 weeks from 6th January 2022 for colleagues to take 
up both doses of vaccination, with the 1st dose being no later than 3rd February 2022 and the 
2nd dose by 1st April 2022. 
 
The regulations allow a grace period for compliance and the requirement will come into force 

on 1 April 2022. The timeline for the implementation of the regulations are set out in the 

diagram below. 

 

 

 
 

In order to identify which staff are in scope of the regulations there are 2 key questions we 
must answer: 
 

1) Is the individual deployed for the provision of CQC regulated activity 

2) Does the individual have face-to-face contact with patients or service users in their 

role? This includes entering areas which are used for the provision of CQC regulated 

activity which may result in incidental face to face contact with patients or service users  
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The national guidance includes a flowchart which is open to interpretation (appendix 1). We 

are recommending that our scope is defined as: 

 Employees and all individuals engaged at WVT who contribute to the provision of CQC 
regulated activity who also enter areas which are utilised for the provision of CQC 
regulated as part of their role and may have incidental contact with patients. 
 

 This would not include individuals who enter areas such as the main entrance, coffee 
shop, or walking through corridors unless they walk through an area where regulated 
activity is being provided such as a patient waiting room. 

 

To ensure consistency of application of the legislation within the Trust we have developed a 

Vaccination as a Condition of Deployment (VCOD) policy which we will review against the 

national template policy once this has been released. 

 

To mitigate against any claims of unfair dismissal, we are taking the following 4 steps as 

outlined in the national guidance: 

 Step 1 – informal meetings with line manager to understand vaccination status and 
reasons for vaccination hesitancy and what support we can provide to become 
vaccinated. 
 

 Step 2 – review meetings with line manager and HR to formally set out the implications 
for remaining unvaccinated, what further support we can provide, and where applicable 
whether the role can be redefined in any way. 

 

 Step 3 – formal meeting with a senior manager and HR where dismissal on the 
grounds of a breach of statutory restrictions will be considered if the member of staff 
is in scope and remains unvaccinated by the required deadlines. 
 
 

 Step 4 – appeal hearing held with an Executive Director and HR 
 

We are working with ICS partners and we will consider internal and system wide redeployment 

support and support with CV writing and interview skills for employees who do not want to 

take up the vaccination. 

 

A weekly WVT Covid vaccination group is in place and we are currently concluding stage 1 of 

the process. Stage 2 meetings will be commencing from 31st January 2022.   
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WVT position  

 

A weekly WVT Covid working group meeting is in place with representatives from Sodexo, 

HR, Volunteering and Trade Unions. As at 28th January 2022 we do not anticipate a severe 

impact on the services provided by WVT as our current position is as below:  

 
WVT Unvaccinated Staff 
 

Staff Group WVT 

Add Prof Scientific & Technic  3 

Add Clinical Services 31 

Admin & Clerical 15 

AHPs                         1 

Estates & Ancillary                2 

Healthcare Scientists            0 

Medical & Dental                 0 

Nursing & Midwifery                       25 

Total 77 

  

Dose 1 no Dose 2 WVT 

All staff 71 

 

WVT letters have been sent to all individuals listed above and meetings are being held to 

encourage any individual who isn’t medically exempt to be vaccinated. Letters have also gone 

out to all bank and temporary workers and our recruitment and occupational health processes 

have been amended to inform all new employees who are likely to be in scope of the 

regulations about the new requirements on mandatory vaccinations. All employees on 

maternity leave and long term absence from work have also been informed about the new 

regulations.  

 

Sodexo are part of the weekly meeting and to-date 9 individuals have indicated that they do 

not intend to be vaccinated. Sodexo have advised that that this will not have any impact on 

the services provided and they have contingency plans in place if required. 

 

Confirmation has been received that all volunteers in front line patient facing roles have been 

vaccinated. We are awaiting confirmation from Universities and the Deanery that all students 

to be deployed at WVT will be vaccinated. We have also informed all agencies that WVT will 

require confirmation of the vaccination status of any temporary worker before they can be 

deployed in patient facing areas from 1st April 2022. 

 

We are working closely with Divisional leaders and taking appropriate steps to mitigate any 

risks to services provided. We will continue to provide employees with the help, support and 

information they need to make an informed decision. 

To mitigate any risk of litigation, we are following the national guidance which includes a 4 

step process with the right of appeal. 
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A VCOD policy has been developed and this will be aligned to the national policy template 

(when this is released).  A WVT consistency panel will be in place to oversee the decisions 

we make on individual staff members and the appeals process to ensure we apply the rules 

fairly. 

 

Recommendation 

The Board is asked to: 

 Note the WVT process being followed which is in accordance with the regulations 
and national guidance on mandatory vaccination 
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APPENDIX 1 – Flowchart on staff in scope for mandatory Covid vaccination for 

employment  

The flowchart below is an extract from the national guidance and sets out the considerations that 

organisations should follow to determine staff in scope. 
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Report to: Public Board
Date of Meeting: 03/02/2022
Title of Report: Audit Committee Summary Report 9 December 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 9 December 2021.  

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A

4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☐ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☐ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☐ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☐ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development

Workforce and Leadership
☐ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☐ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☐ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19

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 – 3rd February 2022

Summary of Audit Committee meeting held on 9th December 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 December 2021. 

MATTERS FOR PARTICULAR ATTENTION

IT Continuity and Disaster Recovery – In May 2021, the Board of Directors asked the 
Audit Committee to review this issue and bring assurance to the Board that “…we are 
ensuring that critical systems have sufficient resilience to retain these increasingly 
essential systems”1. The Audit Committee received a joint presentation from David 
Warden (Associate Director IM&T – WVT); Simon Mortimer (Head of Information – 
Hoople) and Claire Lodge (Project & Programme Manager). From this the Audit 
Committee were able to gain sufficient assurance, taking account of:-

 The development of a 5-year plan in 2015 to address known issues such as a 
single Data Centre, non-resilient network and ageing computer environment. 
Certainly, six years ago the Trust was vulnerable in these areas. 

 The implementations of that plan with the associated investments that have 
addressed these issues. The Trust now enjoys an appropriate level resilience in its 
data storage, networks and key applications.

 A continuing focus, recognizing that reliance on IT systems continues to grow as do 
the potential threats. So in 2022/23, the agenda will include a Disaster Recovery 
Testing schedule; a focus on some specific applications (Digital Dictation and Apex 
LIMS) and a review of the out of hour’s situation. 

OTHER MATTERS

Report Discussion & recommendation
EPMA Benefits 
realisation – progress 
and EPMA baselines

A paper was received that demonstrated that benefit realisation 
was a key part of the project. A framework developed with NHS 
Digital drove much of this. Using this process, the Trust can 
clearly demonstrate where anticipated benefits (including cash 
releasing) have been achieved; a process which allows the 
project to justify where anticipated benefits are no longer valid 
and where broadening scope in the light of implementation has 
meant the range of benefits has increased. 

Medical Workforce 
Management – 
Annual Leave and 
Sickness Absence

Two Internal Audit (IA) reports both with positive level of 
assurance – Substantial for Anaesthetics; Reasonable for 
Emergency Department. The main issue arising from these 
reports is that there is reliance on local procedures that leaves 
the Trust vulnerable to inconsistency both in terms of policy and 
implementation. It is anticipated that this will be addressed with 
the implementation of E-rostering, after which further reviews 
can be undertaken within the IA programme.

Internal Audit – 
Recommendation 
Tracker

The implementation of agreed recommendations continue to be 
tracked for progress. Good progress on clearing a number of 
outstanding actions were noted. AC approval for extensions to 

1 Action recorded in minutes of Board of Directors – BOD14/05.21
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Report Discussion & recommendation
agreed deadlines is now required. 

Financial Reporting AC aims to review at least one area of Financial Reporting in 
each annual cycle. With the development of the ICS, a report 
was received from the CFO on arrangements emerging for 
financial management across the system. Assurance was taken 
that system arrangements do compliment those of the Trust and 
that as they develop further, the financial relations between the 
Trust and ICS will continue to be transparent and effective. 

Costing 
Transformation 
Programme

AC received an update on the findings of the Costing Assurance 
Audit undertaken by external auditors. This is an important 
review in enabling AC to take assurance that our costing 
processes are meeting guidelines and enabling proper 
comparability at a national level for service improvement.   

