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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 7 July 2022 at 1.00 pm
Via MS Teams

Present:

Andrew Cottom AC Chair and Non-Executive Director (NED)
Glen Burley GB Chief Executive 
Alan Dawson AD Chief Strategy and Planning Officer – Arrived 

during Item 5.2
Christobel Hargraves CH Non-Executive Director (NED)
Jane Ives JI Managing Director
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 Transformation and Delivery Officer
Geoffrey Etule GE Chief People Officer 
Sarah Holliehead SH Associate Chief Nurse, Medical Division 
Ian James IJ Associate Non-Executive Director (ANED)
Val Jones VJ Executive Assistant (For the minutes) 
Frances Martin FMa Associate Non-Executive Director (ANED)
Frank Myers, MBE FM Associate Non-Executive Director (ANED) 
Andrew Parker AP Chief Operating Officer
Grace Quantock GQ Associate Non-Executive Director (ANED)

The Employee of the Month award was presented to Nicky Stapleton, Parkinson’ 
Nurse Specialist. The Chair read out the reasons why Nicky had been nominated for 
this award.

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

Minute Action

BOD01/07.22 Apologies for Absence

Apologies were received from Alan Dawson, Chief Strategy and Planning Officer. 
Russell Hardy, Chairman, Richard Humphries, Non-Executive Director, Lucy 
Flanagan, Chief Nursing Officer and Erica Hermon, Associate Director of Corporate 
Governance. 

BOD02/07.22 Quorum

The meeting was quorate.

BOD03/07.22 Declarations of Interest

There were no new declarations received. 
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BOD04/07.22 Minutes of the meeting held 9 June 2022

Resolved – that the minutes of the meeting held on 9 June 2022 be confirmed 
as an accurate record and signed by the Chairman.

BOD05/07.22 Matters Arising and Action Log

Resolved – that the Action Log be received and noted. 

BOD06/07.22 Chief Executive’s Report

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

(a) Revised System Financial Plan – This is significant for the Trust. The System 
Plan had to be reworked as our deficit was higher than accepted by NHSE. 
There was a possibility of potentially losing capital funding, hence an 
improved plan was produced. This included at £1.5m savings target with our 
CPIP plan at a larger level than previously proposed and within the NHS. 

(b) Messenger Review of NHS Leadership – General Sir Gordon Messenger is 
an advocate for NHS leadership. It was hoped that this report would have 
included more around the context of leadership in the NHS. The 
recommendations however are easy to understand. 

(c) The Fuller Stocktake of Primary Care – Dr Fuller led this review and will be 
joining us at our next Board Workshop to discuss this in more detail. The 
recommendations made are logical, challenging and required a lot of 
attention and focus. The main recommendations with the responsible bodies 
identified for each are included within the report. Last year, we set out our 
signature moves across the group to be the “glue” in the system but to wrap 
around Primary Care and to demonstrate we are doing what is best for the 
System. We will spend more time at Group level on this. 

(d)  NHS England Consultation on Provider Governance – A draft code of 
governance for NHS Providers has been produced. This was originally set up 
for Foundation Trusts but is now for all NHS Providers. There is an annual 
declaration for this Code which now includes Wye Valley Trust. This is used 
in many sectors already and will add strength to our governance 
arrangements. This will ensure contribution and assessment of performance 
of the wider system and not just our own. This picks up on investing in our 
workforce and equality and inclusion. If adopted, we will need to declare our 
compliance, or otherwise, on an ongoing basis. This encourages us regarding 
our performance to review via ethnicity and to view equalities. This is around 
shared working and collective responsibility and how we work as a provider 
collaborative. We need to think about the population as a whole rather than 
just the patients we look after. 
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(e)  More from our Great Teams – Update from the Clinical Support Division – 
There has been a huge demand on services for Outpatients, including our 
cancer services, with significant challenges. We have recently approved a 
Business Case for Cancer of Unknown Primary and Malignancy of Unknown 
Origin services which includes a new Allied Care Professional post and one 
Consultant session to support the services. Diagnostic Services – There has 
been a large PACS update completed recently along with the positive 
recruitment of Consultant Radiologist positions. Our innovative partnership 
with our Integrated Care System (ICS) colleagues and the internal Trust 
Project Group have enabled increased capacity. Pharmacy – The planned 
expansion of roles into Primary Care continues which highlights how this 
organisation supports professional supervision of roles in Primary Care as 
well as our own workforce. 

(f) Mrs Martin (ANED) noted the strong relationship as Place develops. This 
requires Primary Care including GPs but also other Primary Care providers 
to achieve this. We need to make every contact count. 

(g) Ms Quantock (ANED) noted that the Board of Directors are committed to 
diversity which is very positive as diverse Boards make better decisions and 
achieve better outcomes. The CEO noted that evidences shows that diversity 
of Board capability also induces our Health Care providers to embrace this. 
Discussion was held at the Board Workshop around evaluating ourselves 
against this and we plan to spend more time on some of these areas. 

(h) Mr James (ANED) highlighted the need for collaborative leadership across all 
care, in relation to the Messenger Review of NHS Leadership, and the need 
to work across systems locally and asked that we look at joint induction with 
our Council partners. The CEO advised that moving to the NHS standard 
approach could mean we lose the Place view and we need to work locally 
around this. System leadership training is being undertaken by managers with 
the QSIR training opened up to our partners in Place as well to build networks. 
This is more about Place, Health and Social Care and the voluntary sector 
doing things together. 

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

BOD07/07.22 Integrated Performance Report

The Managing Director presented the review of Integrated Performance Report and 
the following key points were noted: 

a) This month’s report is a completely new style of reporting as we are working 
with our Foundation Group to take best practice from all organisations. The 
Managing Director asked for any feedback on this new style report. 

b) This is designed with the usual four sections: Quality, Activity, Workforce and 
Finance but standardises the information with the SPC approach within each 
section. 

ALL
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c) The reconfiguration of the acute bed base has started with the new wards 
opening. The changes made to the Trauma Ward were revisited and agreed 
to revert back as this more effectively ring-fenced our elective beds, with Day 
Case and orthopaedic beds part of this change. The driver is to protect our 
elective bed base as we have such a large backlog of patients. We have also 
put into place a new Frailty Same Day Emergency Service within the new 
ward block. With the new model of care, we are now able to protect these 
beds with our frailty patients being able to be seen, treated and discharged 
back to supportive care in the same day. This prevents unnecessary time 
spent in hospital which has been proven to be detrimental to patient’s health.  

d) Ring fenced elective beds – We have met the national target of no patients 
waiting over two years for their operation by the end of June. This was difficult 
to achieve with huge thanks to all the teams to enable this to occur. Although 
we have achieved this, we have not been able to achieve the level of activity 
we expected due to the circuit break put into place due to excessive pressures 
in the Trust. There is still a lot of Covid around which is causing staff sickness 
and difficulties with infection prevention measures reducing our bed base. 
This does not appear to be the only cause with more work required and to 
focus on achieving our plans over the summer months. The new Productivity 
Board comes into place in the next few weeks with transformational working 
occurring to ensure that we are fully utilising our lists.

 
e) There are still higher levels of congestion in our Emergency Department (ED) 

than we want, a lot of which is driven by infection prevention measures. More 
improvements are being reviewed with forty patients fit to be discharged today 
but due to lack of capacity in services elsewhere, unable to be discharged. 
There is a lot more work with our partners required to improve this. Evidence 
shows that a congested ED leads to worse outcomes for patients along with 
an increase in mortality. We are spending a lot of time, effort and resource to 
ensure that our patients who are in ED for extended periods receive safe care. 

f) It is very positive to see our sickness levels reducing but these are increasing 
again. A lot of this is related to Covid which will impact on our finances as well 
as our elective work. 

g) We have received high level results back from our Inpatient Survey, which is 
embargoed until later this year. This is still showing that we do not benchmark 
well regarding communicating with our patients and other key areas. 
Productivity improvement, delivering our activity plan and system plan 
improvements, improving communication for patients and our recruitment and 
retention in our workforce are all areas that we need to focus and improve 
upon during the summer. 

h) The CEO noted that 2% of our staff are off sick due to Covid which is not a 
huge proportion but does have an impact. Due to the tight rules applied for 
Health and Care settings, staff need to obtain two consecutive days of 
negative LFT results before returning to work, which is ensuring that we are 
protecting our patients. 
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i) Ms Quantock (ANED) noted the rising Covid numbers and new variants and 
questioned what approach the Trust are taking regarding mask wearing. The 
Managing Director advised that mask wearing is discussed at our weekly 
Covid Operational meetings to ensure that we decide on the right approach 
and balance. We have moved away from staff wearing masks in non-clinical 
areas but this may change due to the increase in numbers 

j) Mrs Twigg (NED) was aware that every effort is being put in to improve 
elective work, noting that Covid is part of this, and asked what more we can 
do to improve this and how we compared to our Foundation Group colleagues 
and learning from other Trusts. The Managing Director advised that we are 
not delivery the activity we were expecting and are benchmarking at the 
bottom of the Regional League Table rather than at the top.  There are areas 
that we can learn from colleagues which the Chief Operating Officer (COO) 
will elaborate on within his report. 

k) The Chief Medical Officer (CMO) questioned whether the constant changes 
in infection prevention measures and mask wearing are actually causing 
outbreaks. The CEO was aware of other Trusts moving away from mask 
wearing in clinical areas and they have seen a huge increase in Covid cases 
across their wards. The impact on individual patients has changed with less 
patients numbers needing oxygen or being on ITU as were previously. We 
need to carefully balance the risk with regards waiting lists and the risk to 
patients. 

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

BOD08/07.22 Quality 

The Associate Chief Nurse, Medical Division presented the Quality Report and the 
following key points were noted: 

(a) There were four exceptions to be raised. Revised national guidance was 
issued in June which enabled Trusts to undertake local risk assessments with 
regards to wearing of face masks in the organisation. Presently, we ask all 
visitors and staff to wear a face mask in the Trust unless exempt in all clinical 
areas. Mask wearing in back offices is not required but this will be discussed 
in our Covid Operational meeting due to the increase in numbers. 

(b) Safeguarding – We have failed to achieve our Initial Health Assessments 
within the statutory timeframe during the last quarter. This is in part due to the 
timeliness of consent, which is out or our remit, but mainly due to demand 
outstripping capacity in the Community Paediatrics team. A multi-disciplinary 
team meeting was held to discuss this situation, with August showing an 
improved position. 
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(c)  Mixed Sex Breaches (MSB) – There are concerns around this area which 
continue to be monitored locally. During the pandemic, we have seen a 
significant increase in the number of MSB, particularly in AMU, due 
predominantly to patients requiring their Covid status prior to going onto the 
wards. This particular issue is now resolved but the high number of MSB 
continues. This is discussed at Quality Committee and the Finance & 
Performance Executive (F&PE) meetings. The Ward Sister on AMU has 
worked hard on this area with an improvement to nineteen breaches in May. 
The only MSB now on AMU are due to the need to offload patients from 
ambulances. During the start of the Covid pandemic, MSB were reviewed and 
staff were briefed on the changes but this update was not included in the 
Same Sex Policy. Staff may therefore have misunderstood the changes with 
the Policy being reviewed and relaunched shortly. The pressures associated 
with accommodating patients with Covid and contacts are contributing to 
MSB numbers which is being seen on our Frailty and other wards due to the 
challenges of infection prevention and issues with reduced flow. 

(d) NHSI Visit 17 July – This is being held to inspect our cleanliness compliance. 
We had been reduced down to an amber with our ambition to get back to a 
green. A lot of work has been ongoing to monitor and report on this and to 
address any issues. The hospital corridors can be an issue and are also being 
addressed. It needs to be emphasised that it is everyone’s responsibility to 
highlight concerns regarding any clutter found. 

(e) Mr Myers (ANED) queried regarding the delays in the Initial Health 
Assessments, whether harm reviews have been carried out. The CMO was 
not aware of any harm reviews being carried out but the difficulty was the 
massive increase in referrals with no corresponding increases in clinical 
capacity. The Deputy CMO is leading on a piece of demand and capacity 
work around this. Many of these children are from other areas and the Council 
needs to work with the Integrated Care Board to ensure that there is enough 
capacity available. This was raised with our ICS colleagues last week. The 
Associate Chief Nurse, Medical Division will ask the Chief Nursing Officer to 
provide an update on this issue.  Mr James (ANED) noted that this issue has 
been raised previously and confirmed that this is being raised and discussed 
at the Quality Committee as a priority. He felt assured that this is featuring in 
this report and given prominence. 

The CMO provided an update on Mortality and the following key points were noted: 

(f) Mortality figures are still higher than we would want and have not reduced 
since the last report. We have lost the very high levels of crude mortality which 
were thought to be affecting the figures but there has not been an associated 
drop in mortality figures as expected. The CMO and the Chief Finance Officer 
(CFO) are looking at possible coding issues and have tasked the Information 
Team to review what other illnesses patients have and how this is being 
weighted and ranked for mortality. The overall death rate has dropped 
significantly but the expected death rates have reduced even further. We are 
still reviewing outlier groups as well. Mrs Martin (ANED) felt reassured that 
these figures are being reviewed. 

SH
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Resolved – that:

(A) The Quality Report be received and noted.

(B) The Associate Chief Nurse, Medical Division will ask the Chief Nursing 
Officer to provide an update on the issue around the delays in Initial 
Health Assessments being carried out due to demand. 

SH

BOD09/07.22 Activity Performance

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

(a) Our elective care pathway and 4-hour performance are still not where we 
want them to be. We are currently utilising an early draft of an ECIST tool 
around an urgent care provider table on how we compare nationally. We are 
in the top quartile for patients being seen in 60 minutes at 50 – 60% per day. 
Due to our low figures, we have been asked by NHSE to support a 
neighbouring Trust with how we are managing during pressured times. 

(b) Ambulance handovers are a particular issue for us regionally and nationally. 
The Risk Rating has been raised to the highest level today on the national 
call. 

(c) To give context, at a Regional Level we are 15th out of 30 Trusts and nationally 
we are 50th out of 116 Trusts. 

(d) 12 hour waits in ED is a concern. We are lower in the quartile in the country 
for this and this is a key focus to review over the summer period and to 
improve flow. 

(e) Frailty Same Day Emergency Care is seeing and discharging 87% of patients 
on the same day. 

(f) Flow issues – There are a number of initiatives to try to improve this including 
discharge planning and gap analysis work. A lot of the initiatives mirror the 
changes made to our ward rounds and valuing patient time. There will be a 
number of key staff in post soon to support this. 

(g) The COO thanked the operational clinical teams for achieving no 104WW by 
the end of June and the improvement in the 78 WW position which is reducing 
week on week. However, during the last six weeks we have not been seeing 
the level of activity as planned. Our elective inpatient activity is just about 
meeting our 2019/20 levels of activity. This will be a key focus over the next 
few months. The Theatre Utilisation Group meeting are seeing utilisation 
matching 2019/20 levels but are not seeing the planned increases. We need 
to understand the barriers to increasing our activity to match our plans. We 
are also improving reporting to enable more timely intervention. 

7/15 7/192



 

(h) Diagnostics – There are three areas of concern – MRI, CT, Echos and 
endoscopy. MRI is improving with a mobile unit back in place until the end of 
June. CT is at 104% with a high level of referrals. We are discussing this with 
our ICS colleagues regarding sharing capacity across the system, with good 
progress being made. Echo – further insourcing will be available at the end 
of this month. Endoscopy is a developing concern with issues due to staff 
absences. We are discussing mutual aid options across the ICS. Positively 
there is a significant reduction in the non-obstetric ultrasound waiting lists. 

(i) Mr James (ANED) questioned whether we are able to get back on track 
regarding our elective work, make up the deficit for the last three months and 
deliver for the rest of the year. The COO confirmed that we will get back on 
track as we need to deliver our plan. The circuit break, although needed, has 
caused us issues around achieving this. 

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

BOD10/07.22 Workforce

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

(a) We had seen a reduction in sickness, but with Covid numbers increasing, we 
have seen an increase in our sickness levels. The key priority for the Human 
Resources Department is to manage sickness absences sensitively whilst 
supporting employees. 

(b) Mandatory training and appraisals – Recovery plans are in place across the 
Divisions. This is regularly discussed at the F&PE meetings.

(c) International recruitment is on track with more than one hundred nurses 
joining the Trust by the end of the year. Recruitment and retention is the key 
challenge for us with working groups set up across all Divisions. Human 
Resources are supporting line managers to undertake more deep dives into 
hard to fill areas that are of concern. The monthly Recruitment and Retention 
meeting will oversee this. 

(d) There are a number of health and wellbeing interventions in place. There are 
also more cultural ambassadors being developed to promote good relations 
in the Trust. 

(e) Mr Cottom (NED) queried whether the turnover in May was a spike or if this 
has continued. The CPO advised that we have seen issues with turnover 
during the last twelve months but the summer always has spikes. The local 
working groups are undertaking deep dives to see if there is anything more 
that we can be doing to address this locally. 

(f) Mrs Martin (ANED) noted the need to ensure we retain our staff, which is a 
theme across the System. Recent research shows that are a few keys areas, 
particularly for nurses, in retaining staff. Pay is one element out of our control 
but flexible working and cultural environment are areas that we can manage. 

(g) Revd Hargraves (NED) felt that including in our KPIs the timeframe after 
recruitment that staff commence in post would be useful.  GE
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(h) Ms Quantock (ANED) appreciated the support being given to our current 
workforce and the emphasis on recruitment. 

(i) Mrs Twigg (NED) advised that she is meeting with the Associate Director of 
HR & OD next week to discuss flexible working options for staff. The CPO 
invited all the NEDs to attend the monthly Recruitment and Retention Group 
to see what work is going on. There are a comprehensive set of actions in 
place for flexible working. 

(j) The Associate Chief Nurse, Medical Division advised that our flexible options 
for overseas nurses have been very successful with their families often 
coming to work for the Trust as well. It can be very difficult to manage shifts 
with children, and we are trying to accommodate this as much as possible. 
The difficulty is for partners not being able to find work when they move, which 
causes our new staff to have to move to other areas in a few years where 
they can find employment. 

(k) Mr Myers (ANED) has been advising for some time that we need to   take a 
whole family approach when employing staff and encouraging them to live in 
the area.

Resolved – that:

(C) The Workforce Report be received and noted. 

(D) The Chief People Officer will review including in our KPIs the timeframe 
after recruitment that staff commence in post. 

 GE

BOD11/07.22 Finance Performance 

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

(a) As we have moved into a new style of reporting, and given the role of the 
Board of Directors to ensure sufficient oversight, the old style Finance Report 
has been included for information. Mr Cottom (NED and Chair of the Audit 
Committee) advised that the Audit Committee will also review this at their 
meetings. 

