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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 3 February 2022 at 1.00 pm
Via MS Teams

Present:

Russell Hardy RH Chairman
Glen Burley GB Chief Executive 
Andrew Cottom AC Non-Executive Director (NED)
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
Alan Dawson AD Chief Strategy and Planning Officer
Geoffrey Etule GE Chief People Officer 
Erica Hermon EH Associate Director of Corporate Governance
Ian James IJ Associate Non-Executive Director (ANED)
Val Jones VJ Executive Assistant (For the minutes) 
Abbi Maddox AM Interim Lead Midwife – Observing/For Item 7.4
Frances Martin FMa Associate Non-Executive Director (ANED)
Frank Myers, MBE FM Associate Non-Executive Director (ANED) 
Andrew Parker AP Associate Chief Operating Officer, Medical 

Division - Observing
Grace Quantock GQ Associate Non-Executive Director (ANED)

The Employee of the Month award was presented to Susan Black, HCA Teme Ward. 
The Chairman read out the reasons why Susan had been nominated for this award. 

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

The Chairman highlighted that the Board of Directors are aware of the phenomenal 
efforts of our staff during the Christmas and New Year period and passed on the 
enormous thanks to the front line teams. He went on to thank their families as well 
who have made huge enormous sacrifices to support their loved ones. 

The Board Workshop held this morning was around patient safety and the positive 
work that is being carried out in the Community with our colleagues in the Local 
Council. 
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Minute Action

BOD01/02.22 Apologies for Absence

There were no apologies received.  

BOD02/02.22 Quorum

The meeting was quorate.

BOD03/02.22 Declarations of Interest

There were no new declarations received. 

BOD04/02.22 Minutes of the meeting held 2 December 2021

Resolved – that the minutes of the meeting held on 2 December 2021 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/02.22 Matters Arising and Action Log

BOD16/12.21 – The first quarterly report on the Workforce and OD Strategy is due 
to come to the March meeting. Any areas of concern in between these times will be 
presented via the monthly Performance Report or the Board Workshop. Any items 
that the Board would like to include should be forwarded onto the Chief People Officer 
(CPO). 

ALL

Resolved – that:

(A) The action log be noted.

(B) Any items that need including in the Workforce and OD Strategy 
quarterly update to be forwarded onto the Chief People Officer. 

ALL

BOD06/02.22 Chief Executive’s Report

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

(a) The Chairman thanked the CEO on behalf of the Board of Directors for his 
national work in the task of transforming the NHS to a post Covid world, which 
also benefits the population of Herefordshire. 

(b) New Wards Opening – The hutted wards have proved to be extremely good 
value for money, which were only meant to last for a few years. We finally 
moved into the new ward block at the end of last year. This was a huge 
achievement for the project team. 

(c) NHS England Annual Planning Guidance 2022/23 – The Guidance was 
received on Christmas Eve identifying ten priorities. These are all relevant 
priorities to the Trust, with a number already contained within our objectives 
for next year. Confirmation has also been received that the ICS will not go 
live until 1 July 2022. This does not stop us going forward with the structures 
and putting actions into place prior to this date. 
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(d) Expansion of actual and virtual beds - This will include our additional beds in 
these national numbers. The use of virtual wards and beds is being reviewed 
across the Foundation Group. 

(e) Electives and Elective Recovery Fund – The Elective Strategy is expected in 
the next few days. There will be capital associated with this, with the Trust 
making a bid for Theatres from this. It is an extremely tough ask of the NHS 
to get back to the position of having no 52WW, which is locally particularly 
challenging. This is prompting the use of choice for patients as to where they 
have their treatment as a national objective to ensure the best use of capacity 
across the NHS. 

(f) Allocating and Funding – More detail will be provided around this in the 
Finance Report. We are starting to see signs of getting back to normal in 
managing NHS finances. There is an opportunity for us to gain more income 
in next year’s plan. 

(g) New Standard NHS Contract Terms – We are starting to move away from 
NHS Constitutional Standards. The CEO has been part of the National 
Discharge Taskforce since December. The plan is to reduce the number of 
patients in acute beds whose acute episodes are over, with our data needing 
to improve around this area. The challenge is around patients in Community 
Hospitals waiting for other settings of care which is causing flow challenges 
locally. Some discharges are in our control as acute provider – around 30%. 
This focus of challenge for the NHS will be around improving bed blocking in 
the NHS and Social Care. 

(h) Covid Update – This is an improving picture. We still have quite high numbers 
(currently 23 positive cases in the Trust), but a large proportion of patients 
are found to have Covid on admission for other reasons rather than being 
admitted due to Covid. Fewer patients are on oxygen and in Critical Care than 
last year. 

(i) Since the report was written, there have been changes to the arrangements 
around Covid vaccinations for NHS staff. This change came into place on 31 
January. The HR Team have been working hard to identify staff not 
vaccinated and encourage them to have their vaccine alongside the process 
for staff dismissal if no other options were available. It is positive that we will 
retain staff for the future but the CEO still encouraged all staff to have their 
Covid vaccine. 

(j) Getting It Right First Time (GIRFT) Analysis – This has evolved over the last 
few years with a robust set of productivity indicators now in place. This looks 
at individual specialities as well as overall performance. Sharing of good 
practice and learning will continue at the Foundation Group meetings. 

(k) More from our Great Teams – Surgical Division – There are a number of 
achievements from the Division over the last few months, especially the 
Endoscopy Unit achieving their JAG accreditation. 

(l) Going the Extra Mile Awards – The presentations were given at the beginning 
of the meeting – we are very proud or our staff receiving these awards. 
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(m)Mr Cottom (ANED) asked the CEO to articulate what the virtual wards are 
and how they are measured. The CEO advised that there are a number of 
technology solutions, of which virtual wards are one. The Foundation Group 
are supporting patients in Care Homes to prevent them coming into hospital. 
The technology available makes this achievable and much safer for patients 
as staff are able to monitor them closely. More detail will be provided as we 
move forward. 

(n) Mr Cottom (ANED) noted that our case financially represents a big 
opportunity for us to become an organisation that is the starting point to plan 
to break even and to become a credible organisation. The Chief Finance 
Officer (CFO) advised that national thinking is to provide support to take 
organisations back to a stable position to allow this. Some things have moved 
and with Covid this has put pressure on the Trust but we have plans in place 
to achieve break even. The CEO advised that he is still pushing the national 
team regarding our recovery and our structural financial challenges. 

(o) Mr Humphries (NED) felt that the Planning Guidance was a very ambitious 
and demanding set of tasks for the Trust and was disappointed that there was 
not more of a steer and support. He went on to reassert the belief of the Board 
of Directors that all staff should be fully vaccinated to support our friends, 
family and patients.  Unless there are compelling reasons not to.

(p) Mr Myers (NED) queried how we can control the volume of patients utilising 
virtual wards, noting that we need to keep abreast of digital advances and 
keep the community informed of the digital infrastructure. The CEO agreed 
that we need to ensure that patients are able to access the digital solutions 
as not everyone has access to the internet etc. Our local MPs are kept up to 
date with all new developments which will continue. We are only now moving 
from the regime with Covid where we were provided more financial support 
to a more strategic position. Regarding the virtual wards, the Chief Operating 
Officer (COO) advised that we are running a workshop to look at where all 
structures might sit in this area. A lot of areas are similar and we need to 
agree the criteria and ensure monitoring is in place. Conversations will be 
held with the system as a whole to ensure we have a Herefordshire way of 
running services, which NEDs will be involved in where appropriate. 

(q) Mr James (ANED) felt it would be helpful to know what the additional beds 
equate to in terms of the Trust ie do these beds replace what we have lost 
due to reorganisation through Covid or over and above these numbers. The 
CEO confirmed that there have been some new hospital programmes across 
the NHS and our programme replaced our hutted wards and added an extra 
ward in those numbers, but was not sure of what the long term impact will be 
on bed density regarding infection prevention measures.

Resolved – that the Chief Executive’s Report be received and noted. 
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BOD07/02.22 Integrated Performance Report

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

a) Rural funding – The Managing Director attended the launch of the Select 
Committee for Health and Care in rural communities. There were 12 
recommendations from this report, which will be circulated. The top 
recommendation is around resourcing to ensure we are able to fund what we 
need to in our setting. 

b) January was a difficult month as expected. The Omicron wave through 
December and January severely stretched the Health and Care system both 
with number of patients (this means that infection prevention measures are 
more inefficient) and the impact on our staff and Social Care staff. It is positive 
to note, in the face of this, the changes and redesign in Urgent Care mean 
that we are seeing more patients overall and more patients in an hour (we are 
actually beating the national average on this). 

c) Medically fit for discharge – We currently have forty five patients in this 
category, twenty of which are from Herefordshire, eleven from Powys, ten 
from Shropshire with the remaining four from other areas. Of the twenty 
Herefordshire patients, fourteen need to go to Home First for their package 
of care. This causes immense stress on the Home Care workforce with Home 
First not yet fully recruited to. We are developing a more strategic strategy for 
Health and Care Support Workers which is coming to the next Board 
Workshop. 

d) During January, we did not deliver as much elective work as planned – 
orthopaedics were particularly impacted by this. We have now reinstated 
some ring fenced beds to improve this. In the next few months, we will also 
be opening up ring fenced wards for our orthopaedic patients.

e) Staffing has been a huge challenge, with us having to accept staffing levels, 
particularly in nursing and medicine, which were lower than we would 
normally accept. The Chief Nursing Officer (CNO) and Senior Nursing team 
have been amazing throughout along with the back office teams supporting 
wards in non-clinical roles. It has taken a whole team effort to get through this 
period with staffing still not back to ideal levels. 

f) Positively, there has been an improvement in staff long term sickness rates. 
Hopefully we are now through the worst of Covid and winter ailments which 
should see further improvement to our sickness levels. The Trust generally 
runs at a higher rate nationally and compared with the Foundation Group. 

g) Mandatory vaccinations – Currently we have achieved 97.4% for our staff 
which is amazing. We expect to finish with an even higher level than this 
despite the changes to the vaccination status for our staff. 

h) Financially we are in a better position than expected as we did not carry out 
as much work as planned. The Finance Performance report has a section on 
how we link activity and productivity together. There is a Board Workshop 
planned in the next few months to discuss this subject further. 

JI
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i) Mr Cottom (ANED) recognised the pressures on staff with turnover standing 
out as an issue as this is increasing, which adds further to the burden. The 
Managing Director advised that this is a national picture. The Chairman 
agreed noting that this is increasingly due to the pandemic and staff being 
tired. 

Resolved – that:

(A) The review of Integrated Performance Report be received and noted.

(B) The Managing Director will circulate the Rural Funding Report to the 
Board of Directors for information. 

JI

BOD08/02.22 Quality 

The CNO presented the Quality Report and the following key points were noted: 

(a) There is good progress being made with regards to VTE assessment. The 
revised reporting parameters have been applied retrospectively with 
performance now maintained at 93% or above. We continue to work towards 
exemplar status. 

(b) Theatres gave a presentation in the Board Workshop around the 
strengthened leadership and governance post the Care Quality Commission 
visit. 

(c) There are three Serious Incidents to report (no meeting held last month). We 
are seeing higher numbers of Serious Incidents in the last few months, some 
of which is related to current pressures. There are also clusters of infection 
prevention outbreaks of Covid and pressure ulcers. Pressure ulcers are an 
area of concern which was discussed at the last Quality Committee meeting 
and a deep dive will be presented to a future Quality Committee meeting. 

(d) The Trust are experiencing a high number of mixed sex breaches. These are 
unavoidable due to the pressures we are facing, the small bed base and the 
continued infection prevention measures in place. There have been no 
complaints received in connection with this and staff continue to manage 
patient expectations. 

(e) The CNO recognised the negative impact the visitor restrictions are having, 
with the plan to review these in the next few weeks to see if these can be 
reduced. 

(f) There have been changes to the infection prevention guidance – there is now 
a reduction in the isolation period for positive patients from fourteen to ten 
days. The Trust implemented this guidance in advance of the official 
publication, with support of regional colleagues, due to our bed base and the 
pressures with patient flow. 

(g) There have been six Covid outbreaks since the last meeting. We are seeing 
patients admitted and likely to be in the early stages of infection, testing 
negative on admission but positive when next tested on Day 3 or 5. 
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(h) Staffing is a particular challenge. During the first part of the year, we 
experienced a high level of Covid sickness along with underlying high 
sickness levels and vacancies and additional beds open all placing additional 
demands on our staffing resource. The report includes actions taken to 
support staffing and the CNO echoed her thanks to all back office teams who 
have supported in caring for patients. Staff found this an enjoyable experience 
and the wards found this exceptionally helpful. 

Resolved – that the Quality Report be received and noted.

BOD09/02.22 Activity Performance

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

(a) ITU Covid numbers, winter pressures and staffing numbers have all vied over 
the last few weeks as the biggest issue in the Trust. We remain in a 
challenged position. We are running elective care for all patients currently and 
will continue to do so as long as this can be safely managed. 

(b) The Emergency Department (ED) is often the best barometer for the 
pressures being faced in the Trust. Staff have worked hard to clear 
ambulances at the front door but on occasions this has not occurred in an 
acceptable time frame and all patients are not receiving the high quality of 
care normally provided. 

(c) SDEC is seeing and discharging 39% of patients on the same day which is 
really supporting ED. The Frailty SDEC is planned to open soon to provide 
further support, we are awaiting the release of beds. 

(d) The Trust have received a B SSNAP rating (previously a C), with the highest 
score achieved for that quarter in the West Midlands which is a phenomenal 
achievement. The COO congratulated all the team on their hard work on 
achieving this and the high level of care being provided to patients. TIA 
performance is now doing consistently well, but more improvement is still 
required. 

(e) Ms Quantock (ANED) noted that work is being planned to improve the Cancer 
targets and queried where the impact is expected. The COO advised that the 
Cancer Services Manager is working on this and what interventions are 
required as we are able to improve this process. Improvements should be 
seen in the next few months, with 28 days the most important standard. More 
detail will be provided in the next Activity Report.  

(f) Mrs Martin (ANED) echoed the thanks and recognition of the significant 
benefit of the Trust achieving the B SSNAP rating and the achievements of 
SDEC, noting that it is easy to focus on the areas we are not doing so well in 
but we need to recognise these fantastic achievements with Getting It Right 
First Time and best practice. 

(g) The Chairman thanked the COO for the phenomenal work that he is carrying 
out at system level for the citizens of Herefordshire and Worcestershire. 

JB
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Resolved – that:

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

(D) The March Performance Report will include detail on the interventions 
being put into place to improve cancer performance waiting times. JB

BOD10/02.22 Workforce

The CPO presented the Workforce Report and the following key points were noted: 

(a) There has been an increase in sickness over the last few weeks, mainly due 
to winter ailments, Covid and mental health conditions. We are working with 
Loughborough University on how to provide the best support to staff suffering 
with mental health issues. 

(b) The Trust are also supporting the national “Time to Talk Day” today to support 
those suffering with mental health problems. 

(c) Funding has been received from NHS charities to enhance the health and 
wellbeing offerings for staff. This is a key area for the Human Resources 
Department to support staff in. 

(d) Quarterly Equality, Diversity and Inclusion meetings are held with the Police 
Superintendent in attendance to improve working relations in this area. 

(e) International recruitment is on track with between 80 – 90 more international 
nurses joining us by the end of the financial year. 

(f) The Leadership and Management Programme is recommencing in March. 
This was very successful last year. 

(g) We are seeing issues in the Trust and across the Health Service around staff 
retention. The report covers some areas that are improving in the Trust. We 
are working with Staffside and managers on how to improve this further. 

(h) Mr Humphries (NED) noted the discussions around the increase in staff 
turnover along with the comments made by the CNO around the difficulties 
for staff in January, and questioned whether retention is likely to become a 
bigger issue. The CPO advised that no increase has been seen so far and a 
further increase is not expected. We are trying to address vacancy levels and 
health and wellbeing along with expanding the wellbeing programme for staff 
including taking steps to become a more attractive employer. The Chairman 
noted that this could be a different picture if another powerful variant occurs 
and we have to ask staff to operate as they did last year. 

(i) Mr James (ANED) asked what was involved in the Trust being a pilot site for 
NHS Cadets. The CPO advised that this is around encouraging young people 
to undertake a placement in the NHS and we are currently in conversation 
with the NHS Cadet Team around the details. This is due to launch in June.
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(j) Ms Quantock (ANED) queried what support the Trust are providing in regard 
to disabled staff and those who have disabled families. The CPO advised that 
the Trust supported Disability History Month as well as supporting LGBT+ 
month during February. We are ensuring that we are covering and supporting 
all equality and diversity angles. 

Resolved – that the Workforce Report be received and noted. 

BOD11/02.22 Finance Performance 

The CFO presented the Finance Performance Report, which was taken as read and 
the following key points were noted:

(a) The report is for the financial position to the end of December 2021. Our plan 
is to achieve breakeven with a small surplus at year end. Non recurrent 
funding is supporting this. 

(b) We are seeing high levels of agency and temporary workforce costs – the 
highest agency spend to date.

(c) Due to undertaking less activity than planned, this has had a positive impact 
on our finances, although recognising the impact this has had on our waiting 
lists. 

(d) Year to date, we have delivered a £2.1m CPIP with a shortfall remaining in 
the full year projection. This will drive recurrent pressure into next year’s plan. 

(e) The system as a whole remains on track at this point of the year. 

(f) Productivity and Use of Resources – The plan is to introduce measures that 
relate to the measure of cost and to demonstrate the significant impact on 
our cost base and activity levels when Covid first hit. There has been a 
gradual improvement in our productivity as we are recovering and we are now 
operating at a level above previous years. 

(g) Year to date capital spend is £12.5m with plans to spend the remaining 
funding by year end. Capital planning discussions have commenced across 
the system. 

(h) Cash balances remain healthy. BPPC performance had dipped as we cleared 
longstanding accounts, and has improved albeit not yet back to the previous 
level.

(i) The main focus is now on the 2022/23 operational planning position and 
budgets for the New Year which will be presented in due course. 

(j) The Chairman asked about the Best Use of Resources and what the 
reference costs are. The CFO advised that they are just under 100. We are 
now looking at the data anomaly, that if some of our elective care was 
adjusted this will bring us to over 100. Further detail will be provided in a 
future report. 
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(k) Mrs Twigg (NED) noted that agency figures are increasing considerably and 
are higher than for some on volume and cost increases. The CFO advised 
that an element of both is from the supply perspective. The number of higher 
cost agencies we are having to use is increasing. The breakdown of these 
costs is presented to the Finance & Performance Committee meetings. 

(l) Mrs Twigg (NED) queried the likelihood of not achieving our CPIP. The CFO 
advised that we are delivering a projection on the CPIP with the forecast for 
achieving this credible, noting that some of the CPIP savings are one off and 
we need to be making continuous savings. 

(m) The Chairman encouraged the NEDs to attend the Finance & Performance 
Executive meetings which are insightful sessions. 

(n) Mr James (ANED) noted that we are projecting a surplus at year end and 
queried whether we could make a one off expenditure this year to ease our 
financial pressures next year. The CFO advised that we are seeking to 
ensure that all monies are accounted for in all areas and that our system 
partners also break even. 

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

 ITEMS FOR APPROVAL

BOD12/02.22 Board Assurance Framework

The Associate Director of Corporate Governance presented the Board Assurance 
Framework (BAF) and the following key points were noted: 

(a) There has been an increase in two of the BAF risks: Recruitment to Homefirst 
and Community Interface Team is insufficient to support more people at home 
and the risk of significant health and wellbeing issues due to continued 
operational pressures (including the impact of the Covid 19 pandemic). 

(b) There are two new risks – The risk of not achieving improvements in patient 
experience due to Covid 19 and the 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. 

(c) Extreme Risks – Due to the timing of meetings, these will be discussed at the 
Executive Risk Management meeting next week and be brought back to the 
next Board of Directors meetings. 

(d) The Chairman highlighted the need to ensure that cyber security risks are 
covered in the extreme risks. 

(e) Mr Humphries (NED) felt that the risk to recruiting to Home First and the 
Community Interface Team is part of a wider risk regarding the workforce 
shortages in general which are preventing patients being discharged. The 
Chairman asked that this is reflected as this must be an issue affecting 
Domiciliary Care. 

 EH

 EH

 

Resolved – that:

(A) The Board Assurance Framework be received and approved.  
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(B) The extreme risks will be presented to the March Board of Directors 
meeting. 

(C) The risk regarding workforce shortages preventing patients being 
discharged to be reflected in the Risk Register. 

EH

 
 EH
 

ITEMS FOR NOTING AND INFORMATION 

BOD13/02.22 Digital Programme Update

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

(a) Most projects remain on track regarding delivery and from a financial position. 

(b) The EPR Programme has been extended to December 2002 as part of the 
Private Board acceptance. 

(c) The medical modular roll out is being reviewed. An update on the milestone 
will be included in a future report. 

(d) The forecast for the EPR remains unchanged but is likely to be underspent 
by £450k by the end of March 2022. 

(e) The Board are reviewing priorities for recourse and expenditure for 2022/23, 
including the planned extension of the EPR Programme. 

(f) Mr Myers (ANED) noted at the Board Workshop that a cost improvement plan 
impact assessment had been undertaken regarding transferring paper 
systems into digital systems. This had revealed an overall weakness that we 
are not progressing as well as we could be regarding digitalising systems. 
The CFO noted the comments and will review what further can be done. 

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

BOD14/02.22 Infection Prevention Improvement Plan

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

(a) This plan is an update following the NHSI/E inspection in October. There are 
two action plans attached to the report.

(b) There was slow progress during November and December partly due to Covid 
and winter related pressures. 

(c) The Action Plans were reviewed at the Infection Prevention and Control 
meeting with many of the amber rated risks on track and now back to green. 
The CNO is confident that we will achieve the agreed milestones. 
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(d) Due to Omicron and staffing issues, the planned NED walkabouts in 
December and January were cancelled but have resumed again for February. 
Senior nursing oversight was maintained during this period on clinical areas 
with no cleanliness issues being repeated. We do have continued problems 
with clutter in public corridors and on our wards, particularly due to lack of 
storage space. 

(e) There are three red actions – 

 Antimicrobial stewardship pharmacy resource, 

 Implementation of C-Diff ward rounds, 

 Arrange NED walkabouts. 

(f) The first two actions are difficult to achieve due to limited resources in 
Microbiology and Pharmacy. This will be reviewed as part of the business 
planning process. Antimicrobial stewardship is now reporting back to the 
Infection Prevention Committee to ensure better oversight through the Quality 
Committee and Board of Directors. The NED walkabouts have now resumed. 

(g) The new date for the next NHSI/E inspection is 1 March 2022. 

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

BOD15/02.22 Restoration and Recovery 

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

(a) Background – Overall referrals received year to date are up 5% against 
numbers seen in 2019/20, which remains very much driven by increased 
volumes of 2WW and urgent referrals. Routine referrals are down 8% against 
2019/20 levels. Urgent referrals are now 11% greater than 2019/20 year to 
date. Work is being undertaken to try to understand these patterns. 

(b) Outpatient WL – The waiting list size for new outpatients has remained 
reasonably stable for some time now but is circa 40% greater than we would 
wish it to be. 

(c) 104+ Week Inpatient Waits – Due to capacity pressure, we have not made 
the progress we had planned for. The expectation is that we will improve this 
position but we will not achieve a zero position by year-end. 

(d) WVT – to week 42 – Follow up activity is good but falling. Referrals are higher 
than expected.  

(e) Imaging – Non-obstetric ultrasound have increased waits but plans are in 
place to improve this. Echocardiography is holding its position, but is not 
improving. Again, plans are in place to reduce the waiting times. 

(f) Endoscopy Activity against Plan – Overall the waiting list is falling. The RTT 
element is increasing with more work needed to improve this. 
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(g) The COO advised that a piece of work has started around Patient Initiated 
Follow Up (PIFU) across most specialities. Patients “discharged” to PIFU will 
come back on a defined waiting list. Patients can decide when they come 
back for their review which can be brought forward if required. This is not able 
to be recorded on Maxims. There are only low numbers currently, but we are 
awaiting a solution from Maxims to resolve this. This is the right thing for 
patients and releases capacity to see more patients. 

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

BOD16/02.22 Ockenden and Workforce Update

The Interim Lead Midwife presented the Ockenden and Workforce Update and the 
following key points were noted: 

(a) The Trust is on track to achieve full compliance with the seven immediate and 
essential actions. 

(b) We are partially on track with some factors around personalised care planning 
for women. The Digital Midwife is undertaking an audit and ensuring digital 
maternity records are available for all midwives to provide personal care 
planning for our patients. 

(c) We do not have a maternal medical pathway for the management of complex 
pregnancies. A multidisciplinary workstream has been developed, with the 
potential for a ninth Obstetric Consultant to move this workstream forward. 
Discussions are also being held with Worcester regarding maternal medicine.

(d) We have provided evidence to demonstrate compliance and used the 
Ockenden monies for key posts. The Bereavement Midwife is due to start in 
March and the Foetal Monitoring Lead Midwife and Digital Maternity Midwife 
are both in post. 

(e) The CNO advised that routine updates will be presented on progress. A letter 
was received last week from Region highlighting the importance of the Board 
of Directors receiving updates. 

(f) Since the last update, oversight of reports and evidence has moved to the 
LMNS. 

(g) There are no issues of concern for either the immediate or essential actions.
 

(h) Only those at Birth Rate+ establishment need to provide continuity of carer to 
all patients. The plan is to implement this although we do not currently have 
the available workforce. A report will go to a future Trust Management Board 
for discussion. 
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(i) The Chairman asked Revd Hargraves as Chair of the Quality Committee if 
she was pleased with the progress on Ockenden and midwifery issues. Revd 
Hargraves confirmed that she was, noting that our teams in the Trust have 
managed this process remarkably. The full report was received at the last 
Quality Committee meeting with a number of easy resolutions in evidence 
provision which will change the assessment to green. 

(j)  The Chairman thanked the Interim Lead Midwife and her team for all their 
hard work. 

Resolved – that Ockenden and Workforce Update be received and noted. 

BOD17/02.22 Policy Panel Update

The Associate Director of Corporate Governance presented the Policy Panel Update 
and the following key points were noted: 

(a) As requested at the last meeting, the number of Policies outstanding have 
been included within the report. Thirty one Policies are due for review within 
the next six months with ten due to expire in the next sixty days. 

(b) The Policy Panel continue to monitor and improve the delivery of Policies. 

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

BOD18/02.22 Mandatory Covid Vaccinations for Employment

The CPO presented the Mandatory Covid Vaccinations for Employment Report and 
the following key points were noted: 

(a) Due to the government changes, this report is now redundant. 

(b) The Chairman, on behalf of the Board of Directors, thanked the CPO and his 
team and the Line Managers for the difficult conversations held with members 
of staff around this.

(c) Mr James (ANED) queried how the changes effect new members of staff into 
the NHS. The CPO advised that we are awaiting new guidance. 

(d) Mr Humphries (NED) asked if a patient is extremely clinically vulnerable if 
they can ask to be treated only by a vaccinated member of staff. The 
Managing Director advised that one of the reasons for the change in policy 
was that the vaccination does not protect you from catching and passing on 
the virus for long, only around ten weeks. 

(e) The CEO advised that we always follow Infection Prevention guidelines. The 
Policy U-turn requires further consultation on this issue which could result in 
a number of outcomes which we need to await. 

Resolved – that the Mandatory Covid Vaccinations for Employment Report be 
received and noted. 
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COMMITTEE SUMMARY REPORTS

BOD19/02.22 Audit Committee Summary Report 9 December 2021

Mr Cottom (Chair of the Audit Committee and NED) presented the Audit Committee 
Summary Report 9 December 2021 and the following key points were noted: 

(a) In May 2021, the Board of Directors asked the Audit Committee to review the 
issue around IT Continuity and Disaster Recovery and provided assurance 
that we are ensuring that critical systems have sufficient resilience to retain 
these increasingly essential systems. This was undertaken and a positive 
outcome received. 

Resolved – that the Audit Committee Summary Report 9 December 2021 be 
received and noted. 

BOD20/02.22 Charity Trustee Report 9 December 2021

Mr Myers (Chair of the Charity Trustee and ANED) provided a verbal update on the 
Charity Trustee meeting held on 9 December 2021 and the following key points were 
noted: 

(a) We have around £1m in our accounts with £154k expenditure commitments. 
Further monies from NHS charities are awaited.  

(b) The Charity Trustee approved £355k expenditure and received £372k income 
last year. 

(c) The Fundraising Manager is working on a contactless approach to donating. 

(d) Mr Myers (Chair and ANED) noted that we often wait to ask for donations for 
an appeal as we do not have all the details confirmed. With regards the Breast 
Unit appeal, we are awaiting the details of the design and costings. Mr Myers 
(Chair and NED) suggested that the Fundraising Manager could still be 
fundraising without these details finalised. 

Resolved – that the verbal update on the Charity Trustee meeting held on 9 
December 2021 be received and noted. 

BOD21/02.22 Integrated Care Executive Summary Report 10 January 2022

Mrs Martin (Chair of the Integrated Care Executive and ANED) presented the 
Integrated Care Executive Summary Report 10 January 2022 and the following key 
points were noted: 

(a) The group are “learning by doing” with huge engagement and participation. 

(b) Currently the group are working through how to allow organisations to release 
responsibility through the Integrated Care Executive. 

Resolved – that the Integrated Care Executive Summary Report 10 January 
2022 be received and noted. 
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BOD22/02.22 Quality Committee Summary Report 25 November 2021

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 25 November 2021 and the following key points were 
noted:

(a) Revd Hargraves (Chair and NED) urged the Board members to refer any 
questions to the Committee that they may have. 

(b) The Chairman noted the enormous agenda for the Quality Committee.

(c) All the NEDs were offered the opportunity to observe at Quality Committee if 
not members. 

Resolved – that the Quality Committee Summary Report 25 November 2021 be 
received and noted.  

COMMITTEE MINUTES

BOD23/02.22 Quality Committee – 28 October 2021

Resolved - that the Quality Committee minutes 28 October 2021 be received 
and noted.

BOD24/02.22 Any Other Business

The Chairman noted that Rebecca Gratton had formally resigned as an ANED from 
the Trust. He thanked her for all her work over the last couple of years and wished 
her well in the future.   

Resolved- that the Any Other Business be received and noted. 

BOD25/02.22 Questions from Members of the Public

A member of the public, who had joined the meeting, advised that he had written to 
the CEO and Chairman previously and wanted to note how humbling and gratifying 
it is to see what the Trust are achieving and to keep on with the good work. 

BOD26/02.22 Date of next meeting

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

AGENDA ITEM ACTION LEAD COMMENT
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 Completed – On agenda. 

BOD05/02.22
Matters Arising and Action Log
03.02.22

(B) Any items that need including in the Workforce and 
OD Strategy quarterly update to be forwarded onto the Chief 
People Officer.

ALL Completed. 

BOD07/02.22
Integrated Performance Report
03.02.22

(B) The Managing Director will circulate the Rural 
Funding Report to the Board of Directors for information

JI Completed. 

BOD09/02.22
Activity Performance
03.02.22

(D) The March Performance Report will include detail on 
the interventions being put into place to improve cancer 
performance waiting times.

JB Completed – Within report. 

BOD12/02.22
Board Assurance Framework
03.02.22

(B) The extreme risks will be presented to the March 
Board of Directors meeting.

EH Completed – On agenda. 

BOD12/02.22
Board Assurance Framework
03.02.22

(C) The risk regarding workforce shortages preventing 
patients being discharged to be reflected in the Board 
Assurance Framework.

EH Completed. 

ACTIONS IN PROGRESS
N/A N/A N/A N/A
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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) Delivery Plan for Tackling the Covid-19 Backlog of Elective Care

The much awaited delivery plan was published in early February. The plan sets out ambitions to 
restore elective activity and performance to pre-pandemic levels, including expanding capacity, a 
reduction in waiting times, and transforming the delivery of care to reduce the elective backlog. Given 
the care backlog and demand pressures for services, it is acknowledged that the national elective 
waiting list is expected to increase in the short term. The Plan also acknowledges the importance of 
focusing on clinical need and aims to reduce the longest waits by clinical prioritisation, managing 
long waits, and increasing the number of cancer referrals. It should be acknowledged that the plan 
focusses on elective recovery and does not set out to tackle care backlogs across mental health and 
community services. 

Key ambitions within the plan include:
 Delivering 30% more elective activity by 2024/25 than before the pandemic
 Eliminating waits of longer than twelve months for elective care by March 2025
 95% of patients needing a diagnostic test to receive it within six weeks by March 2025
 75% of patients who have been urgently referred by their GP for suspected cancer having 

their condition diagnosed (or cancer ruled out) within 28 days by March 2024
 To deliver on these ambitions NHSE/I highlights four key areas of delivery:

 Increasing health service capacity by expanding (and separating) elective and 
diagnostic services

 Prioritising diagnosis and treatment
 Transforming the way we provide elective care
 Providing better information and support to patients

The plan also builds on previous funding announcements to support elective recovery including £8bn 
revenue funding between 2022/23 and 2024/25, £5.9bn in capital funding announced in the October 
2021 spending review, and the Targeted Investment Fund (TIF) made available to systems in 
September.

2) Local Response to the Plan including Operation Ringfence

As the plan outlined above makes clear, the protection of elective capacity will be a critical enabler 
to ensure that we deliver the national milestones of elective recovery. All three Trusts in the Group 
have focussed on how we can deliver safer, faster, better urgent care through many innovations and 
service improvements. By managing urgent care in the right part of the site we not only protect 
elective capacity, we also ensure the best and safest urgent care. Patients need to be managed in 
the right facilities, with the right teams and sites which regularly compromise this have higher 
mortality and longer lengths of stay. Even though we have a great track record of bed protection we 
have agreed that we will further ramp-up our approach in response to the challenge of the Elective 
Recovery Plan. We have called our approach Operation Ringfence and included the ambition to 
excel in this approach in the annual objectives of all three Trusts in the Group. Our approach will 
demonstrate that it is feasible to create an Elective Hub on a busy acute site without the demands 
of urgent care compromising activity. By doing so we will demonstrate the additional benefits of 
maintaining single site working for clinicians who are involved in both elective and non-elective care 
as well as the enhanced recovery support which comes from the involvement of physicians, 
alongside surgeons in post-operative care. 
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All three Trusts have made bids against the national capital funding referred to above and we await 
the results. WVT has a challenging waiting list position currently and hence we will have to work 
harder and smarter to deliver against the national milestones. Our recent capacity review indicated 
the pressing need to create additional theatre capacity now that we have more effectively right sized 
our bed base. The proposed development is to construct an ambulatory surgical facility that includes 
two additional day case theatres and a dedicated Ophthalmology cataract theatre in a self-contained 
building located on the County Hospital site. The building would provide complete separation from 
the main hospital building but maintain a clinical adjacency, allowing a green pathway to be delivered 
through any emergency or outbreak scenario in the main building. The ethos of the clinical pathway 
is around high volume, lower complexity procedures and would free up capacity in main theatres for 
more complex cases.

3) Annual NHS Staff Survey

The results of the Annual NHS Staff Survey will be published later this month. The impact on staff 
morale of the multiple waves of Covid will have taken its toll on the national results with many year 
on year comparators expected to deteriorate. The best way to interpret this year’s results is therefore 
to look at how we compare to other similar Trusts. The survey was undertaken on behalf of the Trust 
and the CQC by Quality Health who are the leading provider of surveys to the NHS. The NHS Staff 
Survey is the biggest survey of staff views and attitudes undertaken anywhere in the World. In my 
view it is one of the most important indicators which crosses my desk each year as all of the evidence 
shows that the feelings of staff drive the experiences of our patients and service users. 

Over the years our performance has gradually risen from being below average to being significantly 
better than many of our peers. This is reflected strongly in this year’s results with only one question 
of the 99 being significantly below the peer average with 54 being significantly above. The Group-
wide results were equally as impressive demonstrating the improvement journey of all three Trusts. 
Across the entire group we only recorded 12 questions from the potential 297 which were worse 
than our peers with overall staff engagement and morale scores all above average. The individual 
results indicate the areas where we can make further progress and the aim to do so is already 
captured in our Annual Objectives for 2022/23. 

I would like to thank our staff for their incredible attitude to their work and also recognise the hard 
work of line managers and corporate teams in delivering such impressive results.  

4) More from our Great Teams – Update from the Clinical Support Division

Outpatients

The Outpatient team are continuing to support specialities with the restoration of outpatient activity, 
which continues to be at over 100% of 2019/20 levels. There has been great work completed on a 
new template supporting clinicians to deliver the maximum amount of activity. This has led to 
improved flow of patients and more specialty focussed nursing support for clinicians. 

The 4 virtual clinic rooms in the Lionel Green building are fully utilised with a continued need for 
virtual consultations. 

We now have meaningful utilisation reports via our successful BookWise scheduling system which 
has supported the speciality weekly meetings to ensure we maximise clinic space. 

The data shows that there is scope for improvement in the utilisation of unbooked rooms and the on 
the day utilisation of booked rooms alike. We continue to work with each speciality weekly to ensure 
that rooms are booked and facilitated and any queries or concerns addressed. 
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We have secured capital monies for changes to clinic areas to increase capacity in ENT and the 
plaster room and improvements in minor operative rooms and a consenting room to support the 
Trans nasal endoscopy service. 