Counter Fraud Audit Committee continue to be assured by the balance of 
proactive and reactive work in this area. There is some evidence 
that the awareness of our part in counter fraud is growing as a 
result the proactive awareness and training provided by our 
Local Counter Fraud Specialist (LCFS) 

Prepared by:-
Andrew Cottom, Chair of Audit Committee
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Report to: Public Board
Date of Meeting: 03/02/2022
Title of Report: Integrated Care Executive January 10, 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: One Herefordshire Partnership
Lead Executive Director: Select Director
Author: Frances Martin ANED
Documents covered by this 
report:

None

a.  Purpose of the report
To update the WVT Board on the progress being made by the Integrated Care Executive (ICE).

b. Recommendation(s)
The WVT board are invited to note:

 the progress being made in establishing the ICE and the provision of assurance against each 
of the priorities, as reported to the One Herefordshire Partnership (OHP).

 that no issues required escalation to the OHP.
c. Executive Director Opinion1

The second meeting of the ICE was on Monday January 10, 2022 at which there was again good 
attendance and excellent engagement and participation.

The meeting focused on 4 issues:  

1. 2-hour community response.  There had been good progress on the discussion points from 
the inaugural meeting, including determining more qualitative data, to complement the 
quantitative data required nationally.  A first review had taken place examining the following 
aspects and areas for future development:

 Number of calls by Primary Care Network (PCN) and ascertaining how the PCNs are 
using the service

 Who is referring in?  What do we need to work on?
 How are we responding? The ACP team are responding to the majority of referrals but 

there are some cases that require a mixed response.
 Unplanned District Nurse referrals.
 Improvements to the triage process.

Recent performance data identified that 90% of patients were seen within the 2 hour 
referral window.  For those patients not seen within the 2 hours, they were delayed on 
average by 13 minutes.  A review of the individual cases of those admitted to hospital as 
emergency within 7 days of contact had commenced.  ICE would also be advised of the 
outcome for the remainder of the patients (those not on 2-hour response) and capacity 
versus demand especially as the team are on track to provide a 12 hour 7-day service. 

Further discussion is planned to ensure effective oversight whilst avoiding duplication of 
reporting to Wye Valley Trust’s Finance and Performance Executive Meetings and 
Herefordshire Council’s Adult Social Care operations meetings.  

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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2. North and West PCN.  Expanding on the generic briefing for all PCNs, received at the 
inaugural meeting, this second meeting focused on the North and West PCN.  Over the 
coming months, PCN board meetings will take each of the priorities to agree actions and do 
a deep dive to determine performance against the target.  Included will be an assessment 
as to whether other data sources should be examined.

Data was currently taken from EMIS and other top level data sources.  However, public 
health data and support would be welcomed especially for obesity in children.  In addition 
to the offer of support from Public Health, HWHCT offered assistance with data to support 
mental health indicators.  Some other areas were more difficult to gain accurate information 
on, such as frailty, and were still being explored.  

Estates was identified as a risk to delivery for some of the priorities but, although the PCN 
does not currently have an estates ‘lead’, Wye Valley Trust were providing assistance to 
ensure the PCN’s requirement were captured and supported by the One Herefordshire 
Estate’s Strategy.  Some national funding is available for the most deprived areas, and this 
will be worked through with the One Herefordshire estates team.  In line with our principle 
of ‘learning by doing’ the N&W PCN leadership team and ICE would work with other PCN 
leadership teams to identify shared issues and risks and processes for PCNs and ICE to 
co-produce the modus operandi for delivery and assurance.

3. End of Life (EoL).  Due to operational pressures, neither Lucy Flanagan or Rachael 
Hebbert (leads for EoL) were able to be at ICE.  Julia Neal presented a comprehensive 
overview of EoL in Herefordshire as currently configured.  More detailed exploration of how 
ICE can support greater integration of services and better outcomes for the people of 
Herefordshire will be progressed at a future meeting. There would be an opportunity for 
PCNs to report on the number of their patients on the Palliative Care Register as there was 
some variation across PCNs.  Additionally, a ReSPECT steering group had been formed 
and the personalised care team had received funding for training on this issue.  This would 
help resolve the variation in delivering the ReSPECT process: there are gaps in the 
understanding and context of frailty plus the cultural understanding around death.  A shift 
was required to focus more resources on upstream efforts along with the need to 
differentiate between communication challenges and training ones.

4. Risk.   The meeting concluded that a risk register should identify all risks and opportunities 
of delivering the strategic aims and terms of reference of ICE.  In so doing, ICE needed to 
ensure that they did not duplicate the operational risk management of each partner 
organisation.  It was understood that work was in progress to develop the ICB governance 
structure, which will support the management of risk between place and ICB.
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d. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving 
our care

☒ Improve patient safety through increasing our 
compliance with standards and implementing 
change when we learn from incidents

☒ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care 
system strategy

☒ Improve the health and wellbeing of 
Herefordshire residents by utilising population 
health data and increasing our informatics 
capability, embedding an intelligence-driven 
approach that responds to the needs of local 
communities and addresses inequalities 

☒ Develop the infrastructure and governance to 
manage a place based contract alongside our 
partners

Sustainability
☐ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☐ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, estates 
efficiency, workforce development

Workforce and Leadership
☐ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☒ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☐ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19
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Report to: Public Board
Date of Meeting: 03/02/2022
Title of Report: Quality Committee 25 November 2021 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Christobel Hargraves, NED &  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 this report.

2. Recommendation(s)
For information

3. Executive Director Opinion1

Not applicable
4. Please tick box for the Trust’s 2021/22 Objectives the report relates to:

Quality Improvement
☒ Improve the experience of patients receiving our 
care

☒ Improve patient safety through increasing our 
compliance with standards and implementing change 
when we learn from incidents

☐ Work with our One Herefordshire partners to 
improve access to urgent and emergency services

Integration
☒ Care for more people out of hospital with our 
partners by implementing our integrated care system 
strategy

☐ Improve the health and wellbeing of Herefordshire 
residents by utilising population health data and 
increasing our informatics capability, embedding an 
intelligence-driven approach that responds to the 
needs of local communities and addresses inequalities 

☐ Develop the infrastructure and governance to 
manage a place based contract alongside our partners

Sustainability
☒ Deliver safer acute and community care by 
implementing our Covid recovery plan and focusing on 
improving system productivity 

☐ Improve our safety and efficiency by implementing 
our Digital Strategy, including EPR, Prescribing and 
Integrated Care and Wellbeing Record 

☐ Deliver our responsibilities as a major public sector 
organisation in Herefordshire; carbon reduction, 
estates efficiency, workforce development

Workforce and Leadership
☐ Improve our corporate workforce development by 
strengthening our education and workforce planning 
and delivery functions

☐ Develop our teams’ management and leadership 
capability to work with partners across care pathways

☐ Continue to develop and improve our support for 
staff health and wellbeing, particularly recognising the 
impact of Covid-19

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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Serious Incident Report

There were 13 incidents reported in October covering a range of areas:

 four diagnostic delays
 two ward closures due to Covid outbreaks
 two pressure ulcers
 two suboptimal care of the deteriorating patient
 one information governance issue
  one maternity/ obstetric incident
 one slip/trip/fall.

All incidents are currently being investigated and initial learning has been shared.

The CCG closed five incidents in the month of October.

Infection Prevention Quarterly Report and Action Plan

The Committee were pleased to note the reduction in C Diff cases within the last quarter and it is 
hoped that the actions put in place as a result of the NHSI/E visit would see this improve further. 
There remain two ongoing actions - one of which is being addressed by a task and finish group 
and the second relates to the role of the Infection Prevention Committee and its terms of 
reference. There were three Covid outbreaks within the hospital during October and these are 
subject to review.

Mortality Report

The Committee continues to be assured with regards to mortality rates. Continued improvement is 
being seen in fractured neck of femur and heart failure but sepsis is still showing an increase. The 
audit into this is not yet complete and will be reported to the quality committee in due course.
 
 
Divisional Report – Surgical

Are we safe?    The timely response to SIs continues to improve. Data issues relating to both the 
National Emergency Laparotomy Study and the National Bowel Cancer Audit have been 
addressed. However we are still showing as an outlier on the Laparotomy Study. This is being 
looked into further.
What is new and different?  A review of Theatre Productivity has been undertaken and some 
changes made to help with flow. This will be monitored going forward to see if this helps 
productivity.
What are we especially proud of? The Trust received accreditation for the endoscopy service 
offered. Urology continue to innovate and treatments to deal with kidney stones have now been 
introduced. The successful introduction of the Chronic Pain Service is looking to be extended to 
Powys patients.
What are we worried about and what are we doing about it?  Waiting lists continue to cause 
concern and these have increased again as a result of the Omicron variant outbreak.