(b) Financial Plan – We previously reported a £27m deficit plan but this was not 
accepted nationally. We have since received further funding towards the 
impact of rising inflation and further non-recurrent funding. The ICS have 
therefore taken the decision to improve the overall ICS plan, which has 
resulted in an additional £1.5m savings target for the Trust. As a result, we 
have a revised deficit plan of £6.6m for 2022/23 with reporting from Month 3 
working against this plan. 

(c) Income and Deficit – We have an in-month deficit of £2.6m resulting in a year 
to date deficit of £4.3m. This is off plan by around £0.2m. There is a significant 
level of financial risk this year which we will keep under careful review. There 
is also a risk around ERF funding due to the complexity of the reimbursement 
mechanism. We are not doing anything different to other Trusts, but this is 
still a financial risk. 

9/15 9/192



 

(d) Agency Spend – this covers around 13% of our total pay bill. We are re-
establishing work programmes around nursing and medical agency along 
with re-negotiating a new contract with our Master Vendor. 

(e) CPIP – We are behind on our planned savings to date, with £4.6m risk 
assessed to deliver against a target of £7.8m. Opportunities have been 
identified but we need to work these up to deliverable schemes. 

(f) Productivity – This has been covered at length in other sections. The 
increased cost base is driven by high agency costs and lower than expected 
elective care levels. 

(g) Capital and Cash – We have spent £829k to date, mainly on existing 
schemes. This is mainly due to significant uncertainty around available 
funding due to financial issues. Our cash balances are stable but Better 
Payment Practice Code performance is slightly below standard. We are 
working to drive incremental improvement. 

(h) The CEO highlighted that we have not seen Health Care Assistant agency 
usage at this level previously, and queried how many shifts are covered by 
Bank staff and how much is due to inability to recruit staff. The CFO will 
analyse this information in more detail. The CPO advised that discussion is 
ongoing around how we recruit Band 2 and Band 3 Health Care Assistants 
with discussion held at the last Board Workshop around a review of plans 
with proposals being brought to a future Board of Directors meeting. 

(i) Mr Myers (ANED) asked if we are able to source face masks locally rather 
than from abroad to support local businesses. The Managing Director 
advised that we have significant stores of supplies which will take some time 
to use. The CEO advised that the Foundation Group are looking at the 
balance between the best price for goods along with boosting the local 
economy. PPE is a national issue and is supplied by the national supply 
chain. We will however, continue to look at the benefits of buying locally. 

 KO

 Resolved – that:

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

(B) The Chief Finance Officer will review the breakdown of reasons for the 
use of Health Care Assistants agency staff.  KO

BOD12/07.22  Safer Staffing Report

The Associate Chief Nurse, Medical Division presented the Safer Staffing Report, 
which was taken as read, and the following key points were noted: 

(a) We are proactively recruiting Health Care Assistants and supporting new staff 
working on the wards. The importance of new staff having supernumerary 
time to ensure they want to stay with the Trust and enjoy their first experience 
with us is key. We did have a zero policy of agency Health Care Assistants 
previously and ideally want to return to this. We are putting in 1-2-1 care for 
our high risk falls patients but this puts more pressures on staff to look after 
other patients. 
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Resolved- that the Safety Staffing Report be received and noted. 

ITEMS FOR NOTING AND INFORMATION 

BOD13/07.22 Policy Panel Update

The Managing Director presented the Policy Panel Update and the following key 
points were noted: 

(a) A huge amount of work has gone into getting our Policies updated over the 
last few years. This has slipped slightly during the last few months due to staff 
leave and sickness, but is now back on track. 

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

BOD14/07.22 Board Assurance Framework and High Risks

The Managing Director presented the Board Assurance Framework (BAF) and High 
Risks and the following key points were noted: 

(a) This is a live document that will change at each meeting. The BAF is based 
on this year’s objectives and the high risks in the organisation. 

(b) Mr Cottom (NED and Chair of the Audit Committee) advised that assurance 
can be provided by the Auditors reviewing this on an annual basis with no 
issues usually raised. 

 

Resolved – that the Board Assurance Framework and High Risks be received 
and noted.  

COMMITTEE SUMMARY REPORTS

BOD15/07.22 Audit Committee 16 June 2022

Mr Cottom (NED and Chair of the Audit Committee presented the Audit Committee 
Summary Report 16 June 2022 and the following key points were noted: 

(a) The CFO advised that there was a delay to the completion of the audit of the 
Annual Accounts following the Audit Committee. Our External Auditors 
continue to undertake work around this, but due to constraints, they have not 
yet finished the audit process and signed off the accounts. There have been 
no significant issues raised but we need them to complete their due process 
before we can sign these off and submit nationally. Meetings are held daily to 
discuss.  

Resolved – that the Audit Committee Summary Report 16 June 2022 be 
received and noted. 

BOD16/07.22 Integrated Care Executive 13 June 2022

Mrs Martin (Chair of the Integrated Care Executive and ANED) presented the 
Integrated Care Executive Summary Report 13 June 2022 and the following key 
points were noted: 

(a) Mrs Martin (ANED) visited the 2 Hour Response Integrated Hub this week. It 
was very positive to see staff working in this key system. 
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(b) The CMO asked if it was felt that this was opening up a new area of demand 
or addressing an old demand in a new way. Mrs Martin (ANED) felt that this 
was supporting people as early as possible when they needed it. If we are 
able to identify people’s care and support needs early on they are less likely 
to develop into needing crisis care. She did not feel that this was adding to 
demand.  

Resolved – that the Integrated Care Executive Summary Report 13 June 2022 
be received and noted. 

 

BOD17/07.22 Quality Committee Summary Report 26 May 2022

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 26 May 2022 and the following key points were noted: 

(a) We are making progress on pressure ulcers but more assurance is still 
needed. 

(b) Good progress is also being made on the initial Ockenden Report and final 
report. Revd Hargraves (Chair of the Quality Committee and NED) thanked 
the team for all their hard work on this. 

Resolved – that the Quality Committee Summary Report 26 May 2022 be 
received and noted.  

BOD18/07.22 Foundation Group Strategy Committee 31 May 2022

Resolved – that the Foundation Group Strategy Committee Summary Report 
31 May 2022 be received and noted. 

COMMITTEE MINUTES

BOD19/07.22 Audit Committee 17 March 2022

Resolved – that the Audit Committee minutes 17 March 2022 be received and 
noted. 

BOD20/07.22 Quality Committee – 28 April 2022

Resolved - that the Quality Committee minutes 28 April 2022 be received and 
noted.

ITEMS FOR APPROVAL

BOD21/07.22 Use of Trust Seal – Charitable Legacy

The Chief Strategy and Planning Officer presented the Use of Trust Seal – Charitable 
Legacy and the following key points were noted: 

(a) We were bequeathed land some time ago. We now need to sign an overage 
clause that allows, in the event of development or profits from developing the 
land, for the Trust to be in receipt of further funds. 

(b) The Trustees of the land had been in touch and advised that they will give 
any profits to the Trust. 
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Resolved – that the Use of Trust Seal – Charitable Legacy be received and 
approved. 

BOD22/07.22 Clinical Systems BAU Support Business Case

The CFO presented the Clinical Systems BAU Support Business Case and the 
following key points were noted: 

(a) The CFO provided a brief summary of the Business Case. The Digital 
Programme has been running for a number of years and we have invested 
around £20m in our key clinical systems, eg our electronic patient record and 
the electronic prescribing and medicines administration system, which has 
partly been funded through the national Fast Follower programme and partly 
by our own capital monies. Our capital programme this year includes funding 
to allow us to complete the second phase of our electronic patient record. 

(b) This Business Case seeks support to create a resilient clinical support system 
business as usual function so that we have got an appropriate and 
sustainable level of support for our main clinical systems. As we move out of 
this implementation phase and into business as usual we will be able to 
maximise the digital investment that we have made. 

(c) Prior to this digital programme, we have not had formal digital support 
structures in place, funded or resourced. We had have a small number of 
disparate teams providing different levels of support to the systems that were 
in place. Through the programme we have significantly increased the number 
of systems and complexity of some of those systems that we now use and 
the reliance of them to deliver some of our core clinical and business 
activities. 

(d) We use Hoople to provide our ICT infrastructure support but this was not 
intended to provide the specialist application support that we need for our key 
systems. This Business Case will provide overseeing of the user 
management and training on our systems and to continually make sure that 
our clinical teams are able to make best use of the systems. There is also a 
risk without this that we will lose the expert skills and knowledge that we have 
developed through this investment in the digital programme at the end of this 
financial year if we do not continue this programme. 

(e) We have explored a range of options and have done some benchmarking 
with two other organisations along with working with the Group Strategic 
Advisor. The recommendation is to establish a business as usual function 
which will allow us to optimise and support those systems as we move out of 
the project programme phase. This will bring some of those distributed teams 
together and allow us to really provide support for users 24/7 and standardise 
on/off boarding of staff and training etc. This will deliver a strong foundation 
from which our digital maturity could continue and to support the expected 
continued drive for digital transformation.
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(f) From a financial perspective, once the proposed function is fully established, 
it is expected to result in new revenue cost of around £1.1m per year. Against 
this we have identified cash releasing benefits of around £1m per year, 
primarily related to some of those changes in our business processes, along 
with some non cash releasing efficiency benefit which we believe would not 
be realised to the same effect without this support. 

(g) The risk of doing nothing is material – there would be an increased clinical 
risk by having unsupported clinical systems, we would lose key skills and 
knowledge around our applications and we would not be able to realise the 
equivalent benefits of some of the investment that we have made. We are 
asking the Board of Directors to approve the Business Case to create the 
function so that we can provide the resilient application support to our key 
clinical systems. 

(h) The CEO supported having a team in place. It was useful to have 
benchmarking to compare and identify cash and non-cash relieving benefits. 
We need to ensure that we keep checking on delivery of both of these to 
ensure that the original Business Case investment in the team is delivering 
and questioned where this will occur. The CFO advised that there are two 
ways to do this. Firstly the organisational process for post benefits review 
through the Trust Management Board and secondly through our Audit 
Committee for review. 

(i) Mrs Twigg (NED) felt that for an organisation of this size and with the 
programme of planned expansion, this is a must. She also felt that the 
recruitment of the additional staff was more challenging than anything, (forty 
eight staff in total with only seventeen in post) and questioned if the CFO was 
confident that we can get the right people into these roles. The CFO advised 
that the total investment included staff in a number existing teams. There are 
seventeen staff currently in the project who would otherwise be made 
redundant in December. We are confident that the small number of additional 
staff needed can be recruited. 

(j) Mr James (ANED) felt it was important to retain the skills of the staff working 
on the programmes and queried the plans for future development capacity. 
Secondly, he questioned what is being done around system support work and 
are we including all of these people into this Business Case or will they be 
considered in due course. The CFO advised regarding the retention of skills, 
the proposed strategy was for a small core team to cover the new 
developments. We have the flexibility of the business as usual team and the 
core team who can flex up and down as required for future development 
needs. Regarding wider systems staff, we have not yet planned to bring 
everyone in. This is partly as they currently work well in their groups and partly 
because we need to see what is needed in the future. Over time we will review 
what is needed to bring a hybrid approach for broader systems initially with 
the intention to do this in a holistic way where appropriate. 
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(k) Mr Myers (ANED) questioned why this is being called the Business As Usual 
Programme when the title will become redundant as soon as we embark upon 
something new. The CFO advised that this title will be changed in the future. 
This is just describing the journey currently. The Managing Director advised 
that this is really focusing on driving benefit with more than just a post benefits 
realisation carried out to cover the broader aspect, ie is it still fit for purpose, 
what is our user experience, what is our patients experience? Once we have 
completed the post Business Case review, we will need to agree what the 
next step is as digital is so critical to the way that we are going to transform 
what we are doing. This is something we need to think about how we are 
going to manage this in the future.  

(l)  Mr Myers (ANED) noted that a helpdesk will be needed to support this, which 
has traditionally been Hoople. The CFO advised that the Hoople helpdesk 
element will be a shared facility which we need to review how to do 
holistically. There may be opportunities for improvements but we will look at 
this as part of the benefits realisation. There will be a single access of support 
and staff will then be signposted to the right support. The Managing Director 
noted that Hoople provide a different aspect of support. These are critical 
clinical systems which we need staff to have access to. The Chief 
Transformation and Delivery Officer advised that the current Maxims 
Implementation Team will provide voluntary on call support. Mr Myers (ANED) 
queried whether Hoople will be covering less work with this additional support 
team. The Managing Director advised that they will still cover the same 
support as previously with the additional support to cover the new critical 
clinical systems. This is a new service support in addition to our current 
support. 

(m)Mrs Frances (ANED) just wanted confirmation that all opportunities with 
synchronization with the Foundation Group and Place are being reviewed, 
particularly if we are paying for services 24/7 and that we have enough 
generic skills available. The CFO confirmed that this has been part of the 
thinking on how we can work collectively. However, we all use very different 
systems and contracts but are aligning where we can. 

Resolved – that the Clinical Systems BAU Support Business Case be received 
and approved. 

BOD23/07.22 Any Other Business

There was no further business to discuss. 

BOD24/07.22 Questions from Members of the Public

There were no questions received from members of the public. 

BOD25/07.22 Date of next meeting

The next meeting was due to be held on 1 September 2022 at 1.00 pm via MS 
Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 1 SEPTEMBER 2022

AGENDA ITEM ACTION LEAD COMMENT
BOD07/07.22
Integrated Performance Report
07.07.22

Feedback on the new style Integrated Performance Report to 
be provided to the Managing Director. 

ALL Completed. 

BOD08/07.22
Quality
07.07.22

The Associate Chief Nurse, Medical Division will ask the 
Chief Nursing Officer to provide an update on the issue 
around the delays in Initial Health Assessments being carried 
out due to demand. 

SH A deep dive into this matter was discussed a 
Quality Committee at the end of July.  A Board 
Workshop has also been arranged for later this 
year on Children’s Services.

BOD10/07.22
Workforce
07.07.22

The Chief People Officer will review including in our KPIs the 
timeframe after recruitment that staff commence in post. 

GE 33 days – for most Agenda for Change 
employees. 90 to 180 days – senior managers 
and consultants depends on the individual’s 
notice period i.e. between 3 and 6 months.

ACTIONS IN PROGRESS
BOD14/03.22
Freedom To Speak Up
03.03.22

The next Freedom To Speak Up Report will contain an 
update on the numbers of staff receiving feedback following 
raising issues.  

DMc Due October 2022. 

BOD11/07.22
Finance Performance
07.07.22

The Chief Finance Officer will review the breakdown of 
reasons for the use of Health Care Assistants agency staff. 

KO Verbal Update
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Integrated Performance Report 
August 2022 

 

 

 

 

Integrated Performance Report: Public 

Guidance Pack 
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Managing Director – Executive Summary 

 
  

  

Performance Overview 

As we increasingly move into a post Covid world a number of things are changing, patient visiting is one of these. We know that very restricted visit-

ing was very difficult for patients, their families and staff. We have already lifted most restrictions on patient visiting times and plan to go beyond our 

old visiting times to a more open approach. This is in the final discussions with senior nurses and will be implemented soon. We anticipate that this 

will impact positively in a number of areas. More presence of relatives allows better communication we hope a reduction in complaints as problems 

can be better resolved at the time and also a reduction in falls because patients relatives can be with them for longer and be another pair of eyes 

and ears. A new approach to improving patient experience has started aiming to get more frequent and nearer real time feedback to our teams on 

the experience of patients. We do not benchmark well on national patient experience indicators and I hope that the opening up of visiting times and 

the new approach to engaging staff will improve the experience for our patients. 

Another driver of poor patient experience and poorer outcomes is access to urgent care. The Herefordshire urgent care system  remains under se-

vere pressure. Whilst there is more urgent care demand, most of the pressure is due to inability to discharge patients in a timely way. Generally 

there are between 45—55 patients ready for discharge who are delayed due to access to other community based settings. A number of national 

benchmark metrics demonstrate relative success in quick release of ambulances and time to treatment, which are areas we have prioritised as they 

drive system safety. However, the number of patients spending up to and at times over a day in ED waiting for an in-patient bed is a sign of a  sys-

tem that is not coping. 

That this is happening in July and August a time of traditionally lower demand and acuity is extremely worrying as we move towards the winter peri-

od. This is occupying the attention of the organisation, one Herefordshire partners and the ICB as we make plans for winter. Whilst the preparations 

taking place and the range of initiatives planned will make a difference, I fear that the die is already cast, as the majority of the difficulties faced are 

related to workforce gaps in all sectors. We are planning mitigation and escalation actions that will go beyond what we have needed to do in the past 

and will further stress our staff and our patients. I hope we will not need to enact additional plans but we need to be prepared. 

Elective activity levels are improving with only day cases now below our plan, but we will not catch up all of the activity over the course of the year. 

Productivity work to increase throughput in theatres is gaining momentum.  

Our turnover and vacancy figures remain worrying and have deteriorated further. Retirements are part of this picture and the number of staff who 

have retired in the last 12 months oare40% higher (over 50 people) than in the same period in 2019/20. In addition the health care support worker 

group continues to have very high levels of turnover. The national increased pay levels with more directed at the lower bands may help, but the cost 

of living crisis will no doubt out further pressure on staff to leave to gain higher paid employment elsewhere unless we act. We are therefore plan-

ning a new career framework for our HCSW workforce that will enable them to progress and attain a higher salary more quickly. . The proposal will 

come to our October Board. 

On face value our financial position is just a little worse (£107k) than our plan, but our CPIP plan is in large part based on reduced temporary work-

force which is at risk given our vacancy and turnover position. Our Nurse and Medical agency reduction programmes have been re-established and 

the master-vend contract has been renegotiated and is for agreement in private board today. That will help with reduce cost but we have more to do 

on recruitment and retention to reduce volume. 

Our priorities remain emergency flow, recruitment and retention, productivity and patent experience. 

 

 

 

 

Jane Ives 

Managing Director 
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Our Quality & Safety – Executive Narrative 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lucy Flanagan 

Chief Nursing Officer  

 

In addition to the detail on the quality slides we would like to highlight: 

Patient Safety 

The Patient Safety Incident Response framework has been published. This will replace the Serious Incident Framework, and the Trust 

have 12 months to implement the new framework. The framework demonstrates a large shift in the way in which the Trust will manage 

incidents and learn from those cases. The patient safety team will commence a programme plan for implementation which will be 

monitored for progress at Quality Committee. A Board workshop is planned in December 2022 to present the Trust implementation 

plan.  