The sisters continue to work on staffing competencies and clinical speciality working to ensure the 
right staff are in the right place at the right time. There have been challenges with vacancies, 
sickness and staff redeployed to support the wards, however the team has worked extremely hard 
doing extra shifts to ensure patient clinic numbers continue at the planned rates. 

Patient Access

The patient access team have been supporting some developments around Robotic Process 
Automation (RPA) and electronic communications with patients (chatbots). This work is at pilot stage 
but is showing potential for rapid expansion of the use of RPA for data cleansing and greater use of 
electronic communications with patients to help validate waiting lists and ensure patients are kept in 
contact with whilst waiting for appointments.

Cancer Services

Since our last report we have successfully recruited to both our Lead MRU Nurse who is be 
responsible for the day to day running of the unit and a Lead Cancer Professional who will be 
responsible for the Quality for Cancer support across the Trust. The Lead MRU Nurse role is a 
demonstration of the improved culture within MRU where we are supporting staff to develop within 
the department. This role has been appointed from within the team, as have the replacements of the 
Senior Sister and the junior sisters within the department.  
In Specialist Palliative care we are in the process of recruiting to 2 consultant posts following the 
uplift in funding that was agreed by the Trust. We are just about to embark on a wider review of end 
of life services across Herefordshire. 
The Pre-operative assessment service have a project in place to look at ensuring that suspected 
cancer pathway patients are reviewed more quickly which will support a quicker turn round for 
theatre booking.  

Diagnostic Services

Through continued use of additional staffed CT and MRI mobile units, the radiology department have 
averaged 120% activity levels compared to 2019 in both CT and MRI, for 43 weeks to 23rd January, 
which has now recovered the Covid backlog. 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 scanners for Worcestershire Acute patients. 
Further recent interviews have now appointed to all band 5 radiographer gaps following successful 
international recruitment. The focus now switches on appointing to the x5 band 6 radiographer 
vacancies. £90k of ICS funding was identified to support continued international recruitment by the 
WVT and WAHT radiology departments; a collegiate ICS workforce development and recruitment 
approach continues. Members of both teams are meeting with Worcester University later in February 
to explore a new local undergraduate radiographer course, under a ‘grow our own’ strategy. 
The WVT team are also working collaboratively with ICS colleagues in order to deliver bids towards 
national transformational projects and funding for Community Diagnostic Centre and digital 
innovation with business case submission planned for March/April 2022. 
WVT are also continuing to play an active role and engaging with the emerging West Midlands 
Imaging Network Board. 
The radiology department has been successful in appointing to all Consultant Radiologist positions, 
with Dr James Heron joining from Worcester in May 2022. James has recently been successful in 
his application to be the clinical lead for the West Midlands Imaging Network. 
Pressure on day-case beds has posed a challenge on interventional radiological procedure capacity. 
Business plans have been entered to develop the interventional service with additional nursing, to 
staff its own purpose built recovery area within the radiology department as well as plans for 
additional Consultant Radiologist posts, with business cases in progress. 
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Finally, the radiology department have been shortlisted as finalists in the HSJ awards for best acute 
partnership with our MES partner Philips – final on 24th March.   

Pharmacy

The Pharmacy department continued to support the COVID Vaccination programme at the Elgar 
House throughout autumn and winter. We have also supported the reopening of the Vaccination 
Marquee for WVT staff to receive their COVID boosters and flu vaccinations.

The constant changes in treatment for COVID has created a significant amount of work not only 
associated with inpatient treatments but more recently with the opening of a Herefordshire COVID 
Medicines Delivery Unit (CMDU) just before Christmas to provide non hospitalised patients at high 
risk with COVID treatment to prevent hospital admission. A great initiative made successful by teams 
from across primary and secondary care working together. So far over 50 patients have been treated 
through this route with none of these patients being admitted as a consequence of their COVID 
positive status. 

The planned expansion of Pharmacy roles in GP practices has continued across Herefordshire, and 
as a result of close working with primary care network and community pharmacy colleagues to work 
collaboratively on recruitment and retention plans, the impact on staffing at WVT Pharmacy has 
been minimal. Compared to other healthcare systems we are weathering the storm better than most 
despite our size and rural location. From August 2020 to August 2021 there has been an expansion 
from 14 to 34 pharmacy roles in Primary Care Networks including several cross sector training roles. 
Our “Grow Our Own” programme as well as our “Attract, Develop, Retain” approach, will maintain 
and develop our expert and committed Pharmacy workforce.

There has been recognition of our approach to developing the Pharmacy workforce across One 
Herefordshire, Herefordshire and Worcestershire ICS and our involvement in the development of a 
Midlands Region ICS Pharmacy Workforce Lead Network and this has resulted in requests to 
present at regional and national workforce webinars. 

Pathology

Networking continues to progress.  The Senior Responsible Officer for South Midlands Pathology 
(SMP) has been appointed and a governance structure from SMP agreed by Trust Boards.  A non-
executive director from Worcester or Wye Valley will be appointment to chair the Strategic Board. 
The current aim (currently circulated to Trust Strategic Directors) is to develop a clinically led 
business case for what SMP will look like (10 year strategy) to be agreed at the Strategic Board by 
December 2022.  

The network wide Laboratory Information Management System (LIMS) replacement project 
continues to progress with the aim of an OBC to all boards by March 2022 and contract award (if 
the case is agreed) by November 2022.

To manage risk around histopathology consultant’s workforce, we are working with group colleagues 
and SWFT will be taking on reporting of our skin pathway and a joint recruitment strategy.  Worcester 
continue to support breast pathology and we are working to formalise this agreement going forwards. 
Digital pathology will help with some of the reporting issues; technical go live is currently April 2022.
Point of Care Testing and associated governance is an area we want to strengthen.  We are piloting 
a 6 month band 7 point of care lead to carry out a gap analysis and propose a point of care staffing 
and governance structure.
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5) Going the Extra Mile Awards – December 2021

Team of the Month – Vaccination Team – Erica Hermon, Luan Lawson, Lynne 
Carpenter

I know that many staff members have supported in making the vaccination roll out a success, but I 
have seen first-hand the effort that Erica, Luan and Lynn have all put into the programme and roll-
out. From Luan running around to ensure every last vaccine dose is utilised to Lynn redeploying her 
entire team to support the December 2021 rush at the last minute (thanks Boris!) and Erica working 
all hours of the day.

It’s difficult to put into words how immensely proud the entire Trust should be of these 3, and the 
many others involved in making the vaccine roll out such a huge success, enabling us to feel safe 
at work and within the community. 

We are extremely lucky to have such dedicated individuals representing WVT. 

Employee of the Month - Kat Barker, Deputy General Manager, Medical Division

“Kat is exceeding all expectations in every aspect of her role.  She goes over-and-above at every 
opportunity and has managed to achieve significant advancements for the Directorate in the short 
time she has been in post (just over 12 months).  She has proved herself competent, capable and 
highly dependable.  Kat shows her outstanding adaptability and ‘talent’ for problem solving on a daily 
basis.  

The Medical Division has faced a particularly difficult and emotional year.  Kat has demonstrated her 
resilience and has managed to continue to deliver her duties throughout, as well as provide her 
valued support to other team members.  

 Successful opening of Gaol Street as the new Herefordshire Skin Centre 
 £30k bid for Ca alliance funding which secured 3 theatre beds and 3 theatre lights for the 

Skin Centre
 Initiated Plastics one-stop pathway pilot with plans in place to roll this out across Skin in the 

new year
 Improvements to the 28 day faster to diagnosis performance target for Skin, with further 

improvements planned for 2022
 Medical staffing manager for Medical Specialities and Ambulatory and Frailty Directorates 

assisting with improvements in Junior staffing rotas
 Structured specialty meetings with RTT and performance presentations, which the clinicians 

have provided positive feedback regarding Kat’s approach 
 Success stories whilst acting as DGM for Cardiology, such as insourcing of Ambulatory 

Tapes and improvements in the Angio waiting lists 
 Wrote a Business Justification for the expansion of Discharge Lounge, in less than a day, for 

which all funding has been approved 

Her enthusiasm and positive attitude is infectious.  She is a pleasure to work with and my day is 
always a little brighter for having Kat in it.

We would like to nominate Kat for this award for her many achievements, which include (but not 
limited to):

6/7 23/158



 Established working relationships with the Physician Associate workforce and is developing 
a management of change program to instigate weekend working 

 Supported with the recruitment of multiple Locum Consultants and successfully appointment 
of substantive workforce members across the MDT

 Provided training and mentorship to new members of the Medical Division Management 
team, administration leads, OSO/DGM, OSW

Clinical colleagues have provided their feedback: “Excellent. Energetic. Able to prioritise and 
multitask.  Doesn’t get flustered under pressure.  Does command respect due to her work ethic, 
ability to sort things out and can-do attitude” Dr James Powell. 

“The way she prepares for the monthly meeting is better. She is responsive and replies to emails. 
She has a difficult problem to solve with FB OP clinic availability with multiple stakeholders who all 
have competing interests.  I think that she is working well with the team.” Dr Jyothish Govindan. 

“I think she is very responsive.” Dr Emma Wales 

Thank you Kat for always prioritising others, leading by example, approaching problems in a calm 
and decisive manner and always raring to go with the next challenge’.”

Glen Burley
Chief Executive Officer
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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 January 2022.

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

Whilst level of Covid in the community have now started to fall quite quickly, Herefordshire was well 
above national levels for January and much of February. Whilst the national ‘living with Covid’ plan has 
been announced, the impact of this on health care services is not yet defined and we continue to operate 
under the same restrictions.

This impacted both on continuing numbers of Covid positive patients in our inpatient beds and high 
numbers of staff unable to work due to infection. This has continued to put great strain on our staff and 
high levels of temporary staff brought in to fill gaps where possible.

At the time of writing the last plans are being put in place to move our wards and services into their final 
resting places following some works required on existing wards for their new specialties. Monnow and 
Leadon should be closed and ready for planned demolition. This will increase our elective bed capacity 
and enable us to make better progress on our elective backlog. We have 200 patients who have waited 
over 2 years for treatment and expect this to have fallen to 119 by the end of March. The majority of 
these patients are waiting for orthopaedic surgery.

To manage the long waiting lists we have implemented a new ‘chat-bot’ service to automate checking 
with patients if they still require their appointment. This has been successfully used in Worcester and a 
good example of sharing good practice across the ICS.

The combination of Covid and continuing very high levels of delays to discharge which are regularly over 
40 patients have meant we have not yet seen the impact of the new ward capacity on our headline 4 
hour ED performance. However, the impact of the redesign of our front door pathways is visible. Over 
60% of patients start their treatment within an hour, compared to 40% as the regional benchmark and 
over 40% of emergency patients are now seen and discharged home on the day through our SDEC 
service. We continue to await social care to implement the funded increases to Home first staff pay, that 
is believed will improve recruitment and provide pathway 1 capacity for discharges.

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 unrelenting pressure of the last 2 years does seem to be impacting on staff retention with staff 
turnover at 12% and much higher than it has been for a long time, with many staff citing work/life balance 
as their reason for leaving. The HR and operational management teams continue to work hard to provide 
support especially for numbers of staff absent with mental health related issues which have also 
increased.

More positively we have secured accommodation and training space in the old college for the blind 
building which means we have been able to bring forward our planned international nurse recruitment 
and should have 100 nurses joining us before August. We have an excellent track record of success in 
training through the OSCE programme and retaining our international nurses. We have also been 
successful in international recruitment for radiology and are now fully established for our radiographers.

Recruitment to our heath care assistant workforce has continued to be difficult and the board workshop 
today is focussed on our strategy to address this with our colleagues in social care to recruit into the 
home first workforce. The reduction in our ability to recruit health care assistants is very worrying and we 
will have to adopt a different strategy to change the current position and compete with other employers.

The quality report contains the proposals for the quality priorities for the trust for the coming year 
including a continuing focus on mortality outlier groups. There does appear to be a small increase in our 
SHMI and the chief medical officer is leading work to understand what may be happening, as raw 
mortality levels have not increased. The findings and any actions will be reported to quality committee.

The Trust has stayed ahead of its planned financial trajectory for H2 and is predicting a small surplus at 
year end. It is important to note that this position has been achieved by both underspends and additional 
non-recurrent income. The new financial year will expose that our underlying position remains in deficit 
and the delivery of activity plans and cost and productivity improvements are required both to improve 
our financial position in 2022/23 and to treat the patients who have been waiting too long for their care.

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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Wye Valley NHS Trust
Trust Key Performance Indicators (KPIs) - 2021/22

Regulatory Performance Measures CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date
Pass/
Fail

Trend
Variation

Responsiveness 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% 72.3% 72.5% Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
Low

Cancer 62 days urgent referral to treatment (38 day breach reallocation) Responsive Chief Operating Officer 85% 82.3% 70.5% 73.8% 69.3% 74.2% 73.3% 68.4% 69.9% 71.4% 72.4% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 76.9% 74.7% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 60.3% 64.5%

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% 63.6% 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% 65.2% 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% 55.4% 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% 61.1% 66.6% Expectedco
nsistentFail

Concern -
Low

Financial Compliance CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

Value for Money 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 £208 £1,124 Achieve_Fa

il_duetoRa
ndomVariat
ion

Common
Cause

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 £244 £5,134

Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Total income (actual versus plan) Well Led Director of Finance Actual v Plan -£792 -£990 -£624 -£958 £110 £876 -£474 £169 -£363 -£559 -£3,606 Achieve_Fa
il_duetoRa
ndomVariat
ion

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 £164 £5,168 Achieve_Fa
il_duetoRa
ndomVariat
ion

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 £638 £3,571 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

CIP (actual versus plan) Well Led Director of Finance Actual v Plan -£397 -£285 -£310 -£388 -£375 -£376 -£133 -£138 -£252 £66 -£2,588 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Financial
sustainability

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

Financial controls Distance from financial plan - Year-to-date actual I&E surplus/deficit in comparison to Year-to-date
plan I&E surplus/deficit Well Led Director of Finance Actual Expectedco

nsistentFail
Improveme

nt - Low

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

Improveme
nt - Low

Type Item Description

Pass/Fail The system is expected to consistently Fail the target

Pass/Fail The system is expected to consistently Pass the target

Pass/Fail The system may achieve or fail the target subject to random variation

Trend Variation Special cause variation - cause for concern (indicator where HIGH is a concern)

Trend Variation Special cause variation - cause for concern (indicator where LOW is a concern)

Trend Variation Common cause variation

Trend Variation Special cause variation - improvement (indicator where HIGH is GOOD)

Trend Variation Special cause variation - improvement (indicator where LOW is GOOD)

Performance Against Target (Status) Activity Performance Only
Meeting Target Over 5% above Target

Not Meeting Target 5% above to 2% below Target

More than 2% below Target to 5% below Target

Over 5% below Target
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Activity CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

Urgent Care 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% 10.2% 3.4% Concern -
High

Non Elective Activity - Adult Acute Responsive Chief Operating Officer < Plan -4.6% -2.8% -10.1% -2.6% -1.3% -11.5% -14.1% -11.0% -7.3% -10.5% -7.7% 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% 29.5% 9.0% 10.7% 26.2% 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% 4.4% 5.0% 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% -7.3% -5.0% -7.5% -4.3% Improveme
nt - Low

Planned Care -
Acute &
Community

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% 12.2% 1.7% -2.8% 10.2% Concern -

Low
Outpatient Activity - Follow Up attendances Responsive Chief Operating Officer Plan 13.6% 9.2% 14.7% 7.5% 14.9% 10.2% 6.5% 10.4% -2.1% -2.3% 8.1% Concern -

Low
Total Outpatient Activity Responsive Chief Operating Officer Plan 12.5% 9.4% 15.6% 9.7% 14.7% 9.5% 9.3% 10.9% -1.1% -2.4% 8.7% Concern -

Low
Elective Inpatient Activity Responsive Chief Operating Officer Plan -32.9% -31.4% -27.9% -35.9% -25.3% -20.7% -23.7% -16.8% -25.6% -49.2% -29.3% Concern -

Low
Daycase Activity Responsive Chief Operating Officer Plan 1.5% -0.6% 6.8% -4.4% -6.4% -0.2% -4.7% -0.6% 1.3% -1.3% -0.9% Concern -

Low
Total Elective Activity Responsive Chief Operating Officer Plan -2.5% -4.2% 2.6% -8.2% -8.6% -2.6% -6.9% -2.5% -1.8% -7.9% -4.3% 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% -0.6% 3.3% 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% 24.8% 5.0% 13.3% 38.1% Improveme

nt - High
0

Access CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

A&E Quality
Indicators

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% 39.7% 41.0% Expectedco
nsistentFail

Improveme
nt - High

Time to be seen (average from arrival to time seen - clinician) Responsive Chief Operating Officer < 15
minutes 1:25 1:41 2:04 1:48 2:39 1:58 1:48 1:15 1:11 1:28 Expectedco

nsistentFail
Common

Cause
A&E Quality Indicator - 12 hour trolley waits Responsive Chief Operating Officer 0 0 0 6 23 24 108 202 196 218 276 1053 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% 24.0% 21.5% 26.4% Expectedco

nsistentFail
Concern -

Low
Cancer 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% 89.5% 92.9% Achieve_Fa

il_duetoRa
ndomVariat
ion

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% 45.5% 75.0% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 84.5% 84.9% Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
Low

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

Common
Cause

Cancer 31 day second or subsequent treatment (surgery) Responsive Chief Operating Officer 94% 61.1% 88.9% 79.0% 70.6% 75.0% 90.0% 70.6% 69.2% 88.9% 77.0% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 76.9% 75.2% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days Responsive Chief Operating Officer 0 5 2 5 3 6 3 8 6 8 46 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Cancelled
Operations

% 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% 0.8% 0.7% Achieve_Fa
il_duetoRa
ndomVariat
ion

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 3 22 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Referral to
Treatment

RTT 52(+) week waiters - All patients Responsive Chief Operating Officer 0 2154 1791 1625 1488 1441 1536 1477 1415 1406 1348 Expectedco
nsistentFail

Concern -
High

RTT 40(+) week waiters - All patients Responsive Chief Operating Officer 0 2959 2681 2704 2726 2757 2816 2521 2355 2492 2553 Expectedco
nsistentFail

Concern -
High

Responsiveness 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% 95.0% 82.4% 77.4% 85.6% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 37.5% 36.5% 34.8% 44.0% 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% 97.5% 96.2% 95.7% 93.4% 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% 44.7% 57.7% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High
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Local Performance Targets and Measures CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

Inpatients 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% 39.0% 38.5% 37.0% 38.8% ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDALoS - 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 4.2 3.7 Achieve_Fa

il_duetoRa
ndomVariat
ion

Common
Cause

ALoS - General & Acute Elective inpatients Effective Chief Operating Officer 2.5 3.1 2.2 2.7 2.4 1.7 1.9 2.3 2.2 2.3 1.7 2.2 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

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% 72.2% 70.5% Expectedco
nsistentFail

Common
Cause

Elective - Daycase Rate Effective Chief Operating Officer 85% 91.8% 91.1% 91.1% 91.1% 89.9% 89.9% 90.0% 89.5% 90.8% 91.9% 90.7% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

BPT - Fracture Neck of Femur Effective Chief Operating Officer 80% 0.0% 19.0% 26.0% 7.0% 38.0% 70.0% 63.0% 62.0% 39.0% 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% 89.3% 91.0% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 79.4% 82.3% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Outpatients DNA Rate (Acute Clinics) Effective Chief Operating Officer 4% 5.4% 5.7% 5.8% 5.9% 5.9% 6.5% 6.1% 5.7% 6.0% 6.1% 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% 86.0% 82.1% 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% 51.8% 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% 15.4% Expectedco
nsistentFail

Concern -
High

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

Smoking at Delivery (6% by 2022) Effective Director of Nursing 11% 11.3% 10.2% 10.0% 11.0% 14.6% 10.8% 10.1% 14.5% 12.6% 15.3% 12.1% 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% 95.0% 96.8% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 85.4% 83.9% Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 15.3% 16.5% 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% 21.5% 22.8% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

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

ERROR -
KPI NOT
FOUND
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Workforce Measures CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

Workforce Turnover (rolling 12 months - Trust Level) Well Led Director of Human
Resources 10% 9% 9% 9% 10% 10% 11% 11% 11% 12% 12% Achieve_Fa

il_duetoRa
ndomVariat
ion

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% 7.9% 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% 8.7% 9.4% 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% 5.8% Achieve_Fa

il_duetoRa
ndomVariat
ion

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% 76.7% 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% 89.5% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Clinical Outcomes CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

Quality - reduce
avoidable death rates

Mortality - SHMI Effective Medical Director 100 113.97 Expectedco
nsistentPas
s

Improveme
nt - Low

Mortality - HSMR Effective Medical Director 100 108.14 Expectedco
nsistentPas
s

Improveme
nt - Low

Number of emergency calls Responsive Director of Nursing 51 59 73 90 102 375 ERROR -
KPI NOT
FOUND

ERROR -
KPI NOT
FOUNDNumber 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% 86% Expectedco

nsistentPas
s

Concern -
Low

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

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 0 9 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Reduce Infection
Rates - to reduce

infection rates and to
achieve the Gram

negative bacteraemia
target reduction of 50%
by 2021 (WVT target 9)

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

Improveme
nt - Low

Number of E.Coli Bacteraemia Safe Director of Nursing 34 5 4 3 0 4 2 4 5 4 6 37 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

Number of Pseudomonas bacteraemia Safe Director of Nursing 6 0 0 1 0 0 0 0 0 0 0 1 Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - Low

Number of Klebsiella Safe Director of Nursing 7 1 1 0 0 1 0 1 0 0 1 5 Achieve_Fa
il_duetoRa
ndomVariat
ion

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 6 40 Expectedco
nsistentPas
s

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 6 33 Achieve_Fa
il_duetoRa
ndomVariat
ion

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 0 7 Expectedco
nsistentPas
s

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 0 10 Expectedco
nsistentPas
s

Common
Cause

Hand Hygiene Safe Director of Nursing 95% 99.5% 99.5% 99.0% 99.2% 98.7% 99.6% 98.6% 98.2% 98.3% 98.7% Achieve_Fa
il_duetoRa
ndomVariat
ion

Improveme
nt - High

Bare Below the elbow Safe Director of Nursing 95% 99.3% 98.3% 99.7% 99.7% 99.5% 100.0% 98.3% 96.3% 99.6% 98.2% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

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

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
s

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
ndomVariat
ion

Concern -
Low

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

In progress

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 Expectedco
nsistentFail

Common
Cause

Outbreak Incidence - Norovirus Safe Director of Nursing 1 0 0 Expectedco
nsistentFail

Common
Cause

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

Common
Cause

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

Common
Cause

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

Common
Cause

Expected
consistent
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Patient Experience CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 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% 66.7% 45.8% 43.1% 50.0% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

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

24 24 36 12 27 45 37 32 23 23 283 Expectedco
nsistentPas
s

Common
Cause

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

3 1 1 3 7 3 1 1 0 3 23 Expectedco
nsistentPas
s

Common
Cause

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

Common
Cause

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

Patient ward moves emergency admissions (Acute - more than 2 moves) Effective Chief Operating Officer 7.2% 8.3% 8.2% 9.9% 9.0% 7.0% 8.6% 7.6% 8.0% 10.5% 8.4% Expectedco
nsistentFail

Common
Cause

Same Sex Accommodation Standard breaches Caring Director of Nursing 0 430 415 328 916 452 466 534 505 380 401 4827 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

% emergency admissions discharged to usual place of residence Effective Chief Operating Officer 90% 91% 91% 91% 90% 91% 90% 90% 89% 89% 90.2% Expectedco
nsistentPas
s

Improveme
nt - High

Emergency readmissions within 30 days of discharge (G&A only) Effective Medical Director 5.9% 9.7% 9.8% 8.1% 8.4% 8.4% 8.5% 9.0% 9.5% 7.2% Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Reducing Harm CQC Domain Responsible
Director Standard Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Year to

Date Pass/Fail Trend
Variation

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

Improveme
nt - Low

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

Common
Cause

Number of SIs reported Safe Director of Nursing <75
(2018/19) 8 6 7 7 2 5 11 8 3 16 73 Expectedco

nsistentPas
s

Concern -
High

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% 95.2% 94.7% 92.5% 90.0% Expectedco
nsistentFail

Improveme
nt - High

Number of hospital acquired thrombus Safe Medical Director 14 8 12 9 10 10 9 9 15 6 102 Achieve_Fa
il_duetoRa
ndomVariat
ion

Common
Cause

Number of hospital acquired thrombosis outstanding reviews Safe Medical Director 77 76 68 68 64 56 47 54 52 53 Expectedco
nsistentFail

Improveme
nt - Low

Pressure ulcers (confirmed avoidable Grade 3,4) Safe Director of Nursing 0 0 1 0 1 0 4 2 2 0 7 17 Achieve_Fa
il_duetoRa
ndomVariat
ion

Concern -
High

Total number of deep tissue injury Safe Director of Nursing 17 37 23 26 29 20 28 30 29 31 270 Expectedco
nsistentFail

Common
Cause

Total number of moisture associated skin damage Safe Director of Nursing 80 92 82 79 59 67 70 77 67 71 744 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 62 497 Expectedco

nsistentPas
s

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 36 238 Expectedco

nsistentPas
s

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
ndomVariat
ion

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
ndomVariat
ion

Common
Cause

Number of falls with moderate harm and above Safe Director of Nursing 0 0 0 1 3 0 3 1 1 1 1 11 Achieve_Fa
il_duetoRa
ndomVariat
ion

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% 6.9% Expectedco
nsistentFail

Common
Cause

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

Concern -
Low
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This report includes:

1. Quality Indicators from the Trust Board dashboard
2. Proposed Quality Priorities for 2022-23
3. Staffing Report

1 Quality Priorities

VTE

 

Thrombosis Committee will commence reporting in to Patient Safety Committee in April 2022.  The trust has 
made provisional enquiries in relation to applying for and achieving VTE exemplar status.

 Serious Incidents and Duty of Candour

 

There has been a significant increase in the number of serious incidents reported in January 2022, the 
missing duty of candour data is noted and will be rectified in February;

 5- Infection outbreaks* (COVID-19) *only noted as 4 in the data below as two are linked

 7- Pressure Ulcers
 2- Diagnostic delays
 1- Medication incident
 1- Medical equipment incident

There are currently 72 open serious incidents and the top three categories align to the reporting we have 
seen in January;

 HCAI outbreaks (14)
 Pressure Ulcers (15)
 Diagnostic delays (14)

Each of the top three categories are being investigated as clusters, in line with an agreed approach with the 
commissioners.   

Pressure Ulcers and Falls
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There has been an increasing number of pressure ulcers that meet the serious incident criteria in the last 2 
months and the number of lower grade pressure ulcers acquired in our care is also increasing.  A deep dive 
review is underway and will be presented to Quality Committee in March.

The following actions have been agreed to help in understanding the issues we are currently facing;

1. A review of all pressure ulcer serious incidents in the last 12 months looking at the service where the 
ulcer was acquired/ deteriorated, themes in relation to contributory factors/ root causes, 
completeness of action plans and risk assessments. 

2. A deep dive analysis of grade 2 pressure ulcers acquired in our care by service (acute, community, 
district nursing) to better understand areas of concern to focus improvement. 

3. A review of the function of the Pressure Ulcer Expert panel 

In addition, improvement in pressure ulcer care is proposed as trust quality priority for 2022-23 and as a CQUIN 
for the Trust to undertake.

There has been an increase in falls however only one resulting in moderate or above harm. The patient had a 
witnessed fall that resulted in a fractured neck of femur. The incident was reviewed by the expert panel and 
all risk assessments were complete and in place and patient was under the appropriate level of observation 
at the time of the fall. Whilst harm was suffered this did not result in a serious incident being reported. 

 Mixed Sex Accommodation 

The 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 with 90% occurring in AMU due to 
unprecedented pressure on patient flow, compounded by delayed discharges and ward closures for COVID-
19 outbreaks.  The level of mixed sex breaches places WVT as an outlier in this area; given the pressures on 
patient flow and the size of our bed base it is difficult to see how these can be avoided at the present time.  
A meeting is planned with regional and commissioning colleagues.

Patient Experience

  

Whilst responsiveness to complaints has improved marginally in January, it remains far below the target. 
There are currently 57 open complaints, 43 of which remain with the divisions for response. Of the open 
complaints, 30 are overdue.  The teams are working hard to address these.  Complaint response times is 
proposed as a quality priority for 22/23 and needs to improve.

A review of the restrictions on visiting has been undertaken and all patients in our care will be supported to 
receive visitors from the first day of their admission with effect from 23 February, there will be some 
restrictions on visiting in designated Covid areas and if a ward is closed due to an outbreak. All visiting will 
need to be arranged in advance so that teams can manage social distancing.
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Infection Prevention

The trust remains an outlier for clostridioide infection rates (CDif) and we have exceeded the trajectory for 
all reported cases, although lapses in care are below trajectory.  The follow up inspection by NHSI/E is 
scheduled for early March 2022 and the action plans associated with this is presented to Board.  

Antibiotic usage is a common theme in the post infection reviews of these cases.  Consequently, there were 
changes made to the antibiotic formulary in July and further changes have been agreed to commence 
shortly; this will include a “hard stop” on antibiotic prescriptions after a defined period in line with best 
practice, to avoid prolonged use of antibiotics which can contribute to CDif infection.  The region is also an 
outlier for CDif infection rates and are pulling together a working group; the trust will actively engage with 
this work to make further improvements in this area.

Outbreaks were declared on Lugg and Ashgrove Wards and at both Ross and Leominster community 
hospitals.  Early analysis has not identified any common themes although the Ashgrove outbreak may link to 
early movement of patients from an area that had only recently reopened following an outbreak.  Of the 23 
hospital onset Covid cases, 20 are linked to the outbreaks, two out of the remaining three were on Wye.  
Wye was subsequently declared an outbreak in early February.  All outbreaks are subject to a cluster review.

Quality Priorities 2022-23

The following quality priorities are proposed for 2022-23 and these have been endorsed by the Quality 
Committee, they will be monitored by the Quality Committee and reported in the annual Quality Account.  
The priorities have been selected based on local intelligence and link closely with the selected CQUIN’s as 
part of that programme. 

 Improve the experience of patients receiving care by improving our clinical communication
 Improve patient safety through implementing change as we learn from incidents and complaints 

across our system
 Improve the experience of patients receiving our care in hospital beds and on district nursing 

caseloads
 Ensure that our most vulnerable patients receive personalised care by ensuring the mental capacity 

act is implemented in practice
 Further improve end of life care by working with partners across Herefordshire to transform end of 

life services

Standard Target 
set Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD

Number of >AD+1 MRSA Bacteraemia 0 N 0 0 0 0 0 0 0 0 0 0
Number of E.Coli Bacteraemia 0 L 5 4 3 0 4 2 4 5 4 6 37
Number of Pseudomonas bacteraemia 0 N 0 0 1 0 0 0 0 0 0 0 1
Number of Klebsiella 0 L 1 1 0 0 1 0 1 0 0 1 5
Number of external reportable >AD+1 clostridium difficule cases 34 N 3 6 5 2 3 3 5 5 2 6 40
Hospital Onset- Healthcare Acquired (HO-HA) CDI cases 3 4 4 1 3 2 5 4 1 6 33
Community Onset- Healthcare Acquired CDI (CO-HA) cases 0 2 1 1 0 1 0 1 1 0 7
Trust attributed Clostridium difficile infections (CDI) with lapses in care idenitifed 34 L 1 3 2 1 3 0 0 0 0 0 10
C. Diff per 1,000 bed days - Acute only
C. Diff per 1,000 bed days - Community only
C. Diff per 1,000 bed days - All
Total Outbreak Incident Numbers (eg Norovirus, Covid-19) 0 0 0 0 0 0 5 2 2 4 13
Outbreak Incidence - Norovirus 1 0 1 0 2
Outbreak Incidence (patient areas) - Covid-19 0 0 0 0 0 0 4 2 1 4 11
Reportable Covid-19 Probable Patient Cases (Day 8-14 of a patients admission) 0 0 0 0 0 1 9 3 4 5 22
Reportable Covid-19 Definite Patient Cases (Day 15 onwards of a patients admission) 0 0 0 0 0 0 3 8 5 18 34
Hand Hygiene 95% L 99.50% 100% 99% 99.20% 98.7% 99.6% 98.6% 98.2% 98.3% 98.7%
Bare Below the elbow 95% N 99.25% 98.25% 99.70% 99.70% 99.5% 100.0% 98.3% 96.3% 99.6% 98.2%
Cleaning Standards: Sodexo Contract 85% L 92% 93% 93% 91% 92.95%
Cleaning Standards: Sodexo Contract - FR1 85% 97% 97% 98% 97% 99%
Cleaning Standards: Sodexo Contract - FR2 85% 94% 95% 94% 94% 94%
Cleaning Standards: Sodexo Contract - FR3 85% 99% 98% 99% no data 99%
Cleaning Standards: Sodexo Contract - FR4 85% 97% 97% 92% 95% Quarterly
Cleaning Standards: Trust Contract (community setting) 85% L 89% 87% 93% 93% 93%
Cleaning Standards: Trust Contract (community setting) FR1 85% 96% 96% 93% N/A 97%
Cleaning Standards: Trust Contract (community setting) FR2 85% 97% 98% 99% 99% 99%
Cleaning Standards: Trust Contract (community setting) FR3 85% 98% N/A 97% no data 99%
Cleaning Standards: Trust Contract (community setting) FR4 85% N/A N/A 93% 97% Quarterly
Cleaning Standards: Private Contract - FR3 90% L 94% 96% 92% 97% 92%
Cleaning Standards: Private Contract - FR3 Clearview 90% 95% 98% no data no data 96%
Cleaning Standards: Private Contract - FR6 Clearview 86% 91% no data no data 93%
Cleaning Standards: Private Contract - FR3 Shaw 90% 64% N/A no data 100% 100%
Cleaning Standards: Trust 85% L 92% 93% 93% 91% 92.95%
Cleaning Standards: Trustwide Clinical 90% L 95% 95% 96% 95% 97%

Reduce Infection Rates

Clinical Outcomes
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 Ensure we achieve best practice in wound management, specifically in relation to pressure ulcer 
prevention and management and lower limb wound management

 Reduce Clostridioide infection rates
 Improve compliance with VTE assessment and prevention in line with best practice
 Focus on mortality outlier groups 
 Ensure the Trust meets best practice requirements for nutrition

Staffing

Staffing has continued to be a significant challenge throughout January and February, our wards are 
routinely working below both nurse and support worker establishment; this is undoubtedly having a 
negative impact on patient and staff experience and quality outcomes.

To put this into context we have additional beds open on GAU, Redbrook, Community hospitals and in ED 
overnight; these areas are staffed by redistribution of our existing workforce and filling the gaps with 
temporary workforce, hence a massive reliance on agency and bank staff and the associated negative impact 
on patient and staff experience.

The trust has also had to flex Covid (blue) bed capacity in our general bed base and on ITU, when this 
happens additional staffing is required.

The Trust has continued to have difficulties in filling band 2 Health Care Assistant shifts. Recruitment plans 
are in place to fill vacant positions with 16 new HCA recruits commencing in February and March 2022. The 
Trusts Workforce Strategy Group has developed a support and education programme for Health Care 
Assistants and a focus is being given to the retention of this staffing group.

The senior nursing team have increased the frequency of staffing meetings each day to maintain oversight of 
the situation and the staffing hub has reopened under the leadership of one of our Associate Chief Nurses.  
Elective and outpatient activity has been reduced at times to allow staff to move from Theatres, Podiatric 
Surgery and Outpatient areas to support the wards. Additional non-clinical staff were based within ward 
areas to give additional support to our patients by supporting with one to one care, patient feeding and 
hydration and general housekeeping duties.

The NHSE staffing return - fill rate data is detailed below

 Day Night  

 RN Fill HCA Fill RN Fill HCA Fill
Overall 
CHPPD

Elective Orthopaedic Unit 50.8% 51.8% 56.5% - 10.3
Maternity Ward 83.9% 38.7% 98.4% 51.6% 4.9
Children's Ward 120.6% 122.8% 101.2% 66.3% 12.9

Lugg Ward 86.0% 56.7% 97.8% 78.9% 5.2
Wye Ward 86.0% 48.0% 117.0% 68.0% 6.3

Frome Ward 116.5% 62.8% 155.8% 69.0% 6.5
Cardiac Care Unit 103.5% 71.8% 99.3% 80.6% 12.2

Leominster Community Hospital 139.4% 80.6% 121.0% 89.2% 5.4
Bromyard Community Hospital 98.0% 105.3% 98.5% 121.1% 6.1

Ross Community Hospital 88.0% 83.0% 124.5% 70.7% 5.0
Leadon Ward 93.7% 85.8% 101.6% 91.9% 6.1
Teme Ward 59.6% 29.1% 53.0% 24.8% 9.6
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Monnow Ward 87.6% 102.8% 104.8% 98.7% 6.4
Redbrook Ward 82.5% 94.9% 127.3% 71.9% 6.8

Special Baby Care Unit 95.3% - 101.7% - 8.5
Intensive Care Unit 112.9% - 106.1% - 29.2

Gilwern Assessment Unit 70.1% 38.3% 129.9% 109.7% 6.4
Acute Medical Unit 90.1% 60.9% 97.0% 88.1% 6.4

Ashgrove Ward 95.0% 55.9% 114.0% 95.7% 7.9
Dinmore Ward 107.9% 55.5% 107.5% 91.5% 6.1
Garway Ward 92.9% 69.3% 101.1% 82.5% 7.0

Fill rate data

During the pandemic, and with ongoing elective restoration work, ward area functions and bed numbers 
have changed and staffing levels continually adjusted to meet the needs of our patients on green, amber and 
blue pathways.  To date the changes have not always been captured and therefore the staffing return and fill 
rate percentages have not been accurate.  The team have worked hard this month to capture the changes 
real time to enable the return to be more reflective of the actual fill rate position.