Divisional Report – Maternity

Are we safe?   Continued increase in number of incidents reported in month but no increase in 
levels of harm. They mainly related to staffing and acuity levels.
What is new and different?  Additional Ockenden monies have been received as a result of the 
concerns raised by the Trust Chief Executive. These will be used to recruit a Bereavement Midwife 
and a Fetal Monitoring Midwife
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What are we especially proud of?   Increase in carbon monoxide monitoring to 94% and reduction 
in those smoking at time of delivery from 14.6% to 10.8%.
What are we worried about and what are we doing about it?  Changes in staffing with ADOM 
leaving and new ADOM not expected until March. Sickness levels have been of concern and there 
remains vacancies despite ongoing recruitment.

Quality Committee Self-Assessment

The assessment tool was sent to 22 individuals and there were 14 responses. There were no 
areas where there were concerns by the majority of respondents but the following areas showed a 
difference in responses received:

 SMART goals – this was recognised to be a difficulty where there were qualitative 
goals in place. Emphasis on determining SMART goals would be made when they 
quality priorities are put in place.

 Quality Impact Assessments –it was noted that not all respondents were aware of 
the QIA process which required the Chief Nurse and Chief Medical Officer to sign 
off QIAs before they were reported to the Quality Committee. It was agreed this 
would be made clear in the revised Committee Terms of Reference.

 Annual Report –it was agreed that the Quality Account produced annually would act 
as the Committee’s Annual Report rather than submitting a separate one to the 
Board.

 Forward Planner - this was to be made available to all members of the Committee.

Quality Indicators Report

There remains an issue in Surgery with regards to VTE reporting which continues to be addressed. 
A Never Event was reported for November with regards to a misplacement of a NG tube. A full 
investigation has commenced.

Nurse Staffing Report

Staffing remains a concern at Ross hospital with 70% vacancies amongst RNs. To ensure safety 4 
RNs have been seconded from the County site for a period of three months. Other actions from 
the Task and Finish Group looking at this include making sure that the Freedom to Speak Up 
Guardian and Medical Guardian are accessible to all staff and reviewing the staffing model going 
forward.
There has been an increase in use of agency staff across the Trust because of the increased 
number of covid admissions.

Quality Priority – National Inpatient Survey Presentation

The Committee noted the results of this survey.  As it was not directly comparable to previous 
surveys the trust was compared to Foundation Trusts where SWFT performed better than us. 
Advice will be sought from them and GEH to see what can be learnt. Two particular areas that 
need work are firstly ensuring that doctors include patients in their conversations and secondly that 
patients felt we were not asking them about quality of care. On this latter point, automated text 
responses are being investigated to see if that would elicit more response.

Quality Priority – Harm and Risk Management Strategy

Following the agreement made last month to change our approach to assessing harm the 
Committee were advised of the changes to the Patient Access Policy and advised that there would 
be reporting back to the Quality Committee and that there would be an audit by Internal Audit in 
February as to how this was working.
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 28 October 2021 at 1.00 – 4.00 pm
Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED) 
Jon Barnes JB Chief Operating Officer – For Item 17
Lucy Flanagan LF Director Of Nursing
Richard Humphries RH Non-Executive Director 
Jane Ives JI Managing Director 
Ian James IJ Associate Non-Executive Director 
David Mowbray DM Medical Director – Arrived during Item 5
Natasha Owen NO Associate Director of Quality Governance
Grace Quantock GQ Associate Non-Executive Director
Nicola Twigg NT Associate Non-Executive Director

In attendance:
Mehmood Akhtar MA Associate Medical Director, Surgery
Jo Clutterbuck JC Professional Lead, Clinical Support Division 
Robbie Dedi RD Deputy Medical Director 
Linda Dykes LD Associate Medical Director, Integrated Care
David Farnsworth DF Associate Chief Operating Officer, Integrated Care
Sue Fenson SF Locality Manager North West, Integrated Care Division
Kirstie Gardiner KG Named Nurse Children in Care – For Item 6
Nicky Goodwin NG Clinical Quality & Safety Manager – From Item 16
Rachael Hebbert RH Associate Director of Nursing
Cath Holberry CH Lead Nurse Adult Safeguarding – For Item 6
Val Jones VJ Executive Assistant (for the minutes)
Carron Shelley CS Named Nurse Safeguarding Children – For Item 6
Sue Moody SM Lead AHP, Integrated Care Division 
Raechel Skinner RS Clinical Commissioning Group Representative 
Emma Smith ES Associate Director of Nursing, Surgery Division 
Amanda Spooner AS South Locality Manager, Integrated Care Division – Left 

during Item 7
Lou Weaver LW Matron, Emergency Department – For Item 14

Revd Hargraves (Chair of the Quality Committee and NED) welcomed Ian James to the meeting.

QC001/10.21 APOLOGIES FOR ABSENCE

 Apologies were received from Rebecca Gratton, Associate Non-Executive 
Director, Sarah Holliehead, Divisional Nurse Director, Medical Division, Sarah 
Jamieson, Associate Director of Midwifery and Tony McConkey, Clinical 
Director, Pharmacy & Medicines Optimisation.

QC002/10.21 QUORUM

The meeting was quorate.

QC003/10.21 DECLARATIONS OF INTEREST

There were no declarations of interest received. 
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QC004/10.21 MINUTES OF THE MEETING HELD ON 30 SEPTEMBER 2021

Resolved – that the minutes of the meeting held on 30 September 2021 
be confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 

QC005/10.21 ACTION LOG

(a) QC005/08.21 – Action Log - (C) – The Director Of Nursing (DON) 
advised that the Transformation Tuesday type approach will take the 
form of a monthly meeting from January.  

 

Resolved – that the action log be received and noted.

BUSINESS SECTION 

QC006/10.21 FALLS REPORT – QUARTER 2

The DON presented the Falls Report – Quarter 2 and the following key points 
were noted: 

 Our acute falls remain within normal variations. There was a special 
cause variation for Community Hospitals in August for one week. 

 Falls rates in Community Hospitals do fall outside the national 
benchmark but still within the normal variations. This involved four 
patients with a combination of nine falls. The spike in our harm rate 
overall was due to this cluster. 

 Of the seven falls that have occurred this year, there have only been 
three omissions in care. These are going through the full Root Cause 
Analysis, with one of these omissions relating to the Community 
Hospital cluster. 

 Current challenges/concerns – The main concern is around the 
challenges in transferring from a paper based to electronic system. 
We have had to revert back to a paper based system as the new 
AFLOAT tool is not yet electronic. 

 Falls training is not mandated. The bed rails eLearning package is 
voluntary. As this has not been accessed since the launch, more 
publicity is required. There are also a low number of views on the Falls 
Intranet site. 

 We are awaiting the RCP to develop the eLearning training package 
for falls which was due for release in September. It has been 
suggested to bring this back to the Education and Workforce meeting 
for discussion, including whether to make this mandatory for key staff.

 
 The DON is discussing with the team how to pull off intelligent 

reporting to show the data for lying and standing blood pressures as 
we move to an electronic observation system. 
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 Fully utilising the Hospedia bedside screens was noted including 
information around dementia and falls prevention. Due to the 
prohibitive costs, this is currently not being pursed further. 

 Ms Quantock (ANED) queried the timeline on the digital delivery of the 
AFLOAT tool. The DON advised that there are a number of workshops 
with Maxims, our EPR provider, to assess implementation and what 
is working well and what improvements are needed. 

 Ms Quantock (ANED) questioned whether there has been any 
improvement in the bed rails e-learning. It was agreed that an update 
on the AFLOAT tool will be provided in the next Falls Report. 

 Revd Hargraves (Chair and NED) suggested, it this was not too 
onerous a task, if anyone involved in a falls incident, as a minimum, 
undertook their falls training. The Managing Director suggested 
making this training mandatory for Ward based staff. The DON 
advised that this will be discussed at the Workforce and Education 
meeting. 