 

Patient Experience 

After the preview of the results from the National Inpatient Survey work is underway to set up a Patient Experience Improvement 

Group. This will also align to key work streams within the Transformation team and the refresh of the Valuing Patients Time project. In 

addition the Trust has devised a number of local patient surveys to gain more real time feedback from patients throughout the year,  

 

The FFT text messaging pilot has launched and the initial data is positive, getting a response rate above the national average and 

positive scores and feedback from patients in two outpatient services. The pilot is now being rolled out to all wards and initial data will 

be presented to the Committee in the next patient experience report.  

 

Infection Prevention and Control 

The regional infection prevention principles were updated on 27 July 2022; enabling trusts to make changes to the screening, isolation 

periods and step down of Covid positive and contact patients.  A risk assessment was completed in relation to the adoption of sympto-

matic screening for patients and this was endorsed by Board members in advance of the formal Board meeting in September. The 

new principles were adopted on 3rd August 2022. 

 
David Mowbray 

Chief Medical Officer 
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Quality and Safety – Mortality 

We are driving this measure because: 

Mortality continues to report at ‘higher than expected’ levels for key national indicators, including SHMI.  

 Overall SHMI: May 2021 to April 2022 

 

  
  

 

 
 
 
In-hospital SHMI                                         Out-of-hospital SHMI 
 
 
 
 
 
 
 
 
 
 
 

Latest RAMI (Risk adjusted mortality index): 100.8—National average is: 97 

 

 

 

 

 

 

  

What the chart tells us: 

 A continued ‘higher than expected’ level of mortality for our SHMI. The latest 12 month rolling 
(May 2021— April 2022) period does indicate a small reduction for SHMI to 112.  

 The majority of our key mortality outlier groups have reported significant reductions, including 
heart failure, sepsis and pneumonia, which are back within ‘as expected’ ranges for each. 

 Proportion of out of hospital deaths at WVT remains significantly higher than a national average 
of 33%. WVT has 39% deaths occurring within 30 days of discharge from the hospital. This is 
reflected in our SHMI for in and out of hospital. (SHMI In-Hospital: 103 / SHMI Out of Hospital: 
132) 

 The national average of deaths with Palliative Care coding is 39%, and WVT’s is 26%. The cur-
rent performance is also reflected in the % of provider spells with palliative care coding, which 
the national average is 2.7%, and WVT’s performance is 1.7%.  

 Our in-hospital crude mortality rate remains below the mean, with the latest month for June 
2022 at 1.74% for all admissions 

 For the latest period July 2021 to June 2022, WVT had a RAMI (Risk adjusted Mortality Index) 
of 100.8, a little higher than the national peer figure of 97.0. SWFT had a figure of 96.4 and 
George Eliot, 106.7.  

Key actions: 

 Understand the recent rise in our level of out of hospital (+30 day) deaths to determine if there 
is any potential issue. This will be done through a sample audit of those deaths, using key clini-
cal leads and involving our Information and Coding Departments. A findings reports will be pro-
duced to outline the audit and any learning. Planning meeting with the various leads will be held 
on the 26th August. 

 A full review into the levels of Palliative Care coded patients, to ensure that we capture all pa-
tients appropriately, and understand why we are currently at a significantly lower level than the 
national average.   

 Review our current levels of patients coded with COVID as a secondary diagnosis. This can 
have a significant impact on our overall denominator for mortality, so understanding our local 
performance is important.  

 Understanding the impact of multiple changes in patient “ownership”, thereby pushing a firm 
diagnosis further down the patient pathway, leading to reducing the “acuity” ascribed to particu-
lar patients as this is ascertained early in the pathway. Internal analysis is underway to under-
stand the use of specific ’signs and symptoms’ codes and their relative impact on the SHMI. 
External advice has been provided by CHKS.   

 Comparison of our processes for coding patients through our local SDEC service to understand 
if there are any differences across the Foundation group.  

 An audit of the past 6 months stillbirths to identify any issues with the recent rise in stillbirth 
rates.  4/30 20/192



Quality and Safety – Falls with harm 

We are driving this measure because: 

 Falls among inpatients are the most frequently reported safety incident in NHS hospitals. 30–50% of falls result in some physical injury and fractures occur in 1–3%. No fall is harmless, 

with psychological sequelae leading to lost confidence, delays in functional recovery and prolonged hospitalisation. 

  

Total Trust Harm Rate per 1000 bed days: 

2018/19 = 01.0 

2019/20 = 0.24 

2020/21 = 0.16 

2021/22 =0.17 year to date 

 

  

 

 

Performance and Actions  
 A review of the electronic falls assessment on EPR with prompts for lying and standing blood 

pressure 

 Training and education on bed rail assessments 

 Improved handover on each shift change and when transferring patients between wards and 

to community hospitals 

 Introduction of RCP eLearning—FallsSafe and CareFall 

 Development of walking aid SOP 

 Falls awareness week planned for September 2022 

 Education and audit related to the importance of lying and standing blood pressures 

 

We have recently seen a cluster of falls with harm that have occurred early in the patient pathway 

and  may be due to a collapse.  Whilst on an individual basis these  are not believed to meet the 

serious incident criteria these will be reviewed as a cluster to extract any local learning. 

Risks: 

There is a balance of risk when rehabilitating patients and promoting mobility and because of this 

falls will never be completely eliminated.  Our focus is to ensure that patients who are identified at 

risk of falling are appropriately assessed and the least restrictive interventions are put in place to 

keep them safe  

What the chart tells us:   

 The chart provides our falls classified as moderate harm or above over time.  When we compare our annual performance to other trusts our harm rate is low and we 

benchmark well in this area.   
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Quality and Safety – Complaints 

We are driving this measure because: 

The Trust are striving to improve complaints processes and reduce the number of formal complaints received in line with Trust quality priorities.  

  

  

  

 

 

Performance and Actions  
 August 2021– February 2022 number of complaints received monthly was showing an upward 

trend and cause of concern. 

 Number of complaints received since Feb 2022 has stabilised and within expected range but 

have not reduced significantly.  

 Chart 2 shows- Total complaints received in the last financial year was 328.  YTD (01.04.2022– 

31.07.2022) the Trust have logged 105 complaints. Compared with the same time period last 

year (96) we are not currently on track to see a reduction in complaints.  

 All complaints are more closely reviewed prior to logging to ascertain if the complaints process 

is the most appropriate action to be taken based on the information received. This has estab-

lished that complaints have previously been documented incorrectly. A process to formalise 

this work is underway.  

 A thematic review of complaints received YTD is planned to identify key areas of concern to 

feed into the work of the revised Patient Experience Committee and Patient Experience Im-

provement Group.  

Risks: 

There is a risk that the Trust will not remain under the 301 complaints received target for 2022-23.  

There is a risk that the Trust are not learning from the feedback patients provide and generating im-

provement. 

There is a risk that the Trust is not engaging with patients to de-escalate complaints to be managed in 

a more timely manner with better resolution for patients.  

What the chart tells us:   

 There was a spike in complaints in August 2021, which was followed by 6 months of high numbers of complaints being recorded. Whilst this started to reduce and become 

more stable we have not yet improved these number significantly to show our system has changed effectively in managing complaints. The second chart shows we are not 

projected to reduce our overall number of complaints and receive less than 301 complaints for the year.  
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Quality and Safety – Same sex accommodation breaches 

We are driving this measure because: 

 The Same Sex Accommodation national guidance was updated and published pre-pandemic however implementation was paused as monitoring of breaches nationally 

was suspended.  In October  2021 Trusts were required to recommence national reporting however using the new national policy and guidance. The local policy has been 

presented to Quality Committee and agreed by our commissioners  

  Performance and Actions  
The Trust has again seen an increase in same sex accommodation breaches linked to the 

pressures of cohorting for COVID patients and overall bed pressures meaning patients are 

not able to be moved from high care level beds in a timely manner.  

In addition, due to the layout in the Day Case Unit on 4 occasions patients were located on 

the opposite side of the department that resulted in all patients being subjected to the 

breach.  

 

The same sex accommodation  policy is currently out for consultation with staff groups prior 

to approval and ratification. 

 

A review of current risks relating to breaches will be undertaken and updated.  

Risks: 

An increase in SSA breaches may occur if the hospital comes under extreme pressure, if 

we see an increase in the number of Covid outbreaks or a large number of Covid positive 

patients in the Emergency Department. In addition delayed discharges and pressures on 

patient flow also increase the risk of breaches in areas that have exemptions from breaches 

for clinical reasons.  

What the chart tells us:   

The variation (performance outside of control limits) covers the pandemic period and in large relates to the operational practices during this time to manage the various co-

horts of patients in line with national infection and prevention guidance.  Performance has improved and should continue to do so.    

July total SSA breaches 294 

 

ITU – 27  

CCU – 11  

Wye – 14   

DCU – 125  

Redbrook – 16  
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Our Performance – Executive Narrative 

 

 

 

 

 

 

 

 

Andy Parker 

Chief Operating Officer  

July was yet another challenging month for our operational and clinical teams in managing the Urgent and Emergency (UEC) pathways with the third month 

in row where the average daily attendances were greater than 195 per day which is an 8% increase compared with the same period in 2019.  

We have seen significant challenges with patients being delayed when Medically Fit for Discharge and requiring non-acute care both locally within Hereford-

shire and repatriating patients to neighbouring counties and health systems.   

Due to the pressure within the overall health and social care system we have seen lengthy waits in our Emergency Department (ED) with a higher number of 

patients waiting over 12 and 24 hours for an inpatient bed. This can cause congestion in our ED and impacts on our ability to off load Ambulance crews in a 

timely manner.  

However, our teams continue to work tirelessly to maintain flow and reduce overcrowding and delays for admission to a minimum within the current de-

mands. This is not unique to Herefordshire UEC system but the Integrated Care System (ICS), Region and Nation`s UEC pathways are all under pressure.  

Despite this, recent data and benchmarking information from the Emergency Care Intensive Support Team (ECIST) from NHS England has shown positive 

key performance indicators compared with national colleagues, despite demographic challenges across Herefordshire and Powys.  

Our Summary Acute Provider Indicator Table (SAPIT), produced by the ECIST, confirms the Getting It Right First Time (GIRFT) teams  summary from last 

year in regards to age and acuity demographics of our patients in ED as in the top quartile of English Trusts.  

SAPIT scores shows our ED in in the top quartile of English Trusts for the percentage of patients who are seen, and treatment started, within the first hour of 

arriving, our Ambulance handover delays and the number of medical and surgical patients treated and discharged on the same day is also impressive and 

also in the second best quartile nationally.  

As we head towards the Winter we are developing our “Winter Plan” to improve flow through our combined programme of Valuing Patients’ Time and meet-

ing the National requirement to implement and profile our actions to meet the 100 Day Discharge Challenge. This will be a significant focus in September.  

Although there is no doubt these initiatives will help both the Trust and System in improving our UEC flow, we also need to develop plans to meet this Win-

ter’s demands.  

During the next month we will look at how the Trust, along with system partners, will manage this Winter, from the implementation of Virtual Wards supported 

by secondary and primary care, enhancing our Frailty offering, to how we will manage extreme surges in UEC activity and maintain care and safety for our 

patients and staff.  

These plans must maintain activity for our Elective capacity, wherever possible, as we aim to deliver no elective patients waiting over 78 weeks by the end 

of March 2023. 

The last month saw the first monthly meeting of the Trust’s Productivity Board which aims to review the significant volume of transformational and transac-

tional changes to improve our elective deliver within  our agreed budgets. 

Although we are behind in our activity plans for the year, the last five weeks has seen our overnight elective activity significantly greater than 19/20, and our 

plan, along with Endoscopy above plan for this period also.  

In September we will be increasing our operating time for our Theatre sessions, to try and increase the number of patients per session,  along with the im-

plementation of patient initiated follow ups (PIFU) which helps empower patients to manage their own condition and plays a key role in enabling shared 

decision making and supported self-management.  
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Operational Performance – Urgent and Emergency Care [UEC] / ED Performance 

We are driving this measure because: 

The National 4 Hour Standard requires all patients to be seen, treated and either admitted or discharged within four hours of presentation at the Emergency Department 

where clinically appropriate. Performance has been adversely affected by year on year increases in emergency presentation to our ED.  
  

 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Performance and Actions  

 6,041 people attended ED in July which was 74 more than June, however, owing to less 
days in the month, the daily average attendance was lower than June with 194.9. The 
range of attendances in month was 163 through to 214 with 14 days of 200 or more attend-
ances.  

 1,802 ambulances conveyed to the Trust in month which was 71 more than June. That 
equated to 58.1 per day. The range in month was 46 to 72 with 13 days having 60 or more 
conveyances 

 41.6% of all emergency inpatient activity was discharged with 0 LOS in July. Performance 
has been above 40% since January.  

 Second busiest month for Ambulance conveyance this year with 9% of Ambulance hando-
vers having to wait of over 1 hour in July. This equates to 154 patients  

Further actions planned to improve our Urgent and Emergency Care [UEC] pathways: 

 Re-launch Frailty pathway in September in line with the recruitment of two new Geriatric  
consultants  

 Dedicated ward base discharge non-clinical coordinators on key wards from September 
onwards  

 Continue to scope and model our Virtual Ward offering 

 Establish continued rapid progress around our Modern Ward work to deliver transforma-
tional and cultural change around flow at ward level.  

 Recruit a fully established HomeFirst workforce  

 System 100 Discharge challenge to improve flow  

Risks:  
 Sustained pressure in ED attendances and continued fluctuations of covid admissions  

 Urgent and Emergency care flow through the health and social care system  including Medically Fit for Discharge Delays [MFFD]  

 Workforce constraints due to acute floor vacancies  

What the chart tells us:   

ED performance is fairly static at around 60% since October 2021 with July 2022 at  57.5%. Performance consistently above 80% early in the period but as volume of at-

tendances started to increase with relaxation of national COVID rules and IPC challenges performance started to suffer. Improved performance seen again from December 

2020 to March 2021 but coinciding with reduced volumes of attendances. 

Assurance Variation Data Quality Mark 
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Operational Performance  – Cancer Performance [June] 

We are driving this measure because: 

Cancer is one of the leading causes of mortality in the UK. Research suggests that someone in the UK is diagnosed with the disease every two minutes and half of the 

population born after 1960 will be diagnosed with cancer during their lifetime. There are nine main operational standards for cancer waiting times and three key timeframes 

in which patients should be seen or treated as part of their cancer pathway. Two key measures are monitored below.   75% of patients getting a cancer diagnosis, or hav-

ing cancer ruled out, within 28 days of being urgently referred by their GP for suspected cancer and 85% start first treatment within 62 days. 

Performance and Actions    

  

  

 

 
 
 

  

28 Days  

 Eight pathways failed to meet the target. Those were Gynaecology,  Head and Neck, 
Lower  and ,Upper Gastrointestinal [GI], Lung Sarcoma, Skin and Urology. 

 The Skin pathway  has been reviewed and templates are now developed for ‘rapid ac-
cess lesion clinics’ to increase volume and reduce waiting times for diagnostics.  

62 Days  

 There was a drop in performance in Breast, Lower GI and Urology and an improvement 
in Urology of 11.2% from May. The prediction is performance in July will not meet the 
target as it is currently 64%. 

 All pathways did not meet the 62 day performance target apart from Skin who achieved 
100%. 

 The 62 Day measure has continued to outperform the Peer Group for the past 13 
months (+10.3%).  

 Patients waiting over 104 days for treatment has dropped over the last four weeks of 
August. Reduced from 40 to 20 patients waiting.  

 Main issues to address are: 

 Endoscopy capacity  

 Resource capacity due to absence and annual leave at maximum for the time of 
year  

 Computerised tomography of the Colon [CTC capacity and reporting] 

Risks: 

 Cancer referrals are running at 22% above 19/20 levels with Colorectal  at 104% and 
Gastroenterology seeing a 93% increase  

 Endoscopy and radiology capacity still remains to be an issue.  

What the chart tells us:  

28 Day faster diagnosis = Performance against the target dropped to 57% against a target of 

75%.  62 day Treatment standard = The Trust performance dropped in July to 66%  against a 

target of 85% 

Assurance Variation Data Quality Mark 
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Operational Performance  – Referral to Treatment Performance and Activity  

We are driving this measure because: 

Referral to Treatment  [RTT] aims to set out clearly and succinctly the rules and definitions for referral to treatment consultant-led waiting times to ensure that each pa-

tient’s waiting time clock starts and stops fairly and consistently. The maximum waiting time for non-urgent, consultant-led treatments is 18 weeks for English patients and 

26 weeks for Welsh patients from when the referral is received by the Trust either  booked through the NHS e-Referral Service, or when a referral letter received.  

Activity plans are measured against the Trust’s agreed plans as part of the annual Business Planning process with commissioners   
  

  

  

 

 
 
 
 

 

Performance and Actions  
Activity summary: 

 The New outpatient position for M4 was 3% behind plan and 103% of 19/20 activity. 

 The Follow Up outpatient plan for M4 was 7% above plan and 107% of 19/20 activity  

 Total electives were almost 17% behind plan for M4 and 90% of 19/20 activity due to 
a shortfall in Day Case activity. Over the last five weeks Elective inpatients remain on 
plan and ahead of 19/20 and Endoscopy ahead of plan over the same period. 

Long waiting patients  

 Our 78 week cohort by the end of March 2023 continues to reduce with 1000 patients 
coming off this list in the last 6 weeks. Reducing from 2700 at the start of July to 1700 
at the end of August with 1200 remaining to be undated  

Actions: 

 Continuing to validate the waiting lists which is now down to 38 weeks  

 Productivity plans to increase throughput as we head into Autumn  

 Increase Theatre operating time  

 Improve Theatre scheduling meeting to include “learns learnt” for increasing patients 
per sessions  

 Reduce Covid testing for patients  

Risks: 

 Impact of UEC pathways on elective bed base  

 Workforce challenges to meet activity plan due to recruitment of substantive and      
Locum staff and continued high levels of staff absence.  

What the chart tells us:   

 Performance against English RTT standards in July was 61.7%, a 1.5 % decrease since last month.  

 Performance against the Welsh RTT standard was 68.8%, an increase of 2% over last month. This is the highest position since November-21. 

 104 weeks waits eradicated and 78 weeks continue to reduce month on month  

Assurance Variation Data Quality Mark 
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Operational Performance –  Diagnostic Performance  

We are driving this measure because: 

Diagnostic waiting times is a key part of the RTT waiting times measure. Referral to Treatment [RTT] which may include a diagnostic test. Therefore, ensuring patients re-
ceive their diagnostic test within 6 weeks is vital to ensuring the delivery of the RTT waiting times standard of 18 weeks / 26 week standard .  

Less than 1% of patients should wait 6 weeks or more for a diagnostic test.  