In the month of January 2022, planned care hours have been adjusted in the following areas:-

 Lugg Ward – Reduction in bed base due to an outbreak
 Wye Ward – Increase in bed base due to the outbreak on Lugg Ward
 Bromyard Community Hospital – Increase in bed base for additional capacity
 Leominster Community Hospital – Increase in bed base for additional capacity
 Ashgrove Ward – Ward split for part of January 2022 to accommodate both blue and amber patient 

pathways, therefore staffing increase.

Many of our ward areas are working below their required established staffing numbers for both trained 
nurses and health care assistants and these are reflected in the fill rates. 

Frome ward is above the 100% fill rate level due to the required additional staffing in January for high 
patient acuity. Several wards at night are seen to be above 100% fill rate for trained nurses this is due the 
inability to cover significant health care assistant gaps and we have utilised additional ID Medical trained 
nurses available from the agency pool to back fill the health care assistant gaps.  The requirement of 
registered mental health nurses (RMN) has also increased the fill rates for trained nurses across several 
clinical areas, including Leominster, Ashgrove and the Children’s Ward.

Community Hospital Staffing

Ross Community Hospital continues to be the area of most concern with ten registered nurse vacancies 
although an additional band 6 and 7 role have been recruited to support the ward on its quality 
improvement journey.  Bromyard Community Hospital and Leominster Community Hospital have lower 
levels of vacancies but are hindered by a number of staff on long-term sick and maternity leave.  Despite 
this, they have maintained better fill rates than the acute hospital site. 

Paediatric Services 

Children’s Ward – the Ward has seen an increase in relation to children requiring Child and Adolescent 
Mental Health Service (CAMHS) support. This has led to an increased need for RMN support to care for these 
children.
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School nursing still has extended sickness within the team with 1.8 WTE long-term sick and 0.8 WTE vacant 
post about to go out to advert. The service is seeing a significant and sustained increase in safeguarding 
casework.

Agency

As can be seen below and for the reasons described, agency usage has increased from the previous month. 
This increase is by 11.18 WTE. Bank usage has also increased during this period by 10.69 WTE.  ED continues 
to be the clinical areas where we are utilising the most bank and agency nurses (36.87 wte), the second 
highest is Community Hospitals (25.97 wte).

The Trust has also seen the highest amount spent on Thornbury Nurse Agency in 2 years covering ICU, 
Children’s Ward, ED and Community Hospitals.

Board Assurance Framework – Nurse Staffing

NHSE /I published a Board Assurance Framework in December 2021 as part of winter preparedness.  The 
trusts self-assessment against the framework was presented in full to the Quality Committee in February 
2022. 

The Framework covers the governance related to staffing planning and oversight.  An assessment against all 
elements has been undertaken and no significant gaps have been identified.  Given this, the full BAF is not 
presented to Board but is covered in the Quality Committee summary report for completeness.

2021-22 BUDGETED ESTABLISHMENT 
WTE by Month

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Subs Nursing Budgeted Establishment 1600.08 1600.71 1605.34 1604.85 1604.83 1620.17 1633.67 1629.94 1636.11 1644.49

Bank 99.21 104.51 92.85 102.67 95.35 84.47 89.99 93.01 80.65 91.34
Agency 54.31 64.69 75.28 84.39 80.27 84.27 95.52 85.31 97.76 108.94
Substantive and Overtime 1463.19 1451.63 1451.05 1437.64 1441.32 1440.09 1452.10 1456.35 1456.85 1435.04
Subtotal 1616.71 1620.83 1619.18 1624.70 1616.94 1608.83 1637.61 1634.67 1635.26 1635.32

Under/(Over) Establishment (16.63) (20.12) (13.84) (19.85) (12.11) 11.34 (3.94) (4.73) 0.85 9.17
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Cancer 2WW Referrals  

Commentary:

The Trust did not achieve the 2ww 93% standard in December with performance at 89.5%.  Two pathways failed to achieve the standard:

Breast (with performance at 43.6%). This was mainly due to the number of referrals (whilst this is concerning, the Breast service is meeting the 28 day target)

Upper GI (with performance at 88.9%). This was mainly related to the capacity in endoscopy for the straight to test service. 

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

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

Performance against the standard fell in December with 60.3% achieved against a 
target of 75%.

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

An ongoing deep dive into all pathways is taking place over next 2 months with an 
intention to develop detailed improvement plans. 

Cancer 31 Day – First Treatment Standard Commentary:

Performance against the standard remained stable in December with 84.5% achieved 
against a target of 96%.

5 pathways failed to meet the standard – Breast, Colorectal, Gynaecology, Skin and 
Urology.

Breast, Colorectal, Gynaecology and Urology were mainly due to theatre capacity and 
delays on pre-operative assessment. The surgical division are working on plans to 
improve this.

Performance within the Skin specialities is due to a mix of referral numbers and capacity.
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Cancer 62 days urgent referral to treatment Commentary:

The Trust performance was stable in December at 72.3% (target 85%).  There was a drop 
in performance in Breast, Colorectal, Upper GI and Urology and improvements in Lung 
and Skin. Performance in January is likely to be similar to December

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

The lowest performing pathways was Colorectal (10%) – a clinician has been supported 
with Cancer Alliance funding for 1 PA per week to work on improving this pathway.

Cancer Performance vs Peers:

Commentary

 2WW performance remains above the peer group (+10.8%) and has done since Dec-19. 
 31 Day performance has been below the group (-10.9%) since July-20. 
 The 62 Day measure has continued to outperform the Peer Group for the past 6 months with this month reporting the largest margin (+11.7%). 
 28 Day Faster Diagnosis performance was 4% below the Peer Group. 
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RTT Referrals: Commentary:

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

 2ww referrals are significantly above 19/20’s levels (2,658) and the plan (2,426).

 Urgent referrals are above the plan (2,842) and 19/20 activity to date (1,723).
 

 Routine referrals remain considerably behind 19/20’s levels (2,256) while 
reporting a position just above plan (13).

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. The 
impact of the above is seen in the performance below:

 In-patient activity is down 19.7% against 2019/20 activity and down 22.9% against plan

 Day case activity is down 9.1% against 2019/20 activity and down 8.7% against plan

 New out-patient activity is down 4.1% against 2019/20 activity and up 1.9% against plan

 Follow up activity is up 0.8% against 2019/20 activity and up 9.7% against plan 

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

2WW (+ Upgrades) 10,573 8,147 2426 / 30%

Urgent 16,993 14,151 2842 / 20%

Routine 23,864 23,851 13 / 0%

Total 51,430 46,149 5281 / 11%

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

2WW (+ Upgrades) 10,573 7,915 2658 / 34%

Urgent 16,993 15,271 1723 / 11%

Routine 23,864 26,120 -2256 / -9%

Total 51,430 49,305 2125 / 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 January was 63.6%, a decrease of 0.5% 
since last month.

Performance against the Welsh RTT standard was 65.2%, a decrease of 1.6% since last 
month.

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

The numbers of patients waiting over 52 week for treatment continues to slowly fall and 
was 1,348 (English and Welsh) at month end.  
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Referral to Treatment  - 104(+) week waiters by pathway and specialty

Commentary:

Patients continue to be treated in clinical priority order, resulting in higher clinical priority patients being treated first, a significant number of the patients 
waiting at 104+ weeks are in the lower clinical priority group.

The trust will not achieve the zero 104+ week position as required by the end of the financial year, with the current expected position detailed below. 

The national planning guidance provides a ‘backstop’ of July 2022 for this to be achieved by all English providers. It is anticipated that the Trust will be in a 
position to comply with this requirement.
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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 continue to improve. These assets remain in place 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 ICS have earlier this month 
extended the contract on both scanners to end of March 2022 to maintain the recovery 
plan. 
The slightly deteriorated 6 week wait non-obstetric ultrasound position that was seen 
last month - 1444 week ending 16/1/22 due to lost workforce capacity over the Christmas 
period with leave and Covid isolation - has now seen improvement this month; 1358 
week ending 13/2/22. The position remains a concern and under regular review with 
senior leaders.

Neurophysiology:

Nerve conduction studies (NCS) have further reduced to a wait of around 7-8 weeks from 
a 9 week wait at last month. 
Our locum consultant wait has also impressively reduced to around 8-9 weeks despite 
reduced capacity in December and January. Waiting times for ambulatory 
Electroencephalogram [EEGs] are around 8 weeks, with a new substantive member of 
the team now being trained for ambulatory EEGs we anticipate this to reduce further 
within the next two months.  Standard EEGs have reduced further to an impressive 4-5 
week wait; well within the diagnostic standard target.

Modality Dec-21 Jan-22 +/-
MRI 37 23 -14
Tomography 37 13 -24
Ultrasound 1312 1392 80
Barium Enema 0 0 0
DEXA Scan 139 114 -25
Audiology 119 121 2
Cardiology 2220 2231 11
Neurophysiology 117 137 20
Respiratory physiology 80 101 21
Urodynamics 73 71 -2
Colonoscopy 202 152 -50
Flexi sigmoidoscopy 47 38 -9
Cystoscopy 59 70 11
Gastroscopy 209 234 25

Total 4651 4697 46
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Endoscopy Waiting list

Echocardiography (Echo):

Echo) capacity and reducing waiting times continues to be a top priority of the Medical 
Division.  Echo waits are at around 36/37 weeks for routine requests, however during the 
last three weeks we have started to see a reduction in the backlog.  This is through a 
combination of both clinical and admin validation, outsourcing additional capacity to the 
Nuffield and continued weekend ‘insourcing’.   We continue to support both our 
substantive and bank staff in facilitating additional sessions wherever they are able to 
further support the reduction of the backlog.
Ongoing validation will continue, as will further discussions with the clinical team about 
further routes with regards to reducing potential unnecessary requests; the appointment 
of our NHS Locum who has an interest in Imaging Cardiology will further support this 
service development

Endoscopy:

We continue to see a gradual reduction in the overall waiting list for endoscopy 
procedures, with the total waiting list (including surveillance) at 2527 at month end.

 The surveillance waiting list validation exercise is on-going with a plan to clear 
the backlog as soon as possible (there has been a delay due to staff sickness).

 Endoscopy templates have been reviewed to increase in-patient capacity to 
reduce in-patient delays.

 An additional registrar OGD list commenced in February.  
 Nurse training to undertake Trans-nasal Endoscopies in progress.
 An additional Radiologist-led ERCP list planned, awaiting delivery of diathermy 

equipment.
 Endoscopic Ultrasound equipment has now been purchased, this service will 

have a positive impact on 2ww performance.

Total Waiting List (including Planned/Surveillance)

Total This week Last Week Diff

This Year 2522 2522 0
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Emergency Department (ED) activity:  

 
Commentary:

5,380 people attended ED in January which was 35 less than December. The daily average attendance was 174, 1 fewer than last month per day.

Ambulance conveyances:  

  
Commentary:

1,711 ambulances conveyed to the Trust in month which was 34 less than December. Each month since July has received under 1,900 conveyances. The total 
equated to a daily average of 55 conveyances, 1 less than last month per day.
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ED maximum 4 hour wait from arrival to departure

Commentary:

Contingency planning arrangements were introduced to support Urgent Emergency Care [UEC] flow and maintain patient safety at the front door in order to 
reduce ED congestion and prevent extreme Ambulance handover delays during the reporting period. 

Actions taken during January:

 Dedicated ward based Operational teams, from all Divisions, were deployed to the wards along with support from the Integrated Discharge Teams 
to support discharge planning and attend Board Rounds and Multidisciplinary Team Meetings [MDTs] to provide timely senior support to progress 
patient pathways and discharge planning.

 Back office staff and corporate departments provided additional non-clinical ward based duties 
 Theatre staff and other non-inpatient clinical teams were release from this substantive duties to provide direct inpatient care.
 The inpatient bed base, already increased as a result of the opening of the new Frailty wards, were increased further with the suspension of the 

Frailty Same Day Emergency Care [FSDEC] unit and re-open of 11 beds on Redbrook ward that were closed as part of the phase two of the ward 
reconfiguration 

 Staffing Hub was established. Led by Senior Divisional Nurses to profile core and additional staffing and assist with balancing  staffing risks across the 
Trust

 Suspended non-essential education and training
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Despite the on-going pressures there were continuing stability to the improvements ED had previously made to their Clinical Quality Incidents with the 
percentage of patients being seen within one hour remaining at 60% on average throughout. 

We have also seen an improvement in the percentage of patients who left ED without being seen. The average for 19/20 was 4.9% this has dropped to 2.8% 
between November and January.

There has also been stability in our Minors performance over this period, which with the challenges the team have faced, is a remarkable achievement.

ED – Minors 4 hour Performance

Same Day Emergency Care (SDEC) Commentary:

Despite ongoing pressures with flow, congestion and staffing SDEC 
performance has increased to 41% of all admitted patients being 
admitted and discharged on the same day.

This is the first time that over 40% of all emergency admissions 
were dealt with via SDEC.

There is confidence that further opportunities are available with 
increased productivity through SDEC and with the implementation 
of Frailty SDEC, once capacity eases to allow for the reopen.

11/15 48/158



 

Bed Occupancy – Acute beds Commentary:

A combination of Covid related staffing pressure, an increase in 
emergency demand and an increase in the numbers of patients with 
a delayed discharge combined to place significant pressure on 
inpatient acute beds throughout the start of this calendar year.

It should be noted that the reported occupancy figures do not reflect 
the significant pressure experienced throughout the period. Nearly 
all of the ‘surplus’ capacity (recorded at 12mn) is inaccessible by 
adult emergency admissions).

Bed Occupancy – Community beds Commentary:

Community Hospital bed occupancy in January 2022, continued to 
reflect the demand on these beds to support optimal flow within the 
acute hospital. 
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Admitted to Stroke ward within 4 hours of presentation Commentary:

With increased pressure on bed capacity, staffing absences and 
constraints with flow our Stroke Key Performance Indicators [KPIs] 
has been impacted over December and January. 

However, despite these challenges the team has worked extremely 
hard to maintain patients on their stoke care pathways.  The 
percentage of patients spending >90% of their stay on a stroke unit 
has dropped just below the standard of 80% to 78% in January:

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

Another slight drop in TIA performance dropping below 60% at 45% 
in January. These challenges were as a result of reduced 
appointments over the Christmas and New Year period and the team 
catching up on the holiday backlog along with staffing challenges 
within the team.

13/15 50/158



 

Best Practice Tariff (BPT) - Fracture Neck of Femur Commentary:

January saw 49 admissions the highest level in the last 7 months.

Average time to theatre is the lowest since August 2021 at 27hrs, 
49mins

The average time in ED rose slightly to 10hrs

Best practice tariff is predicted to be a 73% (a pass) for December, 
there is currently no data for January.

Community Contacts Commentary:

The Division saw a slight increase in overall contacts in January, 
which reflected both a reduction in absence within teams due to 
Covid 19, and a small increase in patient availability for similar 
reasons. 

Activity remains higher than 2019/20 levels.
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Cancelled Ops:

Commentary:

18 operations were cancelled at the last minute in January which was the same as December. The average through 21/22 to date has been 15 per month.

3 of December’s operations were not rebooked within 28 days through the month which is also 3 less than last month. It is also the same as the monthly 
average for this financial year. 
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5.2 Integrated Performance Report – Workforce – Wye Valley Trust

    

19/20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22
Staff Numbers (FTE)
Total Budgeted Establishment 3092.1 3384.8 3392.9 3378.2 3415.3 3441.7 3444.5 3443.6 3459.7 3479.1 3525.2 3500.7 3516.1 3531.4
Non Substantive Budget 58.4 142.6 146.0 126.2 24.0 36.1 24.6 24.5 26.6 24.0 65.9 34.2 43.9 44.2
Substantive Budgeted Establishment 3033.7 3242.2 3246.9 3251.9 3391.3 3405.6 3419.9 3419.2 3433.1 3455.1 3459.3 3466.6 3472.2 3487.1
Substantive Staff in Post 2827.4 3043.5 3070.1 3114.7 3105.5 3111.7 3120.4 3122.0 3135.1 3157.3 3161.4 3175.5 3168.5 3160.5
Substantive Vacancy 264.8 198.7 176.7 137.3 285.7 293.9 299.5 297.2 298.0 297.7 297.8 291.1 303.7 326.7
Starters (Excludes FTC/Jnr Drs) 37.8 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 36.7 13.5 34.1 26.4 18.5 25.8 27.4 51.0 28.3 32.1 22.2 30.4 45.0
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19/20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22
Rolling

12 Months 
Average

Target Threshold

Staff Numbers (FTE)

Total Budgeted Establishment 3092.1 3384.8 3392.9 3378.2 3415.3 3441.7 3444.5 3443.6 3459.7 3479.1 3525.2 3500.7 3516.1 3531.4

Non Substantive Budget 58.4 142.6 146.0 126.2 24.0 36.1 24.6 24.5 26.6 24.0 65.9 34.2 43.9 44.2

Substantive Budgeted Establishment 3033.7 3242.2 3246.9 3251.9 3391.3 3405.6 3419.9 3419.2 3433.1 3455.1 3459.3 3466.6 3472.2 3487.1

Substantive Staff in Post 2827.4 3043.5 3070.1 3114.7 3105.5 3111.7 3120.4 3122.0 3135.1 3157.3 3161.4 3175.5 3168.5 3160.5

Substantive Vacancy 264.8 198.7 176.7 137.3 285.7 293.9 299.5 297.2 298.0 297.7 297.8 291.1 303.7 326.7

Starters (Excludes FTC/Jnr Drs) 37.8 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 34.3

Leavers (Excludes FTC/Jnr Drs) 23.9 36.7 13.5 34.1 26.4 18.5 25.8 27.4 51.0 28.3 32.1 22.2 30.4 45.0 29.6

Turnover (% - Rolling 12 Months)

Turnover 10.6% 8.8% 8.2% 8.7% 8.8% 8.9% 9.1% 9.5% 10.4% 10.7% 11.2% 11.1% 11.6% 11.8% 10.0% <=10% >15%

Substantive Vacancy (% - In Month)

Substantive Vacancy Rate – Total 8.6% 6.1% 5.4% 4.2% 8.4% 8.6% 8.8% 8.7% 8.7% 8.6% 8.6% 8.4% 8.7% 9.4% 8.0% <=5% >10%

Agency Spend (% - In Month)

Agency Spend % Pay Bill 9.3% 4.2% 5.3% 4.0% 5.0% 5.9% 6.3% 6.7% 6.6% 5.6% 6.4% 6.2% 5.2% 5.8% 5.7% <=6.4% >11.4%

Sickness (% - In Month)

Sickness Absence Rate 4.9% 7.5% 5.7% 4.6% 4.7% 5.3% 5.3% 5.3% 5.1% 5.8% 5.8% 5.4% 6.1% 7.9% 5.6% <=3.5% >8.5%

Appraisals (% - In Month)

Appraisal – All 87.3% 70.6% 68.9% 71.8% 76.2% 76.9% 74.9% 74.6% 72.4% 72.4% 74.0% 76.2% 77.4% 76.7% 74.4% =>90% <85%

Training (% - In Month)

Core Skills 91.7% 90.0% 90.6% 90.3% 90.3% 90.1% 90.3% 90.1% 90.1% 89.9% 89.8% 89.6% 89.9% 89.5% 90.0% =>90% <85%
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Budgeted establishment demonstrates that we have 326.65 FTE funded substantive vacancies across the Trust as 
follows:

Substantive Vacancies by Division:

Division FTE
Clinical Support 43.98
Corporate 1.50
Integrated Care 60.63
Medical 122.23
Surgical 98.31
Grand Total 326.65

  Substantive Vacancies by Staff Group:

Staff Group FTE
Offers 
Made

Add Prof Scientific and Technic -3.57
Additional Clinical Services 95.39 34
Administrative and Clerical 7.01
Allied Health Professionals 26.29 13
Estates and Ancillary 9.37
Healthcare Scientists 10.67 6

Medical and Dental 59.07 24
Nursing and Midwifery Registered 127.42 26
Students -5.00
Grand Total 326.65

Turnover

The overall rolling 12 month turnover at Trust level is now at 11.8% for February 2021 to January 2022, with an average 
for the previous 12 month’s turnover being 10%. The chart below shows the 12 month rolling turnover % compared 
to the number of monthly leavers at WVT from January 20 to January 22. The grey shaded area highlights the period 
the latest rolling 12 months is covering. 

WVT and many NHS trusts have seen an increase in staff turnover over the past year and with the reduction of covid 
operational pressures, we will be able to deliver key retention and development initiatives for staff (apprenticeships, 
stay interviews, career development clinics, career frameworks, flexible redeployments to other areas) over the 
coming months as part of the new Workforce & OD strategy. We will also be using a WVT career development 
framework for support workers to enhance their skills and knowledge in order for them to develop into higher level 
qualified roles. 
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Sickness absence

During this month, overall sickness at Trust level increased to 7.87%. WVT and other NHS trusts have experienced a 
sharp increase in sickness absence over the past few weeks and this is largely due to covid related absence and self-
isolation requirements. About 3% of sickness absence is currently due to covid and this should reduce over the coming 
weeks. The rolling 12 month average % sickness of 5.6%. Further scrutiny of sickness in January highlights the following 
breakdown:

Division %

Clinical Support 7.27

Corporate 4.97

Integrated Care 7.47

Medical 8.63

Surgical 8.86

Grand Total 7.87

The wide range of health & wellbeing initiatives (Hereford & Worcestershire mental health hub, employee assistance 
programme, NHS apps and support lines, face to face counselling, clinical pyshcology) launched in response to the 
pandemic are still in place for staff. 

Sickness Reason %
Cold, Cough, Flu - Influenza 15.77
Cold, Cough, Flu - Influenza - Covid Related 29.36
Gastrointestinal 9.99
Gastrointestinal - Covid Related 0.12
Anxiety/stress/depression/other psychiatric illnesses 9.22
Pregnancy related disorders 4.27
Chest & respiratory problems 2.89
Chest & respiratory problems - Covid Related 0.93
Headache/migraine 3.03
Headache/migraine - Covid Related 0.35
Back problems 3.13
Infectious Diseases 0.40
Infectious Diseases - Covid Related 2.64
Other musculoskeletal problems 2.64
Other musculoskeletal problems - Covid Related 0.22
Genitourinary & gynaecological disorders 2.74

Staff Group %
Add Prof Scientific and Technic 5.08
Additional Clinical Services 11.89
Administrative and Clerical 5.12
Allied Health Professionals 4.05
Estates and Ancillary 7.45
Healthcare Scientists 6.23
Medical and Dental 3.55
Nursing and Midwifery Registered 10.40
Students 0.00

Grand Total 7.87
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The chart below shows long term sickness absence and short term sickness absence at WVT from February 21 to 
January 22.  The chart indicates that short term sickness absence has increased sharply above long term absence and 
this is largely due to an increase in covid related sickness. The management of absence remains a key priority area for 
HR and 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, reviewing flexible/agile working arangements, 
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. 

WVT HR & OD UPDATE – MARCH 2022

Mandatory COVID-19 vaccination requirements 

The Secretary of State for Health and Social Care announced that it was no longer proportionate for NHS staff to be 
required to have a full course of vaccinations against COVID-19. Due to this, the mandatory COVID-19 vaccination 
requirements implementation guidance previously published by NHS England and NHS Improvement is currently 
paused, pending outcome of the Parliamentary consultation process.

Recruitment update 

Medical vacancies / 
cases 

 Fortnightly meetings with MD, Medical Staffing Manager & Strategic Medical 
HR Lead to review progress with vacancies and cases of concern 

HCSWs   (support 
workers)

 Joint partnership working with Hoople Care & Hereford Council - currently 
working in joint partnership with Hoople Care on a joint recruitment campaign 
to recruit Health Care Support Workers (HCSW) across Herefordshire.  The aim 
of the campaign is to attract individuals with or without healthcare experience 
using the hashtag #Togetherhealthcare

 Retention – monitoring leaver information weekly, exit interviews being 
offered. New plan in place for HR to contact employees who have provided 
written notice in an attempt to retain them at WVT

 6/8/12 week reviews set up for practice development to meet with new 
starters to address any issues of concern

International Nurse 
Recruitment  

 11 International nurses have arrived in February who will be assigned to work 
in ED, ITU, theatres and medical and surgical wards

 To date 32 offers of employment have be made with a further 68 nurses to 
arrive by August and we are looking to accelerate arrivals by increasing cohort 
numbers per month
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 Successful bid for additional funding from NHSE of £319k to support the IR 
Nurse programme with a commitment to ensure all nurses arrive by December 
2022

 Project plan in place with monthly HRD meetings to oversee recruitment of 96 
nurses in 2022/23 – 8 to 12 nurses arriving on a monthly basis

Radiology  Successfully recruited 10 international radiographers and they are now settled 
and working within the department.  Our success has led to discussions with 
Worcester acute trust who are now seeking support from us to recruit 
radiographers from overseas to support their services

AHP Recruitment  Working with AHP staff group on a recruitment campaign for AHPs -Return to 
Practice. Trust working with Cally Hayden who is leading on return to practice 
across the ICS

 Successfully recruited 2 overseas physiotherapists through the direct hire 
route and 4 International Biomedical Scientists through direct hire route

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 considering a proposal from University of Worcester to host student 
internships and placements annually from June 2022 onwards

Sickness Absence 

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

 Close HR monitoring of top 100 employees above trigger points for short term absence management 
 New return to work interview process from Loughborough University being piloted at WVT 
 Weekly review of absence data and trends across WVT 
 Monthly review of all long term cases to maintain contact and provide appropriate support 
 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
 HR training for line managers on the sickness absence policy 
 Raising awareness of absence in departments by highlighting days lost and costs 
 Case conferences with Occupational Health on difficult cases 
 Monthly review of discretionary management decisions to ensure appropriate use of the policy 
 Mental health awareness training for line managers 
 Building resilience and stress management course for staff 
 React wellbeing conversations training 

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 by the end of the financial year. This will continue to be reviewed at F&PE 
meetings.

WVT Leadership & Management Development programme – 2022

The second cohort of the WVT programme for line managers will continue in March 2022 with 31 employees. 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. 
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Equality, Diversity & Inclusion

Race Equality Week (7-13 February) – WVT supported the Race Equality Week to promote good relations in line with 
our clear commitment to address inequalities in the NHS. Videos on white allyship and cultural ambassadors publicised 
to employees at the Trust.

LGBT+ History Month 2022 - Staff Voice: The Power of identity – working in partnership with NHSi and the University 
of Worcester, WVT used the month long LGBT+ month to amplify the voices of the LGBT+ workforce and provide 
opportunities for staff to educate themselves and encourage active allyship.

Celebrating International Women's Day – 8 March 2022 - WVT and NHS EDI partners will be celebrating international 
Women’s Day on March 8. The day is being observed in support of taking action against gender inequality, stereotyping 
and discrimination. 
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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 remained marginally ahead of the plan trajectory at the end 

of month 10 (£772k) and had a cumulative (H2) surplus of £2.665m.   

The Trust has maintained its outturn forecast of £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 behind plan by £1,228k. Pay costs 

marginally underspent by £964k (1.6%) 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 – Chief Finance Officer, Performance Exceptions 

STATEMENT OF COMPREHENSIVE INCOME - To Month 10  - 31st January 2022 - 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 191,196 91,663 90,237 100,959 66,826 67,646 820 (207)

Excluded Drugs 20,292 9,429 9,965 10,328 6,895 6,129 (767) (266)

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

Other Income for Patient Care 8,968 4,017 4,212 4,756 3,102 2,619 (483) (103)

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,375 1,070 (305) (68)

Other Non Patient Income 7,131 3,497 3,547 3,584 2,419 2,334 (85) 71

COVID Funding 55,384 27,481 27,676 27,708 18,575 18,580 5 13

FIT/STF 5,700 0 0 5,700 3,800 3,800 0 0

ERF 5,739 2,307 5,139 600 400 (12) (412) 1

 Total Operating Income 299,539 142,084 144,463 155,076 103,392 102,165 (1,228) (559)

Pay Expenditure 182,323 86,761 90,973 91,350 60,378 59,414 964 164

Non Pay Expenditure 78,873 34,451 37,683 41,190 26,742 26,078 665 404

Excluded Drugs 21,032 10,973 10,011 11,022 7,385 7,308 77 61

 Total Operating Expenditure 282,229 132,185 138,660 143,562 94,505 92,800 1,706 629

 EBITDA 17,310 9,899 5,803 11,514 8,887 9,365 478 70

Depreciation 8,313 3,785 4,074 4,239 2,745 2,853 (108) (108)

Gain or loss on asset disposal 7,473 0 0 7,473 7,067 6,021 1,046 (1,201)

Interest Receivable 0 0 0 0 0 0 0 0

Interest Payable on Loans 230 115 115 115 77 77 0 0

Interest Payable on PFI 6,150 3,012 3,012 3,138 1,987 1,987 0 189

Dividends on PDC 2,319 1,056 991 1,328 930 860 70 (1)

Operating Surplus/ (Deficit) (7,177) 1,931 (2,391) (4,782) (3,920) (2,434) 1,486 (1,051)

Technical Adjustments

Donated Assets - Additions 5,129 3,687 3,687 1,442 1,375 1,070 (305) (68)

Donated Asset Depreciation (479) (215) (179) (292) (174) (147) (27) (26)

Donated Assets Adjustment 4,650 3,472 3,508 1,150 1,201 923 (332) (94)

Net impact of asset impairments (7,473) 0 0 (7,473) (7,067) (6,021) (1,046) 1,201

Adj. financial performance retained Surplus/ 

(Deficit) 
(4,354) (1,542) (5,896) 1,542 1,946 2,665 772 244

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-M10 and current forecast outturn M11-M12.  The pay arrears are shown in M6 as paid (along with matching receipt of funding) to 

maintain consistency with previous monthly reported positions.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 £1,368k 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 £508k 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 

M10 H2 

YTD 

Budget 

M10 H2 

YTD 

Actual 

H2 YTD 

Variance

Independent Sector 1,548 986 460 527

Locums 960 495 247 248

Mobile CT 444 222 222 0

Theatre WLI 88 49 0 49

Mobile Theatre 657 435 297 138

WLI 2,039 1,306 899 407

Other

Totals 5,736 3,494 2,125 1,368

Budgeted slippage already in Plan (1,500) (860) (1,368) 508

Additional Capacity

All Values in £000s Totals

Monthly 

Average 

Q4

2122 

Annual  

Budget

H1 

Outturn

M7 

Actual

M8 

Actual

M9 

Actual

M10 

Actual

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 25,528 25,089 24,561 155,076 151,816 (3,260)

Pay 166,062 16,536 181,628 86,762 14,803 14,666 14,823 15,123 14,987 15,042 91,355 89,444 1,912

Non Pay 63,258 6,310 75,452 34,451 5,988 6,570 6,529 6,991 6,669 6,723 41,188 39,470 1,718

Excluded Drugs 20,142 1,755 20,968 10,973 1,751 1,867 1,919 1,771 1,852 1,852 11,022 11,013 9

EBITDA 18,117 2,006 7,861 9,899 503 5,426 1,793 1,643 1,581 943 11,511 11,889 379

Depreciation & Interest 17,897 2,565 24,022 7,968 1,465 1,453 6,221 2,661 1,424 1,830 16,293 15,053 1,240

Donated Asset Adjustment 90 116 4,650 3,473 524 451 (27) (25) 302 (3) 1,150 1,221 (72)

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) (1,201) (0) (406) (7,473) (6,427) (1,046)

Year to date (Surplus) / Deficit 2,345 1,538 (13,337) (1,542) (1,485) 3,523 419 208 (145) (478) 1,542 2,042 500

(1,542) 2,042

Forecast Surplus For Year 500

H2 Performance

2122 Financial Year

Full Year Deficit 20/21 & YTD 21/22

2021 Prior Financial Year

2,665
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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 6,081 5,395 (686)

Elective 11,587 3,772 5,501 6,086 3,926 2,837 (1,089)

Emergency 53,035 24,741 25,898 27,137 18,563 16,526 (2,037)

Outpatients 19,735 11,212 9,583 10,152 7,019 7,948 929

Accident & Emergency 12,424 6,198 6,227 6,197 3,938 4,255 317

Pathology 3,789 2,078 1,894 1,894 1,263 1,426 163

Diagnostics 2,997 1,271 1,499 1,499 999 1,028 28

Critical Care 4,673 2,692 2,336 2,336 1,558 1,995 437

PbR Excluded Drugs 12,249 6,968 6,125 6,125 4,083 4,652 569

Other Variable & Blocked 24,194 8,387 7,998 16,196 10,580 9,800 (780)

Commissioner Overperformance (1,089) 0 (727) (362) (359) 0 359

Community Community Inpatients 8,611 3,754 4,306 4,306 2,870 3,213 343

Community Direct Access 6,729 2,493 3,364 3,364 2,243 2,111 (132)

Community Nursing 9,659 5,206 4,829 4,829 3,220 3,431 211

Community Child Health 1,575 1,041 788 788 525 756 231

Community Other inc LA & AT 9,477 4,373 4,738 4,738 3,159 2,964 (195)

COVID 19 block adjustment 7,475 5,474 3,957 3,518 2,058 3,499 1,441

Any Qualified Provider 0 0 0 0 0 0 0

Non Contract Income

Inter Trust SLAs - Cross Charges 8,646 4,122 4,220 4,426 2,989 2,460 (529)

Central Funds 5,490 2,510 2,510 2,980 1,894 1,894 (0)

Business Unit Service Income 7,131 3,497 3,547 3,584 2,419 2,334 (85)

Named Patient Panel Drugs 640 342 320 320 213 205 (8)

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,375 1,070 (305)

Total Operating Income 232,716 112,295 111,648 121,068 80,617 79,798 (819)

Top Up Funding prepaid 39,899 19,834 19,834 20,064 13,376 13,376 (0)

Top Up Accrual/Claim 11,383 5,841 5,841 5,542 3,695 3,695 (0)

Stretch Elective Support - Underwrite 5,700 0 0 5,700 3,800 3,800 0

Vaccine cost recovery 1,669 804 745 924 636 653 18

OOE Testing costs recharge 2,433 1,003 1,256 1,177 869 856 (13)

ERF - Underwritten for H2 5,739 2,307 5,139 600 400 (12) (412)

TOTAL OPERATING INCOME INCLUDING STF 299,538 142,083 144,463 155,076 103,392 102,165 (1,227)

H2

INCOME

INCOME - BY PATIENT CLASS

2021-22 H1 

BUDGET

2021-22 H2 

BUDGET

H1 ACTUAL 

OUTTURN

2021-22 

ANNUAL 

BUDGET

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 13th February there were 1,329 
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 51,581 51,583 2

NHS Shropshire CCG 6,759 3,331 3,331 3,428 2,305 2,305 0

NHS Gloucestershire CCG 1,620 798 798 822 553 554 1

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 5,400 5,400 0

Aneurin Bevan LHB 2,024 1,000 1,000 1,024 688 688 (0)

Welsh Specialised Commissioning 141 69 69 71 48 48 0

Other Commissioning SLA's

NHSE - Specialised 9,004 4,477 4,233 4,771 3,211 3,131 (80)

NHSE - Local Area Team 4,328 2,119 2,146 2,182 1,467 1,485 18

NHSE - Armed Forces 257 127 127 130 88 87 (0)

Public Health 2,542 1,295 1,295 1,247 821 821 (0)

Commissioner Overperformance (1,089) 0 (796) (293) (290) 0 290

Contract Variations 14,185 3,544 3,744 10,441 5,897 5,732 (165)

Inter Trust SLAs (Cross Charge)

Better Care Fund 0 0 0 0 0 0 0

Gloucestershire Hospitals FT 6,997 3,390 3,485 3,512 2,352 2,348 (4)

Powys Trust 1,302 559 605 698 478 23 (455)

H&WHCT MH Contract 226 112 112 114 76 48 (27)

Other Cross Charges 120 60 60 60 40 40 (0)

Central Funding & Training

Education & Training 5,490 2,510 2,510 2,980 1,894 1,894 (0)

Other

Business Unit Service Income 7,131 3,497 3,547 3,584 2,419 2,334 (85)

Named Patient Panel Drugs 640 342 320 320 213 205 (8)

Donations For Non Current Assets 5,129 3,687 3,687 1,442 1,375 1,070 (305)

Total Operating Income 232,716 112,295 111,648 121,068 80,617 79,797 (820)

Top Up Funding prepaid 39,899 19,834 19,834 20,064 13,376 13,376 (0)

Top Up Accrual/Claim 11,383 5,841 5,841 5,542 3,695 3,695 (0)

Stretch Elective Support - Underwrite 5,700 0 0 5,700 3,800 3,800 0

Vaccine cost recovery 1,669 804 745 924 636 653 18

OOE Testing costs recharge 2,433 1,003 1,256 1,177 869 856 (13)

ERF - Underwritten for H2 5,739 2,307 5,139 600 400 (12) (412)

TOTAL OPERATING INCOME INCLUDING STF 299,539 142,084 144,463 155,076 103,392 102,165 (1,228)

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 £8.9m at 
month 10. 
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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 increased again during M9 & M10 as expected in response to the latest wave. 
 