 Revd Hargraves (Chair and NED) noted that the latest national 
benchmarking figures in the report were for 2014 and queried if there 
were any later updates. The DON will ask the Falls Lead to confirm 
this for the next Falls Report. 

JBu

LF

JBu

Resolved – that:

(A) The Falls Report – Quarter 2 be received and noted. 

(B) The next Falls Report will include an update on the AFLOAT tool.

(C) An update will be provided on discussions held at the Workforce 
and Education meeting regarding falls training being made 
mandatory for specific staff groups. 

(D) The next Falls Report will confirm the date of the latest national 
benchmarking data.  

JBu

LF

JBu

QC007/10.21 SAFEGUARDING REPORTS – QUARTER 2

The Named Nurse Safeguarding Children (NNSC), Named Nurse Children in 
Care (NNCC) and the Lead Nurse Adult Safeguarding (LNAS) presented the 
Safeguarding Reports – Quarter 2 and the following key points were noted: 

Child Safeguarding

 A Powerpoint slide was shared with the meeting covering the main 
issues. Board training appears low due to the three yearly update due 
in the new Financial Year. All staff need to undertake the Level 1 
training which is being addressed.
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 Ms Quantock (ANED) queried whether any potential implications of 
the loss of the Specialist Health Visitor for Domestic Abuse post will 
be monitored. The NNSC advised that the staff member left due to 
lack of capacity within her role to continue covering this area of work. 
This has been on the agenda for a long time to address. The Domestic 
Abuse Bill will put additional expectations on the Trust. The Trust does 
have an Independent Domestic Advisor and a detailed intranet page. 
We are working closely with our Social Care partners regarding this 
issue. Numbers are variable, but generally high. 

 Mr Humphries (NED) noted his surprise that figures for assessments 
were as high as they are due to the current pressures staff are dealing 
with and questioned our relationship with Domestic and Social Care 
colleagues. The NNSC advised that the draft Improvement Plan is 
being presented to the Herefordshire Council meeting today. A 
revised look at the threshold in Children’s Social Care is being 
undertaken which is positive as this will ensure that referrals that have 
not previously reached the team will now do so. Each case is audited. 
There are good relationships with the new Heads of Service and the 
Interim Heads in the teams. 

Children In Care

 There are issues regarding completion of the Initial Health 
Assessments within the statutory timeframe at 15% - the lowest figure 
seen. The issue is around the consent form not being used. New forms 
are being uploaded to improve this. A robust escalation process is in 
place when medical consent and notification are not received. Social 
Services are very supportive. Once consent is received, 76% of 
assessments are completed within the timeframe. 

 The NNCC confirmed that the Interim Head of Service has been very 
supportive. Contact from the Designated Doctor for the Clinical 
Commissioning Group is awaited – any concerns will be forwarded 
onto the Medical Director. 

 The DON noted the huge progress that has been made in the last few 
weeks around consent issues and the PA being allocated to the 
Named Doctor in the Trust. 

 Mr Humphries (NED) queried the background to resolving the issue 
around the Initial Health Assessments. The NNCC advised that this 
cannot be completed until notification and the medical consent are 
received – this is beyond our control, confirming that a robust process 
is in place to support this. It is very positive that the Local Authority 
are supporting with this issue. 

Adult Safeguarding

 There has been an increase in the number of domestic abuse cases 
but with positive outcomes for many of these patients. 
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 Mental Health – There have been three children held under a Mental 
Health Assessment. The team have supported the Childrens Ward 
and the individual who appealed their section. 

 There were two Position of Trust concerns reported. 

 There were eight safeguarding concerns received about care at the 
Trust. Details of which are included within the report. 

 Two Domestic Homicide Reviews remain ongoing – details included 
within the report. 

 The Liberty Protection Safeguards are due to go live in April 2022 but 
the Code Of Practice is still awaited. The consensus is that it is now 
too late for this to be implemented by the planned date as this requires 
three months of consultation. 

 Disability Learning – An increasing number of patients are being seen 
along with improved outcomes which is positive. 

 The Medical Director advised, regarding the three children who were 
sectioned, that Worcestershire Health and Care NHS Trust are 
looking to provide their own Tier 4 beds which will provide some 
support in this area. 

 Mr James (ANED) queried whether outcomes are tracked from 
“Making Safeguarding Personal”. The LNAS advised that a 
multiagency approach is taken to this as much of this occurs out of 
the Trust and is monitored by the Local Authority. 

 Mrs Twigg (ANED) noted that the safeguarding concerns are reviewed 
at the Executive Overview Panel but questioned the loop back for 
review. The LNAS advised that the team complete a Datix for all 
concerns raised to ensure that all the Divisions are aware of these. 
Depending upon the nature of the investigation depends on whether 
the team or individual Divisions investigate. Feedback is provided to 
the Local Authority from the Datix/investigation. Mrs Twigg (ANED) 
questioned whether this information should be formally provided to the 
Board of Directors. The DON advised that reporting may come 
through the formal complaints process and feature in the Quarterly 
Patient Experience Report with all Serious Incidents coming through 
the Serious Incident process and ultimately to this committee. 

 The Mental health Action Report was included for information. 

 Revd Hargraves (Chair and NED) thanked all the teams for their 
reports and hard work. 

 
Resolved – that the Safeguarding Reports – Quarter 2 be received and 
noted. 
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QC008/10.21 MORTALITY REPORT

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

 There are currently no areas of concern. There has also been 
marginal or moderate improvement in all the mortality outliers. 

 No spike in crude mortality has been seen. 

 The unusual ONS data deaths in the Community has been highlighted 
by the Clinical Commissioning Group. This pattern was also seen by 
Worcestershire. The Clinical Commissioning Group are investigating 
this. 

 The Associate Medical Director, Integrated Care advised that the 
apparent spike of six deaths in Bromyard Community Hospital have 
been fully reviewed and were all expected deaths either admitted from 
home or transferred from a hospital outside of the Trust for palliative 
care. 

 Revd Hargraves (Chair and NED) queried whether discussions had 
commenced with the Divisions regarding making mortality business 
as usual. The Medical Director advised that plans are in place to meet 
shortly. 

 The Medical Director advised that a review of Palliative Care coding 
is being undertaken as it is not felt that we are accurately capturing 
the data. 

DM

Resolved – that:

(A) The Mortality Report be received and noted. 

(B)  An update on the review of Palliative Care coding to be provided 
as this was felt not to be accurately captured. 

DM

QC009/10.21 DIVISIONAL REPORT – INTEGRATED CARE

The Lead AHP, Integrated Care Division presented the Divisional Report – 
Integrated Care and the following key points were noted:

 There is a new Quality Matron in post which has had a positive impact.
 

 Monies have been successfully secured from Health Education 
England for an AHP Strategic Workforce project and funding to 
increase Occupational Therapy and Physiotherapy student 
placements for six months. 

 The training table shows the achievements for training for the last six 
months, noting the difficulties of undertaking training during the 
pandemic. There are a number of red areas but improvements are 
being seen. 
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 Recruitment and retention is a particular concern in the Community 
Hospitals. There are 67% vacancies in Ross Community Hospital, 
which puts pressure on the Ward Sisters. There are also pressures 
for the District Nurses with the plans to recruit overseas nurses one of 
the strategies to reduce these pressures. 

 There are also concerns around Information Governance which are 
being discussed at the Serious Incident Panel, with issues around 
EMIS and MAXIMS. EPR is opening up access to staff who are not 
also following Trust guidance. 

 The District Nursing Review has been completed, with a summary of 
the findings within the report. This will be presented to the Finance & 
Performance Executive meeting. 

 The Associate Chief Operating Officer (ACOO), Integrated Care 
advised that a refresh of the recruitment strategy is being undertaken 
regarding staffing at Ross Community Hospital. The Associate 
Director of Nursing & Allied Health Professionals is working with the 
Division to discuss how to improve the environment for staff. 

 Mr Humphries (NED) noted his concerns around staffing in the 
Community Hospitals and District Nursing and questioned at what 
point the Board of Directors need to become involved in making 
difficult decisions. The Managing Director agreed that this is clearly a 
difficult situation advising that Community Hospitals have appropriate 
staffing levels with permanent and agency staff. Regarding 
Community Services and District Nurses, changes have been delayed 
on a risk profile basis with key staff being kept regularly informed. 
Decisions are being taken operationally on a daily basis. The ACOO, 
Integrated Care noted that there were fewer deferrals last month in 
the City, which has been seen for a few months. A review of alternative 
management to support and stabilise the teams is being undertaken 
– this is being looked at from the long term aspect. Mr Humphries 
(NED) was reassured by these comments and processes in place to 
access risk for staff undertaking different duties. The Managing 
Director noted that having to tolerate different ways of working not 
usually undertaken was being seen across the NHS whilst balancing 
the risk with those in our care against those not in our care.
 