Performance and Actions    

  

  

 

 
 
 
 
  

Imaging: 

 Insourcing for non-obstetric ultrasound has provided invaluable additional capacity and 
has seen the over 6 week wait position decrease from over 1500 in May to 464 mid-
August  

 An additional staffed Magnetic resonance imaging (MRI) mobile, working 7 days, 8-8pm, 
that arrived 20

th
 June has provided significant additional capacity and helped to reduce 

backlog down to 152 over 6 weeks  

 Computerised Tomography (CT) scanning has outsourced 50 patients per week via the 
ICS Diagnostic Centre at Kidderminster and will continue into September. 

 Both CT and MRI will increase weekend capacity in September through insourced          
radiographers. 

Echocardiography: 

 Waiting lists showing real signs of reducing. Additional insourcing of 52 per week start-
ing in September  

 Our Cardiologist who specialises in imaging has been triaging all GP echo requests,     
providing risk mitigation and managing requests for surveillance  to ensure they are be-
ing requested at appropriate intervals and providing Primary Care feedback 

Respiratory Physiology: 

 There has been some increase in both respiratory physiology referrals and wait 
times.  This is mainly due to the loss of our Lead Sleep Physiologist we are interviewing 
to recruit into this post. The significant number of insourcing respiratory consultant clin-
ics that started in April have seen increased referrals. We have now recruited a fixed-
term Band 5          Physiologist into post until March 2023 to support in reducing the 
waiting list as soon as possible. 

Endoscopy: 

 Waiting list overall remains static from end of June. Continued focus on weekday backfill 
and additional weekend sessions in order to drive down backlog and meet cancer tar-
gets  

What the chart tells us: Risks: 
Diagnostic 6 weeks waits, overall, continue to recover from the impact 

Covid had on the overall waiting lists. Fluctuations in the recovery mirrors 

operational pressures with Covid through the various surges over the last 

two years. Waiting lists over 6 weeks reduced in July to its lowest level 

since June 2021. 

 Impact of recruitment and sourcing in/out sourcing options to increase activity 

 Increased referrals both internal and external. Various work streams on going to re-
duced referrals     

Assurance Variation Data Quality Mark 
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Our Workforce – Executive Narrative 

 
  

In June and July, sickness absence increased largely due to a surge in covid cases but it is now down to 5.16% in August. The effective man-

agement of sickness absence in a fair and caring manner remains a high priority for the Trust and we continue to provide a variety of health & 

wellbeing  programmes to support our employees.  

The recruitment & retention of band 2 hcsw, band 5 nurses and drs continues to be areas of concern. A project group with HR, finance and 

the Chief Nursing Officer’s team are working on a comprehensive career & pay progression proposal for support workers at WVT. It is envis-

aged that this proposal will be presented to the Board in October with options to enhance the recruitment & retention of support workers 

through a bespoke WVT career & pay progression framework. We are expanding our international recruitment programme for nurses and drs 

and working in partnership with ICS colleagues on recruitment & retention initiatives. Divisional recruitment & retention working groups are in 

place to aid the recruitment and retention of staff. 

The cost of living crisis continues to have an impact on our staff. Information on financial support and guidance has been provided to all staff 

with links to external advice and contact details of local and national charities that can provide support and guidance. There are also ongoing 

discussions ICS wide and within the Group on further support that can be provided to staff. We have increased mileage rates on a temporary 

basis and we are encouraging more flexible and agile working to support our employees. 

Divisional and service leaders have been asked to ensure outstanding performance appraisals are completed by 31 October. Work continues 

on implementing e-rostering and electronic job planning for clinical staff across the Trust. 

Geoffrey Etule 

Chief People Officer 

  19/20 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 

Rolling 

12 

Months 

Average 

Target 
Thresh-

old 

Turnover (% - Rolling 12 Months)                                   

Turnover 10.6% 9.5% 10.4% 10.7% 11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 12.2% <=10% >15% 

Substantive Vacancy (% - In                                   

Substantive Vacancy Rate – Total 8.6% 8.7% 8.7% 8.6% 8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 9.2% <=5% >10% 

Agency Spend (% - In Month)                                   

Agency Spend % Pay Bill 9.3% 9.0% 9.0% 7.5% 8.4% 8.0% 8.9% 8.4% 9.0% 8.7% 13.1% 13.2% 11.8% 11.2% 9.8% <=6.4 >11.4% 

Sickness (% - In Month)                                   

Sickness Absence Rate 4.9% 5.3% 5.1% 5.8% 5.8% 5.4% 6.1% 7.9% 6.9% 7.4% 7.4% 5.5% 6.5% 6.7% 6.4% <=3.5 >8.5% 

Appraisals (% - In Month)                                   

Appraisal – All 87.3% 74.6% 72.4% 72.4% 74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 74.2% =>85% <80% 

Training (% - In Month)                                   

Core Skills 91.7% 90.1% 90.1% 89.9% 89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 89.5% =>85% <80% 
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Our Workforce – Vacancy 

We are driving this measure because: 

 To improve staffing levels, allowing the reduction of temporary staffing and maintaining a high quality of care. 

   

Performance and Actions    

  

  

 

  

Plans to recruit 100 international nurses from overseas in 2022 are progressing well. So 
far 67 nurses have arrived and settled into Herefordshire, with an additional 10 nurses 
who have arrived and living in the community settings to work in the community hospi-
tals. This will support the community hospitals and reduce agency spend. 4 paediatric 
international nurses have also arrived in August to support the paediatric team.   The 
remaining 33 nurses are due to arrive from September to the end of the year.   

An ICS retention lead is being recruited to support trusts in implementing retention initi-
atives over the next year. £138k NHSE funding secured to support AHP recruitment 
ICS wide.  

The Clinical Director of Pharmacy is leading a project to  launch “One Herefordshire 
Pharmacy” as a marketing tool to attract Pharmacy staff to Herefordshire. One Here-
fordshire Pharmacy is a collaboration of Pharmacy leads across Herefordshire 
(HWHCT (Herefordshire Mental Health Services), WVT, Taurus (for the 5 PCNS in Her-
efordshire) and the Local Pharmaceutical Committee (representing the 27 community 
pharmacies in Herefordshire)  working together to not only grow our own but also to 
attract, develop and retain staff from outside of the county through integrated working 
initiatives pre and post registration. 

Fortnightly meetings with MD, Medical Staffing Manager & Strategic Medical HR Lead 
to review progress with vacancies and cases of concern .Overseas recruitment of med-
ics to continue throughout 2022/23 . Considerable recruitment & retention activities con-
tinues and phase 2 of our recruitment campaign with Hoople will be expanded from 
September. 

Risks: 

Clinical vacancies , band 2 hcsw vacancies 

What the chart tells us:  

The rolling 12 month position remains fairly consistent across the period between July 

2021 and July 2022, although deteriorated in the last 2 months. 

Jul-

21 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 
Jun-22 Jul-22 

8.7% 8.7% 8.6% 8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 
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Our Workforce – Turnover 

We are driving this measure because: 

To improve retention of staffing levels, maintaining standards to provide high quality care as well as reducing the reliance on temporary staffing namely agency.    

 
  

 

  

  

 

 

Performance and Actions  
WVT and other trusts continue to experience an increase in staff turnover. The overall roll-
ing 12 month turnover at Trust level is now at 14.5% for August 2021 to July 2022, with an 
average for the previous 12 month’s turnover being 12.2%. We are working closely with HR 
colleagues in the Group and ICS wide on further actions to aid retention over the coming 
months. 

Support workers at band 2 level continue to have the highest turnover rate at WVT and are 
the group most affected by the increases to the cost of living. As part of the workforce strat-
egy to grow our own staff, the proposal to increase the salary levels of band 2 support staff 
through a WVT career & pay progression framework will be presented to the Board in Octo-
ber. We currently have 53 FTE vacancies and phase 2 of the #Togetherhealthcare recruit-
ment campaign with Hoople and The DM Lab will be expanded from September. We are 
also exploring international recruitment of support workers and agency temp to permanent 
arrangements with Hoople. 

Turnover rates for qualified nurses at band 5 level is the second major area of concern at 
WVT and the Trust continues to work closely with the University of Worcester in sourcing 
qualified nurses. We are reviewing our incentives offered to band 5 staff to ensure we are 
seen as an attractive employer.  A review of the band 6 staffing establishment is to be con-
ducted to ascertain the feasibility of employing more band 6 nursing staff as this has been 
shown to aid retention significantly. By the end of this year, we should have about 100 new 
international nurses employed by the Trust. We currently have 121 FTE nursing vacancies 
and it is anticipated that this will be reduced to circa 60 vacancies by December through 
international recruitment and if we can employ more staff at band 6 level. 

Divisional recruitment & retention working groups are in place and the WVT recruitment & 
retention working group is overseeing the recruitment & retention action plan. We will be 
working closely with the ICS retention lead on further actions to reduce staff turnover. 

Risks: 

Growing staff turnover  

What the chart tells us:   

The rolling 12 month position shows a steady increase across the period between July 2021 and July 2022. 

Jul-21 
Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

9.5% 10.4% 10.7% 11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 
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Our Workforce – Sickness 

We are driving this measure because: 

Due to increased scrutiny and higher levels over the pandemic, aiming to reduce this so wards are appropriately staffed to provide high quality care as well as reducing the 

reliance on temporary staffing namely agency.  

    
  

  

  

 

 

Performance and Actions  
In July the overall sickness rate at WVT increased to 6.65% mainly due to an increase in 

Covid related absence. Sickness absence has reduced to 5.16% in August with the reduc-

tion of Covid cases. 

The effective management of sickness absence in a fair and caring manner remains a high 

priority for the Trust and we continue to provide a variety of health & wellbeing programmes 

to support our employees. With Covid 19 over the past 2 years, we have seen a significant 

increase in mental health conditions and we are expanding our mental health support for 

staff through a number of face-to-face and online interventions. We continue to enhance our 

Occupational Health support programmes for staff and we have reviewed our sickness ab-

sence policy & management processes to ensure that appropriate management actions are 

being implemented in a timely manner to address sickness absence whilst providing ample 

support to any employee experiencing difficulties at work. 

Considerable work continues to be done to enhance our staff support offer including 

schwartz rounds, wellbeing training, more psychological and team based wellbeing support 

for staff. 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 psychology) are still in place for staff.  Halo Leisure instructors continue 

to support staff wellbeing at WVT by providing wellbeing sessions across all sites. 

We are launching the Connecting staff with nature programme with the University of Derby 

in September and this will be the theme for our annual health & wellbeing week which will 

run from 3 to 7 October. 

Risks: 

  

What the chart tells us:   

The rolling 12 month position shows a fluctuating picture peaking in January of both years across the period between July 2021 and July 2022, this is mainly due to the 

Covid related absences. 
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5.3% 5.1% 5.8% 5.8% 5.4% 6.1% 7.9% 6.9% 7.4% 7.4% 5.5% 6.5% 6.7% 
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Our Workforce – Appraisal 

We are driving this measure because: 

 To make sure staff feel heard and valued maintaining high standards set.   

  
  

  

  

 

 

Performance and Actions  
Operational pressures continue to have a significant impact on WVT and NHS wide 

management capacity to complete performance appraisals. The modified and 

streamlined appraisal form is being used by line managers in holding wellbeing ap-

praisal conversations with staff. This will continue to be reviewed at F&PE meetings 

in 2022/23.  

 Divisional and service leaders have been asked to ensure outstanding perfor-

mance appraisals and mandatory training are completed by 31st October.  

 

 

Risks: 

  

What the chart tells us:   

 The rolling 12 month position shows a fluctuating low picture across the period between July 2021 and July 2022, which has been declining over the last 

few months. This is primarily due to the challenge of maintaining standards across the Covid Pandemic. 

 

   

Assurance Variation Data Quality Mark 
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74.6% 72.4% 72.4% 74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 
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Our Workforce – Core Skills 

We are driving this measure because: 

 To make sure all our staff core training is up to date, to ensure high quality of care. 

 
  

  

  

 

 

Performance and Actions  
This KPI is now set at 85% to reflect the Group KPI for mandatory core skills train-

ing. In addition to core / mandatory skills training, divisional leaders and HR are en-

couraging employees to complete other development programmes to enhance their 

skills, knowledge and general wellbeing. 

Progress being made in this area will continue to be reviewed through the F&PE 

meetings. 

Risks: 

 

What the chart tells us:   

 The rolling 12 month position remains fairly consistent across the period between July 2021 and July 2022, although it is showing a gradual decline. This is 

primarily due to the challenge of maintaining standards across the Covid Pandemic.  

   

Assurance Variation Data Quality Mark 
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90.1% 90.1% 89.9% 89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 
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Our Finance – Executive Narrative 

 
  

Income & Expenditure Performance 

The scale of financial improvement needed this year will undoubtedly be far more of a challenge than the Trust (and Herefordshire and 

Worcestershire System) have faced for the last two years.    The planning round for 2022/23 concluded in June with the agreed deficit 

plan of £6.6m for the year.  The planning round for the next two financial years is soon to commence. 

 

The financial position at the end of month 4 (July) was a deficit of £2.369m. This was only marginally behind the current plan with an 

overall adverse variance of £107k.   The position included c.£3.3m of accrued core level Elective Recovery Fund income.  This pre-

sents a financial risk (particularly in the second half of the financial year) given the complexity of the payment mechanism matched to 

the requirement to achieved this element of the activity plan.   

There are three key drivers to the adverse position in month: 

 Agency and temporary staffing costs remain exceptionally high and targeted action is needed to reduce spend in line with the 

plan.  Agency costs were c.11% of the total pay bill (including pay award provision) and are exceeding the agency ceiling cap 

significantly. 

 The Trust has set a cost improvement delivery target of £11.8m for the year and has delivered £2.1m of savings in the first four 

months.   This is less than the £2.6m planned savings in the same period. 

 Productivity / Elective Recovery — Year to date activity levels are below those needed to trigger additional income payments 

(beyond core system level ERF — Elective inpatient and day case activity levels are  below originally planned levels, though 

noting the impact of the circuit break in April.   

Tackling the key issues of agency spend levels, cost efficiency and productivity are key to successfully mitigating financial risk and de-

livering the financial plan. 

 

Capital 

The Trust has spent £0.829m during the first four months of the year, primarily on continuation of schemes already in progress.   Given 

the significantly constrained capital funding (£4.5m excluding national programmes), the Capital, Planning and Equipment Committee 

(CPEC) endorsed a medium risk interim financial plan. This significantly reduces the schemes that can be progressed and includes a 

£0.6m slippage assumption to meet the confirmed funding sources. CPEC proposed that a Quality Impact Assessment (QIA) is under-

taken to understand, and record, the risks associated with the scaled back programme. 

 

Cash 

The Trusts cash balance at the 31 July 2022 was £22.6m, representing a decrease since prior financial year end.  This was driven by 

a reduction in payables and the year to date deficit.  The cash balance is monitored closely to ensure that adequate cash balances are 

maintained to meet our supplier payments.  The better payment practice code requires the Trust to achieve 95% of payments to sup-

pliers within 30 days.  Measured by volume, the Trust paid 91.6% of invoices within 30 days.  This is consistent with previous months. 

Katie Osmond 

Chief Finance Officer 

 

 

 

 

 

 

 

 

 

 

 

 

 

The more detailed finance 

report is included as an 

appendix. 
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Our Finance – Year to Date Income and Expenditure 

We are driving this measure because: 

The Income and Expenditure plan reflects the Trust’s operational plan, and the resources available to the Trust to achieve its objectives.  Variances from 

the plan should be understood, and wherever possible mitigations identified to manage the financial risk and ensure effective use of resources.  

Performance and Actions    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

The position at the end of month 4 (July) was a deficit of £2.369m.  This was only 

marginally behind the current plan with an overall adverse variance of £107k. 

 Pay is underspending overall within some slippage on recruitment linked to ca-

pacity and unfilled vacancies.  Although also includes exceptional agency values 

— 11% of total pay costs (including provision for substantive pay award).  This is 

driven by volume and price.   

 Excluded drugs budgets were set to outturn plus 2.8% inflation.  The overspend 

reflects an element of further growth and excess inflation.  

 A key component of the plan is the significant step-up in planned care  and 

£11.6m of additional capacity currently provided to achieve this.  This position 

includes c.£3.3m of accrued Elective Recovery Fund income which presents a 

financial risk given the complexity of the payment mechanism.   Year to date we 

are not at levels which would trigger additional income payments (beyond core 

system level ERF) though have seen corresponding slippage in expenditure.  

 The Trust set an annual cost improvement target of £11.8m and has delivered 

£2.1m of savings to date. Opportunities are still to be fully converted into plans 

however progress is being made. The risk adjusted delivery forecast currently 

stands at £6.7m with further opportunities of £4m.  

Risks: 

Key Financial risks (see supporting appendix) 

 Core System ERF (50% of £9.8m)  

 6% Productivity (£0.9m of £2.5m unmitigated) 

 CPIP Cost Efficiency (c.£4m opportunity) 

 Level of Agency (as % of pay)  

What the chart tells us:  

The Trust is currently on track to deliver a deficit of no more than £6.6m although 

key risks still exist in this position which are being closely monitored and managed. 

VARIANCE
2022-23 IN

ANNUAL CUMULATIVE CURRENT
BUDGET BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract Income 258,874 86,109 85,262 (847) (569)

Excluded Drugs 22,821 7,607 7,373 (234) (106)

Non Contracted Activity (NCA's) 1,399 466 466 0 0

Other Income for Patient Care 8,882 3,004 2,937 (67) 8

Donations For Non Current Assets 400 133 0 (133) (33)

Other Non Patient Income 6,929 2,448 2,329 (118) 14

COVID Funding 7,601 2,913 2,785 (128) (73)

 Total Operating Income 306,907 102,681 101,154 (1,527) (759)

Pay Expenditure 191,520 63,619 63,056 563 427

Non Pay Expenditure 79,827 27,491 26,802 689 181

Excluded Drugs 23,189 7,714 7,780 (65) 50

 Total Operating Expenditure 294,536 98,824 97,637 1,187 659

 EBITDA 12,371 3,857 3,516 (341) (101)

Depreciation 10,241 3,216 3,221 (5) (2)

Interest Receivable 131 54 112 58 20

Interest Payable on Loans 230 77 83 (6) (0)

Interest Payable on PFI 6,288 2,096 2,096 (0) (0)

Dividends on PDC 2,731 910 910 0 0
 

Operating Surplus/ (Deficit) (6,989) (2,389) (2,683) (294) (82)

Donated Assets Adjustment (381) (127) (314) (187) (47)

Adj. financial performance retained Surplus/ 

(Deficit) 
(6,608) (2,262) (2,369) (107) (36)

YEAR TO DATE

(1,716)

(4,284)

(1,692)

(2,369) (2,540)
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Our Finance – Agency Spend 

We are driving this measure because: 

Tackling our high agency spend levels (volume and price) is key to successfully mitigating financial risk and delivering the financial plan.  Agency spend is 

well above the NHS Agency Cap Ceiling and is adversely impacting on our use of resources.   