  
 

 
 
 

2021-22  Month 10 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 Jan-22 YTD Total

£k £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 15 22

Other COVID-19 virus testing 445 49 43 11 7 52 71 84 36 45 49 45 443

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 24 109 256

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 5 37

Existing workforce additional shifts 3,283 325 82 95 60 58 91 81 100 167 150 167 1,051

Backfill for higher sickness absence 365 35 26 71 46 11 25 36 9 35 66 101 426

NHS 111 additional capacity 19

6,348 581 211 194 126 143 213 219 171 278 308 442 2,306

Non Pay Revenue Equipment 809 56 14 7 11 9 12 5 7 13 7 19 104

Consumables

Gross 2,665 16 99 45 54 23 33 87 45 33 85 67 571

Less stock (204)

Net 2,461 16 99 45 54 23 33 87 45 33 85 67 571

Any other 1,008 108 25 18 28 28 68 22 98 23 63 56 428

4,278 180 139 70 93 59 113 115 149 69 154 143 1,103

Total 10,626 761 350 264 219 202 326 333 321 347 463 585 3,410

20-21 Prior 

Year Total 

£k
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Performance against Cost Budgets 
 
Overall cost budgets: At the end of M10 were underspent by £2.7m as shown in table. This 
included £1.667m of operational underspend.  In addition the impairment on the new wards 
was £1.046m less than budget. The impairment is a position neutral item with an equal and 
opposite adjustment in the accounts.   
 
Pay – The 3% pay awards has been fully funded in Divisional budgets so no variance should 
be driven by this change.  The cost pressure on the WLI line is offset by substantive vacancies 
in Clinical Support Division. In a similar manner, the planned vacancy factor of £399k is more 
than offset by vacancies to result in an overall position of £964k pay underspend as shown. 
 
Shortfalls on CPIP are driving significant adverse variance (discussed further below) and the 
main concern in this respect is the recurrent impact leading into 2022/23 (accepting the 
position can be managed in this financial year).  
 
 
Non Pay – The operational non pay underspend of £742k includes cost pressures on Drugs, 
PFI and transport.  Activity levels on Daycase and Elective have resulted in the continuation of 
underspends on planned care. 
 
 

To Month 10  - 31st January 2022 - 2021/22

MOVEMENT
2021-22 2021-22 H1 2021-22 IN
Annual H1 Actual 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 £000

Pay

Directors & Sen. Managers =>Band 8 6,125 2,881 3,021 3,104 2,060 1,941 118 26

Medical & Dental 51,942 24,419 24,837 27,105 17,521 16,711 810 449

WLI 2,283 1,201 1,357 926 915 999 (84) (3)

Nurses & Midwives 74,763 35,157 37,873 36,890 24,438 24,095 343 56

AHPs 14,790 6,891 7,409 7,381  4,902 4,649 253 42

Pharmacists 2,112 907 1,131 981 649 584 64 (3)

Professional, Technical, Scientific 9,261 4,491 4,711 4,550 3,015 2,886 128 23

Managers/Technical >Band 5 3,497 1,697 1,728 1,768 1,184 1,159 25 (6)

Clerical <=Band 5 17,975 8,457 8,987 8,988 6,025 5,707 318 106

Other Pay 880 348 403 477 340 454 (114) (92)

Apprenticeship Levy 643 313 313 331 227 227 0 0

Unallocated CPIP - Pay (947) 0 (195) (753) (498) 0 (498) (36)

Earmarked Reserves - Pay 0 0 0 0 0 0 0 (318)

Elective Slippage 0 0 0 0 0 0 0 0

Vacancy Budget (1,000) 0 (601) (399) (399) 0 (399) (83)

Total Pay 182,323 86,761 90,973 91,350 60,378 59,414 964 164

Non Pay

Drugs 4,338 2,396 2,139 2,199 1,431 1,724 (292) (54)

Excluded Drugs 21,032 10,973 10,011 11,022 7,385 7,308 77 61

Excluded Devices 1,380 879 656 725 495 561 (66) (47)

Med & Surg Supplies 16,541 6,758 8,555 7,986 5,259 4,998 261 214

Implants & Accessories 2,078 638 1,056 1,022 681 501 180 102

Other Clinical Supplies 3,129 1,229 1,282 1,847 1,357 1,094 263 123

Clinical Services contracts 9,399 3,641 3,757 5,642 3,582 3,399 182 462

Private Sector Sub-Contracting 3,245 861 1,949 1,296 724 478 246 246

PFI Contract 11,464 5,613 5,783 5,681 3,778 3,971 (193) (203)

Transport & Travel 1,635 630 837 799 550 601 (51) 5

Establishment expenses 6,110 3,006 3,118 2,992 1,979 2,010 (31) (42)

I.T. 3,050 1,426 1,475 1,575 1,051 1,019 32 57

Trust Overheads (inc. Insurance) 8,364 4,221 4,229 4,135 2,752 2,787 (35) (4)

Other Non Pay 7,113 2,477 2,783 4,330 2,577 2,484 93 95

Hoople 1,349 674 674 674 450 450 0 0

Unallocated CPIP - Non Pay 72 0 (7) 79 112 0 112 4

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

Earmarked Reserves - Non Pay 306 0 0 306 0 0 0 (555)

Elective Slippage (700) 0 (601) (99) (36) 0 (36) 0

Total Non Pay 99,906 45,424 47,694 52,212 34,128 33,386 742 465

Depreciation 8,313 3,785 4,074 4,239 2,745 2,853 (108) (108)

(Gain) or loss on asset disposal 7,473 0 0 7,473 7,067 6,021 1,046 (1,201)

Interest Payable on Loans 230 115 115 115 77 77 0 0

Interest Payable on PFI 6,150 3,012 3,012 3,138 1,987 1,987 0 189

Dividends Payable 2,319 1,056 991 1,328 930 860 70 (1)

Total Non Operating costs 24,485 7,968 8,192 16,293 12,806 11,799 1,007 (1,120)

Total Expenditure 306,714 140,153 146,859 159,855 107,312 104,599 2,713 (491)

HEADING
H2 Performance
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Divisional Budget Performance 
 
The table shows the distribution of the £772k 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 10 income was £1,228k behind plan 
and the majority of this has been centrally grouped. 
 
Across the Trust, pay budgets were underspent overall by £964k (H2 cumulative).  Cost 
pressures on nursing budgets continued to occur in respect of Urgent Care Pathways 
within the Medical Division, driven by patient acuity, staff sickness, staff self-isolating 
(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.  Other material 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).   
 
A review has taken place with all Divisions during the last month on recurrent cost 
pressures. 
 
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. 
 
 
 

 

 

DIRECTORATE POSITIONS - H2 To Month 10  - 31st January 2022 - 2021/22

Surgical Medical

Integrated 

Care

Clinical 

Support

Estates and 

Facilities PFI

Reserves/

Other 

Managem

ent Corporate

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

Income NHS Income (43) 5 2 (42) 17 0 0 (28)

Non NHS Income 27 (31) (7) 11 (21) 0 0 24

Other Income 0 0 0 0 0 0 (1,147) 0

Interest Received 0 0 0 0 0 0 0 0

Total Income (16) (25) (4) (31) (4) 0 (1,147) (3)

Pay Directors & Sen. Managers =>Band 8 27 5 7 18 3 0 0 57

Medical & Dental 23 425 (13) 198 0 0 203 (26)

WLI 5 (26) 0 (64) 0 0 0 0

Nurses & Midwives 361 (243) 99 (15) 0 0 99 41

AHPs 45 4 107 94 0 0 0 2

Pharmacists 0 0 0 68 0 0 0 (3)

Professional, Technical, Scientific 57 (2) 6 69 (0) 0 0 (2)

Managers/Technical >Band 5 15 10 11 (3) 12 0 0 (20)

Clerical <=Band 5 110 45 (12) 8 14 0 7 146

Other Pay 0 (11) (11) 0 6 0 0 (98)

Apprenticeship Levy 0 0 0 0 0 0 0 0

Unallocated CPIP - Pay (275) (20) (65) (3) (16) 0 0 (118)

Earmarked Reserves - Pay 0 0 0 0 0 0 0 0

Elective Slippage 0 0 0 0 0 0 0 0

Vacancy Budget (231) (32) (69) 0 0 0 0 (68)

Total Pay 138 155 61 370 19 0 309 (88)

Non Pay Drugs (127) (19) (43) (120) 0 0 30 (14)

Excluded Drugs 6 154 0 (83) 0 0 0 0

Excluded Devices (1) (64) 0 (1) 0 0 0 0

Med & Surg Supplies (24) (19) (9) (31) 38 34 240 30

Implants & Accessories 180 0 0 0 0 0 0 0

Other Clinical Supplies (0) (10) 6 264 (3) 0 0 6

Clinical Services contracts 38 10 (6) (78) 2 0 216 0

Private Sector Sub-Contracting 0 0 0 0 0 0 246 0

PFI Contract 1 0 0 0 0 (194) 0 0

Transport & Travel 1 (17) (24) (24) 0 0 0 12

Establishment expenses 28 (12) 28 (6) (75) 3 0 2

I.T. (15) (27) 3 (22) 9 2 0 82

Trust Overheads (inc. Insurance) (11) (1) 6 (45) (1) 0 0 17

Other Non Pay (41) (117) (7) 14 (2) (2) 0 253

Hoople 0 0 0 0 0 0 0 0

Interest Payable on Loans 0 0 0 0 0 0 0 0

Interest Payable on PFI 0 0 0 0 0 0 0 0

Depreciation 0 0 0 8 0 0 0 (116)

Unallocated CPIP - Non Pay 30 (8) 44 13 (19) 0 0 52

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

Elective Slippage (36) 0 0 0 0 0 0 0

(Gain) or loss on asset disposal 0 0 0 0 0 0 0 1,046

Dividends Payable 0 0 0 0 0 0 0 70

Total Non Pay 29 (130) (3) (109) (50) (157) 733 1,440

Operating Surplus/ (Deficit) prior to technical adjustments 151 0 54 230 (34) (156) (104) 1,348

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

Donated Assets

Impairment

Total Variance from plan

(1,228)

Variance from Plan £000's

772

964

1,749

1,489

(332)

(1,046)
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Nursing Cost Run Rate  

 

The table above shows nursing expenditure level overall with last month, although payments 
to substantive marginally down and correspondingly agency up.    
 
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.  This has been more pronounced under the 
pressure experienced during recent months. 
 
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 based on the last 3 months 
would project up to £9.4m. 
 

 
 
The combination of availability of agency nurses through the 
Master Vendor and the very high proportion of short notice 
requests for agency workers from the Trust is a particular 
challenge.  This resulted  in the highest level of off-framework 
nurse usage since prior to January 2020. 
 
 
 
 
 

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 4,861 48,962

Bank 3,542 4,499 437 370 434 373 397 402 360 383 333 308 317 3,675

Agency 6,720 4,282 462 433 531 661 622 629 648 725 687 793 886 6,615

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 6,064 0 0 59,252

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 with an increase in bank locums (still paid at 
premium) and a reduction of supply through agency this month.   
 

The graph shows (on two different scales) the relative position of the 
different aspects of the medical workforce over a rolling 12 month 
period.   
 
Including expansion and pay inflation substantive costs have increased 
by 12% over the period. 
 
WLI’s have increased, albeit at a lower rate than planned 
 
Commercial agency and Internal Bank often have a correlation 
depending upon availability and route into the Trust.  Medical bank in 
most cases still involves premium rates, even if lower than agency on 
average. 

 
 
 
 
 
 
 
 
 

 

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 3,340 31,726

Bank 3,848 5,813 437 527 404 428 494 480 456 451 361 451 557 4,609

WLI 1,866 852 100 101 207 196 195 187 315 239 271 254 236 2,200

Agency 5,910 4,029 321 388 478 428 589 591 524 468 486 483 359 4,794

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 4,492 0 0 43,330

2021/22 Run Rate

Medical Staffing £'000s

2020/21 Run Rate
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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 £359k 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, while also presenting significant recurrent opportunity to reduce current expenditure. 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

20-21 20-21 21-22 21-22 21-22 21-22 21-22 21-22 21-22 21-22 21-22 21-22

M11 M12 M01 M02 M03 M04 M05 M06 M07 M08 M09 M10

Total Agency Expenditure in Month 866 847 900 1,084 1,157 1,285 1,287 1,224 1,246 1,168 1,312 1,266

NHSE/I Agency CAP Target 699 699 907 907 907 907 907 907 907 907 907 907

Variance : Above / Below -167 -148 7 -177 -250 -378 -380 -317 -339 -261 -405 -359
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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 £3.410m against this target which would leave a 
shortfall in year of £884k. 
 
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) 898 608 (290)

Medical 815 815 (0) 245 284 40 571 531 (40) 625 636 11

Integrated Care 408 348 (60) 122 109 (14) 286 239 (47) 313 277 (36)

Clinical Support 542 487 (55) 163 117 (46) 379 371 (9) 416 373 (43)

Corporate Overhead 50 38 (12) 15 7 (8) 35 31 (4) 38 35 (3)

Estates 157 62 (95) 47 15 (33) 110 48 (62) 120 50 (70)

Trust HQ 147 3 (144) 44 1 (44) 103 2 (101) 113 2 (111)

Director of Nursing 46 11 (35) 14 6 (8) 33 6 (27) 36 9 (26)

Human Resources 87 0 (87) 26 0 (26) 61 0 (61) 67 0 (67)

Resources 82 103 21 25 1 (23) 58 102 44 63 101 37

Vacancy Factor 788 788 0 788 788 0 525 525 0

Sub Total Cost Improvement 4,294 3,410 (884) 1,052 845 (207) 3,242 2,565 (677) 3,213 2,618 (596)

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 3,410 (2,809) 2,977 845 (2,132) 3,242 2,565 (677) 5,138 2,618 (2,521)

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 three 

spikes of the  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 Covid waves and the central 

adjustments as part of financial year-end, are shown in the third graph. 
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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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  Capital – Plan, Forecast, and Year to Date position Capital Forecast 
The forecast has increased by £0.069m, from 
£20.156m last month, due to four new PDC 
awards for national schemes. 
 
Year to date Expenditure 
The Trust has spent £14.2m between April 
2021 and January 2022. This is £4.2m less than 
the locked plan. 
  
Managing the Year End Position 
The Trust is planning to spend £6m in the last 
two months of this financial year. This is just 
under 30% of the full year forecast. 
 
There is a considerable amount of activity 
underway to ensure the Trust is able to 
maximise the use of the remaining £6m before 
the 31st March. Those activities include: 

 £1.8m relates to equipment – the 
orders and deliveries are being actively 
managed, 

 The £1m on the new wards includes 
the completion of alterations to 
existing wards (which are on schedule 
to complete this month), 

 The majority of orders have been 
placed for the Diagnostic Digital 
Capability Programme, £0.9m, 

 A number of smaller estates schemes 
are underway as well as the smaller 
IM&T schemes. 
 

It is worth noting that £0.8m relates to 

accounting transactions that will go through in 

M12 (donated assets and finance leases). 

 

Scheme Type Scheme
Original Plan 

£k

Current 

Forecast £k

Forecast 

Variance £k
YTD Plan £k

YTD Actual 

£k

YTD 

Variance £k

Forecast 

Expenditure 

M11+M12 £k

3rd CT scanner (completion fr 20/21) 188 188 (0) 188 171 17 17

EUS Machine (cancer alliance) 0 188 (188) 0 0 0 188

Echo machine replacements 0 336 (336) 0 0 0 336

Ultrasound replacement x 4 0 200 (200) 0 0 0 200

EBUS (Bronchoscopy stack) 50 358 (308) 50 0 50 358

Contingency for urgent replacement of clinical 

equipment
146 13 133 146 0 146 13

Equipment - smaller items 809 1,101 (292) 809 414 395 687

Equipment Total 1,193 2,384 (1,191) 1,193 585 608 1,799

Replacement Wards 6,234 3,599 2,635 5,504 2,636 2,868 963

SDEC 1,164 1,132 32 1,164 1,118 46 14

Backlog 300 281 19 230 148 82 133

Endoscopy 150 150 0 75 139 (64) 11

Gaol Street dermatology centre 553 532 21 553 487 66 45

Lionel Green Ground Floor 589 633 (44) 589 566 23 67

Additional Theatre D&T 100 30 70 45 17 28 13

Access System installation (equipment 

purchased 20/21)
100 109 (9) 100 5 95 104

HDU - purchase and fiting of pendants 100 37 63 100 0 100 37

Discharge lounge extension TIF PDC 0 100 (100) 0 (0) 0 100

Capital PM - Estates 250 169 81 180 176 4 (7)

Sarum House completion 130 103 27 130 103 27 0

Estates - various smaller schemes 509 451 58 339 163 176 288

Estates Total 10,179 7,326 2,853 9,009 5,559 3,450 1,767

EPR 1,929 1,431 498 1,692 1,167 525 264

Diagnostics Digital Capability Programme 0 860 (860) 0 9 (9) 851

EPMA 602 600 2 369 473 (104) 127

E-Rostering 442 92 350 324 38 286 54

Cyber Security 0 226 (226) 0 186 (186) 40

Device Replacement 118 92 26 118 93 25 (1)

Trust support for STP projects (ICWR and Patient 

Portal)
150 150 0 140 46 94 104

IM&T - various smaller schemes 520 580 (60) 510 341 169 240

IM&T Total 3,761 4,032 (271) 3,153 2,353 800 1,679

Radiology MES 1,037 1,113 (76) 0 909 (909) 204

Digital Pathology 206 206 0 0 0 0 206

Finance Lease additions Total 1,243 1,319 (76) 0 909 (909) 410

Energy Centre 4,765 4,765 0 4,765 4,742 23 23

Granted asset - estates Total 4,765 4,765 0 4,765 4,742 23 23

Donated assets 400 400 0 300 48 252 352

Donated assets Total 400 400 0 300 48 252 352

Grand Total 21,541 20,225 1,316 18,420 14,195 4,225 6,030

Granted assets

Donated 

assets

Equipment

Estates

IM&T

Finance Lease 

additions
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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 1,113 784  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 1,319 76  Non cash  

STP Wave 4b PDC 7,305 4,670 (2,635) 

 £5.6m available in 21/22 but have requested a carry over of 
£0.9m into 22/23. The release of £1.4m from the £1.7m held back 

by DHSC as a central contingency has also been requested, in 
22/23.   

Target Investment Fund (TIF) - new PDC 0 205 205  MoU received   
Diagnostic Digital Capability Programme PDC 0 881 881  MoU received   
Cyber Security - new PDC 0 226 226  MoU received   
Digital Maternity PDC 0 7 7  MoU received   
Donated/ granted 5,165 5,165 0  Grant drawn down monthly   
Total 21,541 20,225 (1,316)    

 

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.  The Trust has submitted information to support the release of £1.4m of the £1.7m contingency held back by DHSC in 

2022/23. 
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Balance sheet and Cash-flow position as at 31 January 2022. 
 
Summary 

 

 

 

Cash-Flow 

The trust’s cash balance has fallen significantly in January.  There are two 

main reasons for the reduction, the Q4 PFI unitary payment and 

expenditure on capital in-month.  The balance held is slightly below plan 

but cash is projected to be in line with the plan for the remainder of the 

financial year. 

  

PDC dividend calculation 

The PDC calculation has been revised in January to take account of: 

1. 1. Projected balance sheet position 
Projection based on SoFP and Cash flow model produced in the absence 
of PFR plan 

2. 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 variable 
with the capacity to Impact on dividend payments albeit a reducing 
influence as we move to year-end. 

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

M9 PDC dividend forecast 2,288

Closing Net Assets Forecast reduction 0

Increase in fcst avg cleared cash balance 11

M9 PDC Dividend Forecast 2,300

SoFP 

Tangible asset values have reduced marginally in January.  Current assets 

and liabilities have remained fairly constant as have non-current 

liabilities albeit with some monthly swings.  A significant reduction in 

cash has been off-set by an increase accounts receivable.  The net 

reduction of current assets and current and long term liabilities is circa 

£600k in-month.  The taxpayer’s equity has also reduced slightly to 

reflect a net surplus (unadjusted) for the year to date. 

  

Working Capital and BPPC 

There was a dip in BPPC performance in November due to the exercise 

that commenced in October to tidy up Purchase Ledger and therefore 

pay a number of longstanding outstanding invoices.  December saw a 

recovery in performance and this continued in January with a 

performance of as measured by value of 94.3% and volume of 90.8%. 

Whilst this does not achieve the 95% target it does represent a move 

back to the performance of earlier months. 

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 21,500 90.8% 95.0% 94.3%

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. The subsequent two months have seen an improvement in performance back to the level of previous months .
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Cash Dashboard – January 2022 

 

Number Out of

Double red 

flags Month

Perfor-

mance Target Direction Rating Month

Perfor-

mance Target Direction Rating

2 6 0 Nov 1.44 0.98 Nov 29.9 26.3
Dec 1.69 0.94 Dec 29.8 24.3
Jan 1.65 0.90 Jan 21.5 22.4

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

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%
Jan 0.77 1.25 Jan 0.96 1.30 Jan 94.3% 95.0%

Month

Perfor-

mance Target Direction Rating

Nov 0 0
Dec 0 0
Jan 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

Four of the s ix indicators  are green.  The BPPC has  

improved in Month 10 but i s  s l ightly below the 95% 

target. Cash is  s l ightly below target.

Movement on two 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  reduced s ince last month largely due 

to the Q4 PFI payment and capita l  expenditure.  The 

actual  ba lance is  s l ightly below target.

33%
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 with a  very s l ight reduction in month.

Analysis of Payables

Target i s  set at 0.5% of turnover. The va lue has  

reduced from December 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. 

Performance which had dipped in November due to 

the exercise to clear old invoices  has  recovered to 

previous  levels  of performance.
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  SoFP (Balance Sheet) – January 2022 

 

2020/21

Accounts M9 YTD M10 YTD

M10 

Swing

£000s £000s £000s £000s

NON-CURRENT ASSETS:

Property, Plant and Equipment 106,380 108,478 106,814 (1,664)

Intangible Assets 14,474 14,474 15,722 1,248

Trade and Other Receivables 961 961 961 0

TOTAL Non Current Assets 121,815 123,913 123,497 (416)

CURRENT ASSETS:

Inventories 4,406 4,904 4,939 35

Trade and Other Receivables 10,251 14,677 23,697 9,020

Cash and Cash Equivalents 42,115 29,845 21,500 (8,345)

TOTAL Current Assets 56,772 49,426 50,136 710

TOTAL ASSETS 178,587 173,339 173,633 294

CURRENT LIABILITIES

Trade and other payables (36,084) (31,123) (31,929) (806)

Borrowings - Loans, PFI and Finance Leases (4,379) (4,159) (4,504) (345)

Provisions (46) 0 (46) (46)

Total Current Liabilities (40,509) (35,282) (36,479) (1,197)

NET CURRENT ASSETS/(LIABILITIES) 16,263 14,144 13,657 (487)

TOTAL ASSETS LESS CURRENT LIABILITIES 138,078 138,057 137,154 (903)

NON-CURRENT LIABILITIES:

Borrowings - Loans, PFI and Finance Leases (38,412) (35,097) (35,267) (170)

Provisions (1,615) (1,625) (1,569) 56

Total Non-Current Liabilities (40,027) (36,722) (36,836) (114)

ASSETS LESS LIABILITIES 98,051 101,335 100,318 (1,017)

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) (170,677) (171,694) (1,017)

TOTAL 98,051 101,335 100,318 (1,017)

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 31 December 2021 and 31 January 2022. 
 
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. The balance 
between tangible and intangible assets has been re-stated. 
 
Current Assets 
Accounts Receivable increased from the previous month. The 
increase relates to invoices raised to the CCG for funding which had 
not been received as at 31 Jan.  Cash reduction due to Jan PFI 
quarterly payment and expenditure on capital items. 
 
Current Liabilities 
Current liabilities have remained stable compared to last month.  
There are small reductions in finance lease liabilities and non-NHS 
manual creditors offset by a reduction in capital 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: 03/03/2022
Title of Report: Trust Objectives 2022/23
Status of report: ☒Approval ☐Position statement  ☐Information  ☐Discussion
Report Approval Route: Trust Management Board
Lead Executive Director: Chief Strategy and Planning Officer
Author: Alan Dawson, Chief Strategy and Planning Officer
Documents covered by this 
report:

NA

1.  Purpose of the report
To seek approval for the Trust’s objectives for the 2022/23 planning year.

2. Recommendation(s)
That members approve the Trust Objectives for 2022/23.

3. Executive Director Opinion1

The attached objectives will form the priorities for the Trust in 2022/23. They have been developed in an 
iterative fashion, with the input of executives and non executives, the Trust Management Board and 
Group Colleagues. These objectives reflect the priorities set out in the NHS Planning Guidance published 
in December 2021.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Introduction
The annual Trust Objectives signal the Board’s key priorities for the coming year.  These take account of 
Trust strategy, local priorities and national planning guidance. 

Strategy Directors from across the Foundation Group have met to discuss draft 2022/23 objectives for each 
organisation. Common themes and areas of potential group working have been identified to maximise the 
benefits of the Foundation Group. 

Once approved, the objectives will be communicated across the Trust, used to shape the individual 
objectives of Executive Directors and of teams. Divisional objectives will be developed to support the 
delivery of the Trust objectives and these will be approved at management board. 

These objectives will also be used to develop underpinning action plans and measures which will populate 
our Board Assurance Framework for 2022/23. The communications teams across the Group will also create 
a consistent approach for communicating them to all stakeholders to maintain the shared themes, whilst 
reflecting the local essence of them. The objectives are presented under each of the four pillars of the Trust 
Strategy; Quality Improvement, Integration, Sustainability and Workforce and Leadership.

Quality Improvement
1) Improve the experience of patients receiving care by improving our clinical communication

The annual Adult Inpatient Survey looks at the experiences of adults admitted to hospital as an inpatient. 
The results show that in recent years the Trust has made limited progress in improving its performance in 
key areas and therefore the focus for 2022/23 will be our communication with patients and their relatives. 
Performance will be measured through patient complaint themes and the Adult Inpatient Survey.

Lead: Chief Nursing Officer

2) Improve patient safety through implementing change as we learn from incidents and complaints 
across our system

As the One Herefordshire Partnership (1HP) arrangement matures, the expectation is that partners have a 
collective view of quality issues, particularly around integrated care or care interfaces between partners. As 
part of the One Herefordshire Plan to increase the scope of the partnership arrangement, the Trust and 
partners will set up regular Herefordshire learning forum meetings and establish the Datix risk 
management system as the mechanism to capture cross sector incidents and complaints.

Lead: Chief Nursing Officer 

3) Reduce waiting times for diagnostics, elective and cancer care Waiting times for diagnostics and 
elective care have increased dramatically during the pandemic as the NHS paused planned care to focus on 
the urgent and emergency demand. Restoring the position to better than pre-pandemic levels is a 
cornerstone of the Trust’s approach in 2022/23. The Trust will therefore aim to return diagnostic waiting 
times to six weeks maximum for 95% of patients and increase activity to 120% of pre-pandemic levels; 
eliminate 104 week waits and reduce 52 week waits by delivering 110% of pre-pandemic activity. Improve 
28 day diagnosis standard for cancer and 62 day performance.

Lead: Chief Operating Officer 
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4) Develop a new integrated model for urgent care in Herefordshire improving access times and reducing 
demand for hospital care

Work is already underway to develop a One Herefordshire approach for urgent care pathways, 
incorporating out of hours primary care and urgent community response team in order to reduce delays 
that patients experience and prevent unnecessary hospital admissions. It is anticipated that the plans, 
when implemented will reduce 12 hour Emergency Department waits to no more than 2%, eliminate over 
60 minute ambulance handover delays and  reduce ambulance handover times to below the regional 
average.

Lead: Chief Transformation and Delivery Officer – One Hereford Partnership

Integration
5) Make care at home the default by utilising our Community Integrated Response Hub to access a range 
of community responses that routinely meets demand on the day.

The Trust’s and Herefordshire Council’s integrated team already provide a successful two hour community 
response service that has demonstrated real value to patients and clinical teams in preventing hospital 
admissions. Partners are committed to developing this resource throughout 2022/23 to provide sufficient 
two hour community response capacity to meet demand. Partners will also increase Home First capacity to 
meet demand for supported discharge (pathway 1) on the day of request and increase virtual ward 
capacity to 100 beds equivalent.

Lead: Chief Transformation and Delivery Officer – One Hereford Partnership

6) Reduce health inequalities and improve the health and wellbeing of Herefordshire residents by 
utilising population health data at primary care network level

Through the 1HP the Trust has begun a focussed project on health inequalities, which is now a Health and 
Wellbeing Board priority. The project has carried out a mapping exercise of existing initiative to combat 
inequalities and is about to complete a gap analysis before it defines priority schemes and delivers them. A 
key element of the health inequalities reduction approach is to take a population management approach 
and primary care networks (PCNs), at locality level within Herefordshire, are perfectly suited to taking this 
forward for identifying solutions for their populations. The Trust will work with PCNs on implementing 
additional roles within networks, augmenting the traditional infrastructure in practices and community 
teams and improve community resilience. The Integrated Care Executive (ICE) will support PCNs to meet 
their objectives and ‘left shift’ care into prevention rather than a reactive state.

Lead: Chief Transformation and Delivery Officer – One Hereford Partnership

7) Improve quality and value for money of services by making a step change increase in the range of 
contracts that are devolved to the One Herefordshire Partnership

Agree a range of contracts and functions to be delegated to the 1HP and WVT as lead provider with 
associated governance and delivery arrangements ready for the legislative change to implement Integrated 
care systems and integrated care boards. This will augment the existing contracts that are already 
delegated to 1HP via WVT as lead provider for contracts.

Lead: Managing Director
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8) Join up care for our population through shared electronic records and develop a patient portal to 
transform patient experience

Shared health and care records are a fundamental cornerstone of the Trust and ICS digital strategies. The 
Trust will work across the ICS to manage the implementation of the existing shared care record 
programme, monitor access rates for the shared care record in Herefordshire and ensure that there is wide 
service adoption. Upon adoption, the Trust will utilise the patients electronic portal to reduce paper 
correspondence to patients where applicable.

Lead: Chief Finance Officer

Sustainability
9) Create sufficient Covid-safe operating capacity by delivering plans for an ambulatory elective surgical 
hub

The Trust will deliver a compelling business case and attract investment in a Herefordshire elective surgical 
hub development on the County Hospital site to open in 2023.

Lead: Chief Strategy and Planning Officer

10) Stop adding paper to medical records in all care settings

The Trust will roll out the electronic patient record to all outpatient and inpatient settings to remove the 
need to add paper to the medical record, reducing significantly the amount of paper medical records 
transported around the site to deliver savings and improve availability of clinical records 24/7 

Lead: Chief Finance Officer

11) Reduce carbon emissions by delivering our Green Plan to reduce energy consumption and reduce the 
impact of the supply chain

The Board-approved Sustainable Development Management Plan 2020 set the overall strategy for the 
Trust approach to the net zero target and is entirely consistent with the NHS Green Plan. Having agreed a 
£5m Integrated Energy Centre for the County Hospital site in 2021 and the work completing in May 2022, 
the Trust will make significant carbon and financial savings in 2022/23. If successful, a bid for a major 
further phase of the Integrated Energy Centre will mean a business case will come to the Board for 
approval. The Trust also plans to review the impact of the supply chain, not just in terms of carbon but of 
the social value that it can add.

Lead: Chief Strategy and Planning Officer

12) Increase elective productivity by making every referral count, empowering patients and reducing 
waste.

Objective three recognises the importance of reducing elective waiting times. One of the way the Trust 
intends to do this is by delivering progress against the NHS Getting it Right First Time (GIRFT) standards for 
productivity and utilise the Trust’s PACE programme to leverage productivity improvement. We will also 
work with primary care on our making evert referral count initiative to smooth pathways, make maximum 
use of advice and guidance and reduce the number of people on waiting lists.

Lead – Medical Director 
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The Trust will implement the Patient Initiated Follow Up (PIFU) programme to reduce patients’ 
requirement for routine follow up appointments. Optimising the pre-operative assessment process will also 
reduce on the day cancellations and thereby increase activity.

Lead: Chief Operating Officer

Workforce and Leadership
13) Improve recruitment, retention and employment opportunities by taking an integrated approach to 
support worker development across health and care

Health and social care support workers (HSCWs) are a crucial component of the health and care workforce 
but have high vacancy and turnover rates. By improving the offering to HSCWs, the Trust intends to reduce 
HCSW vacancies and turnover across acute and community teams and through partnership with Hoople for 
the Home First Team. Key to this approach is the development of clear career pathways that reward skills 
and competency development and enables more local staff to access associate and registrant training. 

Lead: Chief People Officer

14) Develop our managers’ skills and system leadership capability

With the advent of the 1HP, the Trust will continue to support community management teams to access 
system leadership training with colleagues from partnership organisations. The Trust’s existing leadership 
and management training will develop to incorporate system leadership.

Lead: Chief People Officer

15) Continue to improve our support for staff health and wellbeing and respond to the staff survey

The Trust has developed a widespread health and wellbeing offering for staff over the last two years and 
with staff dealing with a relentless workload during this period it is vital that the Trust continues to invest 
in staff wellbeing with the aim of reducing sickness absence rates and turnover to below the regional 
average overall and for nurses and HCSW specifically

Lead: Chief People Officer

16) Further develop place based leadership and governance through the one Herefordshire Partnership 
and Integrated Care Executive

The Trust will review and build on the 1HP and ICE forums to ensure that leadership and governance 
arrangements in Herefordshire are fit for purpose to deliver a wider range of delegated contracts ensuring 
that there is alignment with ICS governance in order to minimise duplication and maximise contribution. 
Through the development of the One Herefordshire Plan, the Trust will maintain and build further 
commitment to system and partnership working and trusted relationships between partners

Lead: Managing Director

Next Steps
Once adopted, performance against the Trust objectives will be subject to six monthly review at Board.

5/5 86/158



Report to: Public Board
Date of Meeting: 03/03/2022
Title of Report: Quality Committee Terms of Reference and Work Plan
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: Natasha Owen, Associate Director of Quality Governance
Documents covered by this 
report:

2

1.  Purpose of the report
The paper presents the proposed terms of reference for the Quality Committee and associated work plan 
for 2022-23 for approval. 

2. Recommendation(s)
The Board is asked to;

 Note the changes to the terms of reference after consultation with committee members. 
 Approve the terms of reference and work plan for 2022-23

3. Executive Director Opinion1

The terms of reference reflect those discussions at last month’s Quality Committee, the work plan has 
been amended to reflect our revised subcommittee structure. 

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

Quality Committee

Terms of Reference

1. Purpose

1.1 The purpose of the Quality Committee is to provide assurance to the Board 
that the services provided by the Trust are being delivered in a high quality 
and safe manner, and provide a quality of care we would want for ourselves, 
our families and friends'. 

1.2 The Quality Committee has delegated responsibility to ensure that the Trust is 
fulfilling its statutory duties, complying with national standards and achieving 
its own strategic objectives in respect of the provision of high quality clinical 
care

1.3 As a Sub-Committee of the Board, the Quality Committee will fulfil this 
purpose through; receiving reports that cover the breadth of the quality 
agenda and from those committees that report into the Quality Committee*.  

1.4 Reports will be provided for assurance and provide the opportunity for scrutiny 
and challenge with regard to all aspects of quality, clinical safety and patient 
experience and ensure that where necessary lessons are learnt and 
implemented throughout the organisation.

1.5 The Committee will promote an organisational culture, aligned with the Trust 
values; Compassion, Accountability, Respect and Excellence, that strives 
for continuous improvement through oversight of the Trust quality priorities.

*The Committee sub structure and the functions associated with the quality agenda are referenced at the end of this 
document.

2. Membership

2.1 Members of the Committee are:

 three Non-Executive Directors
 Chief Nursing Officer 
 Chief Medical Officer
 Chief Operating Officer
 Managing Director  
 Deputy Chief Medical Officer
 the Associate Director of Quality Governance
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2.2 In attendance:

 Deputy Chief Nurse Herefordshire and Worcestershire CCG
 Associate Chief Nursing Officer  
 Associate Chief Medical Officers for each division (when 

divisional reports are due)*
 Divisional Associate Chief Nursing Officers /Head of 

Midwifery/Professional clinical leads for each division (when 
divisional reports are due)*

 Associate Chief Operating Officers will be expected to attend 
when their divisional report is due

 Clinical Director, Pharmacy
 Clinical Quality and Safety Manager
 Chair of the Clinical Effectiveness and Audit Committee
 Chair of the Patient Safety Committee
 Chair of the Patient Experience Committee

*Divisional management representatives are invited but not mandated to attend all meetings

2.3 Other officers of the Trust will be invited to attend for appropriate agenda 
items where they are the lead.

2.4 Where a member is unable to attend routinely, an appropriate deputy who will 
attend on a regular basis should be nominated and notified to the Chair.

3. Duties of the Committee

3.1 In order to support the wider objectives of the Trust, the Quality Committee will 
focus on the following priorities for the year ahead as published in the Trust Quality 
Account.