 The DON noted the high number of vacancies at Community 
Hospitals, whilst still achieving 100% fill rates which is a continuing 
battle to achieve using agency staff although this may not provide the 
same quality and consistency. Health Care Assistant rates are not at 
100% and are more volatile. 

 The DON agreed that it was positive to see some elements of training 
improving, but the number of red areas appears to show that the vast 
majority of our nurses may not be competent to look after our patients. 
The ACOO, Integrated Care advised that this is around changing the 
colour coding once the evidence has been provided of training 
completed. The majority of staff are fully competent but the assurance 
is required before this is signed off. 
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 The Managing Director highlighted the potential Information 
Governance risk around Nurse Profile being available for registered 
and unregistered staff. We are on the verge of providing a lot more 
information via electronic means and we need to ensure that if all staff 
have the same access that robust processes are in place. 

 Revd Hargraves (Chair and NED) highlighted the positive introduction 
of the wipeable bedside table container. The Lead AHP advised that 
this is being trialled in Bromyard Community Hospital after working in 
partnership with a member of the public to produce this. If this 
continues to be successful, it will be trialled across other areas. 

Resolved – that the Divisional Report – Integrated Care be received and 
noted. 

QC010/10.21 DIVISIONAL REPORT – CLINICAL SUPPORT 

The Professional Lead, Clinical Support Division presented the Divisional 
Report - Clinical Support, which was taken as read, and the following key 
points were noted: 

 There has been an upward trend in incidents. There is a detailed 
piece of work around reporting and raising awareness being 
undertaken. The monthly Directorate Meetings have been changed 
to mirror this with each Directorate now having a monthly deep dive 
to review any themes. None have been found so far. 

 There were no Serious Incidents reporting during this quarter, 
however there have been a couple of trends seen. One of which was 
around Radiology and incidental findings on scans in the Emergency 
Department. The Deputy Medical Director is leading on a piece of 
work on how to guarantee that a process is in place to ensure these 
findings are recorded and actioned quickly. Another theme is around 
metastatic cord compression. This is a potential side effect from 
cancer treatment. Work is underway on educating staff on the Front 
Door to understand the risks and how to treat this. 

 Radiology – A PTL meeting is now held weekly to update the report 
to remove some long waiters   and not now needing an appointment. 
Navigators are improving how patients are booked. There is also an 
additional MRI and CT scanner on site. Ultrasound is still an issue, 
although improving. This is purely a staffing issue.  Staffing issues 
remain throughout Radiology.

 Pathology – Two BMS staff have been recruited in Histopathology. 
Having non-medical staff cutting up samples is a first for the Trust, 
although widely used in other Trusts. Staffing is the main concern, 
with the team working closely with the HR Business Partner to 
improve staffing and recruitment. 

 Pharmacy – The recruitment of an Education Pharmacist is hoping 
to provide a more stable solution to staffing issues. Their main 
concern is around staffing. 
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 Cancer – A Medical and Nursing Hot Week Rota has been 
implemented for a month now, which is working well. The Lead 
Cancer Professional starts in post next month and the Lead Cancer 
Nurse post has been appointed to. The main concern is the Serious 
Incident around acute oncology presentations, eg MSCC and to 
support the Front Door in picking these cases up. 

 Patient Access – The Bookwise system was implemented in May 
with improvements being seen with more efficient room utilisation. 
We are now able to offer evening and Saturday clinics for routine 
Outpatient appointments. The main concern is around staffing, 
particularly in the Plaster Room. Work is underway to support and 
bolster this team. 

Resolved – that the Divisional Report – Clinical Support be received and 
noted. 

QC011/10.21 QUALITY INDICATORS REPORT

The  DON presented the Quality Indicators Report and the following key 
points were noted: 

 The proposal is to monitor the effectiveness of the Patient Safety 
Checklist in Theatres. An example of this chart, including dummy 
data, is included within the report. 

 In February, two patient safety focused Board Workshops are planned 
to discuss the Patient Safety Strategy and Theatres and Anaesthetics 
to talk about the improvements made since the 29a Warning Notice 
from the Care Quality Commission was received by the Trust. 

 The Deputy Medical Director is leading on a piece of work following a 
Serious Incident on a diagnostic incident including delay. This will 
review how staff manage routine escalation of results on the 
electronic system. 

 We are experiencing pressure in every part of the hospital. The 
number of “7 day Stranded” has increased as are the number of 
outbreaks which, as a consequence, is meaning that some patients 
are having to stay in the Emergency Department for up to twenty four 
hours due to lack of availability of beds. Although these patients are 
being correctly cared for, this is not an ideal environment for them to 
be in. An internal summit was held last week with the agreed actions 
included within the report. 

 There have been two Covid outbreaks during the last month – 
Leominster Community Hospital and Arrow Ward, along with a 
suspected Norovirus outbreak. Teme Ward has also been closed this 
week, all of which are causing additional pressures on flow and beds. 

 The Covid booster and flu programme commenced on 15 October – 
both have had an excellent update. 
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 UKHSA (the new name for Public Health England) issued new 
guidance from the end of September to give organisations permission 
to make changes to the current Infection Prevention practices to 
enable ongoing recovery of elective care. Our position statement 
against the recommendations is included within the report. This will 
allow Trusts to put more beds back in due to spacing measures, 
although the Trust did not need to reduce numbers due to available 
space. We have, however, benefited from the Day Case beds being 
put back in and the reduced spacing required for patient chairs in 
Endoscopy. 

 The PCR testing has also been relaxed for an elective procedure to 
the use of a lateral flow test. This now puts the onus on the patient to 
undertake the test and provide evidence of the result. This has been 
discussed and agreed that due to the issues that will arise from this 
change, to remain using the PCR test in the Trust. 

 The guidance also allows the relaxation of the additional cleaning 
requirements in low risk areas. It has been decided to leave the same 
standard for the Orthopaedic Ward and Elective Area due to the 
amount of staff footfall through these areas. 

 Single Recovery Approval - A risk based discussion has been held 
with Revd Hargraves (Chair and NED) and Mr Humphries (NED) with 
the recommendation to the Board of Directors for a single recovery 
approval. Due to the timing of the next Board of Directors meeting, 
this was approved outside of the meeting with full approval. 

Resolved – that the Quality Indicators Report be received and noted.  

QC012/10.21 SAME SEX ACCOMMODATION REPORTING ARRANGEMENTS 

The Associate Director of Quality Governance (ADQG) presented the Same 
Sex Accommodation Reporting Arrangements and the following key points 
were noted: 

 The reporting of Mixed Sex Breaches recommenced in November 
2021. The guidance has been reviewed to ensure that we are 
reporting correctly. The numbers have continued to be monitored 
internally during the suspension, with the numbers increasing. The 
guidance, however, has not been reviewed in light of the pandemic. 
 

 A breakdown of the clinically justified breaches has been undertaken, 
with a break down, ward by ward, included in the report. 

 We need to continue to report sleeping accommodation breaches, 
although not bathroom breaches, although these will continue to be 
reviewed locally and obviously avoided where possible. There is more 
choice for children if they wish to be cohorted differently. 

 The DON advised that we have exercised our own judgement in terms 
of guidance given the size of the Hospital and how we manage patient 
safety and create space at the same time. Covid contacts and Covid 
positive patients, by necessity, are kept in the same bays. 
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 The DON advised that the Trust is suggesting that a Mixed Sex 
Breach is clinically justified for patients on NIV oxygen or advanced 
respiratory support due to the advanced degree of nursing support 
required

 The Managing Director supported the decisions made as a practical 
solution but queried why a four hour time scale has been agreed to 
move a patient to prevent a Mixed Sex Breach occurring. The ADQG 
advised that it can take up to four hours to move a patient deemed not 
requiring Level 3 care with the decision to apply this rule to all areas. 