Performance and Actions    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Agency represented 11% of total pay costs (including provision for substantive pay award) in 

month.  This benchmarks poorly, and is  above the NHS Agency Cap Ceiling.   

 Nursing agency: expenditure reduced in M3 and M4 however is still recurrently running 

at a significantly higher rate that the prior year (price and volume).  The Trust spent £8.5m on 

nurse agency in 2021-22 and an extrapolated sum from the first four months would put this 

above £14m as a current trend.  Fill rate has improved in year as the Trust has instigated a 

series of targeted escalated rates. There are three factors driving the high cost: the demand in 

volume; the escalated prices (allowing greater fill of the Trusts increasing demand); the pro-

portion of the shifts being requested in week at short notice (which can be as great as 40% of 

overall shifts requested).  Generally, the greater the planned lead time for agency require-

ments, the lower the unit cost. 

 Medical staffing agency and premium cost bank: Commercial agency and Internal Medi-

cal Bank often have a correlation depending upon availability and route into the Trust.  Medical 

bank in most cases still involves premium rates, even if marginally lower than agency on aver-

age. Having peaked in March of the prior financial year, the trend is currently moving back 

down.  The Trust spent £12.2m on this category of high cost staffing in the prior year 2021-22 

and an extrapolated sum from the first four months would currently run rate this to £15.2m.  

 The Nurse Agency Reduction Programme (NARP) and similar focus on our high cost medical 

temporary staffing through the corresponding MARP, are being re-established.  

Risks: 

 Level of Agency (% of pay) - Mitigation – Re-establish  NARP and MARP;  New contract being 

negotiated with Master Vendor;  Assurance on advance and complete roster planning as part 

of the Allocate implementation. 

 Increased workforce gaps resulting in greater requirement for temporary workforce solutions. 

 Supply and Demand price pressures  

What the chart tells us: 

Agency use is at unsustainable levels and poses a significant risk to achievement of the financial 

plan.  The demand for additional nursing hours is currently being primarily met through increasing 

agency provision. 

 0

 500

 1,000

 1,500

 2,000

 2,500

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0

Se
p

-2
0

O
ct

-2
0

N
o

v-
2

0

D
ec

-2
0

Ja
n

-2
1

Fe
b

-2
1

M
ar

-2
1

A
p

r-
2

1

M
ay

-2
1

Ju
n

-2
1

Ju
l-

2
1

A
u

g-
2

1

Se
p

-2
1

O
ct

-2
1

N
o

v-
2

1

D
ec

-2
1

Ja
n

-2
2

Fe
b

-2
2

M
ar

-2
2

A
p

r-
2

2

M
ay

-2
2

Ju
n

-2
2

Ju
l-

2
2

Agency Spend (£000s)

Actual Ceiling

8,511

14,055

0

5,000

10,000

15,000

1,000

1,050

1,100

1,150

1,200

1,250

1,300

M1 M2 M3 M4 Prior Year Current
Trend

Fu
ll 

Ye
ar

 T
re

n
d

 £
k

C
u

rr
en

t 
ru

n
 r

at
e 

£
k

Nursing Agency

Prior Financial Year Current Year extrapolated

Current Year Run Rate

12,230

15,286

0

2,000

4,000

6,000

8,000

10,000

12,000

14,000

16,000

18,000

1,100

1,150

1,200

1,250

1,300

1,350

1,400

M1 M2 M3 M4 Prior Year Current
Trend

Fu
ll 

Ye
ar

 T
re

n
d

 £
k

C
u

rr
en

t 
ru

n
 r

at
e 

£
k

Medical Agency and Premium Medical Bank

Prior Financial Year Current Year extrapolated

Current Year Run Rate

21/30 37/192



Our Finance – Cost Improvement Programme 

We are driving this measure because: 

Delivering our cost efficiency programme is key to successfully mitigating financial risk and delivering the financial plan.  Maximising recurrent efficiencies is 

critical to our financial sustainability and tackling our underlying deficit in the medium term. 

  

  

  

 

 

Performance and Actions  
The £11.784m target breaks down into three areas: £7.8m cost out efficiency; £2.5m 

monetised gains from productivity; a further £1.5m stretch target accepted by the Trust to 

bring the deficit budget plan to an acceptable level for sign off.  Progress is being made 

against the first two categories although the third remains unmitigated and is phased in 

Q4.   

 

Against this target of £11.784m for the year, the Trust and has delivered £2.085m of sav-

ings in the first four months. This is £0.494m lower than the target for the same period. 

The risk adjusted outturn forecast is currently valued at £6.7m, leaving a current state gap 

of £5.1m 

 

The potential for a higher overspend in month triggered by CIP under-delivery and excep-

tional agency cost was only financially fortuitously avoided through elective capacity ex-

penditure slippage. 

 

Opportunities are being actively added into the overall programme each week although 

the timing of this is of concern, one third of the way into the year.  

 

The risk adjusted gap of £5.1m consists of £2.7m (cost out) + £0.9m productivity + £1.5m 

further stretch.  This is still achievable at 2.5% of the eight months budgeted expenditure 

remaining although will be extremely challenging.  

 

The other element which presents a high risk being carried forward into the next financial 

year is the very low value of recurrent savings currently in plan of c£3.8m. 

Risks: 

 Cost Improvement (CPIP) underachieves or only achieves non recurrent delivery.  Miti-

gation - Increased focus and management time. Progress will be closely monitored and 

routinely reported to the Board. 

What the chart tells us:   

Whilst good progress has been made in developing the CPIP programme, there remain a number of opportunities still to be converted into deliverable schemes, to 

mitigate the financial risk of underachievement against this programme.  A small under achievement year to date requires mitigation over the coming months.   

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Closing the
GAP

£7.8m  CPIP - Cost Out Efficiency

Forecast from current schemes – Recurrent Forecast from current schemes – Non Rec

Gap to Close Divisional & Corporate Cost out CIP Budget & Target

0

500

1,000

1,500

2,000

2,500

3,000

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Closing the
GAP

£2.5m Monetising Productivity Gains/Additional ERF

Productivity Forecast Non Recurrent Mitigation Gap to Close Monetising Productivity Gains CIP Budget & Target

0

200

400

600

800

1,000

1,200

1,400

1,600

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Closing the
GAP

£1.5.m Trust level Further Stretch Target (Q4)

Gap to Close £1.5.m Trust level Further Stretch Target

22/30 38/192



Our Finance – Productivity Improvement 

We are driving this measure because: 

Delivering productivity improvements is key to successfully mitigating financial risk and delivering the financial plan.  Maximising the activity we undertake 

within the resources available will ensure best use of system resources and support financial sustainability. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 de-

fined data sources consistently each month so may be compared as a trend (and across the Foun-

dation Group).   

Performance and Actions  
The operational plan includes a 6% productivity improvement.  Delivery of our planned levels 

of activity, including this productivity improvement not only drives recovery of the elective 

backlog, but also supports our ability to earn Elective Recovery Funding (ERF).  The ERF 

mechanism is complex, though broadly calculated on the basis of delivery of 104% of the val-

ue of 19/20 activity.   

The month 4 KPIs demonstrate that we are still behind plan on new outpatients, but ahead of 

plan on follow-up.  The impact of the circuit break is particularly noticeable on inpatient and 

day case activity which is behind plan. This gives us a degree of risk associated with the in-

clusion of ERF income in our financial position: 

 Month 4 includes £3.2m of accrued 104% system ERF.  Going forward there is the risk 

this could move into a clawback position for any variance occurring in the second half of 

the year.  

 At  month 4 we have not been able to assume any ERF over and above the system 104% 

element.   

Cost per Weighted Activity Unit (calculated and reported one month in arrears) rose over the 

period.  This indicates cost moved at a higher rate than weighted activity increased.  This is a 

long term trend measure and as productivity improves we would expect to see a reduction in 

the cost per WAU metric. 

Risks:  
 Non delivery of 104% of case mix weighted activity resulting in clawback of up to 75% of system ERF (£9.8m allocation).  Mitigation - Additional capacity fund-

ing provided to the Divisions, close monitoring of activity performance and ring fencing elective capacity. 

 Under delivery against the 6% productivity assumption resulting in inability to fully monetise productivity valued in the plan at £2.5m.  Mitigation - Activity plans 

and additional capacity resource have recently been reviewed to facilitate monetising planned improvements where possible.  

What the chart tells us:   

Given the significant operational challenges as we exited the winter period and moved into 2022/23, activity levels have not fully recovered to the planned levels, 

particularly for elective inpatient and day cases.  The increased cost base driven by high agency use, coupled with lower than planned activity levels have driven 

an increased cost per WAU.   Whilst some productivity initiatives have started to deliver, we are not yet seeing the overall level of productivity required. 

Standard Apr-22 May-22 Jun-22 Jul-22
Year to 

Date

Outpatient Activity - New attendances Plan 0.5% -5.7% -9.2% -4.5% -5.1%

Outpatient Activity - Follow Up attendances Plan 9.8% -1.5% -3.3% 11.9% 3.2%

Elective Inpatient Activity Plan -47.0% -14.9% -16.2% -6.0% -19.7%

Daycase Activity Plan -13.0% -17.2% -22.6% -15.9% -17.7%

Activity
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Our Finance – Capital and Cash 

We are driving this measure because: 

With limited capital it is important that we invest wisely to maintain our infrastructure, and ensure benefits are realised from strategic developments.   

Availability of cash is critical for the Trusts continued operations, and is a key early warning metric given the challenged financial environment.  

Performance and Actions    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Capital: Year to date expenditure is £341k less than the plan for that period. This is 

due to the fees for Elective Surgical Hub (TIF2) being profiled earlier in the year. Expenditure 

will come through from Month 5. 

 £479k on the continuation of the development of the EPR system; 

 £150k on the bronchoscopy stack system and £219k on the EUS machine, both ordered 

in 21/22 and now delivered; and 

 £539k on activities related to the New Wards scheme, including replacement water filters, 

demolition of Monnow and Leadon and the corridor design and tender. 

 

Cash: Year to date position continues to be above plan albeit lower than in June due 

to an increase in receivables accruals and the quarterly impact of the PFI contract prepay-

ment. 

Risks: 

 MoU is not issued for Elective Surgical Hub to fund expenditure being incurred on fees (to 

progress to FBC). Mitigation: work with regional partners. 

 Slippage of £553k is not delivered. Mitigation: Continue to closely monitor expenditure 

commitments through CPEC and seek further capital funding. 

 Bid for Frontline Digitalisation is unsuccessful leading to a pressure of £300k on EPR. Miti-

gation— absolute default position will be to recharge to revenue. 

 Insufficient capital to deliver critical / high risk infrastructure replacements.  Mitigation: 

work with system and regional partners. 

 Cash availability and prompt payments worsen due to deficit plan.  Mitigation: focus on 

delivery of financial plan, and rolling cash flow forecasts. 

What the chart tells us: 

Capital expenditure is broadly in line with plan, and cash balances remain healthy though 

there is risk associated with constrained capital funding and the planned deficit. 

Scheme Interim Plan £k YTD Plan £k
YTD Actual 

£k

YTD 

Variance £k

Digital Total 2,053 689

Equipment Total 907 363

Estates Total 2,097 632

Slippage (553) 0

Total Core Operating (ICS) Capital 4,504 1,685

TIF PDC Total 2,638 0

CDC Fees 150 0

CDC Endoscopy - fees 0 0

Cyber Security 31 0

Total National Programme funding bids 2,819 0

Donated Assets 400 0

Grand Total 7,723 2,026 1,685 341
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Our Finance – Statement of Financial Position 

We are driving this measure because: 
Our Statement of Financial Position (Balance Sheet) is a core financial statement and reflects the overall financial position of the Trust in terms of its assets and liabilities.  

It provides insight across revenue and capital funding streams, and beyond the current financial year.   

Performance and Actions    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

General 

The table identifies the statement of financial position as at 31 July 2022 against 

the plan. 

Non-Current Assets 

The SoFP YTD position is similar to the draft closing accounts position.  The plan 

reflects the inclusion of finance lease assets as per IFRS 16 which have not yet 

been included within the Trust balance sheet position. 

Current Asssets 

Accounts Receivable increased by £9.2m compared to the previous month.  Cash 

held reduced by £8.4m. 

Current Liabilities 

Current liabilities increased by £1.5m compared to last month.  Net current assets 

reduced by £0.6m in month broadly in line with the movment in the SoCI. 

Non-Current Liabilities 

Non-current liability movements reflect the on-going repayment of PFI liabilities. 

Taxpayers Equity 

The income and expenditure reserve reflects the deficit for the year to date. 

 

Risks: 

 The deficit plan presents an ongoing risk to the strength of the SOFP. 

What the chart tells us: 

There has been little movement to date in the SOFP compared to the year end 

position.   
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Report to: Board of Directors
Date of Meeting: 1st September 2022
Title of Report: Infection Prevention Annual Report 2021/22
Status of report: Approval
Report Approval Route: Infection Prevention Committee, Quality Committee 28th July 2022
Lead Executive Director: Chief Nursing Officer
Author: Lead Infection Prevention Nurse
Documents covered by this 
report:

1.  Purpose of the report

To present the Infection Prevention Annual Report to the Board.  This annual report covers the period 1st April 
2021 to 31st March 2022 and is written in line with the ten criteria outlined in the Health and Social Care Act 2008 
Code of Practice in the Prevention and Control of Infection (updated 2015).  Reporting against these criteria is 
deemed best practice.   

2. Recommendation(s)

To receive and approve the report.  Quality Committee received and discussed the report at its meeting on 28th 
July 2022 and recommended submission to the Board for final sign off.  The report will be shared with external 
agencies including ICB, CQC and NHSI/E in advance of our inspection later this month.

3. Executive Director Opinion1

The report provides our performance for all externally reportable infections and identifies learning from any post 
infection reviews.  The data is accurate at the time of reporting, of note there remain some outstanding post 
infection reviews, which are being addressed.   Board should note that this is not new information for the Board to 
digest as the data is regularly reviewed in our Board key performance indicators and through quarterly reports to 
the Quality Committee.

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.

1/33 47/192



2

4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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

☐ Reduce waiting times for diagnostics, elective and 
cancer care

☐ Develop a new integrated model for urgent care in 
Herefordshire improving access times and reducing 
demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the health 
and wellbeing of Herefordshire residents by utilising 
population health data at primary care network level

☐ 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

☐ Join up care for our population through shared 
electronic records and develop a patient portal to 
transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating capacity by 
delivering plans for an ambulatory elective surgical 
hub

☐ Stop adding paper to medical records in all care 
settings

☐ Reduce carbon emissions by delivering our Green 
Plan to reduce energy consumption and reduce the 
impact of the supply chain

☐ Increase elective productivity by making every 
referral count, empowering patients and reducing 
waste

Workforce and Leadership
☐ Improve recruitment, retention and employment 
opportunities by taking an integrated approach to 
support worker development across health and care

☐ Develop our managers’ skills and system leadership 
capability

☐ Continue to improve our support for staff health 
and wellbeing and respond to the staff survey

☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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 Executive Summary  

This report summarises the key infection prevention and control (IPC) initiatives and activities of 
Wye Valley NHS Trust (WVT) from the 1st April 2021 to 31st March 2022. In addition, this report 
reports on progress against the IPC annual programme for 2021-22. 

The year has been dominated by the COVID-19 pandemic, and our annual report reflects this. Our 
focus on hand hygiene, cleanliness and other hygiene measures has continued during the year to 
ensure that people are receiving safe and effective care from us. Some of our programmes of 
work had to be paused in order to ensure we focussed all the resources needed to respond to 
the demands of the pandemic, especially between October 2021 and March 2022. 

We remain committed to ensuring that we achieve very high standards of infection prevention 
practice. The Trust Board views this as a priority for our patients as part of our commitment to 
improve the health and wellbeing of the people we serve in Herefordshire and the surrounding 
areas. The Quality Governance Committee continued to scrutinise our infection prevention 
progress at quarterly intervals on behalf of the Board throughout 2021-22. 

Section 1: Key Outcomes of 2021-22

• The Trust experienced zero Trust attributed Meticillin Resistant Staphylococcus aureus 
(MRSA) bacteraemias during the year 2021-22. 

• Forty-one patients were identified with an Escherichia coli (E. coli) Gram-negative blood 
stream infection (GNBSI). Five cases were deemed as being device related healthcare 
associated bacteraemias; they were all linked to indwelling urinary catheter insertion and 
ongoing care. 

• Nine patients were identified with a Klebsiella species (Klebsiella spp.). GNBSI. All cases 
were deemed as being linked to the patient’s underlying clinical condition. 

• One patient were identified with a Pseudomonas aeruginosa GNBSI. The case was 
deemed as being linked to the patients underlying clinical condition. 

• The Trust reported 51 cases of hospital attributable Clostridioides difficile infection (CDI) 
against an NHS England set trajectory of no more than 34. Post infection reviews 
identified that 20 of these cases were linked to lapses in care that may have contributed 
to the CDI acquisition. No contractual sanctions were applied.

• There were 19 outbreaks due to COVID-19, 14 of which were in patient areas. There were 
35 probable cases of hospital acquired COVID-19 and 50 definite cases of hospital 
acquired COVID-19 

• There were three ward closures due to confirmed or suspected norovirus infection.
• The infection prevention nursing team perform monthly hand hygiene audits across 

clinical practice areas throughout the trust. The mean compliance score for hand hygiene 
practice was recorded as 95.7% and 98.5% for bare below the elbow (BBE) compliance.
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Section 2: Introduction  

This annual report covers the period 1st April 2021 to 31st March 2022 and has been written in 
line with the ten criteria outlined in the Health and Social Care Act 2008 Code of Practice in the 
Prevention and Control of Infection (updated 2015). The ten criteria outlined in the code are used 
by the Care Quality Commission to judge a registered provider on how it compares with the 
cleanliness and IPC requirements detailed in the legislation. It looks at all aspects of IPC, 
including monitoring and surveillance, environment, cleaning, staff, policies and laboratory 
provision. 

NHS England/Improvement (NHSEI) re-issued the COVID-19 Board Assurance Framework in 
2021-22. This is set out using the Hygiene Code framework, and this annual report provides 
assurance of compliance with this framework.  

The Trust supports the principles that infections should be prevented wherever possible or, 
where this is not possible, minimised to an irreducible level and that effective systematic 
arrangements for the surveillance, prevention and control of infection must be in place within the 
Trust. Many of the control measures required to prevent the spread of COVID-19 build upon 
existing infection prevention practices. Therefore, the measures we have taken during 2021-22 
to prevent spread of COVID-19 have also been improvements which will help us to prevent the 
spread of other infections as we move forward next year.  