 Improve the experience of patients receiving our care in hospital beds and on 
district nursing caseloads

 Ensure that our most vulnerable patients receive personalised care by 
ensuring the mental capacity act is implemented in practice

 Further improve end of life care by working with partners across Herefordshire 
to transform end of life services

 Ensure we achieve best practice in wound management, specifically in 
relation to pressure ulcer prevention and management and lower limb wound 
management

 Reduce Clostridioide infection rates
 Improve compliance with VTE assessment and prevention in line with best 

practice
 Focus on mortality outlier groups 
 Ensure the Trust meets best practice requirements for nutrition
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3.2 In furtherance of achievement of its purpose, particular duties of the Committee 
are to:

 Oversee the development and implementation of the Trust’s Quality 
Priorities

 Receive, review and sign off the annual Quality Account (given timings 
of data and audit requirements, sign off may well be virtual)

 Receive data and trends relating to quality priorities, patient safety and 
patient experience and provide assurance to the Board on performance 
and undertake ‘deep dives’ as appropriate at the discretion of the 
committee

 Receive reports demonstrating compliance with relevant national 
standards and regulatory requirements

 Review any full RCA resulting from a significant event or incident and 
ensure that lessons have been learnt and shared

 Receive a composite report of all serious incidents, case review 
findings and lessons learnt

 Receive reports in line with the Trust External review process and any 
associated actions pertaining to any national enquiry, regulatory review 
or relevant external inspection undertaken

 Have oversight of all Quality Impact Assessments related to), clinical 
service developments or transformation through assurance reporting of 
the Clinical Effectiveness and Audit Committee

 Agree the terms of reference and work plans for each of the sub 
committees it is responsible for

 Receive reports related to the workforce safeguards and establishment 
reviews 

 The Committee will receive a quarterly update from each division plus 
obstetrics and maternity, these reports will include quality 
improvements and remedial action being taken to address any quality, 
outcome, safety or patient experience concerns. 

3.3   In addition the committee will:

 Delegate authority to the sub committees of the committee for the 
approval and ratification of relevant policies.

 Ratify any significant policy/ procedure, identified by the Chief Nursing 
Officer/Chief Medical Officer/ Associate Director of Quality Governance 
that the Board may need to be sighted on. 

 Receive reports on any Internal Audit of a clinical nature following a 
referral via the Audit Committee.
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4. Chair

The Board shall appoint one of the Non-Executive members to be Chair of the 
Committee.

5. Agenda setting and work plan

The Chief Nursing Officer shall have:

 Corporate oversight of agenda preparation
 Corporate oversight of an annual programme of work for the 

Committee to approve
 Ensure that the annual programme aligns to the commissioner quality 

contractual requirements

6. Quorum

A quorum shall be two Non-Executive Directors (one of which could be the 
Committee Chair), two Executive Directors (one of which must be the Chief Nursing 
Officer or the Chief Medical Officer) and the Associate Director of Quality 
Governance or a delegated deputy 

7. Frequency of Meetings

The Committee shall normally meet monthly. The Chair may call an additional or 
special purposes meeting if he/she considers one is necessary.

8. Notice of Meetings

Unless otherwise agreed, notice of each meeting, including venue, time, date 
agenda and supporting papers, shall be provided with members no later than five 
working days prior to the date of the meeting.

9. Minutes of Meetings

The Committee shall be supported by the Executive Assistant who is appointed to 
oversee the Quality Committee, whose duties in this respect will include: 

 Ensuring the collation & distribution of the Committee papers at least 5 
working days in advance of the meeting.

 Ensuring the minutes accurately reflect the business of the meeting & 
keeping an accurate record of matters arising and issues to be carried 
forward are maintained. 

 Ensuring that minutes and actions are circulated to the Chair for 
comments within 5 working days of the meeting and to the other 
members for comments within 10 working days.
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10. Accountability

10.1 The Committee is accountable to the Board of Directors and is authorised by 
the Board to investigate any activity within its terms of reference, seek the 
relevant information from employees and all employees are directed to 
cooperate with any request made by the Quality Committee

10.2 In line with NHS England publication ‘Enhancing board oversight A new 
approach to non-executive director champion roles’ (2021) the Committee has 
Non-Executive representatives as members to provide oversight to the Board 
on Quality and Safety priorities. 

10.3 The Board of Directors has delegated responsibility to the Quality Committee 
for oversight of the Workforce Safeguards, establishment reviews and staffing 
reports (this may be subject to change).

11. Reporting Responsibilities

11.1 The minutes of the Quality Committee will be formally recorded and submitted 
to the Board. Any confidential matters will be identified as such in the minutes 
and separately recorded. The Chair will provide a brief written report to the  
Board (a month in arrears) meeting drawing attention to significant 
developments, highlighting areas where further assurance is required and 
matters requiring Board decisions.

11.2 The Committee will review its work annually to highlight key issues in the 
development of the Trust’s clinical activities and their management, as well as 
the effectiveness of the Committee. 

12. Review

These Terms of Reference will be reviewed annually and recommendations made to 
Board of Directors for approval.

13. Approval

Date of approval: Approving Body:  Board of Directors
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Clinical Quality Committee Forward Planner for 2022/23
April May June July August Sept Oct Nov Dec Jan Feb Mar

Lead
Divisional Report - Surgical Management Team x x x x
Divisional Report - Medicine  (ED Safety Compliance 1/4 commission requirement) Management Team x x x x
Divisional Report - Integrated care Management Team x x x x
Divisional Report - Clinical Support including cancer Management Team x x x x
Maternity Head of Midwifery x x x x
Monthly Reports
Quality Indicators Report Associate Director of Quality Governance x x x x x x x x x x x x
Serious Incident Report Associate Director of Quality Governance x x x x x x x x x x x x
Quality Priority Deep Dive Quality Priority Leads To be scheduled after publication of the Quality Account
Staffing Report Director of Nursing x x x x x x x x x x x x
Bi-monthly/ Quarterly Reporting
Mortality Report Medical Director x x x x
Implementation of the Patient Safety Strategy Associate Director of Quality Governance x x x x
Medicines Management Clinical Director Pharmacy x x x x x x
Research Medical Director x x x x
Pressure Ulcers Tissue Viability Lead x x x x
Infection Prevention and Control (inc ecoli bact progress and antimicrobial stewardship) Lead Nurse IPC x x x x
Patient Experience Report Associate Director of Quality Governance x x x
Safeguarding Safeguarding leads x x x x
External Reviews Associate Director of Quality Governance x x x x
Six monthly reporting
Staffing Reviews and Workforce Safeguards Director of Nursing/Medical Director x x
Annual Reports
Annual Quality Account Associate Director of Quality Governance x
Medicines Optimisation Clinical Director Pharmacy x
Infection Prevention and Control Lead Nurse IPC x
Safeguarding Children Named Nurse Children x
Safeguarding Adults Safeguarding Lead x
Looked After Children LAC Named Nurse x
National surveys
Maternity Survey (publication Feb 2023) HoM/DHoM x
Children and Young People Survey Matron Paediatrics
Inpatient Survey (publication Nov 2022) Divisional nurses x
Urgent Care Survey (ED) Matron for Urgent Care x
Cancer Survey (publication tbc) Cancer Services Manager
Sub Committee Reporting
Clinical Effectiveness and Audit Committee Summary report Associate Director for Quality Governance x x x x x x
Patient Safety Committee Summary report Deputy Medical Director x x x x x x
Infection Prevention and Control Director of Nursing x x x x
Experience Committee Clinical Quality and Safety Manager x x x x x x
Areas covered by Patient Safety Committee report
Falls 

Areas that previously reported directly to Quality
Committee that now report through sub

committee assurance reports.

Compliance report  (CAS alerts
Thrombosis Committee/VTE
Resus and deteriorating patient
Transfusion Committee
Clinical Effectiveness and Audit Committee report
Compliance report (NICE and Policies)
Clinical Audit
CQUIN
Quality Impact Assessements (service review, transformation and CPIP)
LOCSIPS
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Report to: Public Board
Date of Meeting: 03/03/2022
Title of Report: Freedom To Speak Up
Status of report: ☐Approval ☒Position statement  ☒Information  ☐Discussion
Report Approval Route: Chief People Officer
Lead Executive Director: Chief People Officer
Author: Denise MacPherson FTSU Guardian
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
1.1 This report provides broad detail on Speaking Up events the year to date of 2021/2022.

1.2 It provides an up-date from the Trust’s Freedom to Speak Up Guardian (FTSUG) on progress, exceptions, 
any themes and learning and on-going plans to continue strengthening arrangements for staff to raise 
concerns. 

1.3 It also informs the board and public of recent FTSU National developments that will influence WVT strategy 
and development.

2. Recommendation(s)
2.1 To note the report. 

3. Executive Director Opinion1

3.1  Effective speaking up arrangements help to improve the experience of NHS workers and by default this will 
also improve the patient experience. 

3,2  Having a healthy speaking up culture is also an indicator of a well-led trust. The National Guardians Office 
has requested that Trusts without a FTSU Guardian with ring fenced time for the post cannot receive more 
that “requires improvement” in a CQC inspection.

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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Freedom to Speak Up Bi-annual Report to Open Board – March 2022

1. Executive summary
This paper provides a summary of activity and themes of concerns raised with the Freedom To 
Speak Up Guardian (FTSUG) and FTSU Champions at WVT for Quarters 1 to 3 of 2021/22. 

A summary of FTSUG activity is detailed along with developments and actions that have been taken 
to further imbed the FTSU role and to encourage a culture of openness.  

The role of the FTSUG touches many areas of the CQC Well-Led Framework The Care Quality 
Commission (CQC) assesses a Trust’s speaking up culture during inspections under key line of 
enquiry (KLOE) 3 as part of the well-led question. 

2. Good News
Good news on the new mandatory basing Speaking Up training (eLearning) for all staff. Since it 
went live on the 1st October 2021, and running a promotion through that month, the Trust stands at 
68% (at 25th Jan 2022) 

3. National Up-dates and Comparisons

There has been an appointment of a new National Guardian. THIS is the link to Dr Jayne Chidgey-
Clark’s first blog as National Guardian.

A number of Royal Colleges are taking up anti-bullying campaigns or training programs and 
adopting the Civility Saves Lives message. For example the Royal College of Emergency 
Medicine, RespectED campaign, Royal College of Obstetricians and Gynaecologists CPD 
sessions on addressing poor workplace behaviours and “calling it out”.  At WVT the FTSUG is 
working to highlight this work.

Reporting on Model Hospital matrix illustrates at WVT staff Speak Up more frequently compared to 
the National and Peer Median. 

Graph/Data set 1 - National comparison of Speaking Up Cases. Graphs below are latest Data 
– Quarter 2

A Thank You from Worcester Acute Trust
Worcestershire Acute Hospitals NHS Trust reached the final of the 2021 HSJ Awards after demonstrating a 
commitment to supporting all workers to speak up via their new FTSU portal. Their Guardian also gave WVT a nod 
to their links with WVT in the on line article. “Worcester Guardian has forged links with the guardian at WVT to 
share good practice. For example learning the successful roll-out of the FTSU eLearning WAH decided to mandate 
this learning too”
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Graph/Data set 2. Local reporting since 2017/18 

Each point is one Quarter

4. Local Data 

The change in who is reporting is a shift to Admin and Clerical. Totals for the 3 quarters - Admin 
and Clerical 17 and Nurses and Midwives 15.  The flurry of estates and facilities concerns in 
Quarter 3 are around similar issues at one community hospital and Fire Safety at the County site.

It is worth noting that anonymous concerns are low for the year to date (total 3)  This is a good 
statistic. When staff to give their name feedback can be given and received enabling learning from 
the Speaking Up event.
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Graph/Data set 3

Graph/Data set 4

How can behavioural concerns be managed at WVT and how does the Trust compare with 
other Trusts?

Data from an American study from Vanderbilt University has prompted the Guardian to investigate 
the “Second Messenger” approach. Over the period of the study involving 37,000 medics, it shows 
that early and informal “cup of coffee” conversations can be successful and omit the painful formal 
processes that can leave all parties feeling bruised. A meeting has been tabled to discuss the 
concept with the lead clinician of the Civility Saves Lives campaigner, Chris Turner.  
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In Quarters 1 and 2, Bullying and Harassment (B & H) cases were consistent at five. This reduced 
in Quarter 3 to two however, Attitude and Behavioural concerns have been increasing across the 
quarters.  The table below from Model Hospital Data shows that at WVT the matric for B & H 
shows reporting is above the national average compared to the National and Peer Median. The 
FTSU Guardian is part of a team looking at ways to improve staff experience and has the action to 
develop a Civility Saves Lives training session in combination with Viv Leech from the education 
team and building on the work of Sue Pike, Guardian at GE and SWFT.

 Graph/Data set 5

 Graph/Data set 6 – Divisional Totals for the three Quarters

Graph 6 above indicates that Corporate Division is Quarter 3’s highest reporter. However for 
Quarters 1 to 3, Surgical Division with its broad staff base is still the highest reporter with a total of 
23 (39%) concerns.

5. Exemption report 
Cases that have been open > 3months in 2021 -2022 currently 6   
There are a high number of open cases to date = 17 that are not yet on the exemption list 
(including those to date on 20.02.22)
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6. Quarters 1 to 3 - Case numbers and status by month. 

Monthly case tally April, May and June Qu 1. Total Cases - 17
 7 in April - 7 closed   6 Concerns and 1 Advice
 5 in May - 5 closed  3 Concerns and 2 Advice
 5 in June - 5 closed  5 Concerns

Monthly case tally July, August and September Qu 2.  Total Cases - 16
 5  in July - 5 Closed   5 Concerns
 4 in August - 4 Closed                           2 Concerns and 2 Advice 
 7 in September  - 7 Closed              3 Concerns and 4 Advice

Monthly case tally Oct, Nov and Dec Qu 3.   Total Cases - 26
 6  in October - 5 Closed and 1 open   4 Concerns and 2 Advice 
 14 in November - 4 Closed and 10 open 11 Concerns and 3 Advice
 6 in December     - 4 Closed and 2 open   6 Concerns 

Cases to date for Qu 4 as of 18.02.2022
 8 in January -  2 Closed and 8 Open  
 3 to date February  -  1 Closed and 2 Open    3 concerns (1 on hold at request of 

the individual)

7. Feedback – Survey Monkey following case closure 

Quarter 1 Total number of returns – 4
Would you speak up again? -  4 yes
Has the FTSU process produced a resolution?    3 yes / 1 no

                    

Quarter 2 Total number of returns – 3
Would you speak up again? - 2 yes / 1 no
Has the FTSU process produced a resolution?   2 yes / 1 no

Quarter 3 Total number of returns – 3

Would you speak up again? - 3 yes 
Has the FTSU process produced a resolution?   2 yes / 1 no

    

Manager who is responsible for the department was very dismissive of me earlier this 
week. 
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Version 5 22 March 2020

Report to: Public Board
Date of Meeting: 03/03/2022
Title of Report: Infection Prevention Improvement Action Plan
Status of report: ☐Approval ☐Position statement  ☒Information  ☒Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Director of Nursing, Lead Infection Prevention Nurse
Documents covered by this 
report:

NHSI/E visit action plans

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

Further to the update last month all amber actions where timescales had slipped are back on track and many 
actions have progressed to fully complete.  Infection prevention committee and Quality Committee are due to 
meet in the next week and many green actions will turn to fully complete at this point.  

Board is asked to note the following:

 The resource to fully implement best practice for antimicrobial stewardship will remain red rag rated due 
to the allocation of time funded for pharmacy support and microbiology input.  That said improvements 
have been made in terms of oversight and monitoring arrangements.  In addition, hard stop antibiotic 
prescribing via the use of order sets was approved at Clinical Audit and Effectiveness Committee in 
February - this will be fully implemented following some communication and further training and will help 
improve our overall antibiotic consumption.

 Contract negotiations relating to Sodexo cleaning input are ongoing, this has therefore moved from green 
to amber.

 The recruitment to the trust posts following the cleanliness business case approved in December is 
ongoing but making slow progress, this have therefore moved from green to amber.

 The terms of reference for the Infection Prevention Committee have been through an extensive revision 
to incorporate the feedback from NHSI/E and these will be presented to Quality Committee for approval 
next week.  

NHSI/E have arranged a site visit to further assess our position on 1 March 2022.  Whilst I am confident that 
significant progress has been made since the last visit (October 2021), the Trust has been, and continues to be 
under significant pressure with patient flow and staffing.  In addition, and on the day of the visit the Trust will be 
implementing ward moves which means the site will be under additional pressure.  Given these factors there may 
well be some elements of the inspection that do not meet the expectations of the inspector.

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.

1/4 101/158



Version 5 22 March 2020

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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Short-term action plan
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Version 5 22 March 2020

Longer Term Action Plan
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Version 5 22 March 2020

Report to: Public Board
Date of Meeting: 03/03/2022
Title of Report: Infection Prevention Board Assurance Framework
Status of report: ☐Approval ☐Position statement  ☒Information  ☒Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Director of Nursing
Documents covered by this 
report:

Infection prevention Board Assurance Framework

1.  Purpose of the report
To provide the Board with oversight of the trusts position (self-assessed) against the standards contained within 
the Infection Prevention Board Assurance Framework (December 2021).

2. Recommendation(s)
Board is asked to consider the framework and the trusts self-assessed position.  

3. Executive Director Opinion1

The original IPC BAF was published at the beginning of May 2020.  Wye Valley Trust self-assessment against the 
Key Lines of Enquiry was presented to Trust Board in July 2020 reassessed following national updates in February 
2021 and presented to Board in April 2021.  Since that time, the Board Assessment Framework was revised further 
in December 2021 and a full reassessment against the standards has been undertaken.

The judgement on the status of each element has been assessed by a panel of individuals including the lead 
consultant microbiologist, lead infection prevention nurse, the trusts director of infection prevention and control 
(Chief Nursing Officer), Associate Chief Nursing Officers and other members of the Infection Prevention 
Committee.

Board is asked to note the following:
 A number of amber actions will be addressed through the implementation of the new cleaning standards 

which go fully live in April 22 - this will move these elements to full compliance
 A number of amber actions relate to tolerated risks on the Infection prevention risk register, which is 

reviewed and managed by the Executive Risk Management Committee.   Each of these risks have relevant 
and acceptable mitigations to manage the risk 

 Further work is required to achieve full compliance in regard to ventilation; ventilation has been added to 
the Infection Prevention Committee remit and work will commence with a full site survey - appropriate 
mitigations are in place in individual areas to manage ventilation issues

 There resource constraints in pharmacy and microbiology to fully achieve the best practice approach to 
antimicrobial stewardship which are not easily resolved given current resource and recruitment difficulties

 Front door screening and pre-operative testing have been assessed as amber - current 
practice/arrangements are fully compliant, although these processes are being reconsidered in the 
context of changes in guidance for the management of Covid and reduced Covid monies.  They will remain 
amber until this work is completed 

There are no significant risks to bring to the attention of the Board.

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Version 5 22 March 2020

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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Ref Key lines of enquiry   

Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete/contact for  

Gaps

RAG Rating

1.1. A respiratory season/winter plan is in place: 

• that includes point of care testing (POCT) 

methods for seasonal respiratory viruses to 

support patient triage/placement and safe 

management according to local needs, 

prevalence, and care services o to enable 

appropriate segregation of cases depending 

on the pathogen.

• plan for and manage increasing case 

numbers where they occur.

• a multidisciplinary team approach is 

adopted with hospital leadership, estates & 

facilities, IPC Teams and clinical staff to 

assess and plan for creation of adequate 

isolation rooms/units as part of the Trusts 

winter plan.

Fully Compliant We do not do point of care testing, all admissions are tested on arrival in ED and 

segregated until resutls are known.  We adjust testing on a seasonal basis to include other 

respiratory conditions eg flu.  All positive cases are tracked and cohorted. We have a 

winter plan which includes isolation capacity and designated blue areas, this includes 

escalation to increase bed base accordingly

nil n/a

1.2. Health and care settings continue to apply 

COVID-19 secure workplace requirements as 

far as practicable, and that any workplace 

risk(s) are mitigated for everyone.

Fully Compliant We continue to comply with current NHS guidance in clinical areas.  The H&S execuitve 

guidance has been reviewed in the context of office accomodation and we are maintaining 

current restrictions to manage social distancing

nil n/a

1.3. Organisational /employers risk assessments 

in the context of managing seasonal 

respiratory infectious agents are: 

•based on the measures as prioritised in the 

hierarchy of controls. including evaluation of 

the ventilation in the area, operational 

capacity, and prevalence of infection/new 

variants of concern in the local area.  

•applied in order and include elimination; 

substitution, engineering, administration 

and PPE/RPE. 

•communicated to staff.

Fully Compliant All measures in the hierarchy of controls have been considered and implemented; in view 

of ongoing transmission amongst staff despite full implementation, RPE has been 

implemented for suspected and confirmed COVID-19 

nil n/a

1.4. Safe systems of working; including managing 

the risk associated with infectious agents 

through the completion of risk assessments 

have been approved through local 

governance procedures, for example 

Integrated Care Systems

Fully Compliant Policies are in place for the management of all infectious agents, these are ratified by the 

IPC Committee. Any interim guidance or changes are discussed at Covid OPS which is the 

trusts forum for managing covid 19 and agreeing any associated practice changes

nil n/a

1.5. If the organisation has adopted practices 

that differ from those recommended/stated 

in the national guidance a risk assessment 

has been completed and it has been 

approved through local governance 

procedures, for example Integrated Care 

Systems.

Fully Compliant The Trust has not deviated from national guidance, Staff do have a choice to wear FP3 here 

which is over and above national position

nil n/a

1.6. Risk assessments are carried out in all areas 

by a competent person with the skills, 

knowledge, and experience to be able to 

recognise the hazards associated with 

respiratory infectious agents

Fully Compliant The relevant subject matter expert or competent person undertakes relevant risk 

assessments

nil n/a

1.7. If an unacceptable risk of transmission 

remains following the risk assessment, the 

extended use of Respiratory Protective 

Equipment (RPE) for patient care in specific 

situations should be considered.

Fully Compliant Staff will adopt a higher level of RPE during outbreaks and we offer staff the choice to wear 

FP3 in all instances - over and above the national guidance

nil n/a

1.8. Ensure that patients are not transferred 

unnecessarily between care areas unless, 

there is a change in their infectious status, 

clinical need, or availability of services.

Fully Compliant Patients needs are met in specialty based beds, movement is restricted and only ocurrs 

with consideration to their infectious status and/or individual risk assesssment

nil n/a

1.9 The Trust Chief Executive, the Medical 

Director or the Chief Nurse has oversight of 

daily sitrep.in relation to COVID-19, other 

seasonal respiratory infections, and hospital 

onset cases (1.16)

Fully Compliant This is signed of by an executive director on a daily basis nil n/a

1.10. There are check and challenge opportunities 

by the executive/senior leadership teams of 

IPC practice in both clinical and non-clinical 

areas.

Fully Compliant The wider senior leadership team attend the Covid operational meeting to ensure local 

guidance is fit for purpose.  BAU processes include oversight of IPC practice from various 

teams/individuals including matrons, IPC, NED's etc

nil n/a

1.11. Resources are in place to implement and 

measure adherence to good IPC practice. 

This must include all care areas and all staff 

(permanent, agency and external 

contractors)

Fully Compliant IPC assurance checks, post infection review process, mandatory IPC training required for all 

staff groups.  "see it say it walkabouts" with estate, sodexo and senior nurse colleagues.  

Annual IPC audit programme

nil n/a

1.12. The application of IPC practices within this 

guidance is monitored, eg: 

• Hand hygiene. 

• PPE donning and doffing training. 

• Cleaning and decontamination.

Fully Compliant IPC practice is monitored and reported through ward, divisional and IPC processes.  

Enhanced surveillance and practice review is undertaken in areas where an outbreak 

occurs

nil n/a

1.13 The IPC Board Assurance Framework is 

reviewed, and evidence of assessments are 

made available and discussed at Trust board

Fully Compliant The BAF has been reviewed at IPC, Quality Committee and Trust Board, this review is a 

complete revision of the revised BAF introduced in December 2021

nil n/a

1.14. The Trust Board has oversight of ongoing 

outbreaks and action plans 

Fully Compliant Through KPI's and monthly Quality report to Board nil n/a

1.15. The Trust is not reliant on a particular mask 

type and ensure that a range of 

predominantly UK Make FFP3 masks are 

available to users as required

Fully Compliant Initial supply issues are resolved.  The fit mask testing team reivew this regularly and 

ensure all staff are fitted to 2 masks.  We try to keep to no more than 25% of staff fitted to 

a single mask type and adjust testing, fitting and ordering accordingly

nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

2.1. The Trust has a plan in place for the 

implementation of the National Standards of 

Healthcare Cleanliness and this plan is 

monitored at board level.

Fully Compliant Plan in place and report made to Board

2.2. The organisation has systems and processes 

in place to identify and communicate 

changes in the functionality of areas/rooms

Partially Compliant The QIA process should be used in all instances, a recent event has highlighted that this is 

not robustly pplied and is not robustly applied 

Learning from serious incident to inform associated policy and action required Estates 

2.3.
Cleaning standards and frequencies are 

monitored in clinical and non�clinical areas 

with actions in place to resolve issues in 

maintaining a clean environment.

Partially Compliant All areas are assinged a frequency score and these are displayed in clinical areas.  This is 

not the case in non clinical areas. Monitoring is undertaken by local areas, monitoring team 

and sodexo colleagues and shared with cleanliness committee

Schedules need to be diplayed in non clinical areas Sodexo

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

Systems and Processes are in place to ensure;

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and

control of infections

Systems and Processes are in place to ensure;
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2.4. Increased frequency of cleaning should be 

incorporated into the environmental 

decontamination schedules for patient 

isolation rooms and cohort areas.

Fully Compliant The national standards will be implemented fully from April 2022 and addresses this, in the 

interim additional touch point cleaning is in place

nil n/a

2.5.

Where patients with respiratory infections 

are cared for : cleaning and decontamination 

are carried out with neutral detergent or a 

combined solution followed by a chlorine-

based disinfectant, in the form of a solution 

at a minimum strength of 1,000ppm 

available chlorine as per national guidance. 

Fully Compliant Yes nil n/a

2.6. If an alternative disinfectant is used, the 

local infection prevention and control team 

(IPCT) are consulted on this to ensure that 

this is effective against enveloped viruses.

n/a n/a n/a n/a

2.7. Manufacturers’ guidance and recommended 

product ‘contact time’ is followed for all 

cleaning/disinfectant solutions/products. 

Fully Compliant this is part of staff training nil n/a

2.8. A minimum of twice daily cleaning of: 

•patient isolation rooms. 

• cohort areas. 

•Donning & doffing areas 

• ‘Frequently touched’ surfaces eg, 

door/toilet handles, patient call bells, over 

bed tables and bed rails. 

•where there may be higher environmental 

contamination rates, including: 

     ▪ toilets/commodes particularly if 

        patients have diarrhoea

Partially Compliant Yes Introduction of 2021 cleanliness standards wef April 22 Sodexo and clinical teams

2.9. A terminal/deep clean of inpatient rooms is 

carried out: 

•following resolutions of symptoms and 

removal of precautions. 

•when vacated following discharge or 

transfer (this includes removal and 

disposal/or laundering of all curtains and 

bed screens); 

• following an AGP if room vacated 

(clearance of infectious particles after an 

AGP is dependent on the ventilation and air 

change within the room).

Fully Compliant yes nil n/a

2.10.

Reusable non-invasive care equipment is 

decontaminated: 

•between each use. 

•after blood and/or body fluid 

contamination 

•at regular predefined intervals as part of an 

equipment cleaning protocol 

•before inspection, servicing, or repair 

equipment.

Fully Compliant yes nil n/a

2.11. Compliance with regular cleaning regimes is 

monitored including that of reusable patient 

care equipment.

Fully Compliant Yes nil n/a

2.12. As part of the Hierarchy of controls 

assessment: ventilation systems, particularly 

in, patient care areas (natural or mechanical) 

meet national recommendations for 

minimum air changes refer to country 

specific guidance. 

In patient Care Health Building Note 04-01: 

Adult in-patient facilities.

Partially Compliant PFI hospital built to 2025 and standards not retrospective but meeting the standards set at 

the day and works since have met or been appropraitely derrogated from standard in 

project files.

Ventilation Safety Group Required Estates 

2.13.
The assessment is carried out in conjunction 

with organisational estates teams and or 

specialist advice from ventilation group and 

or the organisations, authorised engineer.

Not compliant Ventilation subject matter expert sits within the estates team.  Ventilation has now been 

added to the terms of reference for the IPC committee and periodic reporting will be 

managed through this route.

Trust wide assessment required Estates 

2.14. A systematic review of ventilation and risk 

assessment is undertaken to support 

location of patient care areas for respiratory 

pathways

Partially Compliant The reviews are undertaken on an ad hoc basis and are not systematic Trust wide assessment required Estates 

2.15. Where possible air is diluted by natural 

ventilation by opening windows and doors 

where appropriate

Fully Compliant For those areas that do not have mechanical ventialition we have a checklist for ensuring 

that windows are opened in line with national guidance

nil n/a

2.16. Where a clinical space has very low air 

changes and it is not possible to increase 

dilution effectively, alternative technologies 

are considered with Estates/ventilation 

group.

partially Compliant Instigation of alternative technologies has happened in some areas this needs to be further 

suppported at the Ventilation Safety Group and a Trust wide stance agreed on and then 

implemented across all Trust locations.

Ventilation Safety Group Required Estates 

2.17. When considering screens/partitions in 

reception/ waiting areas, consult with 

estates/facilities teams, to ensure that air 

flow is not affected, and cleaning schedules 

are in place.

Fully Compliant Estates are cosulted as part of the planning statge for advice when making these changes 

and ventilaion is present in the ceiling spaces and around windows etc.

nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

3.1 Arrangements for antimicrobial

stewardship are maintained.

Partially Compliant AMS team in place; regular audits; suite of guidelines available on intranet and on app; 

part of induction of prescribers; part of H&W formulary group; 

Links to risks 661, 1502,1428 as there is insufficent microbiology and pharmacy 

resource to fully meet this standard 

Part of business planning process

3.2.

Previous antimicrobial history is considered

Fully compliant Guidance on intranet; pharmacy view at medicines reconciliation; MDTs for complex 

infections e.g. diabetic foot ulcers; 

nil n/a

3.3. The use of antimicrobials is managed and 

monitored: 

• to reduce inappropriate prescribing. 

•to ensure patients with infections are 

treated promptly with correct antibiotic.

Fully compliant Monthly antimicrobial consumption figures; regular stewardship audits which don't detect 

deviation from guidance; pharmacy patient review; suite of guidelines, sepsis of unknown 

guideline in ED and on wards; local guidelines based on NICE but reviewed with local 

resistance date

nil n/a

3.4. Mandatory reporting requirements are

adhered to and boards continue to

maintain oversight

Partially Compliant AMS currently presented at medicines safety committee; Revised ToR and membership for IPC drafted with aim to move back to IPC 

Committee for monitoring and oversight

Alison Johnson/Sue Vaughan

3.5. Risk assessments and mitigations are in 

place to avoid unintended consequences 

from other pathogens.

Fully complaint IPC procedures for C diff, ESBL etc; antibiotic guidelines designed to reduce risk of 

resistance and C diff; also designed to avoid unnecessary use of broad spectrum agents; 

use of gentamicin calculator to support wide use of this agent

nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Practice changes Action Required Lead to complete Gaps

4.1. Visits from patient’s relatives and/or carers 

(formal/informal) should be encouraged and 

supported whilst maintaining the safety and 

wellbeing of patients, staff and visitors

Partially Compliant Visiting arrangements are regularly reviewed in the context of community prevelance of 

Covid.  The clinical area ensures that social distancing and appropriate IPC measures are 

undertaken to maintain safety and wellbeing of all.  National guidance recommends 

evidence of LFT testing for visitors, trust stance not to seek evidence - accepted risk 

Risk of not checking visitor LFT in development for adding to the risk register as 

an accepted risk

n/a

4.2. National guidance on visiting patients in a 

care setting is implemented 

Fully Compliant see above nil n/a

4.3. Restrictive visiting may be considered 

appropriate during outbreaks within 

inpatient areas This is an organisational 

decision following a risk assessment.

Fully Compliant Visiting is always reviwed as part of an outbreak discussion nil n/a

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and
antimicrobial resistance

Systems and Processes are in place to ensure;

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with 
providing further support or nursing/medical care in a timely fashion

Systems and Processes are in place to ensure;
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4.4.

There is clearly displayed, written 

information available to prompt patients’ 

visitors and staff to comply with 

handwashing, wearing of facemask/face 

covering and physical distancing. 

Fully Compliant We have a visiting information leaflet and poster, our public facing website states 

expectations on visitors when attending the trust

nil n/a

4.5. If visitors are attending a care area with 

infectious patients, they should be made 

aware of any infection risks and offered 

appropriate PPE. This would routinely be an 

FRSM.

Fully Compliant The NIC/clinician will ensure that appropriate PPE is utilised in these circumstances nil n/a

4.6. Visitors with respiratory symptoms should 

not be permitted to enter a care area. 

However, if the visit is considered essential 

for compassionate (end of life) or other care 

reasons (eg, parent/child) a risk assessment 

may be undertaken, and mitigations put in 

place to support visiting wherever possible.

Fully Compliant The NIC/clinician will ensure that appropriate PPE is utilised in these circumstances nil n/a

4.7. Visitors are not present during AGPs on 

infectious patients unless they are 

considered essential following a risk 

assessment eg, carer/parent/guardian.

Fully Compliant The NIC/clinician will ensure that appropriate PPE is utilised in these circumstances nil n/a

4.8. Implementation of the Supporting 

excellence in infection prevention and 

control behaviors Implementation Toolkit 

has been adopted C1116- supporting-

excellence-in-ipc-behaviours-imp-toolkit.pdf 

(england.nhs.uk)

Fully Compliant Every Action Count national video shared Trustwide

Local version of The EAC video created and implemented with supporting posters

Key messages from the toolkit shared in Trust daily briefings

Additional key messages to Patients and visitors shared via Posters and pull ups

EAC Digital cared s shared via Trust daily briefings

IPT audits based on the operational checklists

Outbreak vulnerability tool sent out Trustwide to assess staff  & organisational needs

IP Champions promoted using Toolkit Champion resources

nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

5.1. Signage is displayed prior to and on entry to 

all health and care settings instructing 

patients with respiratory symptoms to 

inform receiving reception staff, 

immediately on their arrival.

Partially Compliant Posters are displayed and front door screening is insitu Consideration to remove front door screening and to ensure appropriate 

mitigations in place

ACOO clinical support

5.2. Infection status of the patient is 

communicated to the receiving organization, 

department or transferring services, when a 

possible or confirmed seasonal respiratory 

infection needs to be transferred.

Fully Compliant This forms part of our handover processes, where discharge into residential or nursing 

home care is required - full discussion with complex discharge and CCG to manage 

situation

nil n/a

5.3. Staff are aware of agreed template for 

screening questions to ask 

Partially Compliant see 5.1 Consideration to remove front door screening and to ensure appropriate 

mitigations in place

ACOO clinical support

5.4. Screening for COVID-19 is undertaken prior 

to attendance wherever possible to enable 

early recognition and to clinically assess 

patients prior to any patient attending a 

healthcare environment.

Partially Compliant Pre operative screening  for surgical patients, speical arrangements in place for maternity 

and children.  Don’t routinely ask outpatient attendees to undertake LFT prior to 

attendance alhtough they are asked screening questions at the front door on attendance

Partial compliance - only due to the fact that processes are under 

consideration torremove front door screening and review whether LFT should 

be considered as an alternative to PCR testing

COO with ops team

5.5. Front door areas have appropriate triaging 

arrangements in place to cohort patients 

with possible or confirmed COVID-19/ other 

respiratory infection symptoms and 

segregation of cases to minimise the risk of 

cross-infection as per national guidance. 

Fully Compliant ED triage process in place nil n/a

5.6. Triage is undertaken by clinical staff who are 

trained and competent in the clinical case 

definition and patient is allocated 

appropriate pathway as soon as possible. 

Fully Compliant ED triage process in place nil n/a

5.7.

There is evidence of compliance with routine 

patient testing protocols in line with trust 

approved hierarchies of control risk 

assessment and approved. 

Fully Compliant We have KPI's for assessing compliance with patient testing and these are reported to IPC nil n/a

5.8. Patients with suspected or confirmed 

respiratory infection are provided with a 

surgical facemask (Type II or Type IIR) to be 

worn in multi-bedded bays and communal 

areas if this can be tolerated.

Fully Compliant Mask wearing for all patients is encouraged, all patients are required to wear a mask when 

moving around multi occupancy areas and in public spaces, we know that compliance is 

variable - links to riks 1507

 nil as this is a tolerated risk n/a

5.9. Patients with respiratory symptoms are 

assessed in a segregated area, 

ideally a single room, and away from other 

patients pending their test result.

Fully Compliant These patients are prioritised for siderooms or other segregation until their infective status 

is understood

nil n/a

5.10.

Patients with excessive cough and sputum 

production are prioritised for placement in 

single rooms whilst awaiting testing.

Fully Compliant ED are able to segregate these patients pending testing results nil n/a

5.11. Patients at risk of severe outcomes of 

respiratory infection receive protective IPC 

measures depending on their medical 

condition and treatment whilst receiving 

healthcare eg, priority for single room 

isolation and risk for their families and carers 

accompanying them for 

treatments/procedures must be considered.

Fully Compliant Not all high risk patients can be placed in a sideroom, although we do have a sideroom 

prioritisaton policy and would put those most at risk in a sideroom 

nil n/a

5.12.