 Ms Quantock (ANED) noted the need to consider the patient 
experience for those involved in a Mixed Sex Breach and questioned 
what is being done around this. The DON advised that during Covid, 
where possible, if a potential Mixed Sex Breach is likely to occur, the 
individuals involved are informed prior to admission. There are very 
low numbers of concerns received from these individuals. 

 Mr James (ANED) queried whether the decisions being made are in 
line with other Trusts to ensure that we are not an outlier. The ADQG 
advised that the national guidance allows some scope with this, but 
any changes made need to be agreed with our Commissioners as 
well. 

 The Clinical Commissioning Group Representative was supportive of 
the broad principles with clarification needed for some of the smaller 
issues. Both justifiable and unjustifiable breaches will be collated 
internally and can be fed back. 

Resolved – that the Same Sex Accommodation Reporting Arrangements 
be received and approved to be summited to our Commissioners. 

QC013/10.21 NHSI/E INFECTION PREVENTION VISIT

The DON presented the NHSI/E Infection Prevention Visit update and the 
following key points were noted: 

 The letter received by the Trust from NHSI/E regarding the Infection 
Prevention Visit will be sent out to the Quality Committee.

 The NHS Improvement Infection Prevention visit on 19 October 2021 
was due to the Trust being an outlier with our C-Diff cases (132 out of 
135 worst performing Trusts) and the Care Quality Commission 
inspection of the Trust in 2018 and Section 29a Warning Notice due 
to practices in Theatres and Critical Care and a small number of 
wards. 

 The DON had asked, prior to the pandemic, for assistance from 
NHSI/E to assist with our C-Diff cases. This was obviously not 
possible to undertake during the pandemic but NHSI/E approached 
the Trust recently with an offer to provide support. This took the guise 
of a paper based review, including minutes, Policies and Procedures 
and undertaking an inspection, which occurred last week. 

VJ
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 As part of the paper based review, an error in the Trust’s C.Difficile 
Policy was identified, as previously reported to the Quality Committee, 
around which stool sample to take. The Policy was rectified with the 
understanding that staff were sampling correctly. There has been no 
increase in numbers which supports this. 

 The Deputy Director, Infection Prevention and Control (Midlands) 
undertook the visit to review the Wards with the best performing and 
worst performing regarding the number of C-Diff cases (Monnow 
Ward and Lugg Ward). They were supported throughout their visit by 
the Lead Infection Prevention Nurse and the Infection Prevention 
Nurse from the Clinical Commissioning Group. The overall findings 
for Monnow Ward were relatively positive. The three main issues 
discovered were staff not documenting that they opened windows ten 
minutes in every hour to evidence that this occurred, patient’s 
compliance with wearing face masks was poor (this is an issue for the 
NHS in general) and finally the Trust have moved to square shaped 
Sharps boxes with a number of boxes on both Wards not having all 
four corners completely closed. A Safety Bite has since gone out to 
staff to remind them to ensure that all four corners on the Sharps 
boxes are closed correctly. 

 Lugg Ward – There were a number of failures found on the visit. 
Commodes had been condemned but not replaced, Tristel cleaning 
fluid (which should be kept within the locked Dirty Utility) kept out in 
an open ward area and for longer than allowed. The team are working 
to improve these areas with support from the Infection Prevention 
team and the Ward Sister. Due to time pressures, the Deputy Director, 
Infection Prevention and Control was not able to view a third area as 
planned. 

 The decision at the end of the visit was that the Trust remained red 
rated from an Infection Prevention perspective and a re-inspection to 
be carried out in four months’ time. 

 A number of compliance audits have been carried out – some on 
Formic, some on paper and some undertaken by the Infection 
Prevention team and Matrons. Currently we do not have all the audit 
data pulled into one compliance dashboard. Another mapping 
exercise is needed of what is required and by whom for the dashboard 
for each Ward on each area and then to ensure oversight of 
compliance of this information. The compliance audits will be broader 
than just Infection Prevention. 

 Some of the capacity related issues raised are more difficult to 
address, eg a once a week Consultant led C-Diff Ward Round with a 
Microbiologist to discuss the care and antibiotics regime for all C-Diff 
patients. This is not currently achievable with only two Consultant 
Microbiologists who are not full time. It has also been recommended 
that our 0.1 WTE Band 8 Pharmacist, (previously 0.5 WTE) supports 
with anti-microbiobial stewardship, but they are often required to 
support with other Pharmacy issues. 
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 The Associate Director of Nursing, Surgery Division and Matrons 
undertook a walkabout prior to the NHSI/E visit and found some of the 
wards not as clean as required. This was escalated and a Safety 
Summit was held with Sodexo after the walkabouts around the issues 
raised. 

 The deadline for the Trust to respond to the letter regarding factual 
accuracies is 31 October. The DON is meeting with the Lead Infection 
Nurse this week to discuss the response. The proposal is to pull 
together an overarching action log to keep track of the actions being 
delivered. 

 The Managing Director questioned if the improvements are being 
seen yet regarding the changes to the prescribing guidelines for C-
Diff. The DON had asked this question at the Infection Prevention 
Committee and had been advised that it is too soon to see an impact 
on infection rates. 

 The Managing Director suggested that the priority for the Pharmacist 
should be to support with the ward rounds to aid improvement of C-
Diff rates and asked for this to be looked at.

 It was agreed to add the action update from the NHSI/E Infection 
Prevention visit onto the Quality Committee agenda until the next 
inspection. 

 Mr James (ANED) felt that it was very positive that the Trust were 
open and transparent around the issues regarding C-Diff and asked 
for assistance but felt that as we were aware of the inspection the 
improvements found on the walkabout should have been addressed, 
noting the pressures that staff are currently experiencing. The DON 
confirmed that these issues are all being addressed. 

LF

LF

Resolved – that:

(A) The NHSI/E Infection Prevention Visit update be received and 
noted. 

(B) The letter received by the Trust from NHSI/E regarding the 
Infection Prevention Visit to be sent out to the Quality Committee.

(C) The recommendation from the NHSI/E Infection Prevention Visit 
that our Band 8 Pharmacist supports with anti-microbiobial 
stewardship will be reviewed as a priority. 

(D) The action update from the NHSI/E Infection Prevention visit to 
be added to the Quality Committee agenda until the next 
inspection. 

VJ

LF

LF

13/22 152/164



QC014/10.21 CLEANLINESS CHARTER

The DON presented the Cleanliness Charter and the following key points 
were noted: 

 A presentation was given at the last meeting on the new mandated 
cleanliness standards. One of these elements is for the Board of 
Directors to commit to these standards and commits to publishing 
these in each clinical area. Each clinical area will be risk rated into a 
FR category (1 to 6 with 6 requiring the least auditing). The plan is for 
the other half of the commitment to cleanliness to contain the category 
(FR rating) and what element of cleaning is required. 

 The Cleanliness Charter requires Board of Director approval which will 
then be published and rated once audited. 

 It was felt that the national template wording of the areas we will 
commit to needed to be slimed down before being presented to the 
Board of Directors. The Managing Director will revise this wording for 
the report being sent to the next Board of Directors meeting. 

 Ms Quantock (ANED) queried whether clean air and ventilation (areas 
that reduce the spread of Covid) were covered in this Charter. The 
DON advised that these areas are not covered in the Infection 
Prevention Committee – cleanliness, decontamination and water are 
the mandated areas that they cover. Ventilation is an Estates matter 
and therefore not included in this Charter. The Medical Director has 
asked the Estates and Engineering Manager to undertake a survey on 
ventilation in terms of Covid infection rates which will be undertaken 
as part of the carbon monoxide monitoring. Mrs Quantock (ANED) will 
contact the Director of Strategy & Planning for confirmation of how 
and where this is reported back for assurance. 

JI

GQ

Resolved – that:

(A) The Cleanliness Charter be received and noted.  

(B) The Managing Director will revise this wording on the 
Cleanliness Charter template for the report being presented to 
the next Board of Directors meeting.

(C) Ms Quantock (ANED) will contact the Director of Strategy and 
Planning for confirmation of how and where ventilation in terms 
of Covid infection rates is monitored and reported. 

 

JI

GQ

QC015/10.21 NHS URGENT & EMERGENCY CARE SURVEY 2020

The Matron, Emergency Department presented the NHS Urgent & 
Emergency Care Survey 2020 presentation and the following key points were 
noted:

 Patient response rate for the Trust 2020 Urgent & Emergency Care 
Survey (UEC) was 39%, in comparison the average response across 
all of the participating Trusts was 30%.
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 There were only two areas that scores were reduced – Tests and 
Hospital Environment & Facilities. We improved on the remaining 
seven areas. 