The report also sets out our priorities and plans to achieve further improvement and reductions 
in infection during 2022-23 as we continue to manage and move beyond the challenge of the 
COVID-19 pandemic.  
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WVT provides both acute and community healthcare services, including neighbourhood teams, 
maternity and children’s services for Herefordshire. Acute and general services are provided from 
the Hereford County Hospital Site with over 250 inpatient beds across 18 wards and 
departments. Community inpatient care is provided in three community hospitals Ross, Bromyard 
and Leominster. 

The Hereford County Hospital site is a private finance initiative (PFI) site and the NHS Trust 
partners are Mercia Healthcare and Sodexo. Estates and facilities services are provided in house 
at the community sites. 

The term Infection Prevention Service is a collective term used throughout the report to define 
the Infection Control Doctor and the Infection Prevention nursing team. 

A list of abbreviations used throughout this report can be found in Appendix 1

Section 3: Compliance

Criterion 1

Systems 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 that their environment 
and other users may pose to them

Infection Prevention Service & structure

The Infection Prevention Service provide IPC advice and support to wards and departments. The 
Infection Prevention nursing service is provided seven days a week between 08:00-16:00. Out of 
hours cover is provided by the on-call Consultant Microbiologists from Hereford and Worcester.

The Director of Nursing also holds the role of Director of Infection Prevention & Control (DIPC) 
and has overall responsibility for the Infection Prevention team. 

A Consultant Microbiologist holds the role of Infection Control Doctor. This post is for four 
programmed activities. The role is supported by the Consultant Microbiologist team in their 
absence.  

The Infection Prevention nursing team remain in the Corporate division directly line managed by 
the Director of Nursing. Nursing team members have been allocated to each division to support 
infection prevention practice and governance within those divisions. To ensure that IPC is at the 
forefront of divisional governance, information is disseminated to the Board and Divisions via 
monthly infection prevention reports. 
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The team continued to support frontline staff and prioritise urgent IPC issues during the waves of 
the COVID-19 pandemic and during winter pressures 

There have been a number of challenges to providing the Infection Prevention Service during this 
financial year. The main challenges were linked to workforce sickness, absence and vacancies 
and the additional clinical workload pressures linked to the COVID-19 pandemic. Any priorities 
that were not completed on this year’s schedule have been added to 2022-23 schedules 
(Appendix 2).

Committee structures and assurance processes

Trust board 

The Code of practice requires that the Trust Board has a collective agreement recognising its 
responsibilities for IPC. The Chief Executive has overall responsibility for the control of infection at 
the Trust, the Trust designated Director of Infection Prevention and Control (DIPC) role is 
undertaken by the Director of Nursing  The DIPC attends Trust Board meetings with detailed 
updates on IPC matters. The Infection Control Doctor also attends Board meetings as required.

Quality committee

The Quality Committee is a sub- committee of the Trust Board and has overarching responsibility 
for managing organisational quality risks. This committee reviews high-level infection prevention 
key performance data monthly and a detailed report is presented to the committee by the Lead 
Infection Prevention Nurse quarterly. This report outlines the Trust’s compliance with statutory 
obligations and work streams, providing board assurance. The Director of Nursing is a member of 
the Quality Committee. 

Infection Prevention committee

The Infection Prevention Committee is chaired by the DIPC and in their absence, by the Infection 
Control Doctor. The sub-committees of the Infection Prevention Committee are the 
Decontamination Committee, the Cleanliness Committee and the Water Management Group. The 
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Infection Prevention Committee then reports directly to the Quality Committee. The Antimicrobial 
Stewardship Committee reports to the Medicines Safety Committee. 

Covid operational meeting (added in specifically to manage the pandemic)

At the beginning of the pandemic, the Trust introduced a Covid operational meeting which was an 
engagement and decision making forum for operational, practice and policy decisions associated 
with the pandemic.  This meeting met a minimum of weekly and at times two to three times per 
week.  This meeting provided agile decision making and the governance associated with 
operational, practice and policy changes. 

Other meetings and committees attended by members of the Infection Prevention Service are as 
follows: 

• Post infection reviews with appropriate clinical staff and colleagues from the 
Herefordshire and Worcestershire clinical commissioning group (HWCCG).

• Capital planning and equipment committee (CPEC)
• Health and Safety committee.
• Estates and Facilities performance meetings for acute and community.
• Countywide healthcare associated infection forum chaired by the HWCCG.
• Countywide Clostridioides difficile infection reduction forum chaired by HWCCG.
• New build and re-design meetings.
• Incident meetings as they arise.
• Infection Prevention service meetings.
• Health & Safety visits to clinical areas.
• Joint cleanliness monitoring with WVT and the private finance initiative partner.
• Housekeeper meetings.
• Patient Experience Forum.
• Patient led assessment of the care environment (PLACE).
• Safety Sharps working group
• Procurement meetings 

A number of these committees and groups did not meet regularly due to the COVID-19 pandemic. 
The county forums were in abeyance along with PLACE. Members of the Infection Prevention 
Service were core members of the weekly COVID-19 operational meeting.

Antimicrobial Management Group 

The Trust has an Antibiotic Stewardship Team consisting of an Antimicrobial Pharmacist and 
Consultant Microbiologists which meets monthly. There is also a stewardship committee with 
wider representation from the Trust which meets six monthly. The team produces a quarterly 
report on antibiotic use and audit results which is presented at the Infection Prevention 
Committee. 

Decontamination Committee

The Decontamination Committee is a sub-group of the Infection Prevention Committee. The Trust 
Decontamination Lead for reusable devices chairs the meetings on a bi-monthly basis. The 
Decontamination Lead has had appointed an Authorising Engineer (AE) to provide independent 
expert advice to the Trust on matters of decontamination and has organised for an audit to be 
undertaken by the AE.
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Cleanliness Committee

The Cleanliness Committee is a sub-group of the Infection Prevention Committee. The meeting is 
chaired by the Trust’s Contract Manager and the meetings are held on a monthly basis. The 
committee provides a strategic focus on the cleanliness and food safety agenda and gains 
assurance from both Trust & our PFI partners around key cleanliness and food safety standards.

Water Management Group 

The Trust has a Water Management Group which is a sub-group of the Infection Prevention 
Committee. It meets quarterly and is chaired by the Director of Estates and Facilities. The Trust 
has a programme of water monitoring in accordance with national guidance for all augmented 
care areas (such as Intensive Care and the Special Care Baby Unit) which is undertaken by our 
PFI partner. The monitoring reports are discussed at the IPC as well as at the PFI contract 
meetings. The Trust has an AE who audits the Trust on our policy and compliance with it to 
provide additional assurance and technical advice if needed. 

Infection Surveillance

In July 2021, the NHS Standard Contract for 2021/22 was published. This stipulated that all 
Community Onset Healthcare Associated (CO-HA) and Hospital Onset Healthcare Associated (HO-
HA) infections are to be included in Trust’s data reporting. 

Healthcare Associated Infections Review Panel

All healthcare associated infections (HCAI) that occur within the organisation are appraised by 
the HCAI Review Panel. The review panel meets weekly with the primary objectives of providing a 
multidisciplinary review of all HCAI incidents, identifying areas of good practice/ improvement 
and ensuring that any HCAI which necessitate serious incident reporting are identified and 
escalated. 

The panel consists of the Consultant Microbiologist, Lead Infection Prevention Nurse, and Quality 
& Safety manager, HWCCG IPC Nurse Specialist and Clinical Representatives. 

All HCAIs are logged as incidents on the Trust DATIX reporting system. 

Meticillin resistant Staphylococcus aureus (MRSA) bacteraemias 

In 2021/22, zero Trust appointed MRSA bacteraemia cases were recorded against a threshold of 
zero. 

There was an MRSA blood stream infections (BSI) identified in February 2022 in a patient who 
received care in Wye Valley NHS Trust in the four weeks before the infection was identified. The 
bacteraemia developed after discharge from the Trust. 

Meticillin sensitive Staphylococcus aureus (MSSA) bacteraemias

MSSA is the much commoner antibiotic sensitive version of Staphylococcus aureus and less 
likely to be hospital acquired. Thirteen MSSA bacteraemia cases were apportioned to the Trust 
for the period 2021/22. This included 4 CO-HA and 9 HO-HA cases. 
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All cases were reviewed and root cause analysis carried out to look for preventable causes. 
Eleven cases were linked to the patients underlying health concerns. Two cases were linked to 
the presence of an indwelling invasive device, both to peripheral venous cannulae.

Gram negative blood stream infections

A healthcare associated Gram-negative blood stream infection (GNBSI) is a laboratory-confirmed 
positive blood culture for a Gram-negative pathogen in patients who had received healthcare in 
either the community or hospital in the previous 28 days. The top three GNBSI causative 
organisms which account for 72% of all Gram-negative bacteraemias are: E. coli, Pseudomonas 
aeruginosa (Pseudomonas) and Klebsiella species (Klebsiella). From April 2017, there is an NHS 
ambition to halve the numbers of healthcare associated GNBSIs by 2023/24. To support this, 
NHS Standard Contract 2021/22 (July 2021), included Gram- negative threshold levels for each 
organisation for this financial year.

The focus is on the reduction of the top three GNBSIs and includes all COHA and HOHA reported 
cases. In 2021-22, the following cases of GNBSI were reported:

Bacteraemia Threshold for WVT End of year tally 
E.coli 34 41   
Klebsiella spp. 7 9     
P. aeruginosa 6 1      

Indwelling urinary catheters were linked to five of the reported GNBSI. No other invasive devises 
were identified. No lapses in care were identified. 
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To support the national GNBSI reduction ambition, NHS Improvement and PHE developed a tool 
in 2020 which allows organisations to review their overall approach to reducing E.coli GNBSI. 
This tool is not intended as a performance management tool, but is intended to assist 
organisations locally in producing a focused and effective action plan for reducing their E.coli 
BSIs. 

In July 2021, the Infection Prevention Service completed the annual self-assessment of the Trust 
compliance with the 7 criterion. Evidence was provided against each question set WVT is able to 
demonstrate whole organisation compliance with 6 of the 7 questions.  Actions to improve 
compliance are all addressed in the IPC annual priorities work plan for 2021-22 (Appendix 2).

Clostridioides difficile infection (CDI)

Clostridioides difficile (C.difficile) is a bacterium found in the gut which can cause diarrhoea after 
antibiotics. It can rarely cause a severe and life-threatening inflammation of the gut called 
pseudo-membranous colitis. It forms resistant spores which require very effective cleaning and 
disinfection to remove them from the environment.

Infection is nearly always preceded by antibiotic treatment but antibiotics may have been 
stopped up to 6 weeks before the patient presents with symptoms. Although most antibiotics 
have been implicated, broad-spectrum agents such as cephalosporins, quinolones and 
carbapenems (e.g. Meropenem) are most likely to cause it as they wipe out the “normal flora” of 
the gut which usually holds C. difficile in check.

The reportable cases of CDI are those that are positive by two tests, polymerase chain reaction 
(PCR) and enzyme-linked immunosorbent assay (EIA) and which are either hospital onset 
healthcare associated or community onset health care associated according to the definitions 
below.  

Hospital onset healthcare 
associated: (>AD+1) 
HO-HA

Cases that are detected in the hospital two or more days after 
admission (where day one is day of admission).

Community onset 
healthcare associated: 
(<AD+1)
CO-HA

Cases that occur in the community (or within two days of 
admission) when the patient has been an inpatient in the trust 
reporting the case in the previous four weeks (where day one is 
day of admission).

WVT was given an externally set trajectory of 34 cases of CDI this year. This included CO-HA and 
HO-HA cases. The Trust reported 51 CDI cases by the end of March 2022. This included 8 CO-HA 
cases and 43 HO-HA cases. All reportable cases of CDI are investigated by the Health Care 
Associated Infection review panel. Two case are still pending post infection reviews.

Lapses in care which may have contributed to CDI acquisition were identified in 20 cases. The 
commonest lapses in care which may have contributed to CDI was below standard compliance 
with hand hygiene practices and clinical equipment cleaning. Clinical cleaning issues were 
predominately linked to shared patient equipment: commode and toileting aid cleanliness. Other 
preventable causes included:
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• Poor practices in Bare Below the Elbow (BBE) compliance

• Prescribing and/ or administrating antibiotics outside of guidelines 

• Evidence of cross contamination 

The mortality rate has remained below the national benchmark of 20% throughout the year.

Clostridioides difficile Action Plan

The Trust remain an extreme outlier for CDI rates compared to other Trusts in the region and 
nationally.  Some of the high rate but not all of it is explained by the fact that the denominator for 
the rate is taken from the KH03 occupied overnight bed data and does not include the 
community hospital beds. 

A Quality Improvement (QI) Plan focusing on CDI reduction has been developed by the Infection 
Prevention & Control Service with focus on: antimicrobial prescribing; clinical cleanliness; staff 
awareness and policy and procedure development. This QI project will continue into and 
throughout 2022-23. 

Following on from the IPC campaign Break the Chain 2020-21, the STOOL SMART campaign was 
launched in June 2021.This has highlighted key tasks in diarrhoea and CDI management 
especially when to sample, what to sample and isolation practices. 
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COVID-19

The infection prevention year of 2021-22 continued to be dominated by the response to the 
COVID-19 pandemic.
In total, 85 patients were deemed to have probable or definite hospital onset COVID-19 infection 
(See Appendix 3 for COVID-19 onset definition) and there were 19 infection outbreaks declared 
due to COVID-19; including five outbreaks that affected staff only areas. 

The Trust established bi-weekly COVID-19 operational meetings chaired by the Director of 
Operations at the start of the pandemic in 2020 and these have continued throughout 2021-22. 
The communications team issued a daily bulletin with key messages and updates for staff.

The Trust was one of the first in the UK to commence in house testing for COVID-19 in 2020-21 
and this has developed over time to a comprehensive COVID-19 screening programme which 
includes all elective and emergency admissions, regular inpatient screening and testing of staff.

The Infection Prevention Service developed comprehensive resources for staff which included 
multiple guidelines and action cards. The team was also heavily involved in planning and 
supporting patient pathways.

The Trust established blue, amber and green pathways for the management of patients. Patients 
with COVID-19 were managed in dedicated “blue” areas in the Trust. These were separated by 
partitions from other areas. Emergency admissions were managed in “amber” areas and patients 
being admitted for elective procedures were managed in separate and dedicated “green” areas 
and were screened for COVID-19 before admission

Carbapenemase-producing enterobacteriaceae (CPE)

Carbapenemase – producing enterobacteriaceae are bacteria that are very resistant to the last 
line of defence antibiotics, the carbapenems. They present a significant risk to healthcare. When 
isolated from a microbiological specimen, infection control measures are instigated to reduce the 
risk to other patients. 

There were zero healthcare acquired cases of CPE in 2021-22 attributed to WVT. 

The annual audit of CPE Assessment of admitted patients was not completed in 2021-22 due to 
the demands of the COVID-19 pandemic. This will be completed in 2022-23. 
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Hand Hygiene & Bare Below the Elbow (BBE) compliance 

The Trust expected compliance for hand hygiene and BBE practices for staff working within 
clinical settings has been set locally as 95%.  Compliance with this objective is monitored 
monthly by clinical areas. The Infection Prevention nursing team undertake validation audits of 
compliance monthly throughout the Trust.  The overall annual score for hand hygiene 2021-22 
was 98.7%. The overall annual score for BBE in 2021-22 was 98.5%

Compliance with the Health and Social Care Act 2008

Wye Valley NHS Trust recognises the obligation placed upon it by the Health and Social Care Act 
2008 Code of Practice of the prevention and control of infections and related guidance. To 
ensure that consistently high levels of infection prevention (including cleanliness) are developed 
and maintained, it is essential that all providers of health and social care comply with the criteria 
stipulated in the Code. 

In September 2021 the Infection Prevention Service reviewed the Trust compliance with the 10 
criteria. Four criteria requiring further development were identified to enhance Trust assurance. 
All areas for improvement have been added into the IPC work plan (Appendix 2). 

Criterion 2 

Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections.

Decontamination 

A site wide audit was completed in 2020 and all actions completed in 2021 to provide assurance 
on where decontamination activities are undertaken and to ensure the processes are 
appropriate.

There has not been a significant incident this period and incidents when occur are discussed at 
the committee

Endoscopes continue to be processed at the County Hospital in Hereford and at Ross Community 
Hospital in their respective endoscopy departments. There have been no incidents requiring 
investigation in the past 12 months. The re-processing equipment in Endoscopy has been 
replaced and the issues we had previously have ceased. Ear, nose and throat scopes are now 
also processed in Endoscopy bringing a centralised process to the clinics within the trust.

All surgical instruments continue to be re-processed in the sterile services department at the 
Hereford County Hospital which is run by our PFI partner. Protein detection has been 
implemented and it is effective in assisting Central Sterilising Services Department (CSSD) in 
managing their decontamination processes

Local decontamination of dental instruments is undertaken in most of the dental access centres. 
The washer disinfectors at all sites are now on a loan contract and are in year 3 of a 5 year 
contract. 

A Laundry assurance visit is due in quarter 2 of 2022, as our laundry provider has been changed 
to Elis; this laundry provides linen to all of the community hospital sites. The visit will be to gain 
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assurance of their processes and it was requested that control measure data be submitted to the 
Trust on a quarterly basis which is then discussed at the Decontamination Committee.

Cleanliness Monitoring 

The first half of this period, defined by the NHS’s response to the COVID- 19 outbreak saw a 
positive output of cleanliness results evidenced via a robust monitoring programme. Routine 
cleaning activities became strengthened by additional resource to carry out touch point cleaning 
across all areas. Furthermore, due to reduced patient activity staff were able to focus on clinical 
cleaning with more intensity, again evidenced in the monitoring scores. However, the latter half of 
this period saw a marked difference following relaxed COVID- 19 restrictions. More patients being 
admitted with greater risks of cross-contamination, mixed with challenging staffing levels 
provided a mixture of results across the Trust during this period. More positively, all parties 
worked closely together during an intensive ward moves programme, which coupled with 
management and external audits highlighting a number of areas where standards had dropped 
and management intervention was required with good effect.

The new National Standards for Cleanliness have now been adopted and the Trust has worked 
with service providers to implement Trust wide. This has included increasing manpower to enable 
significant increases in auditing going into 2022/23. 

Other improvements in 2021/22 were seen in the capabilities of the SSA team (Site Service 
Assistants) with greater governance and training regimes fully embedded. Cleanliness training 
has also been rolled out to a wider range of staff including Delivery Unit staff and Housekeepers. 