Where treatment is not urgent consider 

delaying this until resolution of symptoms 

providing this does not impact negatively on 

patient outcomes

Fully Compliant The treating clinician undertakes an individual risk assessment nil n/a

5.13.

Face masks/coverings are worn by staff and 

patients in all health and care facilities. 

Fully Compliant Clear guidance for all staff, visitors and patients attending hospital - patient compliance is 

variable and links to risk 1507

nil as this is a tolerated risk n/a

5.14. Where infectious respiratory patients are 

cared for physical distancing remains at 2 

metres distance.

Fully Compliant Bed spacing policy, ready rooms and side room prioritisation policies nil n/a

5.15. Patients, visitors, and staff can maintain 1 

metre or greater social & physical distancing 

in all patient care areas; ideally segregation 

should be with separate spaces, but there is 

potential to use screens, eg, to protect 

reception staff.

Partially Compliant We are fully compliant with the exception of carrying out clinical care eg ward rounds and 

MDT assessment of patients - this is linked to risk 1506

nil as this is a tolerated risk n/a

5.16. Patients that test negative but display or go 

on to develop symptoms of COVID-19 are 

segregated and promptly re-tested and 

contacts traced promptly.

Fully Compliant Yes nil n/a

5.17. Isolation, testing and instigation of contact 

tracing is achieved for all patients with new-

onset symptoms, until proven negative.

Fully Compliant this is overseen by the IPC Team in conjunction with CSM nil n/a

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely

and appropriate treatment to reduce the risk of transmitting infection to other people

Systems and Processes are in place to ensure;
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5.18. Patients that attend for routine 

appointments who display symptoms of 

COVID-19 are managed appropriately. 

Fully Compliant Patients are asked not to attend if clinically appropriate to do so, if their appointment is 

urgent then their clinician will undertake a risk assessment and appropriate mitigations put 

in place in order to see the patient (for example at the end of the clinic or list)

nil n/a

Ref Key lines of enquiry   

Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

6.1. Appropriate infection prevention education 

is provided for staff, patients, and visitors.

Fully Compliant All staff have appropriate training relevant to their role, the external facing web page 

provides advice for visitiors and patients and staff ensure that patients and visitors comply 

accordingly when on healthcare premises, posters and information leaflets are available 

too

nil n/a

6.2. Training in IPC measures is provided to all 

staff, including: the correct use of PPE 

including an initial face fit test/and fit check 

each time when wearing a filtering face 

piece (FFP3) respirator and the correct 

technique for putting on and removing 

(donning/doffing) PPE safely.

Fully Compliant Full training on donning and doffing is provided as part of fit mask testing, poster to remind 

staff of practice are displayed in donning and doffing rooms. Practice is observed and 

audited

nil n/a

6.3. All staff providing patient care and working 

within the clinical environment are trained in 

the selection and use of PPE appropriate for 

the clinical situation and on how to safely 

put it on and remove it.

Fully Compliant This information is regularly updated and posters are available to prompt staff as guidance 

changes.

nil n/a

6.4. Adherence to national guidance on the use 

of PPE is regularly audited with actions in 

place to mitigate any identified risk.

Fully Compliant PPE practice is audited by the IPC team monthly. This is fed back to all clinical areas for 

action (as appropriate). During periods of increased incidents of COVID-19 (outbreaks) the 

audits increase to weekly.

PPE adherence is also monitored in the Monthly Matrons checklists

nil n/a

6.5. Gloves are worn when exposure to blood 

and/or other body fluids, non�intact skin or 

mucous membranes is anticipated or in line 

with SICP’s and TBP’s.

Fully Compliant This is current policy nil n/a

6.6. The use of hand air dryers should be avoided 

in all clinical areas. Hands should be dried 

with soft, absorbent, disposable paper 

towels from a dispenser which is located 

close to the sink but beyond the risk of 

splash contamination as per national 

guidance.

Fully Compliant All hand air dryers were removed at the beginning of the pandemic nil n/a

6.7. Staff maintaining physical and social 

distancing of 1 metre or greater wherever 

possible in the workplace

Partially Compliant We are fully compliant with the exception of carrying out clinical care eg ward rounds and 

MDT assessment of patients - this is linked to risk 1506

nil as this is a tolerated risk n/a

6.8. Staff understand the requirements for 

uniform laundering where this is not 

provided for onsite. 

Fully Compliant On site laundering is provided for scrubs, there is a trust policy providing advice to staff on 

uniform laundering requirements

nil n/a

6.9.
All staff understand the symptoms of COVID-

19 and take appropriate action if they or a 

member of their household display any of 

the symptoms (even if experiencing mild 

symptoms) in line with national guidance.

Fully Compliant Action cards and isolation policies are in line with national guidance.  The symptoms 

associated with covid are regularly communicated through the daily bulletin.  Local track 

and trace team support with the oversight, monitoirng and implementation of these 

policies

nil n/a

6.10. To monitor compliance and reporting for 

asymptomatic staff testing

Partially Compliant Staff are encouraged to undertake twice weekly LFT testing as a matter of routine and are 

encouraged to report this, we do not routinely monitor this.  Where we have an outbreak 

we undertake additional precautionary PCR testing. Links to risk ref xxx as the trust has 

elected not to mandate reporting requirements

nil as this is a tolerated risk n/a

6.11. There is a rapid and continued response to 

ongoing surveillance of rates of 

infection transmission within the local 

population and for 

hospital/organisation onset cases (staff and 

patients/individuals).

Fully Compliant Twice weekly SITREP is discussed at the Covid ops meeting for population prevelance.  Staff 

track and trace information is also reported in this forum.  The IPC Committee monitor all 

covid cases in hospitals and provide a breakdown of onset cases.

nil n/a

6.12. Positive cases identified after admission who 

fit the criteria for 

investigation should trigger a case 

investigation. Two or more positive 

cases linked in time and place trigger an 

outbreak investigation and are 

reported.

Fully Compliant Clear outbreak management policy and clear process for managing hospital onset positive 

cases 

nil n/a

Ref Key lines of enquiry   

Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

7.1.  That clear advice is provided, and 

monitoring is carried out of inpatients 

compliance with wearing face masks 

(particularly when moving around the 

ward or healthcare facility) providing it can 

be tolerated and is not 

detrimental to their (physical or mental) care 

needs.

partially compliant Clear guidance for all staff, visitors and patients attending hospital - patient compliance is 

variable and links to risk ref 1507. See section 5.13

nil as this is a tolerated risk n/a

7.2. Separation in space and/or time is 

maintained between patients with and 

without suspected respiratory infection by 

appointment or clinic scheduling 

to reduce waiting times in reception areas 

and avoid mixing of infectious 

and non-infectious patients.

fully compliant Space is managed in line with national guidance …. Patients with infection or suspected 

infection are either deferred or managed differently in time (end of clinic or lists) to 

mitigate risks

nil n/a

7.3. Patients who are known or suspected to be 

positive with a respiratory pathogen 

including COVID-19 where their treatment 

cannot be deferred, their care is provided 

from services able to operate in a way which 

minimise the risk of spread of the virus to 

other patients/individuals.

fully compliant inpatients and those attending for preplanned procdures are managed according to their 

infective status, in outpatient areas they are managed at the end of the clinic, asked to wait 

in their vehicles until their appointment 

nil n/a

7.4. Patients are appropriately placed ie, 

infectious patients in isolation or 

cohorts.

fully compliant Inpatients are managed according to their infective status, inpatients of unknown infective 

status are cohorted accordingly until their status is known in areas where mask wearing 

and social distancing is maintained.  Policy for dealing with weak positives in place to treat 

as positive until retest perfromed at 48 hours

nil n/a

7.5. Ongoing regular assessments of physical 

distancing and bed spacing, 

considering potential increases in staff to 

patient ratios and equipment 

needs (dependent on clinical care 

requirements). 

fully compliant Bed spacing policy in place and monitored by IPC and clinical teams.  Partitioning of clinical 

areas during outbreaks or in order to flex blue and amber capacity.  Staffing flexed 

accordingly

nil n/a

7.6. Standard infection control precautions 

(SIPC’s) are used at point of care for patients 

who have been screened, triaged, and tested 

and have a negative result

Fully Compliant This is our currently policy and our PPE posters reflect this practive nil n/a

7.7. The principles of SICPs and TBPs continued 

to be applied when caring for the deceased

Fully Compliant Policy for managemenet of the deceased including those who have infections has been 

updated to reflect current guidance

nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

8.1. Testing is undertaken by competent and 

trained individuals.  (8.1.)

Fully Compliant Testing is undertakend by competent staff nil n/a

8.2. Patient testing for all respiratory viruses 

testing is undertaken promptly and in line 

with national guidance

Fully Compliant Testing arrangements are managed in line with seasonal requirements for FLU and other 

respiratory viruses

nil n/a

8.3.

Staff testing protocols are in place

Fully Compliant this is undertaken in line with national guidance, random PCR testing is undertaken on LFT 

positive staff 

nil n/a

8.4. There is regular monitoring and reporting of 

the testing turnaround times, with focus on 

the time taken from the patient to time 

result is available. 

Fully Compliant Turnaround times are routinely monitored and appropriate escaltion processes are in place nil n/a

8.5. There is regular monitoring and reporting 

that identified cases have been tested and 

reported in line with the testing protocols 

(correctly recorded data).

Fully compliant Internal and external quality control in place nil n/a

8.6. Screening for other potential infections takes 

place. 

Fully Compliant MRSA screening undertaken in line with policy and monitored by IPC; CPE screening in ED; 

weekly and admission screening for CPE on ITU

8.7. That all emergency patients are tested for 

COVID-19 and other respiratory 

infections as appropriate on admission. 

Fully Compliant All patients are tested for COVID-19; from October-March, all admissions are also tested 

for RSV and influenza A and B; extended repisratory virus testing is available where 

required

nil n/a

Systems and Processes are in place to ensure;

7. Provide or secure adequate isolation facilities

Systems and Processes are in place to ensure;

8. Secure adequate access to laboratory support as appropriate

Systems and Processes are in place to ensure;

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their

responsibilities in the process of preventing and controlling infection

4/6 110/158



8.8. That those inpatients who go on to develop 

symptoms of respiratory infection/COVID-19 

after admission are retested at the point 

symptoms arise.

Fully Compliant testing in place in line with national guidance, in addition individuals are tested at 

symptom on set 

nil n/a

8.9. That all emergency admissions who test 

negative on admission are retested for 

COVID-19 on day 3 of admission, and again 

between 5-7 days post admission.

Fully Compliant Testing arrangements in place with national guidance and performance monitored through 

IPC.  Weak positive cases are managed as positive and rescreened after 48 hours

nil n/a

8.10. That sites with high nosocomial rates should 

consider testing COVID-19 

negative patients daily.

Fully Compliant outbreak mass screening is undertaken on indetification and every 5 days thereafter nil n/a

8.11. That those being discharged to a care home 

are tested for COVID-19, 48 hours prior to 

discharge (unless they have tested positive 

within the previous 90 days), and result is 

communicated to receiving organisation 

prior to discharge. 

Fully Compliant testing in place for discharge patients and communicated accordingly.  Full discussion with 

the complex discharge team and CCG where patients are either positive, coming from an 

outbreak area and discharged into a nhs or local authority facility.

nil n/a

8.12. Those patients being discharged to a care 

facility within their 14-day isolation period 

are discharged to a designated care setting, 

where they should complete their remaining 

isolation as per national guidance 

Fully Compliant Patients are tested in line with national guidance and overseen and managed in 

conjunction with the CCG, complex discharge and IPC teams.  Hillside is a designated 

residential facitly and there is a nursing facility at Welland House in Malvern

nil n/a

8.13. There is an assessment of the need for a 

negative PCR and 3 days self�isolation 

before certain elective procedures on 

selected low risk patients who are fully 

vaccinated, asymptomatic, and not a contact 

of case suspected/confirmed case of COVID-

19 within the last 10 days. Instead, these 

patients can take a lateral flow test (LFT) on 

the day of the procedure as per national 

guidance.

Pre operative screening  for surgical patients, speical arrangements in place for maternity 

and children.  Don’t routinely ask outpatient attendees to undertake LFT prior to 

attendance alhtough they are asked screening questions at the front door on attendance

Partial compliance - only due to the fact that processes are under 

consideration torremove front door screening and review whether LFT should 

be considered as an alternative to PCR testing

COO with ops team

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

9.1. The application of IPC practices are 

monitored and that resources are in place to 

implement and measure adherence to good 

IPC practice. This must include all care areas 

and all staff (permanent, agency and 

external 

contractors).

Fully Compliaint Routine audit of compliance is undertaken by sisters, matrons and IPC team.  Enhanced 

surveillance is introduced in areas where there is an outbreak or other IPC infection or 

practice issues identified

nil n/a

9.2. Staff are supported in adhering to all IPC 

policies, including those for other 

alert organisms. 

Fully Compliaint Isolation protocols in place and associated guidance for staff covering all alert organisms nil n/a

9.3. Safe spaces for staff break areas/changing 

facilities are provided

Partially Compliant Not all break and staff changing facilities are fit for purpose to meet the needs of our staff there are detailed on individual risk registers and are a known but tolerated 

risk given limited estate options to resolve

n/a

9.4.
Robust policies and procedures are in place 

for the identification of and management of 

outbreaks of infection. This includes the 

documented recording of an outbreak

Fully Compliaint Outbreak management policy and practices in place in line with national recommendations nil n/a

9.5.
All clinical waste and linen/laundry related 

to confirmed or suspected COVID�19 cases is 

handled, stored and managed in accordance 

with current national guidance. 

Fully Compliaint Linen policy updated in line with expected practice nil n/a

9.6. PPE stock is appropriately stored and 

accessible to staff who require it. 

Fully compliant Managed through Covid logistics nil n/a

Ref Key lines of enquiry   Self assessment outcome 

compliance.

Fully compliant/Partly 

compliant/Not compliant

Rationale for self assessment Action Required Lead to complete Gaps Rag Rating

10.1. Staff seek advice when required from their 

IPCT/occupational health department/GP or 

employer as per their local policy

Fully Compliant Intranet advice, links to referral forms and guidance nil n/a

10.2.

Bank, agency, and locum staff follow the 

same deployment advice as permanent staff.

Fully Compliant Framework agencies screen and check staff in line with framework agreement nil n/a

10.3. Staff who are fully vaccinated against COVID-

19 and are a close contact of a 

case of COVID-19 are enabled to return to 

work without the need to self isolate (see 

Staff isolation: approach following updated 

government 

guidance)

Fully Compliant Current staff isolation policy and action card reflects this practice and is monitored by the 

track and trace team

nil n/a

10.4. Staff understand and are adequately trained 

in safe systems of working, including 

donning, and doffing of PPE.

Fully Compliant Full training on donning and doffing is provided as part of fit mask testing, poster to remind 

staff of practice are displayed in donning and doffing rooms. Practice is observed and 

audited - see 6.2

nil n/a

10.5. A fit testing programme is in place for those 

who may need to wear respiratory 

protection.

Fully Compliant Team in place Transfer of team back to BAU model within IPC team n/a

10.6. Where there has been a breach in infection 

control procedures staff are 

reviewed by occupational health. Who will:

•lead on the implementation of systems to 

monitor for illness and 

absence.

• facilitate access of staff to antiviral 

treatment where necessary and 

implement a vaccination programme for the 

healthcare workforce

• lead on the implementation of systems to 

monitor staff illness, absence 

and vaccination against seasonal influenza 

and COVID-19

• encourage staff vaccine uptake.

Fully Compliant Where staff have breached practice for Covid 19 infection this is managed by IPC in 

conjunction with the track and trace team.  For other exposures these are managed 

through OH.  The flu and covid vaccination programme is not currently managed by the OH 

department but is a Trust resource with regular monitoing of uptake

Nil n/a

10.7. Staff who have had and recovered from or 

have received vaccination for a 

specific respiratory pathogen continue to 

follow the infection control 

precautions, including PPE, as outlined in 

national guidance.

Fully Compliant Local PPE policy does not discriminate in relation to vaccination status and recent infection.  

Non vaccinated individuas must however stay at home if living with a househol positive 

case

nil n/a

10.8. A risk assessment is carried for health and 

social care staff including 

pregnant and specific ethnic minority groups 

who may be at high risk of 

complications from respiratory infections 

such as influenza and severe illness from 

COVID-19. 

•A discussion is had with employees who are 

in the at-risk groups, 

including those who are pregnant and 

specific ethnic minority groups; 

• that advice is available to all health and 

social care staff, including 

specific advice to those at risk from 

complications.

•Bank, agency, and locum staff who fall into 

these categories should 

follow the same deployment advice as 

permanent staff.

•A risk assessment is required for health and 

social care staff at high risk 

of complications, including pregnant staff.

Fully Compliant Risk assessment process in place, undertaken by individual and discussed with their line 

manager.  OH and HR policies available to manage at risk staff

nil n/a

10.9. Vaccination and testing policies are in place 

as advised by occupational 

health/public health.

Fully Compliant Covid 19 and flu vaccination managed through trust hub.  All other OH vaccination and 

testing is managed through the OH department in line with national guidance

nil n/a

Systems and Processes are in place to ensure;

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection

Systems and Processes are in place to ensure;

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help prevent and

control infections
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10.10. Staff required to wear FFP3 reusable 

respirators undergo training that is 

compliant with HSE guidance and a record of 

this training is maintained and 

held centrally/ESR records.

Partially Compliant Training for the use of hoods is available and documented in the ESR record, training on 

reusable filtered respirators is not currently available

Training the fit testers on reusable filtered respirators is planned n/a

10.11. Staff who carry out fit test training are 

trained and competent to do so. 

Fully Compliant Training in line with recommended requriements and competency assessed n/a

10.12. All staff required to wear an FFP3 respirator 

have been fit tested for the 

model being used and this should be 

repeated each time a different model is 

used. 

Fully Compliant Staff are also tested for 2 types of masks in line with guidance, repeat testing was available 

when supply issues were encountered

nil n/a

10.13. All staff required to wear an FFP3 respirator 

should be fit tested to use at 

least two different masks

Fully Compliant Staff are also tested for 2 types of masks in line with guidance, repeat testing was available 

when supply issues were encountered

nil n/a

10.14. A record of the fit test and result is given to 

and kept by the trainee and centrally within 

the organisation. 

Fully Compliant A record is given to the individual staff member and a record retained on ESR nil n/a

10.15. Those who fail a fit test, there is a record 

given to and held by employee and centrally 

within the organisation of repeated testing 

on alternative respirators and hoods. 

Fully Compliant Failures as well as successful fit testing is retained on the ESR record nil n/a

10.16. That where fit testing fails, suitable 

alternative equipment is provided. Reusable 

respirators can be used by individuals if they 

comply with HSE recommendations and 

should be decontaminated and maintained 

according to the manufacturer’s instructions.

Fully Compliant Hoods are available for all failures, more repirators will be made available when the 

training associated with 10.10 has been delivered

nil n/a

10.17. Members of staff who fail to be adequately 

fit tested a discussion should be had, 

regarding re deployment opportunities and 

options commensurate with the staff 

members skills and experience and in line 

with nationally agreed algorithm. 

Fully Compliant This is incorporated into the individual's risk assesssment and if all protective measures are 

exhausted other deployment opportunities would be/are considered

nil n/a

10.18. A documented record of this discussion 

should be available for the staff member and 

held centrally within the organisation, as 

part of employment record including 

Occupational health. 

Fully compliant This would form part of the individuals peronal record nil n/a

10.19. Boards have a system in place that 

demonstrates how, regarding fit testing, the 

organisation maintains staff safety and 

provides safe care across all care settings. 

This system should include a centrally held 

record of results which is regularly reviewed 

by the board 

Fully compliant Fit mask testing compliance is monitored at local, divisional and trust level through the 

F&PE meetings - any risks assoicated with this would be escalated to Board or Executive 

Risk Committee as necessary

nil n/a

10.20. Consistency in staff allocation should be 

maintained, reducing movement of staff and 

the crossover of care pathways between 

planned/elective care pathways and 

urgent/emergency care pathways as per 

national guidance.

Partially Compliant Staff movement is minimised as staffing allows, mixing between green and blue pathways 

would not occur on the same shift but may occur on different days.  Staff are not moved 

during an outbreak.  Where there are small or single handed teams staff are encouraged to 

see patients in pathway order - ie green high risk first, then amber, then blue

Develop risk associated with staff movement Lucy Flanagan

10.21. Health and care settings are COVID-19 

secure workplaces as far as practical, that is, 

that any workplace risk(s) are mitigated 

maximally for everyone 

Fully Compliant All areas have been risk assessed for occupancy, social distancing and other mitigations to 

manage this risk.  

nil n/a

10.22. Staff absence and well-being are monitored 

and staff who are self-isolating are 

supported and able to access testing. 

Fully Compliant HR metrics are reported through the Covid operational twice weekly meeting.  Staff testing 

is available for staff isolating or experiencing Covid 19 symptoms.  Staff were given the 

opportunity to participate in a well being survey and this informed the current wellbeing 

offer

nil n/a

10.23. Staff who test positive have adequate 

information and support to aid their 

recovery and return to work. 

Fully Compliant Short term sickness related to Covid-19 invection is overseen by track and trace and 

managed through the line management structure.  For individuals experiencing prolonged 

sickness and long covid symptoms this would be managed under the existing sickness 

absence policy and associated supportive factors to support their return to work

nil n/a
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Report to: Public Board 
Date of Meeting: 03/03/2022
Title of Report: Divisional Operational Risk Register
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:

WVT Risks as at 8 February 2022

1.  Purpose of the report
To review the divisional operational risks for WVT, as opposed to the Board Assurance Framework which 
was presented to the Board in February which identifies the risks to delivery of WVT’s strategic 
objectives.

2. Recommendation(s)
To note the operational risks (rated 15 and above) being carried by divisions within the Trust, 

3. Executive Director Opinion1

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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Wye Valley Trust Risk Register, as at 8th February 2022
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Lack of Pharmacy support 

for antimicrobial 

stewardship

There is a risk of reduced compliance with national guidance on the safe and effective use of antimicrobials 

within the Trust. this will lead to loss of reputation and increased risk to patients through increased 

antimicrobial resistance within the population.

There is currently 01wte of Senior Pharmacist time allocated to AMS. At the recent inspection where concern 

was raised about increased C.Diff rates it was recommended the capacity for support in pharmacy would be 

raised to 0.5wte of a senior role.

Currently there is 0.1wte Band 8b Pharmacist in post. 

The current post holder is full time and so sometimes flexes work to increase AMS capacity

there is an allocation of 0.5wte Band 5 Pharmacy technician to support AMS stewardship.

Insufficient capacity at a senior level to manage the polices 

and procedures relating to AMS

The Band 5 AMS pharmacy technician role has been 

vacant and currently is filled by a junior role who has been 

assisting in ward cover during the COVID pandemic
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1. As recommended by the NHSE/I inspection team a case for expansion of the pharmacy capacity to support AMS is to be submitted for 0.5wte Band 

8b Pharmacist in to 2022/23 business planning - Start Date: 11/11/2021, Due Date: 31/03/2022, 
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Risk of patient harm due to 

Pharmacy Service reduced 

capacity/staffing

There is a risk of harm to patients due to the increase in demand on Pharmacy Staff through COVID-19, 

implementation of EPMA, the expansion roles in primary care and the inability to recruit into posts in a timely 

manner, which has led to a lack of workforce capacity and reduced availability of the Pharmacy Service. There is 

also a lack of availability of locum pharmacists. This has resulted in an inability to meet statutory requirements, 

a reduction in staffs health and wellbeing resilience, potential increase in medication errors,less timely provision 

of service less support for procedure, financial review, and strategic development for Divisions/Directorates.

1. Prioritisation of clinical service at ward level and technical services to reduce risk to patients and maintain 

capacity.

2. Searching for two locum pharmacists but not appointed yet.

4.Datix completion for medicines related incidents, complaints and PALs concerns.

5. Rota indicating all areas are covered adequately if possible.

6. Completion of medicines reconciliation at ward level, turnaround times. 

7. Staff overtime records and sickness records and turnover.

8. Staff concerns and wellbeing issues raised.

1. Insufficient pharmacist numbers to cover all ward areas 

and maintain policy and procedure development for 

Divisions/Directorates

2. No readily available additional cover (locum or bank).
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1. Appointment of additional locum pharmacists with required experience Aseptics or Clinical) - COMPLETED.

2. Appointment of substantive roles all ready identified in establishment  - COMPLETED.

3. Pulling of the Clinical Fellow role supporting safe prescribing - COMPLETED.

4. Increasing timing of NMP trainees to support ward areas - COMPLETED.

5. Maintain pharmacy support to community hospitals - COMPLETED.

6. Reduce pharmacist support to AMU (only one pharmacist in afternoon) - COMPLETED.

7. Increase operational support from Procurement and HCD Pharmacist - COMPLETED.

8. Request support from Rheumatology Pharmacy - COMPLETED. 

9. Increase part time staff to full time if possible - COMPLETED.  

10. Promote the use of FP10s to reduce dispensing in hospital - COMPLETED.  

11. Request staff to be paid for annual leave (balanced against wellbeing - COMPLETED.

12. To reduce likelihood of department need to use locums we encourage a grow our own approach. Funding has been approved to appoint a training 

post for pharmacists to support medium term improvement of recruitment. Funding approved, JD complete but awaiting approval. Appointment 

unlikely to be be before October - COMPLETED.

13. There is an ongoing requirement for pharmacy to support the vaccination centre which is likely to be through until March 2022. Currently 

supported by three pharmacists (One from WVT, One from CCG and one on Bank). Currently only the bank pharmacist is costed to COVID vaccination 

funds. Review of medium term cover required to release two of these pharmacists back to their normal duties. Also involved are CD of Pharmacy, 

Procurement lead pharmacist and lead pharmacist for technical services. Back fil for these roles is required. Appointment of backfill to be actioned. 

Advert to be placed, Start Date: 06/07/2021, Due Date: 31/12/2021.    

14. To bridge gap before new pharmacists start in September two locum pharmacists have been requested and are being looked for by Medical 

Locums. We have broadened the search for locums using off framework and non Direct engagement locums. There are significant costs associated 

with these additional criteria being applied. Approved by Medical Director Start Date: 06/07/2021, Due Date: 31/12/2021.

15. Current post holder goes on maternity early septemebr but will be working from home from mid July. Advert for maternity cover has been placed 

and looking for start date in September, Start Date: 06/07/2021,  Due Date:  31/12/2021.13. 

16. With the roll out of EPMA across medical, Surgical and community sites there is significant disruption in operational flow within Pharmacy resulting 

in higher demand. Action is to work closely with EPMA team to minimse disruption and operational impact during roll out period.Ongoing work 

continues with the EPMA team to streamline the business as usual use of EPMA and EDS, Start Date: 31/12/2021, Due Date. 31/08/2021.

17. 4 of these posts are vacant and two posts have been recruited to due to start beginning of September. Other two are being advertised with a 

similar lead time. CUrrent two posts vacant and being recruited to start December 2021 and January 2022, Start Date: 06/07/2021, Due Date: 

31/01/2022.
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Risk of instability within the 

Radiology Service

There is a risk of instability within the Radiology service due to 10 wte vacancy gaps within the Radiographer 

workforce.  This could lead to the inability to provide certain or many aspects of the Radiology Service and result 

in a delay in diagnostics, increase in waiting lists, inability to meet demand, inability to support emergency and 

elective theatres and Emergency Department workflows and none achievement of set diagnostic national 

standards.   

30/4/21

Risk score now revised to 16 - current vacancies now 12 WTE and a member of staff due to have a planned 

procedure and will become long term sickness absence. High instability for normal service.   

Some staffing for the new CT3, due to open in May, was hoped to be provided from the additional uplift granted 

to CT2 operating hours in August 2020 radiology business case - but currently will not be able to do this.    

Theatre list shuffled to accommodate Radiology support.  1. National shortage of Radiographers. 
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1. Appointment of 3 apprentice Radiographers - COMPLETED.

2. National and international recruitment drive for substantive Radiographers - COMPLETED.

3. 2 Radiographers starting in May 2021 - COMPLETED. 

4. Interviews for oversea Radiographers set up for 18/10/2021 - COMPLETED.

5. Chase agency for update on recent appointments from overseas interviews. Will advertise again later this month - COMPLETED.

6. Recruitment Concentrate on B6 - Start Date: 10/01/2022, Due Date: 28/02/2022, 
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Lack of sufficient consultant 

histopathologists

There is a risk of collapse of the local histopathology service due to insufficient consultant histopathologists.  

This will lead to delays in patient care, inability to report biopsies locally, reduced/no MDT attendance, potential 

misdiagnosis and increased stress/sickness levels in the existing staff complement.

15/12/2020 with the planned additional template biopsies in the Trust the lack of consultant staffing poses a 

significant risk to reporting and the Urology Cancer pathway.

• Locums employed in the department

• Suitable work sent to backlogs

• Support from Worcester

Locums not always available

A lot of work is not suitable for sending to backlogs
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1. JD/HK/MH to work with recruitment to look at making the post more attractive. To include development of a post for breast pathology plus one 

other discipline - COMPLETED.  

2. Advertise on a rolling basis for an NHS locum - COMPLETED.

3. Advert to be sent out on regular basis for consultant histopathologist - COMPLETED.   

4. Explore support from other sites where appropriate - Start Date: 23/10/2020, Due Date: 31/01/2022, 

5. Work with Cellular pathology team to send skin service to SWFT - Start Date: 12/01/2022, Due Date: 31/03/2022, Action Lead: Julie Davies.    

6. Work with CD and team to move H&N service to Worc, adding on site adequacy asessement - Start Date: 12/01/2022, Due Date: 31/03/2022,  

7. Implementation of digitial pathology will allow remote working and access to a wider body of support for histology reporting - Start Date: 

23/10/2020, Due Date: 30/04/2022,  

8. Develop a workforce plan and training programme to increase the amount of cut up and reporting done by biomedical scientists - Start Date: 

02/01/2020, Due Date: 27/09/2022, 
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Management and 

development of the EMiS 

record system

There is a risk that Community Nursing record keeping within the community EMiS system, will not meet the 

required compliance standards due to limited system functionality, poor consistency of application and lack of 

training resources. This could result in regulatory criticism, ineffective patient records and poor data quality and 

metrics.

User guides developed during implementation

Limited auditing (record keeping audit)

Absence of existing coding (unable to extract and 

effectively audit free text)

Absence of senior capable oversight
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1. To submit a planning bid for some BAU training resource to support high quality training for new users - COMPLETED.

2. following functionality of Snomed coding being introduced, the division are working to implement much greater availability of templates, with 

coding embedded - COMPLETED.

3. To develop a sustainable model for the ongoing administration and future development of the community EMiS system  - COMPLETED.

4. To make use of 50 development days provided to the Team by the CCG - COMPLETED.  

5. To work collaboratively with development teams in Taurus and Mental Health Trust to further improve system processes and reporting outputs - 

COMPLETED.

6. To develop a role that can host and provide leadership to the Trust Electronic clinical information systems teams - Start Date: 03/02/2022, Due Date: 

31/03/2022,  

7. To participate in the Trust internal audit which is considering the benefits realisation as articulated in the original business case - Start Date: 

03/01/2022, Due Date: 31/03/2022, 
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Increased vacancies within 

nursing establishment

Currently Ross Community Hospital has got a 66.7% vacancy gap within it's nursing establishment. Due to this 

vacancy rate the nurses are not able to continue to provide nursing care to the 32 hospital beds adequately.  

There is now 1 substantive staff nurse allocated to each shift. This therefore leads to risks of shifts not being 

covered by bank and agency staff and leaving the ward with out adequate staffing ratios. The establishment is 

for 4 nurses on a day shift and 2 on a night shift. The ward is regularly working with 2 nurses on a day shift with 

the sister stepping in as a 3rd nurse. The current vacancies poses a clinical risk to patients due to not  enough 

staff to provide the care needed. There is also a risk to staff working under this pressure and is likely to lead to 

increased sickness rates. 

• Shifts sent to agency and bank in advance, longline staff booked via agency.

• Thornbury shifts authorised as needed

• Advert refreshed and re-advertised

• Recruitment options reviewed to look at OSCE pathway. 

Less agency staff picking up shifts due to the increased 

pressure of working below establishment
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1. 4 WTE Registered Nurses requested from other divisions to support with the number of substantive staff on shift  - COMPLETED.

2. Inclusion in OSCE nurses program within community hospitals - COMPLETED.  

3. To make available enhanced rates for Community hospital Bank staffing, and agree further increased agency rates for long lined staff - COMPLETED.  

4. To work with existing regular night staff to rotate to day shifts and utilise long line agency to cover night shifts - Start Date: 01/12/2021, Due Date: 

31/03/2022, 
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Medical cover to 

community hospitals

There is a risk that the SLA arrangements with local GP practices is not providing an effective model of medical 

cover, and could lead to either a loss of service due to withdrawal by local practices, or poor patient outcomes 

due to the limitations of service

• Service level agreements with practices

• Regular engagement

• AMD support

Limited compliance with SLA
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1. To explore the opportunity for a pilot of Discharge to assess P2 which would reduce the level of need for medical support at a location - 

COMPLETED.

2. To explore alternative options for medical cover at LCH (other GP practices / federation) - COMPLETED.

3. To explore a model for ACP management of patients at community hospital through initial recruitment of 2xACP - Start Date: 02/12/2021, Due Date: 

28/02/2022, 

4. To explore options for locum cover to LCH after March 2022. Locum cover already requested for all sites for extended xmas bank holiday periods - 

Start Date: 31/01/2022, Due Date: 31/03/2022, 
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Patient outcomes are worse 

in ED due to prolonged 

waits & overcrowding

There is a risk that prolonged waits and overcrowding in ED caused by a lack of timely bed availability could 

potentially lead to: worse outcomes for our patients; SIRIs (inc death), and could result in 

legal/financial/reputational damage.

Increased level of 12 hour trolley breaches and 1 hour plus ambulance handover delays.  Also a risk due to 

ambulance handover issues that patients could wait on the back of ambulances prior to handover and an 

increased risk of ambulance "drop and run" policy being implemented.

1. Bed flow meetings / pathways in ED 24/7 

2. Level 2, 3 & 4 OOHs

3. Improved Operational support for escalation (only available 08:00 

   – 16:00) that is guaranteed Mon to Fri

4. Social Distancing Measures / PPE worn by staff & patients / Full 

   Hospital Protocol 

5. Herefordshire Gold and Silver meetings 

6. Weekly exec COVID Meetings 

7. Patient Flow Escalation Policy and Procedure PR.121

8. Daily review of medical and nursing establishments

9. Inpatient Covid escalation plans for Blue patients – medical   

   patients and ITU 

10.Integrated Complex Discharge team on site with Adult social care 

11.Consultant ward rounds on all wards across every weekday 

1. No updated/entirely appropriate Trust-Wide Escalation 

Policy, especially relevant for OOH. There is potential that 

all clinical spaces will be occupied in ED increasing 

transmission risk and also an inability to off-load 

ambulances. This could mean that shielded patients may 

need to be held in COVID non-secure areas eg the 

corridor.

2. Wards do not consistently use the Red to Green process 

or begin ward rounds at the same time each day and/or 

each other.

3. Discharge profiles from the wards show the majority 

being consistently late in the day.

4. Reliance on last minute staffing ED escalation areas is 

not 

robust. WVT ED does not adhere to the RCEM guidance 

(Nursing Workforce Standards for Type 1 Emergency 

Departments October 2020).

5. Completion of ED SOP and implementation of all 

planned 

efficiencies bound by Project Front Door eg Streaming and 

Direct referrals to GP. 

6. New wards have not been delivered yet – currently due 

21 Dec 2021.

7. Home First Capacity

8. No consultant ward rounds across all wards 7/7 

9. Issue with PTS transport provision due to IPC and out of 

area constraints 
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1. SOP to be developed to identify appropriate patients to step down from cubicle care to corridor care to allow ambulance offloads into the 

department - COMPLETED. 

2. Complete Trust-Wide Escalation Policy Review ASAP across all stakeholders - Start Date: 03/11/2021, Due Date: 31/12/2021, Action Lead: Andy 

Parker.    

2. Reviews of all wards to be undertaken- COMPLETED.

4. Project Front Door to be implemented across A&E in liaison with A&E leadership team - COMPLETED. 

5. To implement trust wide Winter plan- Start Date: 03/11/2021, Due Date:  31/12/2021, Action Lead: Jon Barnes.    

6. Improve capacity of Home - COMPLETED.

7. Resolve issues with PTS transport constraints prior to winter - Start Date: 03/11/2021, Due Date: 31/12/2021, Action Lead: Andy Parker.    

8. Direct all wards to adopt Modern Ward rounds complete Red to Green worked towards SAFER standards and adhere to a set of agreed ward 

standards. In liaison with Divisional Tri - Start Date:  10/11/2021, Due Date: 31/12/2021, Action Lead: Rachel McColm.    

9. Direct all wards to adopt Modern Ward rounds complete Red to Green work towards SAFER standards and adhere to a set of agreed ward standards 

- Start Date: 10/11/2021, Due Date: 31/12/2021, Action Lead: Dr Iain Darwoor.    

10. Direct all wards to adopt Modern Ward rounds complete Red to Green work towards SAFER standards and adhere to a set of agreed ward 

standards - Start Date: 10/11/2021, Due Date: 31/12/2021, Action Lead: Vanessa Lewis.    