 Section 1 – Arrival – We have improved to 8.2, with changes to the 
Emergency Department area but there is still more work to do.

 
 Section 2 – Waiting Times – All comparable questions have improved 

however, there are still areas which require improvement, ie keeping 
patients informed of waiting times, assisting with presenting 
conditions and/or symptoms whilst waiting and the length of stay for 
patients in the department is too long due to the pandemic. 

 Section 3 – Doctors & Nurses – The largest increase is 0.5 which 
shows an increase in the confidence from patients regarding staff 
interaction which is positive. 

 Section 4 – Care & Treatment – Apart from one area which remained 
the same, all other comparable questions have improved. During 
Covid, practice had to change, but we need to ensure more patient 
engagement again. 

 Section 5 – Tests – The Trust have remained about the same when 
compared to other Type 1 Trusts. Improvement is required to ensure 
that patients understand why a test has been performed and how 
these tests will be received post discharge. To improve we need to 
have meaningful interactions with patients in a way that they 
understand and incorporate information regarding test results in the 
Patient Information Leaflet (requires updating). 

 Section 6 – Hospital Environment & Facilities – The Trust remained 
about the same in this area when compared with other Type 1 Trusts. 
There has however been an improvement of 0.5 regarding the 
cleanliness of the department. Access to suitable food and drink is a 
concern with a rating of 6.1/10. A meeting has been held with Sodexo 
to discuss the improvement of the hot food provision. 

 Leaving A&E – The Trust remained about the same when compared 
with other Type 1 Trusts. The largest decrease of 1.3 is regarding 
information given to patients on discharge if they have any concerns 
and who to contact. The Information Leaflet needs to be improved, 
with a lot of focus around this area. 

 There is a new way of working in the Ambulatory Emergency 
Department – the area is now colour coded into three zones: Purple, 
Pink and Yellow. This ensures that nursing staff have clearly 
designated patients to care for. Also the streaming “Right place, right 
time every time” has had a massive impact on the department. 
Funding is awaited for the tannoy system to be implemented across 
the Emergency Department and Same Day Emergency Care which 
will have the capability for all calls and “messaging”. 
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 The DON stated that the department should be very proud of these 
results. The Care Quality Commission visited in December 2020, in 
the middle of the pandemic and also found good practice in the 
department. 

 The DON queried the difference between the three colours allocated 
to patients. The Matron, Emergency Department advised that there 
was no difference to the patients allocated a colour. This was to 
enable the nurse to look after a specific number of patients in each 
zone. 

 The Managing Director noted that the staff engagement around 
change was very commendable.  It is also very positive that staff are 
coming up with progressive changes and suggestions for 
improvements. 

 Revd Hargraves (Chair and NED) queried the importance of the 
provision of hot food. The Matron, Emergency Department advised 
that patients can be in the department for up to twenty four hours and 
require nutritional options any time of the day. Revd Hargraves (Chair 
and NED) suggested that ready meals similar to those used in Police 
Stations may be helpful.

 Mr James (ANED) noted the positive results where are commendable 
during the pandemic. He then went on to question the process if 
patients are not able to receive their test results in the department. 
The Matron, Emergency Department advised that there are 
processes in place to ensure that patients are contacted with their 
results. 

Resolved – that the NHS Urgent & Emergency Care Survey 2020 
presentation be received and noted. 

QC016/10.21 NURSE STAFFING REPORT

The Associate Director of Nursing presented the Nurse Staffing Report and 
the following key points were noted: 

 A lot of work has been undertaken in the last month to ensure that the 
data for the staffing numbers is correct. Changes that have occurred 
during Covid have not always filtered down to the Rostering Team for 
the Care Hours Per Patient Day. The staffing numbers are now all 
correct. The higher numbers for Children’s Ward and Teme Ward are 
due to the amount of RMN utilised during this time and the need for 
NIV and split areas which has increased staffing levels. 

 It does, however, still appear that we are utilising a large amount of 
staff in some areas, eg Frome Ward and the Emergency Department. 
The Emergency Department is due to the increasing numbers of 
patients being seen and the requirement for some patients to wait in 
the department for up to twenty four hours and the opening of 
escalation areas to safely house patients waiting for beds. 
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 Sickness has also increased slightly due to Covid and Covid isolation 
requirements. Theatres are also using an increased number of agency 
staff. 

 School Nursing numbers have been included this month. They have 
seen an increase in sickness, some of which is related to Covid. The 
long term sickness has impacted on staffing levels significantly. 
Support has been provided from the Safeguarding and Health Visiting 
teams. 

 A Business Case, approved at the Trust Management Board and 
presented to the Board of Directors to increase the number of OSCE 
nurses over the next fifteen months by one hundred staff has been 
approved. The areas planning to receive some of these nurses are 
ITU, Accident & Emergency, Community Hospitals and the 
Paediatrics Ward. 

 The DON advised that the registered fill rates for the Community 
Hospitals appear to be at 100% for the majority, but the narrative 
states that there are staffing challenges with a number of vacancies 
unfilled. The data is how we pay our staff, and is therefore more 
accurate than the narrative. The DON highlighted the importance of 
getting this data correct when staffing is a daily challenge in these 
areas. Revd Hargraves (Chair and NED) suggested having someone 
from outside of the team to review the situation to provide a different 
perspective. The Associate Director of Nursing, Surgery Division 
offered her support for a Community Hospital review. 

 The Managing Director advised that the results of the national Patient 
Survey have reported back that it is felt that we have enough nursing 
staff, which is a useful piece of triangulation. 

Resolved – that the Nurse Staffing Report be received and noted. 

QC017/10.21 QUALITY PRIORITY – PATIENT EXPERIENCE REPORT

The Clinical Quality & Safety Manager (CQSM) presented the Quality Priority 
– Patient Experience Report and the following key points were noted: 

 There has been an increase in the number of complaints received in 
September from previous months. There has also been an increase 
in the number received by the Medical Division. This is mainly around 
communication. 

 The main challenge for our Clinicians is in meeting the thirty day 
deadline. There has been an increase in the comeback to responses 
provided. This shows the need to understand what the complainant 
wants answered.

 There have been fewer compliments received. These are shared with 
staff.
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 It is positive to see the improvements in the NHS Urgent & Emergency 
Care Survey. The results of the Inpatient Survey also show overall 
improvements. A more detailed report will be presented to the 
November Quality Committee. 

 The plan is to involve patients and staff more and to ensure that more 
patients are involved with our Patient Committees. 

 Ms Twigg (ANED) noted that communication is such a vast area for 
complaints and suggested that this could be broken down to specific 
areas to better understand what steps to take to address these issues.

 
 The Managing Director noted that knowing what a complainant wants 

from their complaint should be the start of the conversation rather than 
a profroma. It is important that the Investigating Officer telephones 
them to ascertain what is wanted. 

 Revd Hargraves (Chair and NED) suggested that the team may not 
receive a huge response from the electronic responses for the Friends 
& Family Test due to the aging population. 

 Ms Quantock (ANED) queried if complainants are provided with a 
sense of what is available/possible. The CQSM advised that this was 
discussed at the Patient Experience Committee last week around 
helping patients with their expectations. The aim is to have staff asking 
if there is anything a patient requires support with to try to prevent 
unnecessary complaints. 

LF

Resolved – that: 

(A) The Quality Priority – Patient Experience Report be received 
and noted. 

(B) The Inpatient Survey will be presented to the November Quality 
Committee.

LF

QC018/10.21 QUALITY PRIORITY – HARM AND RISK MANAGEMENT STOCK-TAKE

The Chief Operating Officer (COO) presented the Quality Priority – Harm and 
Risk Management Stock-Take presentation and the following key points were 
noted: 

 The Stock-Take – This was undertaken through September/October 
at a specialty/sub-specialty level by types of referral and by stage of 
treatment. This included reviewing what risk controls are in place, 
what escalation measures are in place and how harm is assessed. 