In spite of challenging operational difficulties, High risk areas such as the Emergency Department  
Special Care Baby Unit and Day Case Unit have shown consistently good results, which will be a 
solid platform going into 2022/3 delivering the new standards. Ward areas and other 
departments should also see improvements due to the need for action plans and increased 
audits.

Patient Led Assessments of the Care Environment (PLACE)

PLACE inspections were suspended during 2021-22 due to the COVID-19 pandemic. PLACE LITE 
inspections are planned to commence in 2022-23.

Criterion 3  

Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of 
adverse events and antimicrobial resistance.

Antimicrobial stewardship for 2021/22

This is a programme of activities which aims to ensure that antibiotics are used carefully and in 
ways which minimise side effects and the development of antibiotic resistance. This is very 
important as increasing antibiotic resistance threatens the delivery of healthcare now and in the 
future. The Trust has an antimicrobial stewardship team consisting of consultant microbiologists 
and a 0.1 Whole Time Equivalent (WTE) antimicrobial pharmacist with support from the whole 
pharmacy team. There is also an Antimicrobial Stewardship Committee which meets 6 monthly 
and includes doctors and nurses. The Trust has recognised that there are insufficient resources 
for antimicrobial stewardship and have approved the appointment of a third consultant 
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microbiologist. A business case for additional antimicrobial pharmacist resource is in 
development

The focus for the year was reduction of use of broad-spectrum antibiotics, both to prevent 
antimicrobial resistance but also to reduce CDI. New antibiotic guidelines were developed for 
sepsis of unknown origin to increase use of gentamicin and ertapenem (one of the carbapenems 
– very broad spectrum and a high priority to conserve) was removed from all guidelines where it 
featured and replaced with gentamicin. This was supported by development of a new gentamicin 
calculator with training and education. The electronic prescribing system was also updated to 
support the correct prescribing of gentamicin. This has been very successful with the Trust 
moving from being an outlier for carbapenem use to below the England baseline. 

Criterion 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.

Patient leaflets

The infection prevention related leaflets are available in hard copy or through the Trust intranet 
and public facing web sites. 

Communication Team 

With the onset of the COVID-19 pandemic in early 2020 establishing a clear communication 
programme has been a key requirement in the improvement of patient care, the instigation of IPC 
initiatives, public information and visitor safety, as the way we all worked had to change, often at 
short notice.

The Trust’s dedicated Communication Team have been instrumental in assisting with this 
ensuring the correct media information and production of information has been developed in a 
timely and clear manner. The Infection Prevention Service has worked closely with the 
Communications Team throughout 2021-22. 

The Communications Team attend incident and outbreak meetings to ensure that appropriate 
messages are delivered both to Trust staff and to the public. They have issued a daily COVID-19 
bulletin throughout 2021-22 with regular contributions from the Infection Prevention Service 
team members. Wider dissemination of current issues is also achieved by global emails and 
through the Trust weekly Team Brief newsletter. 

A COVID-19 information page was developed early on in the COVID-19 pandemic and continues 
to be regularly updated with trust wide communications, COVID-19 policy changes and advice for 
staff on working through the pandemic, including information for patients and visitors. This 
included topics such as volunteering, symptoms of COVID-19, how to keep healthy and avoid 
infection, how to get tested and visiting.

This continues to be updated by the Communications Team with advice from the Infection 
Prevention Service as new information becomes available. The Trust website also promotes the 
IPC information page for general IPC issues and guidance including link nurse information, 
information on MRSA, Clostridioides difficile and other organisms. This is also the media area to 
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review a range of information leaflets on various organisms and access the regularly updated 
policies and guidance.

Criterion 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.

Notification of infections in a timely fashion is facilitated by laboratory reports directly to the 
Infection Prevention nurse team from the laboratory staff. These are also available electronically 
via the MAXIMS laboratory system. The ward area is then either telephoned or visited by their 
appointed Infection Prevention nurse to ensure that the correct information is available for 
treatment and care of that patient.

If patients have been identified as having CDI or MRSA and they have been discharged, a letter is 
sent to their general practitioner. 

The Infection Prevention nurses advise the Clinical Site Management team and ward staff 
regarding isolation and management of patients with known or suspected infections. The 
electronic patient record system, MAXIMS, has a notification flag on it so that patients with a 
history of alert organisms such as MRSA can be brought to the attention of nursing and medical 
staff when accessing the electronic patient record. The Infection Prevention nurse team also 
attend the daily bed meetings to advice on patients with known or suspected infections and on 
bay and ward closures. 

The Trust has a policy for screening both elective and emergency patients for MRSA and a system 
is in place for monitoring compliance.

Compliance with screening for COVID-19, MRSA colonisation and CPE is also monitored. This 
information is reported to the Infection Prevention committee monthly.

Mandatory surgical site infection surveillance

Due to the COVID-19 Pandemic WVT did not submit any SSI data to UKHSA for the financial year 
2020/21. The Elective Orthopaedic Ward closed for much of the financial year.
UKHSA are aware & confirmed this was acceptable with no further action required. 
SSI data collection restarted in Oct 2021 for the financial year 2021/22 but only the October – 
December 21 period was completed. 50 hips operations took place and 25 knee operations took 
place and no infections were identified.

From April 2022, the Trust has recommenced the continuous surveillance and will participate in 
each of the 3-month periods going forward.
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Type of 
surgery

April-
June 
2015

April – 
June 
2016

April-
June 
2017

April-
June 
2018

April 
2019-
March 
2020

April 
2020-
March 
2021

April 
2021 
– 
March 
2022

Knee 
replacement

0.9% 0% 1.2% 0% 1.6% No Data 
submitted

0%

National rate 2.1% 1.9% 1.7% 1.6% 1.2% 1.2%
Hip 
replacement

0% 0% 0% 0% 0.4% No data 
submitted

0%

National rate 1.3% 1.2% 1.1% 1.0% 0.9% 0.8%

Outbreak and incident management

The Infection Prevention Service is involved in the management of outbreaks, periods of 
increased incidence and incidents.

The Infection Prevention nurse team monitor all alert organisms to identify trends and potential 
links between cases based on their location. If links are identified a meeting is convened to 
discuss potential cases. This is a manual process and completed without the aid of an automatic 
surveillance system.

All outbreaks are discussed for the purpose of shared learning and service development through 
divisional governance meetings. Recurring themes from these investigations are disseminated 
through the IPC and lessons learnt are shared with the Trust and disseminated through 
communications such as Safety Bites bulletin.
 Attendees at outbreak and incident meetings include the DIPC, Infection Control Doctor, 
Infection Prevention nurses, leads of the affected areas and Estates and Facilities colleagues’. 
Colleagues in the HWCCG, UKHSA and NHS England & Improvement are informed and dial in to 
participate in the meeting if necessary.

Three outbreaks linked to confirmed or suspected Norovirus have been reported in 2021-22. The 
outbreaks were not reported as a serious incidents as all care standards had been adhered to. 

19 outbreaks linked to COVID-19 infection have been reported in 2021-22. All outbreaks have 
been reported as serious incidents as per UKHSA guidance. See Appendix3

Tuberculosis (TB) 

There were no incidents associated with TB in 2021-22.

Seasonal Infections

The UK saw extremely low numbers of influenza cases during this winter, and therefore WVT was 
not affected as in previous years with seasonal influenza. WVT reported no outbreaks caused by 
influenza.
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Criterion 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.

Each member of WVT staff has their responsibility for infection prevention within their job 
description. All staff are required to attend induction training before they work clinically and an 
annual refresher training session. This process is then monitored via the electronic staff record 
and is key to pay progression and revalidation. The block booked agency staff, have their in-
house training as well as a local induction delivered by the area that they are working in. All 
contractors have IPC training which has been prepared by the Infection Prevention nurse team 
but is delivered by our estates team and our PFI partner. 

Education resources on PPE, Standard infection control precautions and hand hygiene have been 
developed to educate and support the Trust’s Infection Prevention Champions. 

Infection Prevention Team/Team Development

The Infection Prevention Service found this a challenging year due to the COVID-19 pandemic 
due to staff shortages and clinical demands. However, in October all of the nursing team were 
able to attend a minimum of one day at the annual Infection Prevention Society conference 
(remote attendance).  

Additional team training has included: dealing with challenging conversations and QSIR (Silver 
training).

One Infection Prevention Nurse has completed the Infection Prevention Degree Course at 
Birmingham City University during the pandemic. This has been done remotely.

Criterion 7  

Provide or secure adequate isolation facilities.

All wards have side rooms available to them.  There are a total of 82 side rooms across the 
County Hospital site, 12 of these are specially ventilated rooms. Three of these are positive 
pressure rooms and nine are negative pressure rooms. The Infection Prevention nurse team 
monitor and prioritise the usage of side rooms for patients with known or suspected infections.  

A Prioritisation Reference Guide has been developed for the Clinical Site Management (CSM) 
team to follow out of hours.  The CSM team are also informed of priority side rooms for 
environmental decontamination using the ultra violet and hydrogen peroxide environmental 
decontamination equipment.  

Criterion 8 

Secure adequate access to laboratory support as appropriate

Laboratory services for WVT are located in the purpose built Pathology Laboratory on-site at the 
County Hospital site. The Microbiology Laboratory has full UKAS accreditation. The Trust has 1.5 
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WTE Consultant Microbiologists.  The Trust has recognised that further Microbiology consultant 
support is required and a further 1 WTE has been approved. 

Attempts to recruit to this post have been unsuccessful so far and this reflects the national 
shortage of Consultant Microbiologists. This sometimes limits opportunities for infection 
prevention developmental work. The department has a trainee Consultant Clinical Scientist in 
post. 

Despite this, the Microbiology department were heavily involved in both the laboratory side of 
developing COVID-19 testing and giving IPC advice and assisting with outbreak management 
throughout the pandemic. A number of technical staff had to be recruited to assist with COVID-19 
testing. 

The Infection Prevention nurse team work closely with the Consultant Microbiologists and 
laboratory staff to ensure prompt handover of alert organism data and management response.  

Criterion 9 

Have and adhere to policies, designed for the individual’s care and provider 
organisations that will help to prevent and control infections 

The overarching policies are written in line with the Trust Governance policy which outlines 
requirements for responsibility, audit and monitoring of policies to provide assurance that 
policies are being adhered to. Policies are available for staff to view on the Trust intranet.

The Infection Prevention Service has a rolling programme of policies which require updating each 
year. In addition policies are updated prior to review date if national guidance changes. In 
2021/22 the team updated the following IPC polices:
• Norovirus
• Pulmonary TB

All information regarding COVID 19 guidelines, protocols, pathways and practices have been 
available to Trust staff via a dedicated page on the Trust Intranet. This was updated regularly 
throughout the year in line with changes to national and regional guidelines. Daily bulletins via 
email have also been issued to staff and are available on the Trust staff myWVT app.

An Infection Prevention & Control A-Z of Common Infections is available on the trust’s intranet. 
This significantly enhances the quick location of key infection prevention guidance by our front 
line staff in regards to common infections. Staff also have a direct link from the intranet to the 
Royal Marsden polices on nursing procedures.

Infection Prevention team audit program 

The Trust have an IPC programme of audits in place, in order to demonstrate compliance with the 
Health and Social Care Act: Hygiene Code. The audits are undertaken by both clinical areas and 
the Infection Prevention nurse team, to ensure that areas are consistently complying with 
evidence based practice and policies.
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This year’s programme of audit concentrated on gaining assurance that COVID-19 and standard 
infection control standards were being upheld across the Trust with a strong focus on responding 
to the COVID-19 outbreaks with audits undertaken across the Trust that have an impact on 
infection prevention and control practice. This has meant that other audits routinely undertaken 
during the year were postponed.

All audit results are reported into the post infection reviews and reported to Divisions. Any issues 
identified were fed back to the divisions for action at the time of auditing. The audits provided a 
balanced picture of the wards involved.

In response to the audits undertaken, Divisions develop local action plans in response to the 
audit findings. These are reported by Division to the Infection Prevention Committee. 

The deferred audits have been marked against the 2021-22 Audit plan (Appendix 4).

Saving Lives: High Impact Intervention audits 

Saving Lives: High Impact Intervention (HII) are audits that monitor compliance with best practice 
for a number of clinical interventions that will reduce the risk of healthcare associated infections 
in specific aspects of nursing care. The original audits were amended by NHS Improvement & the 
Infection Prevention Society in 2017. From April 2018, Wye Valley Trust has implemented 
modified audits which have been adapted by the Infection Prevention team to incorporate the 
stipulated care bundles and additional information that will support local initiatives.

The following audits are undertaken quarterly by each clinical area by point prevalence and the 
results are collated by the infection prevention team and displayed on their infection prevention 
clinical dashboard. 

• Preventing infection associated with peripheral vascular access devices
• Preventing infection associated with central venous access devices
• Preventing catheter associated urinary tract infection
• Preventing ventilator associated pneumonia

The HII audit results are presented to the IPCC by the Divisional Directors of Nursing.

Three HII are not completed as a separate audit by the Infection Prevention nurse team as they 
duplicate work already undertaken within the organisation. These are:

• Preventing infection in chronic wounds
• Preventing surgical site infection
• Stewardship in antimicrobial prescribing

Criterion 10 

Providers have a system in place to manage the occupational health needs and obligations of staff in 
relation to infection

Personal Protective Equipment including FFP3 mask fit testing 
All clinical staff working within the organisation have been offered personal protective equipment 
(PPE) training & FFP3 Fit mask testing.
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This role and responsibility is being undertaken by a dedicated Fit mask testing service managed 
by the Education and Development team. 

All training and testing records are stored centrally on the Trust electronic staff Record system. 

Training and testing will continue throughout the coming year and will continue to be reported via 
the Fit testing team and the education committees as stated.

Safety Sharps Working Group 

The Trust has a Safe Sharp Working Group which is a sub-group of the Health & Safety 
Committee and is co- chaired by the Trusts Health & Safety Officer and Lead Infection Prevention 
Nurse. It meets quarterly to evaluate Trust compliance with relevant Health & Safety Legislation 
and the European Safety Sharps Devices Directive. The occupational health exposure incidents 
and monitoring reports are discussed and trends in incidents investigated. Safety products are 
reviewed and any items considered by the Safety Sharps Working Group must be reported to 
Foundation Group Procurement Group for review/ comment and final approval.  

Due to the demands of the COVID-19 pandemic this group did not meet regularly. It is planned 
that this will return to its usual agenda in 2022-23 following a review of the group’s Terms of 
reference and required attendance.

Trust Staff COVID-19 internal Track & Trace service

The Infection Prevention nurse team have supported and participated in the tracking and tracing 
of COVID-19 positive staff.

Staff mandatory infection prevention training 

All staff must attend Trust induction before commencing work within WVT. Infection prevention 
constitutes part of formal teaching on the clinical staff induction and annual refresher sessions. 
If there are any emerging infection threats or increased incidents of infection, extra targeted 
training sessions are undertaken. Training has also been provided for specific staff groups as 
requested.

Staff training continues to be delivered via a face-to-face and online delivery. Trust compliance 
with infection prevention training in 2021-2022 was 95.55% for Level 1 (non-clinical staff) and 
83.76% for level 2 (clinical staff).

Infection Prevention Champions 

The WVT Infection Prevention Service is supported by over 100 Infection Prevention Champions 
across all divisions and professional groups. The Champions receive regular information which 
provides education on incidents that have occurred within the Trust with lessons learnt. 

Infection Prevention Champions are expected to cascade information received to their teams. 
There are plans for this role to expand in 2022-23, with the champions participating in quality 
improvement initiatives and audits led by the infection prevention team. 
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Section 4: IPC Focus for 2022-2023
Infection prevention & control is a priority for Wye Valley NHS Trust. Our focus for 2022/23 will 
be:

• Continuing work related to the COVID-19 pandemic. We will use the NHS IPC Board 
Assurance Framework to ensure that all guidance and risks relating to this complex 
problem are addressed and that gaps in compliance are promptly acted on. This will be 
presented at the Infection Prevention Committee. It will also be included in a Quarterly 
IPC Report to Trust Board.

• Monitoring of possible health care acquired cases of COVID-19 with rapid action to 
control possible clusters

• We will be involved in planning for further waves of COVID-19 and also controlling 
possible simultaneous influenza and COVID-19 outbreaks over the winter months

• Ongoing training on transmission based precautions. To include contact, droplet and 
airborne precautions.

• Advising on decontamination of environment and clinical equipment  
• We will take part in developing safe systems for restoration of elective activity, to allow 

this to continue safely while protecting patients from acquiring healthcare associated 
infections including COVID-19

• Antimicrobial Resistance  and stewardship
• Continue to address and monitor outstanding estates maintenance work across the Trust
• Reduce the incidence of Clostridioides difficile infection in WVT based on a strong health 

economy partnership approach including surveillance, implementation of best practice, 
audit and root cause analysis

Section 5: Conclusion 
It’s been a challenging year for infection prevention at WVT. There have been staffing shortages 
in the team and the Trust did not achieve the externally set objectives of reductions in Gram 
negative bacteraemias and C. difficile infections. 

However, there have also been achievements. Highlights include a launch of a successful Stool 
SMART campaign, and delivery against the majority of actions in the action plan

The COVID-19 pandemic has proved a huge challenge for the NHS but has also shown how well 
our staff are able to rise to that challenge, with all departments working together flexibly to 
provide a safe environment for patients and staff. Restoration of normal services will provide new 
hurdles and we must be prepared for further waves. While this will make up a large part of our 
workload for 2022/23 we also need to ensure that we monitor and reduce other infections and 
that our staff maintain a high level of compliance with training.

There is much planned for the coming year  including Quality Improvement initiatives on clinical 
cleaning, PPE usage, stool sampling, and also continuing with interventions to reduce C. difficile 
and Gram negative  bacteraemias. None of this would be possible without the enthusiasm and 
commitment of Trust and Sodexo staff and the DIPC; The Infection Prevention Service would like 
to thank them again for their continuing efforts. 