11. Direct all wards to adopt Modern Ward rounds complete Red to Green work towards SAFER standards and adhere to a set of agreed ward 

standards. In liaison with Divisional Tri - Start Date:  10/11/2021, Due Date: 31/12/2021, Action Lead: Claire Griffin.    

12. Direct all wards to adopt Modern Ward rounds complete Red to Green work towards SAFER standards and adhere to a set of agreed ward 

standards - COMPLETED. 

13. GEH review of WVT ED and process including demand and capacity planning and UEC pathways - Start Date: 10/11/2021, Due Date: 31/12/2021, 

Action Lead:  Andy Parker.  

14. Increase capacity and processes to Stream to Primary Care in liaison with Taurus and CCG  - COMPLETED.  

15. Undertake a MADE event with Heath and Social care partners - COMPLETED. 

16. Nursing review / Business Case iaw RCEM Nursing Standards In liaison with GM - Start Date: 03/11/2021, Due Date: 25/02/2022, 

17. There is no longer the option to transfer patients directly to community hospitals from ED, leading to prolonged length of stays for our frailty 

patients. This will be mitigated with a revised frailty pathway with the opening of the new frailty wards and frailty SDEC - Start Date: 22/11/2021, Due 

Date: 28/02/2022, 

18. Direct all wards to adopt Modern Ward rounds complete Red to Green worked towards SAFER standards and adhere to a set of agreed ward 

standards - Start Date: 03/11/2021, Due Date: 28/02/2022,  
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Excessive backlog for 

cardiac diagnostics within 

Heart & Lung

There is a risk of patients having to wait significantly above the 6 week diagnostic target for Cardiac Physiology 

services within the Heart & Lung Department due to a backlog caused by Covid and exacerbated by long-term 

vacancies within the department. This will lead to excessively longer than expected wait times for new, routine 

and follow-up patients and could result in patient harm or deterioration of their conditions.

-Additional ACAP sessions offered for substantive staff

-£98,000 funding awarded to support diagnostic recovery

-Insourcing being explored with external companies

-Position discussed weekly with CCU to escalate regarding mutual aid

-Out to advert for vacancies

-Locum agencies utilised

-Confirmed ambulatory tape insourcing/outsourcing but 

not as of yet fully confirmed for Echos - now utilising an 

insourcing company

-May not recruit into vacancies 

-No increase in establishment in four + years

-Heavy reliance on bank and agency staff

-Cardiac Physiologist national recruitment problem

-Even when insourcing confirmed, will still take circa 4+ 

months to catch up to 6 week diagnostic target

-A further heightened pandemic of Covid-19 could result 

in further restrictions on Outpatients
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1. CareScan have started the distribution of remote monitoring for 50 patients and on the 5/11/2021 will have their first OP session where 50 patients 

will be fitted with the monitor - COMPLETED.  

2. Insourcing support through Acacium to reduce the Echo backlog - COMPLETED. 

3. Nuffield confirmed that they can support outsourcing 6 patients per week for Echos on a Friday. Await financial meeting to confirm details - 

COMPLETED.  

4. ICS Meeting with Phillips on 24/11 to discuss potential insourcing support which may be available- COMPLETED.

5. Upgrade of current TOMCAT system - COMPLETED. 

6. Further ongoing discussions as part of an ICS to look at additional network/mutual aid support - COMPLETED.

7. Staffing establishment capacity to be reviewed as a priority to see how the staffing needs to be increased to reflect the uplifts in consultants and the 

CNS team since the last staffing establishment was completed - Start Dtae: 05/10/2021, Due Date: 28/02/2022, 

8. Current members of the team to start validating the current patient backlog - Start Date: 05/10/2021, Due Date: 31/03/2022, 
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Attributable harm due to 

long waits for new and FU 

patents exacerbated by 

Covid19

Patients are waiting excessive times for their first new outpatient appointments and/or follow-up appointments. 

Due to Covid-19 outpatient clinics have been reduced to allow for additional ward support which is leading to 

longer than expected wait times for new or review appointments and results in deterioration of their conditions 

and patient harm.

Respiratory:

•	Robust clinical triage of all new outpatient referrals, to identify patients requiring a 2 week wait or an urgent 

appointment; •	Focus respiratory team only on Covid Inpatients with respiratory needs - as of 07/01/2022 on 

GAU. (Geriatric and outlier team currently manage non-respiratory Covid inpatients), freeing up consultant 

time; •  Additional locum capacity (x2) to cover respiratory inpatients and provide outpatient activity, 

however ongoing difficulties and inability to recruit locums; •  Ensure clinic room space is available for 

respiratory clinics; •	Electronic advice and guidance to primary care; •	Rapid response to GP and patient queries 

where risk of clinical deterioration is suggested; •	Continued educational training for our Doctors in training 

according to Deanery schedules; •	Implementation of British Thoracic Society (BTS) and other evidence based 

policies, procedures and guidelines relating to inpatient and outpatient care; •	Adherence as much as 

resources available allow to recent GIRFT clinical practice guide and Regional Midlands Respiratory Network 

statement on Respiratory Support Units to deal with COVID demands.

Activities we have prioritised and continued:

•	Inpatient care of COVID positive patients with respiratory needs; •	Inpatient care of non-COVID respiratory 

patients and ward referrals; •	Lung cancer (2 week wait) outpatient activity; •	Pleural disease outpatient 

activity; •	Endobronchial procedures – for lung cancer patients and those with urgent  clinical conditions 

•	New outpatient activity for those with urgent clinical conditions; •	Follow-up outpatient activity for those 

with urgent clinical conditions; •	Support for Respiratory Specialist nursing team and in particular the Early 

Supported Discharge team and the lung cancer nursing team.  Locum appointed due to start Nov 2021.  

ReVIVo project to focus on respiratory as part of shared waiting list management with PCNs.  Mutual aid 

sought, unfortunately nowhere available at this time to support.

Gastro:

•  Telephone clinic undertaken by Consultant for each 2ww direct to test referral; • Additional ACAP sessions 

offered to consultants to ensure that there are no C2WW breaches; •  Consultants score patients against 

Edinburgh dysphasia score as per national guidance.  •  recharging consultant referrals to see if any 

appropriate for them to review instead.  Locum out to advert.

Cardiology:

• Ongoing Notes reviews by Specialty Doctors; • Previously agreed additional clinics; • Potential locum due to 

start October 2021; • Advice and guidance fully utilised.

• Consultant sickness and or isolation may result in further 

clinical cancellations.

• Virtual telephone consultations may be deemed less 

robust for some conditions.

•	The cessation of routine outpatient activity by the Trust

•	Patients declining •  cancelling appointments due to 

concerns of exposure to Corona Virus

•	The need for careful consideration of the risk:benefit 

profile of vulnerable patients attending the Wye Valley site 

for appointment’s and procedures.

• Ongoing notes reviews may not result in a significant 

number of patients being discharged.

• Ability to obtain additional locums to support 

improvements in waiting lists.

• ACAP sessions above establishment and would need to 

be agreed as a cost pressure.

• Unable to provide mitigations to reduce a rise in 

numbers.
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1. Through the triage of referrals consultants triage any patients who fall within the C2WW category or clinically urgent ad prioritise these patients for 

OP or virtual appointments - COMPLETED. 

2. Permission sought from CCG and PCN to send a letter to all long waiting patients "You are currently on the waiting list for a Respiratory outpatient 

appointment. We are very sorry that this appointment has been delayed by the COVID-19 pandemic. We would just like to reassure you that you will 

be sent an appointment as soon possible but there will still be some delays. If you feel that your appointment is no longer necessary then please 

contact the booking team on 01432 XXXXXX. If your symptoms have significantly worsened or condition deteriorated and you feel that your need to be 

seen urgently please arrange review by your GP and if they feel appropriate we will try and facilitate this on their request." - COMPLETED.

3. To mitigate the risk to long waiting patients a system wide approach to managing a clinical risk needs to be established - Start Date: 08/07/2021, 

Due Date: 31/12/2021, 
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Breaches within the fire 

compartment lines within 

main County Hospital site

There is a risk of likely Enforcement Notice with Actions from the Fire Authority due to breaches within the fire 

compartment lines within main County Hospital site. In the event of a fire this could lead to the sites 

evacuations times being reduced and escape routes being compromised, which could lead to injury or harm to 

the patients, staff and the general public, litigation, reputational damage and fines or prosecution. 

1. HS.04 Fire Safety Policy.

2. Fire Safety Manual.

3. Fire Risk Assessments for County Hospital Site.

3. Fire Training Drills.

Substandard/absent fire compartment lines at County 

Hospital Site.  
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1. Full County Hospital Site Survey - Start Date: 25/11/2021, Due Date: 31/05/2022,   

2. Remedial fire stopping work to be completed as a matter of urgency - Start Date: 25/11/2021, Due Date: 31/03/2022, 

3. Sodexo to improve Permit to Work system and complete regular fire compartment ppm's - Stat Date: 25/11/2021, Due Date: 31/03/2022, 
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Overheating and 

consequent failure of core 

IT equipment

There is a risk that in extremes of temperature the cooling of critical IT equipment in service at the Trust will be 

inadequate which could lead to catastrophic or premature failure of IT equipment.

Hoople monitor the temperature in key locations (TBC)

Climate control equipment is maintained by Sodexo

Climate control equipment is not connected to the BMS

Some locations (e.g. Cab Room E) have inadequate cooling 

comprising portable a/c units venting into a ceiling void
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Remedial work in County Hospital data centre. Maintenance/replacement and BMS link - Start Date: 30/07/2021, Due Date: 31/12/2021,  

Risk Register Action to Mitigate Risk (Risk Register only) Cab Room E requires improved cooling - Start Date: 30/07/2021, Due Date: 31/12/2021, 
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Failure of PFI contract to 

provide required services

There is a risk of failure of the PFI contract to provide required services. This is due to poor performance, weak 

payment mechanism/bespoke 1st wave contract and service provider resourcing issues. This has led to poor 

performance and could deteriorate. The results of this are hard to predict but given the Trust's lack of assurance 

around the physical condition of buildings and lack of lifecycle investment this could include physical 

harm/injury, significant fines, business interruption, loss of facilities, enforcement action and reputational 

damage

PFI Liaison, PFI Partnership Board, Contractual levers Limited contract recourse, lack of information
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1. Formal request for information sent and now reviewing response to take forward issue in relation to condition appraisal - COMPLETED.

2. 6 month role agreed to help support Estates Team take the issues forward - COMPLETED.  

3. In preparation to mobilise if a dispute cannot be avoided it is proposed to appoint legal team to support Trust 05/01/2021 - COMPLETED. 

4. Trust to tender for its own condition survey if no agreement with Merci by mid February 16/02/2021 - COMPLETED. 

5. Advanced stages of negotiation on joint survey with Mercia - Start Date: 02/08/2021, Due Date: 31/08/2021, 
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Risk of harm to patients 

due to the lack of 

Uninterrupted Power 

Supplies (UPS) within 

Theatres

There is a risk of harm to patients due to the lack of Uninterrupted Power Supplies (UPS) within Theatres in the 

event of a power interruption.  This could lead to a loss of power to vital equipment needed to support 

operations, which could result in injury or harm caused to patients and staff.     

Back up generator. 11 second wait for back up generator to start this is worst 

case.
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1. Submit CN to sodexo to get a design and costs to install UPS within the Theatre spaces - COMPLETED.

2. Review Risk assessment to confirm cost issued by M.Jones are reasonably practicable to remove risk - COMPLETED.

3. Confirm if costs provided from Sodexo of £150k is suitable to proceed with CN 2224 for installation of UPS throughout Theatres and Delivery Suite - 

COMPLETED.  

4. Install UPS system to Theatres 5-7 - COMPLETED.

5. Install UPS system to Theatres 1-4 - Start Date: 06/06/2019, Due Date: 18/02/2022, 
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Trust Board – March 2022

Restoration and Recovery
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Background
Referrals:

• Overall referrals received ‘year to date’ are 4% up against numbers seen in 19/20, which remains very much driven by increased 
volumes of 2ww and Urgent referrals. 

• Routine referrals are 9% down against 2019/20 levels 

• Urgent referrals are now 12% greater than 19/20 YTD (11% reported at February Board) and 2ww referrals are now 33% higher than 
19/20 (from 34% at February Board)
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Outpatient WL

3

• The waiting list size for ‘new’ outpatients  has remained reasonably stable for some time now but has 
fallen marginally over the last few weeks

• The number of patients waiting ( RTT and Non-RTT) for a follow up remains high but stable
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Inpatient Waiting List

4

The continued pressure on inpatient beds and staffing across most of the 
Trusts clinical settings has delayed the recovery to planned levels of activity.

The position has stabilised a little over the last few weeks and with the final 
moves of the ward reconfiguration taking place this week  greater levels of 
activity should be achieved in the coming weeks and months

English RTT 18ww tracker -  Inpatient
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 WVT  -  to week  46
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Imaging

Diagnostic activity overall remains high and many of the modalities are making solid progress.

Both non-obstetric ultrasound and echocardiography have been a concern over recent months with 
chronic capacity issues and large backlogs. Both have managed to marginally improve their position 
over the last 4-6 weeks and this is expected to continue. 
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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: 03/03/2022
Title of Report: Workforce & Organisational Development (OD) Strategy
Status of report: ☐Approval ☒Position statement  ☒Information  ☐Discussion
Report Approval Route: Chief People Officer 
Lead Executive Director: Chief People Officer
Author: Geoffrey Etule, Chief People Officer
Documents covered by this 
report:

1.  Purpose of the report

The Workforce & Organisational Development Strategy outlines key actions to be taken over the next 3 
to 5 years to grow, develop and retain a sustainable workforce. The Strategy is designed to ensure WVT 
is recognised as a model employer of choice.  

This report provides an update on the Workforce & OD Strategy for the Board.

2. Recommendation(s)

The Board is asked to review and note the progress being made in delivering the Workforce & OD 
Strategy.

3. Executive Director Opinion1

With significant workforce challenges and vacancies across the NHS, it is important for the Trust to have 
a comprehensive Workforce & OD Strategy that sets out key strategic themes and enablers to ensure the 
Trust can be recognised as a good model employer of choice. The resources required to deliver the 
Strategy is being considered during the current WVT business planning round.

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

2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Workforce & OD Strategy Update – March 2022

Executive summary

The WVT workforce & organisational development strategy identifies the Trust’s workforce priorities 
for the next 5 years and is designed to support the delivery of the Trust’s vision, mission and strategic 
objectives. It sets out our strategic workforce priorities and the approach we will take to deliver them.

The strategy builds on our foundations as a good employer and our CARE Values of Compassion, 
Accountability, Respect and Excellence. We want to continue building a highly engaged workforce 
who are motivated to provide great care in line with our Mission i.e. to provide a quality of care we 
would want for ourselves, our families and friends.

Our main ambition is to make working in WVT an attractive career opportunity for all and to support 
the development of a highly skilled, flexible and sustainable workforce for the future. Our key 
workforce themes & aims are listed in the table below.

Key Themes Aims / Ambitions 

1. Workforce transformation To have a more efficient and productive workforce 

2. Growing our workforce       Grow and maintain a sustainable & flexible workforce

3. Recruitment & retention     Attract, retain and develop a high quality workforce

Key Enablers
 Health & wellbeing Maintain a caring and supportive working environment

 Equality, diversity & 
inclusion

Provide a safe and values driven environment free of 
discrimination, harassment or bullying

 Leadership & management 
development

Develop knowledge, skills and experience of all line 
managers 

 Education & development Provide excellent education & development programmes 
for all staff to maximise their potential

 Staff engagement Ensure WVT is seen as a great place to work by listening, 
engaging and acting on staff feedback

 HR policies & procedures Streamlined and family friendly policies and procedures

Developments to-date

The attached table in appendix 1 provides an update on key developments to-date in delivering the 
key themes and enablers of the workforce & organisational development strategy. The resources 
required to deliver the strategy are being considered by executive directors through the business 
planning round.

Measures of success

With significant operational pressures over the past few months due to covid, it has been difficult to 
attain positive improvements in key HR / workforce performance indicators as can be seen in the 
Board performance report. With covid cases projected to decline over the next 6 months, the HR 
team will be able to work actively with line managers in implementing key workforce initiatives for 
the Trust. 
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APPENDIX 1 - WVT WORKFORCE & OD STRATEGY – UPDATE (MARCH 2022)

Actions Required – 2022 - 
2023

Update - March 2022 Resources Required 

Theme 1

Workforce 
Transformation 

 Full engagement with ICS 
wide projects 

 Roll out e-rostering to all 
nursing staff – 100%

 TRAC applicant tracking to 
minimise recruitment 
turnaround times

 Robust agency review 
processes in place 

 Rigorous review and 
monitoring of sickness 
absence - < 4.5%

 Review temporary staffing 
office and grow bank staff

 Introduce e-rostering for 
medical staff

 WVT represented at all ICS Workforce & OD projects (OD, BAME, 
agency, talent, great place to work, workforce transformation)

 e-rostering for nursing staff to be completed by Dec 2022
 TRAC applicant recruitment reports now produced weekly to highlight 

areas of delay
 Divisional leads reviewing agency usage & monthly reviews with ID 

Medical
 Actions to address absence includes weekly tracking, case conferences, 

expanding mental health provision, mental health first aiders, HRD 
reviews, Loughborough university study, flexible working

 NHS Professionals to submit proposal to manage WVT Bank office 
 e-rostering lead for medical now in place and project to implement e-

rostering for medical staff to be completed over 12 months

 Capital resources allocated in order 
to continue full implementation of e-
rostering programmes at WVT by 
appointing e-rostering project leads

Theme 2

Growing our 
own staff

 Central WVT T&D budget to 
support and develop support 
workers into qualified posts 
e.g. registered nurse degree 
apprenticeships 

 Appropriately staffed Practice 
Education Development team 
and resources 

 Appoint dedicated ACP / PA 
coordinator 

 Introduce work experience & 
placements in non-clinical 
areas

 Partnership with jobcentreplus
 Deliver placements for NHS 

Cadets
 HCSW recruitment & retention 

project

 WVT funding required to retain & develop support staff from band 2 into 
band 3 and qualified roles

 Funding for Practice Education team
 Associate Director of Nursing leading ACP work
 To appoint dedicated PA coordinator 
 To introduce work experience & placements in non-clinical areas
 Monthly meetings in place with jobcentreplus to review vacancies
 NHS Cadet programme to be launched in June
 Seeking agreement with University of Worcester for WVT to contact 

unsuccessful applicants for nursing degree programme and promote 
WVT HCSW vacancies

 HCSW recruitment & retention campaign with Hoople, Hereford Council 
& a marketing/recruitment agency using NHSI funds

 WVT funding to grow support staff 
 Funding for Practice Education 

Team
 Admin coordinator at band 3 level to 

support NHS Cadets and 
placements for young people at 
WVT

 

Theme 3 

Recruitment & 
Retention 

 Exit interview analysis and 
actions - > 30% 

 Recruitment & retention 
incentives for hard to fill areas 

 Joint recruitment campaign for support workers with Hoople & Hereford 
Council

 Quarterly recruitment engagement events 
 To introduce stay at WVT conversations for clinical staff by April
 All WVT jobs being advertised as open to flexible working

 NHSi funds being used to support 
temporary posts in  recruitment 
department

 Apprenticeship lead for WVT

1/4 126/158



 All jobs advertised as open to 
flexible working

 Retire and return programmes
 International recruitment 

project for nursing staff
 Develop contracts with leading 

recruitment agencies
 Develop relationships with 

other universities 
 Identify key areas to grow 

more support workers 
 Increase apprenticeships – 

10%

 To publicise retire & return programmes from April
 Publicising NHSi pension seminars to staff aged over 50
 International recruitment project for nursing staff on track and over 90 

nurses will be joining WVT by Dec 2022
 Developing relationships with other universities, Derby & Loughborough 

universities to expand and increase apprenticeships and expand health 
& wellbeing programmes 

 Expand staff benefit through the introduction of the WVT App with a 
range of benefits for staff

 Expanding flexible and agile working programmes 
 Active promotion of apprenticeship development programmes for staff 

from April onwards 
 Introduced selling annual leave guidance for staff with outstanding leave
 Introduced HR process of approaching staff prior to a resignation or 

asap following receipt of a resignation letter to explore the feasibility of 
staying at WVT

KEY ENABLERS 

Health & 
Wellbeing 

 Develop WVT health & 
wellbeing brochure

 Regular health & wellbeing 
programmes for staff

 Complete WVT health needs 
assessment survey

 Complete THRIVE At Work 
health & wellbeing framework 
tool

 WVT health & wellbeing brochure in place with a range of support 
programmes for staff

 WVT health & wellbeing calendar  of events for 2022/23
 Monthly staff e-bulletin on health & wellbeing 
 103 mental health first aiders trained at WVT
 166 line managers attended the mental health awareness course
 Supporting national wellbeing initiatives at WVT including mental health 

day/week, know your numbers week, blue monday, walk for cancer)
 Health needs assessment survey completed and results to be used in 

developing WVT health & wellbeing strategy by June 2022
 THRIVE AT WORK health & wellbeing framework tool completed and 

used to secure NHS Charities funds for wellbeing programmes
 Annual health & wellbeing week every October
 WVT working with Coventry University & University of Derby on the 

national Mental Health Productivity programme to develop line managers 
 WVT health & wellbeing group in place to support wellbeing programmes 
 Ongoing partnership with HALO Leisure to drive health & wellbeing at 

WVT
 Loughborough University return to work project to reduce sickness 

absence 

 Funding to continue partnership with 
HALO Leisure 

Equality, 
Diversity & 
Inclusion
(EDI)

 Implement ICS / NHS EDI 
actions on high impact 
changes, 

 EDI training for line managers
 WRES, WDES

 Implementing ICS / NHS EDI actions (6 high impact changes, workforce 
race equality standard, disability equality standard, NHS model employer 
goals, staff networks. West Midlands Race & EDI Strategy) – 
AMBER/Red in many areas

 Band 8a EDI manager for WVT from 
October 2022 (if ICS funding stops) 

 1 week supernumerary period for 
international drs to undertake 
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 Introduce staff networks 
(BAME, LGBT+, Disability)

 Introduce international staff 
group

 EDI training for line managers now part of WVT leadership development 
programme 

 3 WVT networks in place (BAME, LGBT+, Disability) 
 International staff group in place
 WVT induction programme for international drs developed seeking a full 

induction to the Trust for 1 week prior to full deployment on rotas – to be 
piloted in Dr Hamza Katali’s area

 Quarterly meetings with Police Superintendent to promote EDI and good 
relations – WVT to be part of local advisory group

 Supporting key national EDI events at WVT (Black history months, 
LGBT+ month, Holocaust Day, Disability month)

 5 WVT employees to be trained to become cultural ambassadors by the 
RCN

comprehensive corporate and local 
induction prior to being deployed 

Leadership & 
Management 
Development

 WVT leadership programme 
linked to Group GROWTH 
model

 Coaching programme for line 
managers 

 Clinical leadership 
development programme 

 Rolling WVT leadership programme in place
 Open university leadership/management  programmes using 

apprenticeship levy to be advertised from March to line managers 
 Clinical leadership development programme led by Dr Robbie Dedi to be 

finalised and introduced by June 2022

 ICS /Group OD Manager to support 
some leadership development & 
programmes at WVT 

Education & 
development

 Career development 
framework for nursing / 
midwifery staff 

 Onsite career development 
clinics for support workers

 Deliver Level 2 qualifications 
for support staff

 Career development framework for HCSW in place
 Career development framework for admin staff to be in place by June 

2022
 Onsite career development clinics for support and admin staff to be in 

place from May 2022 on a quarterly basis with universities and local 
colleges

 Level 2 and 3 apprenticeship programme being delivered for support 
staff 

 See above 

Staff 
Engagement 

 Excellent relations with unions 
and staff networks 

 Programmes to support 
recognition as a great place to 
work

 Staff recognition awards
 Listen and act on staff surveys 
 Introduce range of benefits for 

staff 

 Ongoing excellent relations with unions and staff networks 
 Expand use of My WVT App in recognising staff and teams who excel at 

WVT
 Expand staff benefits through the introduction of My WVT App with a 

range of benefits for staff
 Bullying & harassment action plan in place with actions including posters 

against bullying, expanding FTSU champions to represent BAME and 
drs

 Open door sessions for staff with executive directors 
 Rumour mill for staff to raise queries on issues of concern 
 Exploring feasibility of a WVT staff & family BBQ in July / August 

 Funds for staff & family BBQ event 
in July / August (if feasible)

HR policies & 
procedures 

 Review and introduce 
streamlined HR policies and 
procedures in key areas ( 
sickness, bullying, grievance, 
flexible working, recruitment, 
disciplinary)

 Associate Director of HR to look at streamlining HR policies and 
procedures once in post from march onwards

 HR training and development programme for line managers on sickness 
absence from March onwards

 Revised guidance notes and FAQs for line managers in key areas by 
May 2022

 New Associate Director of HR & OD 
appointed and will be joining WVT 
on 1 March. Key role in supporting 
the Chief People Officer in delivering 
the strategy
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 Training and development 
sessions for line managers on 
key policies

 Guidance notes and FAQs for 
line managers in key areas

 Policies and processes to 
support staff wellbeing and edi 
agendas 

 Develop HR management 
development toolkit

 HR awareness sessions on key policies and procedures for employees 
from May onwards

 Updated HR management development toolkit by May 2022

ICS workforce 
projects 

 Full engagement in ICS  wide 
workforce projects - agency 
reduction, leadership, health & 
wellbeing, edi, transformation

 Associate Director of HR to support full engagement in ICS  wide 
workforce projects - agency reduction, leadership, health & wellbeing, 
edi, transformation

 Associate Director of HR & OD

Recruitment 
department 

 Full compliance with NHS 
recruitment standards 

 Ongoing compliance with NHS recruitment standards 

Temporary 
Staffing Office

 Increase bank only staff by 
10%

 NHS Professionals proposal to provide temporary staffing service for 
consideration by WVT 

 TBC upon receipt of proposal from 
NHS Professionals 
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Version 5 22 March 2020

Report to: Public Board
Date of Meeting: 03/03/2022
Title of Report: Integrated Care Executive 14 February 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) further 
to the meeting on 14 February 2022.

b. Recommendation(s)
The WVT board are invited to note:

 The continuing development of ICE in providing oversight and assurance in relation to agreed 
areas of responsibility, including delegated services.

 That the following issues were escalated to the One Herefordshire Partnership: the approach 
to Quality Assurance at Place – including in relation to Mental Health – requires further 
discussion between Place and the CCG; further discussion needed regarding the scale and 
scope of the collaborative and the role of Place partners and governance arrangements

c. Executive Director Opinion1

The third meeting of the ICE was on Monday February 14, 2022. Attendance was good and 
engagement during the discussion was positive and productive.  The meeting focused on 3 issues:

1. Community Mental Health Transformation. Update on the implementation of the programme 
and achievement against performance measures. Key areas highlighted:

 Improving links to primary care, both at Primary Care Network (PCN) and practice level. 
Challenges highlighted due to workforce pressures.

 Actions taken and continuing to recruit to vacancies in agreed structures, including 
assurance that operational managers across the Trust work flexibly with staff in 
deploying resources

 Performance issues highlighted in relation to delivering the 4 week maximum wait for first 
appointment, reassurance was given that the outcome of the appointment is a plan of 
care, co-produced with the individual.

2. Mental Health Collaborative. Update on the governance structures supporting the 
Collaborative, including assurance framework. Key areas of discussion:

 Discussion of what the role of ICE is in relation to the Collaborative. A need for clarity 
over quality assurance relating to Mental Health – what is the responsibility at Place and 
how does Place gain assurance?

 Recognition that, as delegations to Place develop, ICE will have a very significant 
increase in its responsibilities and will be required to provide assurance to the Place 
Partners and to the ICB in relation to those delegated areas.

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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 A need for further discussion over how Place will ensure that Mental Health is embedded 
across pathways to achieve a holistic approach to Place planning for the population and 
individual, in particular in addressing inequalities.

 A discussion of whether LD should be included in the Collaborative, with concerns raised 
by the Local Authority over the importance of recognising the significant role that Local 
Authorities play as the lead commissioner, including linkages to Council and Place based 
services eg the voluntary and community sector.

3. Supporting delivery of PCN priorities. There was a brief discussion confirming the role of 
ICE as supporting PCNs to develop and then deliver their plans to achieve identified priorities.  
The meeting confirmed the continuing statutory role of the ICB in the contractual and 
assurance relationship with PCNs, which will be discharged through one of the ICB 
Committees. 

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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Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
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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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This was a reduced agenda and attendance due to operational pressures.

Serious Incident Report

A significant amount of work has been undertaken to reduce the number of open SIs and the CCG 
has reduced the backlog of incidents awaiting sign off by them. There have been a cluster of 
incidents within Radiology which has resulted in a piece of work to improve communication which 
was one of the main causes.
There had been an audit undertaken of referrals in surgery as a patient was lost to follow up. The 
audit revealed another missed referral but no harm was identified. The review continues as there 
are 700 patients to review.
The increased incidence of pressure ulcers is a cause for concern and an in depth review of this 
area will be provided to the March Quality Committee meeting. 
The February Committee meeting would be brought up to date with the number of incidents 
reported and closed since the last detailed report.

Ockenden Update

The Committee were pleased to receive an update on progress in meeting the recommendations 
from the Ockenden Report. Trusts had been challenged on their initial assessment and evidence 
to demonstrate compliance. Work had been undertaken to respond positively to areas that needed 
further action. Significant progress had been made and the team were commended for their 
efforts. A report to the Board of Directors was presented in February 2022.

NHSI/E IPC Action Plan

The Committee were advised that NHSI/E would be visiting the Trust again on 1st March. The 
CNO felt that all actions would be completed by the end of February with the exception of the 
revised audit approach which was not yet due.

 Quality Committee Terms of Reference and Workplan

The Terms of Reference were presented for their annual review. Suggestions were made to 
sharpen them with a view to them being presented to the March Board of Directors for approval.

Quality Indicators Overview

The highlight of the report was the significant improvement in VTE assessment. This is following a 
review of the data and performance is almost 95% across the Trust. There is also only one 
backlog case of a hospital acquired VTE which needs review. Of 170 cases reviewed there have 
been 18 avoidable cases which is in line with national levels. The Consultant Haematologist 
attended a national meeting recently which showed that we are largely in line or ahead of how 
other Trusts are approaching VTE.
Mixed sex breaches continue to be high due to difficulties in patient flow – it is hoped these will 
reduce once pressures on the bed base are reduced.
The high level of pressure ulcers is a serious concern and there has been an increase in the last 
few months both within the Community and in the County Hospital. The number of grade 2 ulcers 
acquired within our care and those which deteriorate within our care are of particular concern. As 
mentioned earlier in this report a detailed report on Pressure Ulcers will be presented to the March 
Committee following the intervention of Executive Directors.
New guidance has been issued regarding IP&C (47 updates in last two years). The guidance for 
isolation of patients formally changed on 17th January 22 but with the agreement of NHSI 
colleagues the hospital was able to put into effect the changes detailed on the 12th January 22. 
This meant that Covid positive patients could be stepped down at Day 10 rather than Day 14. This 
has helped to relieve pressures on beds and allows movement of patients to the most appropriate 
ward.
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There were eight Covid outbreaks in the Trust between October and end of January. There was 
also one outbreak of diarrhoea and vomiting. The vast majority of Covid cases (all but two) were 
index cases relating to patients who tested negative on admission but were positive with later 
testing and had acquired Covid before admission.
The workforce issues at Ross Community Hospital continue to cause concern with no 
improvement in substantive numbers of staff. However, there remains a significant amount of 
support being provided in a number of ways.
Staffing generally has been difficult as a result of Covid related sickness and other sickness levels 
increasing weekly. Staff in non-patient facing roles were being used to support ward staff in a 
number of ways

Safeguarding Quality Reports

The Committee received the quarterly safeguarding reports. Of note was the sharp increase in the 
number of children being admitted into our care. The team will assess whether this is in line with 
the national picture or whether this is a local issue.
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 25 November 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 16
Lucy Flanagan LF Chief Nursing Officer
Rebecca Gratton RG Associate Non-Executive Director – Arrived during Item 5 

and left after Item 13
Richard Humphries RH Non-Executive Director 
Jane Ives JI Managing Director – Left after Item 16
Ian James IJ Associate Non-Executive Director – Left after Item 13
David Mowbray DM Chief Medical Officer 
Natasha Owen NO Associate Director of Quality Governance
Nicola Twigg NT Non-Executive Director

In attendance:
Jo Clutterbuck JC Professional Lead, Clinical Support Division – Left after Item 

13
Linda Dykes LD Associate Chief Medical Officer, Integrated Care – Arrived 

during Item 5
Nicky Goodwin  NG Clinical Quality & Safety Manager
Sarah Holliehead SH Associate Chief Nursing Officer, Medical Division – Arrived 

during Item 11 
Sarah Jamieson SJ Associate Director of Midwifery
Rachel Jones RJ Quality Matron, Integrated Care
Val Jones VJ Executive Assistant (for the minutes)
Lynne Kedward LK Associate Chief Operating Officer, Surgical Division 
Rachel McColm RM Associate Chief Medical Officer, Medical Division – Left 

during Item 10, returned during Item 12
Tony McConkey TM Clinical Director, Pharmacy & Medicines Optimisation
Sue Moody SM Lead AHP, Integrated Care Division 
Raechel Skinner RS Clinical Commissioning Group Representative 
Emma Smith ES Associate Chief Nursing Officer, Surgical Division 
Laura Weston LW Lead Infection Prevention Nurse – For Items 6 and 7

QC001/11.21 APOLOGIES FOR ABSENCE

 Apologies were received from Robbie Dedi, Deputy Chief Medical Officer, 
Hamza Katali, Associate Chief Medical Officer, Clinical Support Division and 
Grace Quantock, Associate Non-Executive Director. 

QC002/11.21 QUORUM

The meeting was quorate.

QC003/11.21 DECLARATIONS OF INTEREST

There were no declarations of interest received. 
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QC004/11.21 MINUTES OF THE MEETING HELD ON 28 OCTOBER 2021

Resolved – that the minutes of the meeting held on 28 October 2021 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair. 

QC005/11.21 ACTION LOG

(a) QC011/08.21 – Divisional Report – Maternity – (B) – The action to 
ensure that future Maternity Divisional Reports will include more 
definition under the headings to remain open as the format required 
revisiting. 

(b) QC006/10.21 – Falls Report – Quarter 2 – The Chief Nursing Officer 
(CNO) has asked for the discussion around falls training being made 
mandatory for specific staff groups to go on the Education and 
Workforce Committee agenda. 

(c) QC008/10.21 – Mortality Report – The Chief Medical Officer (CMO) 
had looked into the review of Palliative Care coding, as this was felt 
not to be accurately captured. The issue is around recording our 
palliative care in Community Hospitals which is not recorded in the 
same way as in the Acute Trust. This is a recording and data issue 
only and is an ongoing piece of work to resolve. 

(d) QC013/10.21 – NHSI/E Infection Prevention Visit – (C) – The CNO 
confirmed that we do have a Pharmacist dedicated to antimicrobial 
stewardship as a proportion of their job but we do not achieve the 
0.5WTE support that was noted in the report. It was agreed to close 
this action as it is within the NHSI/E action plan. 

(e) The CNO confirmed that Quality Priorities will be clearly headed in 
reports to ensure that the Board of Directors are aware of the updates 
being provided to the Quality Committee. 

(f) Revd Hargraves (Chair of the Quality Committee and NED) 
congratulated the Clinical Director, Pharmacy & Medicines 
Optimisation, on behalf of the Committee, on his achievement of being 
made a Fellow of the Royal Pharmaceutical Society. There are only a 
very limited number of people who achieve this honour. 

SJ

Resolved – that:

(A) The action log be received and noted.

(B) The definition under the headings for future Maternity Divisional 
Reports to be revisited. 

 

SJ
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BUSINESS SECTION 

QC006/11.21 PRESSURE ULCER REPORT

The CNO provided a verbal update on the Pressure Ulcer Report and the 
following key points were noted: 

 Due to the Pressure Ulcer Report presented to the Clinical 
Effectiveness & Audit Committee (prior to being presented to Quality 
Committee), not containing up to date information, the decision was 
taken to remove the report from this month’s agenda to enable the 
report to reflect an accurate record when presented to the December 
Quality Committee. 

LF

Resolved – that:

(A) The verbal update on the Pressure Ulcer Report be received and 
noted. 

(B) The Pressure Ulcer Report will be presented to the December 
Quality Committee. 

LF

QC007/11.21 MORTALITY REPORT

The CMO presented the Mortality Report and the following key points were 
noted: 

 Most areas of concern are still reducing, with fracture neck of femur 
and heart failure doing extremely well. 

 The HSMR for sepsis is starting to rise again but the reason behind 
this is not known, especially as the number of patients dying from this 
has reduced from 100 to 50. The background to this is being reviewed 
along with an ongoing audit. 

 Initial conversations with Divisional colleagues have taken place 
around moving more mortality work into Divisions, with specific 
support from the CMO and Mortality Project Manager. This will enable 
the Divisions to take ownership of their actions and specific actions 
raised. Work is currently ongoing regarding reports to provide to 
Divisional colleagues. 

 Stillbirth rates are still rising, although the numbers are small. A review 
is being undertaken to see if there are any areas of learning. It is 
positive to see the sensitivity of the information systems picking this 
issue up so early. 