 The Summary Document – This is a summary of the entire document 
(not included due to size) and is available on request. 
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 2WW Referrals – Unavailability of clinic appointments are escalated 
to the speciality team by the Referral Management Centre (RMC) on 
a daily basis. There is a robust process in place. The position is 
reviewed at a weekly PTL Meeting and the fortnightly Restoration 
Tuesday Meeting. Waiting times are reviewed at the monthly 
Speciality Business Meeting. At the time of this stock-take, waiting 
times were below 14 days. The variation in demand is proactively 
planned for (ie planned leave) and any loss in performance is 
recovered quickly. 

 Urgent Referrals – The position is monitored at the weekly PTL 
Meeting and the fortnightly Restoration Tuesday Meetings and fully 
understood by the clinician and operational teams. Unavailability of 
surgical clinic appointments are escalated to the specialty team by the 
RMC at a twice weekly meeting. No recorded escalation is in place for 
a number of medical specialities, which is required. More assurance 
is required around this area. 

 Routine Referrals – The position is monitored as for Urgent Referrals. 
Wait times vary from specialty to specialty for 4 to 52 weeks. Any 
patient waiting over 18 weeks is written to (on a rolling basis) to 
confirm continuing need to remain on the list and what to do if their 
condition deteriorates. Clinical agreement is required if the patient 
wishes to come off the waiting list with Primary Care agreement to 
refer a patient back to us if their condition deteriorates. A standardised 
process (patient letters) is in place and there is a more interactive 
approach being explored with the ICS. The process of escalation is 
also supported by Primary Care. 

 Follow-up Appointments – All patients with a follow up request have a 
“see by date”. Those past this date are escalated where possible, with 
a number of specialties (but not all) undertaking reviews and/or 
utilising a failsafe approach. There is also some variability in reported 
monitoring and escalation processes. 

 Surveillance Patients – These patients are discussed at the weekly 
PTL meeting and the spreadsheet updated weekly. Any overdue 
patients are escalated to the operational/clinical team. There are 
robust reporting, monitoring and escalation processes in place. All 
specialties are reporting a very active process of monitoring and 
escalation for this patient group.

 Inpatients – These patients are monitored weekly at the PTL Meeting 
with the majority assigned a P code (process and team in place to 
assign the current shortfall which tends to be new patients). There is 
a weekly escalation approach by the Priority Tracking Team detailing 
any overdue P2 or P3 patients. Clinicians are asked to review and 
chose one of four options to ensure they are correctly assessed. This 
is monitored by the team, the ICS and nationally. 

 Endoscopy – All patients have now been assigned a P/D (diagnostic) 
number. There are dedicated administrative staff in place to monitor 
waiting times against the P/D category. The numbers on the waiting 
list are reducing. 
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 Harm Reviews – These take place for all patients that are treated after 
52 weeks (or 104 days for cancer patients). The process has remained 
unchanged since before the Covid pandemic. The backlog of around 
three hundred patients is being actively managed with a robust 
tracking process in place. This approach requires a rapid review and 
a proportionate but robust process quickly introduced. 

 Summary – Waiting list management, including monitoring, escalation 
and responsiveness are on the whole fit for purpose. There are some 
variations in reported approach across the Trust and this should be 
remedied where appropriate to do so. The next steps will be to rapidly 
review the Trust’s Patient Access Policy and revise the sections where 
unwarranted variation exists and bring this back to the December 
Quality Committee meeting. 

 Harm Review Process – If a patient is treated after 52 weeks and the 
Consultant decides that moderate or serve long lasting harm has been 
caused, a form is completed. Emotional and social economic harm is 
not included. The volume of patients waiting is not manageable or 
appropriate to provide assurance. The COO proposed that we actively 
encourage Clinicians to report harm for any delay in treatment as this 
is felt to be more appropriate. 

 The Managing Director noted that routine patients who wish to defer 
are making their own choice and can always not attend their 
appointment and suggested that the decision to undertake a review 
by the Clinician should be reviewed (although not for patients on a 
2WW or urgent pathway). 

 The Managing Director suggested that patients who are in a patient 
initiated follow up could be allowed to keep their appointment “open” 
for six months and then put back on the list. This will reduce Clinician’s 
time spent and add value. 

 The Deputy Medical Director agreed we need to agree on how to 
report and investigate harm. A few patients are coming through the 
Serious Incident Panel for moderate harm due to delay. The COO 
advised that we need to think about whether we could have seen 
issues arising sooner for patients waiting for up to two years for their 
treatment. The Medical Director advised that there are “thematic” 
groups of patients that Clinicians have agreed can wait for a specified 
period without a review required. One option is to look at the patient 
pathway to see if the delay was preventable or not (only for routine 
patients). 

 The COO did not agree that most Clinicians need to see their patients 
again if they wish to come off the waiting list. Clinicians have advised 
of some groups which they do not wish to see again if this is they wish 
to cancel their appointment but others that they need to review their 
notes before making a decision. The Managing Director reiterated that 
this was for routine referrals and would only involve a small amount of 
Clinicians time. The Medical Director advised that the majority of 
patients would require the Clinician to review their notes, with only a 
small number of specified groups not requiring this intervention. 

JB
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 Revd Hargraves (Chair and NED) agreed that the current harm review 
process did not seem a good use of time and supported the route of 
looking at risk in a new way. The COO reiterated that 104 day reviews 
for cancer patients will still be undertaken. The Professional Lead, 
Clinical Support Division advised that there is national guidance 
around cancer harm reviews. There have been very few occur, but 
those that have have resulted in learning. 

 The DON advised that this is one of our Quality Priorities, and the 
Chair of the Audit Committee has felt in the past that the Board of 
Directors are not sighted on all of our Quality Priorities. We therefore 
need to ensure that the Board of Directors are sighted on these. Revd 
Hargraves (Chair and NED) and the DON will meet to agree how best 
to ensure this. The COO also offered his support in this process. 

CH/LF

Resolved – that: 

(A) The Quality Priority – Harm and Risk Management Stock-Take 
presentation be received and noted. 

(B) The updated Trust’s Patient Access Policy will be presented to 
the December Quality Committee meeting.

(C) The Chair of the Quality Committee and the Director Of Nursing 
will meet to discuss the best process of ensuring that the Quality 
Priorities are presented to the Board of Directors. 

JB

CH/LF

QC019/10.21 QUALITY COMMITTEE SELF-ASSESSMENT

As there have only been a limited number of responses received, it was 
agreed to resend the Self-Assessment to enable a review of a larger response 
rate. 

VJ

Resolved – that:

(A) The Quality Committee Self-Assessment be received and 
deferred until further responses are received. 

(B) The Quality Committee Self-Assessment will be resent to enable 
a larger response rate. 

VJ

QC020/10.21 CLINICAL AUDIT AND EFFECTIVENESS COMMITTEE REPORT

The Deputy Medical Director presented the Clinical Audit and Effectiveness 
Committee (CEAC) Report and the following key points were noted: 

 The Committee approved the MRI – Patients with Pacemakers in situ 
Standard Operating Procedure. 

 Discussion was held around the Transfusion Committee and 
education of transfusion, training and how to access this. A report was 
also received on the improvements in transfusion products. 
Membership of this Committee is still an issue but this, along with the 
new Transfusion Policy is being worked on. 
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 LocSSIPs were also discussed, and as CEAC is well attended, agreed 
that Clinicians will take ownership of their own LocSSIPs. A consistent 
Standard Operating Procedure and LocSSIP template was also 
agreed to. The next step is how to link this in with Maxims (previously 
used Formic), as this is where the WHO checklist is kept. 

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

CONFIDENTIAL SECTION

QC021/10.21 SERIOUS INCIDENT REPORT

QC022/10.21 ANY OTHER BUSINESS 

There was no further business to discuss. 

QC023/10.21 DATE OF NEXT MEETING 

The next meeting is due to be held on 25 November 2021 at 1.00 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
BAME Black, Asian and Minority Ethnic
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 
GIRFT Getting It Right First Time
GMC General Medical Council
HASU Hyper Acute Stroke Unit
HCA Healthcare Assistant
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HDU High Dependency Unit 
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
ICS Integrated Care System
IG Information Governance
IV Intravenous
JAG Joint Advisory Group
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
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
PIFU Patient Initiated Follow Up
PPE Personal Protective Equipment
PFI Private Finance Initiative
PID Project Initiation Document
PIFU Patient Initiated Follow Up
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
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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
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
WTE Whole Time Equivalent
WHO World Health Organisation
WVT Wye Valley NHS Trust 
WW Week Wait
YTD Year To Date
#NOF Fractured Neck of Femur
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