 The Associate Chief Medical Officer (ACMO), Integrated Care 
questioned whether we have rediscovered that people can have an 
infection that is not actually severe sepsis. The CMO advised if we did 
this it would put the figures the other way. 
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 Revd Hargraves (Chair and NED) noted it would be useful to see the 
findings of the Sepsis Audit and advised that the Quality Committee 
had previously queried if the ending of the fixed term Lead Sepsis 
Nurse post had had any impact on numbers and questioned whether 
this had been found to have an impact. The CMO advised that there 
was no correlation found. The audit is not yet complete as this is an 
ongoing piece of work. This will be brought back to the Quality 
Committee once completed. The Trust changed the use of broad 
spectrum antibiotics a few months ago. Although there is no evidence 
to suggest that this is connected, this is still being reviewed. 

DM

Resolved – that:

(A) The Mortality Report be received and noted. 

(B) The Sepsis Audit will be presented to a future Quality Committee 
once completed. 

DM

QC008/11.21 DIVISIONAL REPORT – SURGICAL DIVISION

The Associate Chief Nursing Officer (ACNO), Surgical Division presented the 
Divisional Report – Surgical Division and the following key points were noted: 

 Responses to Serious Incidents have improved over the last few 
months. There were around nine incidents overdue but this backlog 
has now been completely updated with no overdue incidents. A 
number of Serious Incidents are with the Clinical Commissioning 
Group awaiting sign off. 

 An action learning log has been introduced for all Serious Incidents. 
This is discussed at all Governance and Directorate meetings to 
enable learning to be disseminated from these incidents. 

 NELA Audit – This is the national Emergency Laparotomy Audit. We 
previously had an adjusted mortality rate of 18.9% which made us an 
outlier. This was due to a data issue and since this has been resolved, 
we are now down to 11% and no longer an outlier, but we are still 
showing as amber. The recommended mortality rate to achieve is 
8.7%. This is being monitored through the Finance & Performance 
Executive (F&PE) meetings. A Consultant Anaesthetist being present 
for all emergency laparotomies in theatre is required. 

 NCOBA Audit – This is the national Bowel Cancer Audit. There have 
also been concerns in relation to data submitted nationally. There 
were errors in data submitted through the cancer pathway and 
administrative errors. A review of this has taken place with a clear 
action plan produced. There are a large number of audits in Divisions 
and there is now dedicated Band 6 support to review these. Clinical 
oversight is also required to ensure the correct data is being 
submitted. 
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 There has been a steady number of complaints received and these 
are being closed in a timely way. A couple of compliments have also 
been received which always boost staff morale. 

 A successful Theatre Productivity Workshop has been held which also 
reviewed the pre and post op pathway to try to improve efficiency. A 
small waiting area has been developed to enable patients to wait in 
prior to their surgery. This will be monitored through the F&PE 
meetings. 

 The Chronic Pain Service has now been live for 6 months, with 130 
patients seen so far. Patients previously had to travel to Gloucester 
for this service. The Trust are also discussing with Powys regarding 
providing a service for their patients as well. The Service is very 
proactive with a number of projects being developed including the 
team reviewing the top 15 patients seen in the Emergency 
Department (ED) for chronic pain as to how to help them manage their 
condition to reduce ED admissions. 

 There are concerns with Ophthalmology regarding their waiting list 
and staffing issues. Meetings are being held regularly with Executive 
colleagues. Amalgamation work with Theatres and Outpatients is now 
progressing with governance processes in place. 

 The Joint Advisory Group on GI accreditation was awarded to the 
Trust in October. There was positive feedback received from this visit 
with previous Estates issues found on the previous visit all resolved. 

 Redbrook Ward won the Trust wide award for their Falls Prevention 
Promotional Board. This involves a multidisciplinary approach to 
improve falls. The Board has been nominated for the national 
competition. 

 The Urology Service is continuing to strive forward with additional 
funding for some simulation training work around treating kidney 
stones.

 An area of concern is the RTT position and the number of 52 and 
104WW. The position is improving but more work is needed to ensure 
that we are meeting the needs of our elective patients. 

 Cancer Pathways – There are some delays achieving the 62 day 
target. A Breast Consultant has been recruited which will help with this 
issue. 

 Infection Prevention Improvements – There is a Trust wide plan to 
address the issues found on the recent NHSI/E Infection Prevention 
visit. From the Divisional perspective, the walkrounds will continue 
including spot checks on infection prevention. On a recent walkabout, 
the ACNO and Band 6 nurses visited Day Case Unit, ITU and 
Theatres and were impressed with their findings, with no concerns 
found. 
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 The main area for Serious Incidents is Redbrook Ward around 
pressure ulcers (harm caused whilst a patient is in our care). A clear 
action plan has been produced with support being provided for the 
nursing staff on this Ward. Additional training sessions are being 
provided by the Tissue Viability Nurses along with the Charge Nurse 
working clinically every day to support with Pressure Ulcer care. 

 Mr Humphries (NED) questioned the state of staff wellbeing currently. 
The ACNO advised that a lot of work is being undertaken to support 
staff morale. There is a significant amount of sickness in ITU, some of 
which is due to Covid. A   programme of support is available to staff 
provided by the Trust and the Matron. There is also a Mental Health 
First Aider training course available, which has been undertaken by a 
number of staff. There is also a non-clinical member of staff in post 
supporting staff morale and wellbeing. Morale is positive in many 
areas, with the importance of providing positive feedback noted. 
Sickness levels are reducing which is hopefully a reflection of staff 
feeling supported. There are still some staffing gaps and sickness 
which is still impacting on areas. 

 Mr James (ANED) raised the issue of incorrect data being submitted 
externally for audits and questioned whether there is a process that 
can be put into place to prevent this occurring in the future. The ACNO 
advised that a lot of learning has occurred following the two audits 
highlighted. The NELA Audit is extremely complex with a lot of data 
being submitted. Full engagement from all parties is required to 
ensure that data is being submitted accurately. There is more traction 
now on ensuring this engagement with colleagues along with the 
Matron taking more oversight to assist. The Bowel Cancer Audit was 
due to administrative errors which the expectation that the Clinician 
would have double checked the data before submission – there are 
now processes in place. The Professional Lead, Clinical Support 
Division advised that the Bowel Cancer Audit was labour intensive to 
upload all the information required. There is now a Standard 
Operating Procedure in draft which clearly states responsibility for all 
staff which will enable escalation if this does not occur. This issue was 
compounded with the national system also having technical issues 
which resulted in the data submitted by the Trust not being accurately 
submitted for the Audit. This issue occurred for other Trusts as well. 

 The CMO advised that surgery does not come under as much scrutiny 
from a mortality point of view as they do not have an excess of deaths 
in specific areas. Regarding the Bowel Cancer Audit, the team have 
developed their own system which will reproduce the figures that the 
national team produce. This will allow foresight of what is being 
submitted. The Professional Lead, Clinical Support Division advised 
that the two computer systems involved are not linked which results in 
having to do a lot of the work by hand. The plan now is to upload the 
data monthly to enable a summary of data to be available for the 
Clinicians to review to ensure that the content and figures are correct.
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 The Managing Director queried whether the Trust’s results for the 
NELA Audit are usually lower than the national mean at just over 90%, 
or whether this was a one off. The ACNO will review previous figures, 
noting that the past 18 months of Covid may have had an impact with 
the Consultant Anaesthetists working within ITU. The Managing 
Director noted that this would only cover part of this Audit period and 
we needed to have a Consultant Anaesthetist in place for all 
emergency laparotomies 

 The Managing Director questioned whether we think our Bowel 
Cancer Audit rate is below the 35% reported. The Professional Lead, 
Clinical Support Division confirmed that figures were far lower than 
this with only 3 readmissions reported which is well below the national 
average. 

 The CMO advised that there are ongoing issues around anaesthetic 
support for emergency laparotomies with the last action plan produced 
not robust enough. A monthly report is required with a more robust 
action plan. Revd Hargraves (Chair and NED) advised that this issue 
will also have been the same in other Trusts. NCEPOD has always 
recommended that there should be a Consultant Anaesthetist in 
theatre for emergency surgery.  The Associate Director of Quality 
Governance (ADQG) will support the ACNO in reviewing the 
NCEPOD recommendations.

ES/NO

Resolved – that:

(A) The Divisional Report – Surgical be received and noted. 

(B) The Associate Chief Nursing Officer, Surgical Division and the 
Associate Director of Corporate Governance will review the 
NCEPOD recommendations regarding Consultant Anaesthetic 
support for emergency laparotomies. 

ES/NO

QC009/11.21 INFECTION PREVENTION QUARTERLY REPORT

The Lead Infection Prevention Nurse (LIPN) presented the Infection 
Prevention Quarterly Report and the following key points were noted:

 There has been a dip in Quarter 2 in the number of C.difficle cases – 
Quarter 1 - 14 cases, Quarter 2 only 8 cases. 

 The findings of the NHSI/E Infection Prevention visit have been taken 
on board and learning from this being taken forward. A Working Group 
has been set up to address the issues raised and an action log 
produced. 

 If all the areas are addressed on the action plan, it is expected that 
there will be a further reduction in Quarter 3 of C.difficle numbers. 

 The Trust remains an outlier for our C.difficle numbers. We currently 
have achieved 33% of our overall cases, which is above our planned 
numbers. Lapses in care are below trajectory. 
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 Gram negative bacteraemia – The Trust have reported some cases 
externally but there are no clinical concerns. The NHS Contract was 
reissued in July with new standards now set. Previously Trusts 
needed to reduce their overall gram negative bacteraemia by 50% by 
2024, whereas now this is broken down by individual bacteraemia. In 
this context the trust target for this year is no more than 34 E.coli, 6 
Pseudomonas and 7 Klebsiella. We are now monitoring each 
bacteraemia individually and reporting numbers. There are no trends 
or themes seen. 

 We have undertaken a self-assessment against E.coli reduction, there 
are 7 elements to review. We have deemed ourselves compliant with 
6 out of 7. The 1 element that we are partially compliant asks if we are 
taking every single measure to reduce infections and given the current 
pressures it was not felt we could confirm compliance in this area.

 Care Quality Commission Health & Social care Act – There are 10 
criteria to comply with. The Trust are partially compliant with Criterion 
5 and 6 with ongoing work to improve on these areas. 

 In Quarter 2 there was one hospital onset case of Covid, none were 
reported in Quarter 1. In October, we have seen an increase in 
hospital onset cases with 3 Covid outbreaks in the organisation in 
October. 

 The CNO advised that given this quarters C-difficile performance, if 
this continued, we are on track to achieve the trajectory set for the 
end of the year. It is believed that the changes in antibiotic prescribing 
have made an impact on rates, hence the improved performance in 
Quarter 2. We have also achieved a CPIP with antibiotic consumption 
these changes as well which is positive. 

 The Clinical Commissioning Group Representative advised that the 
Clinical Commissioning Group would like to contribute to the weekly 
Walkabouts. The LIPN confirmed that these have been attended 
already with more dates booked. 

 The ACMO, Integrated Care queried what our access to allergy 
services (for penicillin allergy de-labelling) is and do our C.difficle rates 
differ in patients who are avoiding penicillin.  The LIPN will discuss this 
query with Pharmacy colleagues. The Clinical Director, Pharmacy & 
Medicines Optimisation advised that EPMA will make it a lot easier to 
identify patients with penicillin allergies electronically. 

 Revd Hargraves (Chair and NED) advised that she had met with one 
of the cleaning monitoring team, and had found it very interesting to 
see how cleanliness is monitored and the complexity of this audit. 

LW

Resolved – that:

(A) The Infection Prevention Quarterly Report be received and noted. 
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(B) The Lead Infection Prevention Nurse will discuss with Pharmacy 
colleagues what our access to allergy services is (for penicillin 
allergy de-labelling) and whether our C.difficle rates differ in 
patients who are avoiding penicillin. 

LW

QC010/11.21 INFECTION PREVENTION ACTION PLAN 

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

 The findings following the visit by NHSI/E on 19 October were 
discussed at the last Quality Committee meeting. 

 The Trust responded to NHSI/E with some factual inaccuracies which 
were all agreed and withdrawn from the final report. The main 
inaccuracy was around the Clinical Commissioning Group reporting 
Lugg Ward as having dirty equipment which was inaccurate and has 
been withdrawn from the report. 

 The action plan was sent by 12 November as agreed. 

 Prior to this visit, NHSI/E undertook a documentation review of our 
Infection Prevention practices. This was sent to the Trust for 
feedback, which we responded to. 

 There are specific points in the inspection feedback that need 
addressing – these are included in the report. A specific Task and 
Finish Group has been set up and will continue to meet until all the 
actions are completed and signed off. 

 There is also a second long term action plan around the Infection 
Prevention Committee role, remit and Terms Of Reference (TOR). 

 Following the inspection, all Matrons and Divisional Nurses have 
confirmed that the issues found on Lugg Ward do not exist anywhere 
else. Lugg Ward remains on enhanced review. 

 The Infection Prevention Committee will oversee the long term action 
plan and continue to report back to the Quality Committee and Board 
of Directors on a monthly basis. 

 A rescheduled visit by NHSI/E has been arranged for 22 February. 
The ward reconfiguration is occurring this week and therefore the 
CNO has contacted NHSI/E to ask if this visit could be deferred until 
early March. 

 Mrs Twigg (NED) queried whether any issues raised have been 
mapped against patient feedback. The CNO advised that cleanliness 
for the Trust is below the national average in the latest National 
Inpatient Survey, although this is not an ideal way to monitor areas 
due to the time lag in receiving results. The LIPN advised that patient 
raised concerns is a standing item on the Cleanliness Committee 
agenda, and none have been raised in the last financial year. 
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 Revd Hargraves (Chair and NED) queried what had happened to the 
support from Healthwatch regarding discharge follow up 
questionnaires/telephone calls. The CNO advised that this was a 
bespoke piece of work carried out by Healthwatch. The Clinical 
Quality & Safety Manager (CQSM) advised that their focus this year 
is around PCNs. Healthwatch have now re-joined the Patient 
Experience Committee and the CQSM will ask if they have any scope 
in the future to support the Trust in this area. 

 Mr James (ANED) questioned how we can ensure that the actions 
from the inspection become part of our wider infection prevention 
process. Secondly, he advised it would be useful to have a copy of 
the checklist for NEDs prior to attending the Walkabouts. The CNO 
advised that one overall action plan was needed to have oversight of 
all processes. The CNO also confirmed that the checklist has been 
completed and will sent onto NEDs.

NG

LF

Resolved – that:

(A) The Infection Prevention Action Plan be received and noted. 

(B) The Clinical Quality & Safety Manager will ask Healthwatch if they 
have any scope in the future to support the Trust with regards to 
follow up questionnaires/telephone calls post discharge.  

(C) The Chief Nursing Officer will send the checklist for the 
Walkabouts to the NEDs. 

NG

LF

QC011/11.21 DIVISIONAL REPORT - MATERNITY

The Associate Director of Midwifery (ADM) presented the Divisional Report – 
Maternity and the following key points were noted: 

 The Ockenden monies have been received. The Trust have also 
received additional monies in response to concerns raised. This will 
enable the funding of just over 3WTE Midwifery staff for key posts for 
Fetal Wellbeing and a Bereavement Post along with enabling the ring 
fencing of training for staff. 

 The Patient Safety Midwife is now in post. 

 Prompt training is being implemented in line with national training. 

 There has been a significant increase in the number of incidents being 
reported. It is positive to see high reporting, with the majority due to 
staffing and increases in acuity. 

 There has been a meeting and a deep dive around moisture 
associated skin incidents. A change of incontinence sheets appear to 
be the cause – we are now back to the original supplier along with 
implementing a new risk assessment tool. 
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 There were 4 MBRRACE cases reported in this quarter. Three of 
these fit criteria for the Perinatal Mortality Review Tool (PMRT). The 
1 case was MBRRACE reportable but not for PMRT.

 Carbon Monoxide monitoring has increased to 94%. Mothers smoking 
at the time of delivery has decreased from 14.6 to 10.8% - both of 
which are very positive. 

 Normal births have increased to 50.3% in this quarter with a reduction 
in caesarean sections from 42 to 35%. 

 More Ockenden monies have been given to all Trusts for investigation 
training. Wye Valley Trust will receive £7,500 for training for Baby 
Lifeline. 

 There are concerns around sickness levels with a 2.8% sickness rate, 
many staff are isolating due to children off due to Covid. With such a 
small team, this has a significant impact. 

 There are also concerns regarding the senior leadership team 
structure. There will shortly be a new ADM in post, but there is still a 
lack of a Bereavement midwife and a Fetal Wellbeing midwife (now in 
the process of getting these out to advert as substantive posts).

 The ADM was pleased to note that there is an increase of incident 
reporting but no associated significant incident of harm. 

 The ADM is very proud of how the team have managed during this 
difficult period. Staffing issues are having to be managed in-house 
due to lack of available agency staff. 

 Revd Hargraves (Chair and NED) noted that 7 staff started in 
September, but 3 were leaving already which was of concern. The 
ADM advised that the 3 leavers were offered posts nearer to their 
home but a further 8 staff were recruited last week, hence not 
highlighting this in the report as a concern. 

 The ADQG advised that Patient Safety colleagues are attending a 
Patient Training course and it would be useful for Maternity 
colleagues to link in with this training. 

NO/SJ

Resolved – that:

(A) The Divisional Report – Maternity be received and noted. 
 

(B) The Associate Director of Quality Governance will contact the 
Associate Director of Midwifery regarding the Patient Safety 
training for Maternity colleagues to attend.  

NO/SJ
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QC012/11.21 QUALITY COMMITTEE SELF-ASSESSMENT

Revd Hargraves (Chair and NED) presented the Quality Committee Self-
Assessment and the following key points were noted: 

 Twenty two surveys were sent out to Committee Members and the 
Tri’s of the Divisions.  . There were 14 responses received. 

 It was agreed to discuss specific areas and issues raised, rather than 
discussing the entire self-assessment. 

 Q4 – Quality goals are SMART in that they are specific, measurable 
and time bound and show how they are tracked and drive 
improvement  and Q5 – There are clear action plans for achieving the 
quality goals with designated leads and timeframes - There was a 
mixed response to this question which shows that focus is needed on 
this area. The ADQG felt that this occurred but it was not always 
obvious at every level of the structure. Qualitative measures are 
harder to articulate, where we have KPI's it is much easier The 
Managing Director queried if the question itself was right and asked if 
all the quality goals needed to be SMART, with improvements every 
year in this area. Revd Hargraves (Chair and NED) advised that we 
need to be SMART and transparent where we can be.  

 Q8 – Proposed initiatives and Business Cases are rated according to 
their potential impact on quality with QIAs, Q9 – Key measures of 
quality and early warning indicators are identified for each initiative 
and quality measures are monitored before and after implementation 
and Q10 – The Board is assured that initiatives have been assessed 
for quality – The CMO and CNO have responsibility for signing off 
QIAs for all new initiatives, with a quarterly report previously presented 
to the Quality Committee. The CNO confirmed this was previously the 
process, also advised that more work is still required. The CNO stated 
that staff do know when a QIA is required and is confident in this area.  
The policy needs finalising, the new process is that all QIA’s go to the 
Clinical Effectiveness and Audit Committee (CEAC). The ADQG is 
working on the process to ensure that the summary report from CEAC, 
which is presented to the Quality Committee, contains the details 
around QIA’s discussed. The Head of Business Development has 
created an impact assessment tool for Business Cases and service 
change. Revd Hargraves (Chair and NED) asked that this process is 
clearly articulated in the TOR which are being presented to the next 
Quality Committee. 

 Q13 – The Committee Chair is visible within the organisation and is 
considered approachable and Q14 The Committee Chair allows 
debate to flow freely and does not assert his/her own views too 
strongly – Revd Hargraves (Chair and NED) asked if any of the 
Committee did not feel they could approach her, to contact Mr 
Humphries (NED). Mr Humphries (NED) noted that there were a 
cluster of questions around the role of the Chair and highlighted that 
they were overwhelmingly positive and felt the Committee were very 
lucky to have Revd Hargraves as Chair and thanked her for all her 
hard work. 

 

NO
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 Q19 – Does the Committee prepare an annual report on its work and 
performance in the preceding year for consideration by the Board – 
There were a mixture of responses to this question with other 
Committees, eg Audit Committee and Charity Trustee producing an 
Annual Report for the Board of Directors. The CNO advised that the 
Quality Accounts are produced each year which include set questions 
from NHSI/E around good governance which are always included. It 
was agreed that this was appropriate to be used as the Quality 
Committee’s Annual Report. 

 Q21 – Has the Committee established a plan of matters to be dealt 
with across the year? – There is a clear Forward Planner produced 
each year and updated as required. This will be included with the 
TOR.  

 Q23 – Has the Committee been quorate for each meeting this year? 
– Quoracy is 2 NEDs and 2 Executive Directors (now Chiefs). The 
CNO confirmed that even during the reduced version of the Quality 
Committee during the height of Covid, the meeting remained quorate. 

 Revd Hargraves (Chair and NED) queried if the survey was reflective 
of the work of the Committee. Mr Humphries (NED) wondered if the 
questions help us understand what the real impact we are making as 
a Committee, ie what difference we are making. Revd Hargraves 
(Chair and NED) agreed, noting that the Committee is required to 
provide assurance to the Board of Directors on a number of matters, 
and we needed to ensure that the amount of time required by staff to 
provide this assurance to the Committee was appropriate. The 
Managing Director was confident in how the Committee prioritised and 
looked at reporting. The CMO felt that the Committee needed to be 
asking the searching questions with the key questions for Divisions to 
focus on and answer any questions raised.

 The ACNO felt this provided the Divisions with an opportunity to look 
back on what has been achieved with the reports also being used to 
discuss with the Directorate teams and feeding key areas into 
newsletters which helps focus on concerns and areas that we are 
doing well in. The Associate Chief Operating Officer, Surgical Division 
felt that the process of reporting to the Committee in itself means that 
we focus on what we need to, it definitely makes a difference. The 
Clinical Director, Pharmacy & Medicines Optimisation noted being 
responsible for Medicines Safety in the Trust, he found this Committee 
vital to challenging where we are and what we doing about 
discrepancies. The Professional Lead, Clinical Support Division found 
it helpful to replicate what we do here down the Division and into the 
Directorates. This provides good structure and is adapted as required. 
This allows us to promote good news, which is an area we are not 
always so good at. 

NO
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 Revd Hargraves (Chair and NED) questioned whether this Committee 
provides assurance and a place for the Clinical Commissioning Group 
Representative to be assured of what we are doing and focus in on 
concerns. The Clinical Commissioning Group Representative advised 
that this Committee has allowed her to step down from Chairing a 
duplicate meeting that the Clinical Commissioning Group held as this 
provides additional assurance. The NEDs and other members often 
ask questions that the Clinical Commissioning Group Representative 
was going to ask which also provides additional assurance. Revd 
Hargraves (Chair and NED) felt that the Committee are good at 
evolving and open to listening. 

 Mr James (ANED) welcomed the challenge around what difference 
the Committee can make and suggested a good question to ask is 
“can members of the Committee give examples of where the Quality 
Committee has impacted on areas in the Trust”. Revd Hargraves 
(Chair and NED) felt that this was a good overall question to ask in 
the next survey. 

Resolved – that:

(A) The Quality Committee Self-Assessment be received and noted. 

(B) The process for signing off Quality Impact Assessments for all 
new initiatives and how this is reported to the Quality Committee 
to be clearly articulated in the Terms of Reference. 

(C) The Forward Planner will be included with the Terms Of 
Reference.  

 

NO

NO

QC013/11.21 QUALITY INDICATORS REPORT

The CNO presented the Quality Indicators Report and the following key points 
were noted: 

 The report does not contain as much information as usual as the CNO 
was on leave when the report was due. The Board of Directors version 
of the report contains the Safety Bites and a list of our Quality 
Priorities and information around when they were last updated. It also 
contains the 4 Diagnostics Reviews which the Deputy Chief Medical 
Officer is reviewing on how we report critical results out of hours and 
incidental findings. 

 VTE continues to be a struggle for Surgery, the revised cohorts need 
approving and signing off. The CMO is liaising with Informatics and is 
happy to sign off.

 The CNO is concerned about the number of Serious Incidents last 
month and the complexity of these. The concern is that these are 
reflecting the pressure the Trust is facing.  It remains extremely 
positive that staff are reporting incidents and that these are being 
actioned. 
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 A Never Event occurred over the weekend around the misplacement 
of a naso-gastric tube. The X-ray was reviewed and confirmed that 
the tube was in the correct place. The patient went on to receive a 
bolus of feed and deteriorated soon after this. There is clearly some 
learning from this event as this is the third Never Event relating to this 
area in the last couple of years. A Safety Bite will go out to staff after 
discussion at the Serious Incident Panel. 

 The background to the changes around mixed sex accommodation 
breaches was presented to the last Quality Committee. The numbers 
remain high as we are cohorting patients with known swab results on 
AMU and unable to move them on due to the pressures on beds and 
flow.   

 The National Inpatient Survey 2020 -21 data collection will go out to 
patients this month. 

 The CNO has included detail in the Board Report around C-Difficile 
infections reducing due to antibiotic management. 

 There have also been 3 Covid outbreaks and 1 vomiting outbreak, 
details of which are included in the Board Report. All wards are now 
open. 

 Currently, 53% of the workforce have received their flu vaccination, 
which is on par to previous years. The roving model has been 
increased to make receiving the flu vaccine more accessible for all 
staff. Regarding Covid, 94% of staff have received their first dose, 
90% their second dose and 76% their booster which is all very 
positive. 

 The Commitment to Cleanliness Charter was approved at the last 
Board of Directors with the Business Case being presented to the next 
meeting for approval. 

 Ross Community Hospital have reported significant concerns 
regarding gaps in their workforce. This is currently a 70% vacancy for 
registered nurses and also issues around Health Care Assistant 
numbers, which is being discussed at the F&PE meetings. Staffing 
gaps lead to deterioration in quality of care for our patients and their 
experience of care. The CNO is Chairing the Quality Improvement 
Task and Finish Group who have met twice so far. A number of 
Assurance Visits have been undertaken by the Infection Prevention 
Team, Divisions and CQSM to talk to patients, with no significant 
safety issues found. The ACNO, Surgical Division and the ACNO, 
Medical Division have identified 2 registered nurses to be seconded 
across to provide continued support for 3 months. Discussions are 
also ongoing with our Master Vend around supplying long term 
agency staff to provide more stability. The Freedom To Speak Up 
Guardian and Medical Guardian are undertaking some engagement 
sessions with staff at Ross Community Hospital and giving a Civility 
Saves Lives presentation. A skills analysis of our existing workforce 
is also being undertaken. The Division are committed to undertake a 
further recruitment drive for more Health Care Assistants and will 
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discuss with the CNO if over recruitment is an option. The majority of 
the Quality Matron’s time is being spent at Ross Community Hospital 
to provide a more permanent presence to further support staff. 

 The ACMO, Integrated Care advised that the original Safety Group 
has been relaunched, of which she is now Chair, to improve clinical 
engagement. 

 Revd Hargraves (Chair and NED) suggested that a discussion be held 
in the future around reviewing the use of Community Hospitals to 
ensure that they are being utilised effectively with different ways to 
use them which will create different staffing models. The Managing 
Director advised that an active piece of work is currently ongoing with 
an update on what the model might look like in a few months’ time. 

 Mr Humphries (NED) noted that the Community Hospitals have had a 
difficult time over the last few years, but it is important to keep evolving 
to what we want to use the hospitals for rather than what has always 
occurred. 

JI

Resolved – that:

(A) The Quality Indicators Report be received and noted. 

(B) An update will be presented to a future Quality Committee on the 
possible future model for Community Hospitals.

JI

QC014/11.21 NURSE STAFFING REPORT

The ACNO presented the Nurse Staffing Report, which was taken as read, 
and the following key points were noted: 

 There has been an increase in the number of Covid admissions during 
October. This has resulted in having to flex beds significantly 
differently on Frome Ward and another blue area being opened to flex 
beds as needed. 

 Work is ongoing regarding Community Hospital fill rates to ensure that 
these are correct. Paediatrics is unusual this time from a Health Care 
perspective due to training and some being supernumerary. 

 A large number of staff have been required to cover ED for escalation 
areas and due to high volumes of patients and bed pressures to 
support patients getting to beds on the Wards in a timely way. The 
opening of the new wards should relieve this pressure. 

 Discussion was held last month about the significant amount of 
sickness and what is being done around this. There has been a huge 
improvement this month. There are still a couple of long term staff still 
off but the service is being managed safely. 
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 ITU have been struggling for the last 2 months to open all 8 beds due 
to staffing issues. Some of this relates to establishment and some to 
significant sickness. The situation is improving and vacancies are 
being filled, with support being provide by the Executive team. 

 Agency usage has increased in month due to changes in ward areas 
converting more blue beds, sickness and staff self isolating. Agency 
staff are covering more shifts in month than last month with an 
associated increase in spend but this ensures ward areas are safe. 
The main spend has been on ED, Frome Ward and Community 
Hospitals. 

 The Managing Director highlighted that Lugg Ward appear to have the 
lowest establishment for Care Hours Per Patient Day (CHPPD) 
compared to the other wards which may explain the infection 
prevention issues. Teme Ward appear to have 25% more staff for 
CHPPD than the other wards. The ACNO advised that during this 
reporting month Teme Ward required a lot of RMN support which 
shows in the registered nursing numbers. There were also changes in 
establishment between Lugg and Arrow Wards. The ACNO, Medical 
Division advised that capacity increased up to 36 beds for amber 
patients with Lugg Ward backfilling Band 2 with Band 5 staff along 
with some staff waiting to go on to the new ward block as some of the 
reasons for the overstaffing on some areas. 

 Revd Hargraves (Chair and NED) requested an update to a future 
Quality Committee on the impact of moving staff in the short term to 
support Ross Community Hospital. The ACNO, Medical Division 
advised that staff had previously shadowed at the Ross Community 
Hospital to understand from the frailty and Same Day Emergency 
Care aspect when patients were discharged there which was very 
positive. Once staffing is more settled, staff from Ross Community 
Hospital will be offered the chance to shadow staff on the new Frailty 
Ward. 

 Revd Hargraves (Chair and NED) noted that the proposed date for the 
opening of the new wards of 22 December is not far away and queried 
whether the new wards will be fully staffed when open. The ACNO, 
Medical Division advised that a review of staffing had been 
undertaken previously but due to the delay in opening, there may be 
some vacancies but this is being reviewed. 

ES

Resolved – that:

(A) The Nurse Staffing Report be received and noted.  

(B) The Associate Chief Nursing Officer, Surgical Division will 
provide an update to a future Quality Committee on the impact of 
moving staff in the short term to support Ross Community 
Hospital.

ES
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QC015/11.21 QUALITY PRIORITY – NATIONAL INPATIENT SURVEY PRESENTATION

The CQSM presented the Quality Priority – National Inpatient Survey 
presentation and the following key points were noted:

 The survey took place during October/November 2020. There was a 
51% response rate which is slightly lower than normal and does not 
include the Community Hospitals. 

 The headings from this survey will be used to guide conversations to 
survey patients at Ross Community Hospital.

 
 There has been an improvement in most sections but the results are 

not comparable to previous surveys as the methodology is different 
and different questions have been asked. 

 The results have been compared to the Foundation Group and 
Worcestershire colleagues and the results are about the same for the 
majority of responses. South Warwickshire Foundation Trust 
performed slightly better than the other Trusts, so the Trust are 
working with colleagues from this Trust and other Trusts that have 
performed well to find out what they do differently to improve our 
scores further. 

 The two areas that have reduced are doctors not including patients in 
conversation about their care and asking the patient about the quality 
of their care. 

 Noise at night – It is difficult to know what more can be done in this 
area. With the new wards opening this could improve the response 
for next year. 

 Lighting issues have been fed back to the Matrons and the Patient 
Experience Committee. Improvements started during Covid will 
continue and should show a better response in the next survey. 

 There appears to be a disconnect as patients felt that they did not 
have enough help with personal care although the felt that there were 
enough nursing staff. 

 Issues around food have been reoccurring, with the team working with 
Estates around this.

 George Eliot Hospital NHS Trust have improved on their hydration 
score, hence the team are working with them around this. 

 Communication is an area that requires improvement. This partly 
relates to doctors not including patients in conversations or 
understanding around their treatment. A meeting with the Chief 
People Officer, the Human Resources team and the Freedom To 
Speak Up Guardian has been held to review the Communication 
Strategy and to develop bespoke training for staff around 
communication to enable them to pick out the areas that are relevant 
for them. The team are also reviewing what the barriers are to all staff 
groups and what can be done to resolve these. 
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 The plan is to try and involve patients as much as possible with a visit 
to the ED due to talk to patients about what they need. 

 There are links on the Trust website around pre and post procedures 
and patient information to enable patients to be kept informed, which 
are also available in different formats. 

 Improvement is also required when patients are being discharged. 
The team are working with other Trusts to learn from best practice.

 
 Friends and Family (F&F) was suspended during Covid but is now 

reinstated. We are exploring the costs of automated texts to patients. 
George Eliot Hospital NHS Trust use this system and have over an 
80% response rate. If a patient does not have a mobile, a system is 
in place to enable them to leave a message. Tablets are also being 
used to improve F&F feedback.  

 Some areas for the Trust have moved more into the average section 
which is positive. One of the benefits of being in a Foundation Group 
is sharing best practice and learn from each other to further improve.

 
 The Managing Director noted that areas we have concentrated on 

have improved, but it is disappointing that we are below our peers in 
almost all areas. 

 The Managing Director queried how we can get real time feedback to 
ensure that we are listening to this and acting upon it. Secondly, the 
Managing Director felt we needed to change behaviours to ensure 
that we involve patients in their care and felt that a specific piece of 
work to deal with to ensure that we involve patients more and ask 
them what they want. 

 The CMO agreed that we need to improve our results and queried 
whether we can drill down further with these results. George Eliot 
Hospital NHS Trust scored poorly a few years ago and with changes 
instituted have improved considerably. The CMO offered to work with 
the CQSM on this area. The CQSM confirmed that we can drill down 
further with these results. The Chief Operating Officer (COO) advised 
that a meeting with the Transformation Team was held last week 
regarding personalised care. A draft strategy around what this mane 
and a programme launch was discussed. Some of this work could be 
included in this plan. 

 The Associate Chief Operating Officer, Surgical Division noted this 
was basic customer care and we could learn a lot from our commercial 
colleagues around this area. 

 The ADQG highlighted the links between patient experience and 
patient safety and felt that if we communicated more we would not 
have as many patient issues. 

 The CQSM advised that the Trust use a specialist company for our 
surveys, and as a result we are able to get feedback in real time and 
do not have to wait for the report. 

NG
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Resolved – that:

(A) The Quality Priority – National Inpatient Survey presentation be 
received and noted. 

(B) The Clinical Quality & Safety Manager will contact George Eliot 
Hospital NHS Trust to discuss their improvements made in the 
National Inpatient Survey to share best practice. 

NG

QC016/11.21 QUALITY PRIORITY – HARM AND RISK MANAGEMENT STRATEGY

The COO presented the Quality Priority – Harm and Risk Management 
Strategy and the following key points were noted: 

 The report includes an assessment of what changes to the Patient 
Access Policy are required to revise the Trust’s approach to managing 
risk and harm as a result of delayed treatment. 

 The proposal is for a standardised approach with harm reported as 
and when this occurs and including delays to treatment. 

 The plan is to report back to the Quality Committee in terms of 
compliance with this Policy and any harm recorded on Datix. 

 An internal audit will take place in February regarding compliance with 
this Policy. 

 Revd Hargraves (Chair and NED) queried whether doctors are in 
agreement with these changes. The COO advised that specific 
Clinician support has not been sought, but this was supported by the 
Clinicians present at the last meeting. 

Resolved – that the Quality Priority – Harm and Risk Management 
Strategy be received and noted. 

QC017/11.21 ANNUAL SAFEGUARDING QUALITY REPORTS

The CNO presented the Annual Safeguarding Quality Reports and the 
following key points were noted: 

 The quarterly reports were presented to the last Quality Committee.
 

 The Safeguarding Reports are being presented for recommendation 
of approval prior to submission to the Board of Directors. The 
Safeguarding Leads will present their reports at this meeting. 

 Safeguarding Children – There are no major concerns. There are 
concerns around the number of domestic abuse cases occurring with 
a child present in the family. Health Visitors, School Nurse and front 
line staff are supporting due to operational issues. 

 Safeguarding Adults – Liberty Protection Safeguards are scheduled 
to be implemented next year, with guidance still awaited. The delay is 
causing anxiety for many Safeguarding Services. 
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 Children Looked After – There are delays with the Initial Health 
Assessments partly due to waiting to receive consent. A change in 
papers for consent is improving this issue but has not resolved it. The 
Local Authority Children’s Services are engaging well and trying to 
resolve the remaining issues. When consent is received, a high 
proportion of assessments are carried out within timescale. 

 Mr Humphries (NED) acknowledged the hugely difficult year for the 
Safeguarding Teams. 

 The CNO advised that a slightly amended Safeguarding Adult report 
will be presented in the Public Board to remove detail to prevent 
individuals being able to be identified. 

Resolved – that the Annual Safeguarding quality Reports be received 
and approved. 

CONFIDENTIAL SECTION

QC018/11.21 SERIOUS INCIDENT REPORT

QC019/11.21 ANY OTHER BUSINESS 

There was no further business to discuss. 

QC020/11.21 DATE OF NEXT MEETING 

The next meeting is due to be held on 16 December 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

2/3 157/158



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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