25/33 71/192



26

Section 6: References
Department of Health: The Health and Social Care Act 2008: Code of Practice on the prevention 
and control of infections and related guidance.
https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-
practice-onthe-prevention-and-control-of-infections-and-related-guidance

Department of Health: Improving outcomes and supporting transparency
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/545605/PHOF_Part_2.pdf

Infection Prevention Society Audit tools. http://www.ips.uk.net/professional-practice/quality-
improvementtools/quality-improvement-tools/
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Appendix 1: List of Abbreviations 

AE Authorising engineer 

BBE Bare beneath the elbow

BSI Blood stream infection 

CDI Clostridioides difficile infection

CO-HA Community Onset- healthcare associated 

CPE Carbapenemase-producing enterobacteriaceae

CPEC Capital planning & equipment committee

CSM Clinical Site Management 

DIPC Director of infection prevention and control

EIA Enzyme-linked immunosorbent assay

FFP3 Full face protection mask 

GNBSI Gram negative blood stream infection

HCAI Health care associated infection

HWCCG Herefordshire Clinical Commissioning Group

HO-HA Hospital Onset- healthcare Acquired 

HII High Impact Intervention 

IPC Infection prevention and control 

IPCC Infection Prevention & Control Committee 

MRSA Meticillin-resistant Staphylococcus aureus

MSSA Meticillin sensitive Staphylococcus aureus

NHSEI NHS England & Improvements

PCR Polymerase chain reaction

PFI Private Finance Initiative

PPE Personal protective equipment 

QI Quality Improvement 

QSIR Quality service improvement and redesign
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UKAS United Kingdom Accreditation Service

UKHSA United Kingdom Health Security Agency

PLACE Patient led assessments in the Clinical environment

PFI Private finance initiative

SSI Surgical site infection

SSA Site Support team 

CSSD Central Sterile Services Department 

TB Tuberculosis

WTE Whole time equivalent 

WVT  Wye Valley NHS Trust
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Appendix 2: Infection prevention service Work priorities 2021-22

 
Updated : 

Hygiene code 
criterion 

Lead person(s) Final date for 
completion RAG

1.1 10 Laura Weston 30/04/2021
1.2 10 Lucie Grisewood 31/05/2021
1.3 5 and 10 Laura Weston/ Lucie Grisewood 31/05/2021

1.4 2.1 and 10 Laura Weston 31/08/2021
31/03/22

1.5 10 Lucie Grisewood 31/11/21
1.6 10 Laura Weston/ Jill Williams 31/08/2021
1.7 10 Laura Weston & Team 30/09/2021
1.8 10 Laura Weston 31/06/21
1.9 10 Laura Weston 31/05/2021

1.10 10 Laura Weston 30/06/2021

2.1 1.1.6 Lucie Grisewood/ Priya Anish 31/08/2021
31/03/22

2.2
1.2 Helen Atkin 31/08/2021

31/03/22
2.3 1.2 Lucie Grisewood/ Priya Anish 31/03/2022

2.4 9.3 Dr Johnson 30/09/2021
31/03/22

2.5 2.4 Laura Weston 31/08/2021

2.6 1.2 Lucie Grisewood/ Helen Atkin 31/05/2021
31/03/22

Hygiene code 
criterion number

Lead person(s) Final date for 
completion RAG

3.1 1 Dr Johnson/ Laura Weston 30/09/2021
3.2 1.2 Dr Johnson/ Laura Weston 30/09/2021
3.3 1.2 Dr Johnson/ Laura Weston 30/09/2021

3.4 1.2 Laura Weston/ Lucie Grisewood 31/12/2021
31/03/22

3.5 1.2 Laura Weston 30/06/2021
31/03/22

3.6 1.2 Laura Weston 30/06/2021
31/03/22

3.7 2.4 Laura Weston/ Bev Phillips 31/08/2021
31/03/22

4.1 1.1.3 Laura Weston 30/09/2021
4.2 10 Laura Weston 30/06/2021
4.3 10 Laura Weston 30/06/2021
4.4 10 Laura Weston/ Lucie Grisewood 30/06/2021
4.5 10 Laura Weston 31/05/2021

5.1 10 Laura Weston 30/06/2021
5.2 10 Laura Weston/ Lucie Grisewood 31/08/2021
5.3 10 Laura Weston 30/06/2021
5.4 10 Lucie Grisewood/ Bev Phillips 30/09/2021

Hygiene code 
criterion number

Lead person(s) Final date for 
completion RAG

6.1 10 Lucie Grisewood/ Helen Atkin 31/03/2022
6.2 1.2 Dr Johnson 30/04/2021
6.3 1.2 Dr Johnson 30/04/2021

6.4
1.2 Dr Johnson/ Laura Weston

31/07/2021

6.5 1.2 Laura Weston 31/03/2022

6.6 6.3 Laura Weston/ Helen Atkin 31/01/2022
31/03/22

6.7 9 Alison Johnson 31/03/2022
6.8 9 Alison Johnson 31/03/2022

6.9 6.3 Lucie Griewood/ Bev Phillips 31/01/2022
31/03/22

6.10 1.2 Dr Johnson/ Laura Weston 30/04/2021

6.11 1.2 Bev Phillips 31/08/2021
31/03/22

6.12 1.2 Bev Phillips 31/08/2021
31/03/22

6.13 1.2 Dr Johnson/ Laura Weston 30/04/2021

7.1 7.1/ 9.3 Escalated to Dave Adams, Trust 
Waste Lead 

30/04/2021

7.2 2.1 Lucie Griewood/ Bev Phillips 30/04/2021
7.3 4.1.2 Laura Weston 30/04/2021

Isolation Audit Nov 20: Hand hygiene signage above sinks to be refreshed 
Isolation Audit Nov 20: Patient leaflet distribution

8.0 Clostridioides difficile  (CDI) reduction plan 

see CDI Reduction plan 

Develop and launch weekly HCAI review panel 
Revisit and relaunch HOUDINI catheter initiative 

Monitor compliance with Urinary catheter care pathway 

Implement actions from HCAI review panel
7.0 IP team Audit actions

Isolation Audit Nov 20: Waste bin lid identifaction stickers to be refreshed

Launch the hydration campaign 2021-22

Restart invasive devices working group
Assess current ANTT practices in Peripheral venous cannulation 

Undertake optimal use of dipstick awareness campaign
Assess current practices with regard to hydration monitoring
Assess current ANTT practices in Urinary catheterisation

Review mandatory training packages 

6.0 Healthcare associated infections - GNBSI reduction

Action Point 

Explore introduction of glove awareness initiative
Relaunch urinary catheter reduction group
Audit Urinary Catheter insertion in ED 

Develop a Team SOP folder 
5.0 Training

Review IP Champions role and update champions list 
Deliver an Infection prevention refresher session for IP Champions on SICP & PPE 
Launch PPE refresher for all staff 

4.0 Infection Prevention Team development
Review service provision including out of hours 
Plan team development sessions with HR/ education 
Plan and roll out regular IP team educational sessions
Develop a IP induction resource folder and induction pack 

Complete  Gram negative bacteraemia compliance review
Review bed space isolation protocol
Review Isolation door signs 

Review admission pack in light of introduction of electronic patient record

Explore using EPR for capturing CPE screening questions 

Introduce clinical cleaning SOP and supporting folders

Implement actions  from the CJD audit 2020-21

Develop compliance monitoring of the SSA service 
Continue One Together surgical procedure audits- Plan audit 

3.0 Clinical Practices

Action Point 

Complete Health Act compliance compliance review

Collate and develop actions from the COVID-19 Outbreak Vulnerability 
2.0 Audit  & Surveillance

Audit use and completion of transfer documentation when patients are 
discharged to community hospitals and into district nurse care
Complete Time to isolation audit

Complete CPE screening compliance review

Develop and roll out a Clinical cleaning awareness campaign 

Support the roll out of the EAAW campaign 
Update the Infection prevention pages on the Intranet 
Support Trust flu vaccine initiative for 2021 alongside occupational health
Restart the quarterly champions newsletter
Issue Trustwide the COVID-19 Outbreak Vulnerability questionairre 

Annual Infection Prevention Action Plan 2021-22

1.0 Communications

Action Point 

Launch Every Action Counts campaign - to include video, posters and comms 
Continue to support & roll out  Trust hand hygiene campaign
Plan and roll out a CDI awareness campaign. To include sampling, diarrhoea 
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Appendix 3: Hospital declared Infection outbreaks 

Norovirus Outbreaks 

COVID-19 Outbreaks 

COVID-19 infection onset definition

Teme Ward 26/10/2021 02/11/2021 0 13
Linden ward, Bromyard 03/12/2021 09/12/2021 1 14
Ross wards 08/02/2022 17/02/2022 11 18

Location Date outbreak declared
Date Outbreak incident 

closed  
No. of affected 

staff 
No. of affected 

patients

Leominster ward 06/10/2021 04/11/2021 0 4
Arrow ward 19/10/2021 15/11/2021 1 7
Wye ward 31/10/2021 05/12/2021 1 10
Teme ward 25/11/2021 11/01/2022 1 9
Ross wards 30/11/2021 01/01/2022 2 6
Monkmoor - Surgical floor 06/12/2021 04/01/2022 3 0
Theatres 30/12/2021 05/02/2022 11 0
Redbrook wards 31/12/2021 03/02/2022 8 12
Ross wards 05/01/2022 04/02/2022 6 6
Ashgrove ward 10/01/2022 06/02/2022 1 4
Lugg ward 10/01/2022 09/02/2022 2 6
Leominster ward 24/01/2022 20/02/2022 2 3
Wye ward 02/02/2022 29/03/2022 12 18
Medical records- Harold 
Street 

02/03/2022 01/04/2022 6 0

Gaol street - dermatology 07/03/2022 12/04/2022 6 0
Frome ward 11/03/2022 18/04/2022 4 6
MRU - admin offices 11/03/2022 11/04/2022 9 0
Bromyard ward 21/03/2022 18/04/2022 0 4
Ashgrove ward 22/03/2022  04/05/22 0 6

Location Date outbreak declared

Date Outbreak incident 
closed  

* 28 days from last positive 
case 

No. of affected 
staff 

No. of affected 
patients

Community onset: <= 2 days after admission to trust 
Hospital onset indeterminate healthcare associated First positive specimen date 3- 7 days after admission to Trust . 

Hospital onset DEFINITE healthcare associated First positive specimen date 15 or more days after admission to Trust . 
Hospital onset PROBABLE healthcare associated First positive specimen date 8- 14 days after admission to Trust . 

Day 0= Day of 
admission 
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Appendix 4: Infection Prevention team audit plan 

Audit Clinical area self-
audit frequency

Infection prevention team 
validation audit frequency 

Audit tool Reporting forum

Hand hygiene & bare below 
the elbow (BBE)  compliance

Monthly 

Excluding 
community based 
staff 

Monthly in all inpatient & 
outpatient clinical areas   

Bi annual in neighbourhood team

- Completed monthly as able

Based on the Infection Prevention 
Society’s  hand hygiene 
observation tool 

Infection Prevention 
Committee

Commode & toileting aid 
cleanliness compliance

 Monthly Quarterly

Audits will be repeated the 
following month if a fail is record

- Completed monthly as able

Locally developed tool focusing on 
the equipment’s cleanliness 

Infection Prevention 
Committee

Patient environment audits- 
validation 

 Monthly Various depending on clinical 
area

- Completed as required 

Developed by Wye Valley NHS 
Trusts Estates and facilities team. 

This incorporates the national 
cleaning standards and IPS 
Process Improvement Tools for 
clinical areas. 

Cleanliness committee

Infection Prevention 
Committee

Post infection Spot Check 
Clinical Environment

Not applicable Following a patient being 
identified with a Hospital onset 
Healthcare associated CDI 

- Completed as required 

Locally developed tool focusing on 
the  cleanliness of the clinical 
environment and equipment

Hand hygiene and BBE is also 

HCAI Review panel 
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audited

Audit of Diarrhoea & C. 
difficile infection 
prevalence, isolation and 
management 
documentation 

Not applicable Planned annual review  
- Completed September 2021 

Locally developed tool reviewing 
the prevalence of patients with 
diarrhoea and their subsequent 
management 

Infection Prevention 
Committee

High Impact Interventions 
- Urinary indwelling 

catheter 
- Peripheral venous 

cannula 
- Central Venous Access 

Device
- Ventilated patient 

Quarterly Following lapses in care being 
identified following HCAI Review 
panel 

- Completed as planned 

Based on the Infection Prevention 
Society’s  High Impact 
Intervention care Bundles 

Infection Prevention 
Committee

Audit of Time to isolation

 

Not applicable Planned annual review 
- Postponed to 2022/23 audit 

work programme 

Locally developed tool monitoring 
compliance with the Trust 
isolation policy 

Infection Prevention 
Committee

Audit of Infection Prevention 
& Control care plan section 
8 of the Trusts Patient 
assessment and care plans 
(admission pack) 

Not applicable Planned annual review 
- Postponed to 2022/23 audit 

work programme 

Locally developed tool focusing on 
the completion of the Trusts 
Patient assessment and care 
plans (admission pack) section 8 
Infection Prevention & Control 
care plan 

Infection Prevention 
Committee
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Environmental and Quality 
assurance checks 

Not applicable Weekly review of clinical and non-
clinical areas focusing on 
infection prevention and health 
and safety issues including 
COVID-19 precautions and Safe 
sharps provision

- Completed monthly as able

Locally developed tools focusing 
on:

1. COVID-19 hierarchy of 
needs preventative 
measures

2. Management of Sharps

Health & Safety 
Committee

Infection Prevention 
Committee
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Changes to the WVT Board
Status of report: ☐Approval ☒Position statement  ☐Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Erica Hermon on behalf Russell Hardy
Documents covered by this 
report:

1.  Purpose of the report
To record publically the changes to the Wye Valley Trust Board and its committees, with effect from 1 
October 2022.

2. Recommendation(s)
The Wye Valley Trust Board is invited to note the Non-Executive appointments and the changes to the 
Board and Committee roles.

3. Executive Director Opinion1

The following WVT Non-Executive Directors will be standing down at the end of their term on 30 
September 2022:

• Christobel Hargraves
• Richard Humphries

The Non-executive Talent and Appointments Team, NHS England have confirmed the appointments of 
the following Associate Non-Executive Directors to Non-Executive Director appointments (with voting 
rights).  Their term of office will commence on 1 October 2022 until 30 September 2025.  These 
appointments have been made by NHS England using powers delegated by the Secretary of State for 
Health. 

• Grace Quantock
• Frances Martin
• Ian James

Consequently, the following changes will be implemented to the WVT Board and committees:

• Ian James will take over as chair of the Quality Committee from Christobel Hargraves with effect 
from 1 October 2022.

• Nicola Twigg will take over as Chair of Audit Committee from Andrew Cottom with effect from 1 
January 2023

• Andrew Cottom will become Deputy Chair of the WVT Board and Senior Independent Director 
from Richard Humphries with effect from 1 October 2022.   

• Jon Barnes will become a voting executive director of the WVT 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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4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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
☐ Reduce waiting times for diagnostics, 
elective and cancer care
☐ Develop a new integrated model for urgent 
care in Herefordshire improving access times 
and reducing demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the 
health and wellbeing of Herefordshire residents 
by utilising population health data at primary 
care network level

☐ 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

☐ Join up care for our population through 
shared electronic records and develop a patient 
portal to transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating 
capacity by delivering plans for an ambulatory 
elective surgical hub
☐ Stop adding paper to medical records in all 
care settings
☐ Reduce carbon emissions by delivering our 
Green Plan to reduce energy consumption and 
reduce the impact of the supply chain
☐ Increase elective productivity by making 
every referral count, empowering patients and 
reducing waste

Workforce and Leadership
☐ Improve recruitment, retention and 
employment opportunities by taking an 
integrated approach to support worker 
development across health and care
☐ Develop our managers’ skills and system 
leadership capability
☐ Continue to improve our support for staff 
health and wellbeing and respond to the staff 
survey
☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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Report to: Public Board
Date of Meeting: 01/09/2022
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: Director of HR and OD
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 a quarterly 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 as attached in appendix 1.

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 Strategy remains a live document 
which can be easily adapted to workforce and organisational developments over the coming year.

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

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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Workforce & OD Strategy Update – September 2022

1. 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

2.  Developments – September Update 

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. Key points to note since the last update 
in June includes the following;

Workforce Transformation
• Following discussions with the new ICS  Chief People Officer a strategic workforce redesign and 

transformation officer is being recruited and will be deployed to support WVT for an initial period of up 
to 12 months 

• Challenge Boards in place to review and monitor agency use in ICD, Medical & Surgical divisions
• Progressing with the roll out of e-rostering for clinical staff and electronic job planning for drs with 

monthly updates at the e-rostering Project Board and TMB to ensure project is on track 

Growing our own staff 
• Promoting apprenticeship programmes available through road shows, posters and staff appraisals
• Developing a WVT career & pay progression framework for band 2 staff  
• Business case to grow support staff into qualified nursing roles approved at TMB

Recruitment & Retention
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• Ongoing recruitment of international nurses and doctors. Expanding international recruitment to 
support pharmacy and other departments

• OSCE overseas nurses being appointed to support community hospitals 
• Reviewing WVT incentives for band 5 nurses and hard to fill areas 
• Divisional recruitment & retention working groups looking at local recruitment & retention initiatives
• HRBPs leading monthly reviews of exit interview and new starter information and taking actions in 

divisions
• ICS recruitment & retention working group work and ICS retention lead being advertised to work with 

trusts on retention initiatives   
• HCSW recruitment project with Hoople & The DM Lab – phase 2 (leaflet drops, supermarket adverts, 

digital advertising at Hereford United, expanded social media, increased WVT presence at jobcentre 
plus, community centres, educational establishments) from September

• Quarterly NHS People Pulse Survey – addressing issues raised through divisional meetings, WVT 
staff networks, recruitment & retention working groups, health & wellbeing group 

• WVT Flexible working sub-group - to commence early September

Health & Wellbeing 
• Connecting staff with nature project to support the WVT health & wellbeing week being launched in 

September for 6 to 12 months
• Annual WVT health & wellbeing week to run from 3 to 7 October with internal and external experts to 

deliver NHS MOTs, diet & nutrition sessions, exercises classes, back care, mental health awareness 
and  wellbeing programmes

• Halo Leisure gym instructors now running wellbeing sessions at community hospitals 
• Schwartz Rounds offering a forum for staff to discuss the emotional and psycho-social aspects of 

caring for patients being launched on 24 August
• WVT is now signed up to the Menopause Workplace Pledge and first webinar held in early August 

with another planned for September. Renewed Workplace Menopause group with focus on building 
up further support and information and a workplace menopause policy.

Equality, Diversity & Inclusion
• 4 Cultural Ambassadors now in place following RCN training programme and supporting employee 

relations and recruitment activities at WVT
• ICS funded EDI manager hosted by WVT – contract extended to March 2023 to support staff networks 

and EDI programmes 
• Work commenced on mapping requirements of the new NHS Equality Delivery System (ED2) which 

requires EDI actions on services, workforce and inclusive leadership

Leadership & Management Development
• Cohort 3 of the WVT Leadership programme will commence on 28 September
• Medical leadership development programme aligned to the WVT programme developed with Robbie 

Dedi

Staff Engagement
• AHP Day to be held in October – awards to be presented
• Promotion of financial wellbeing, guidance and support available to staff 
• Virtual engagement events with staff to support wellbeing and address issues of concern 
• Schwartz Rounds promotion and increased awareness of uptake

HR Policies & Procedures
• New Internal Transfers Procedure in place – to support development and faster internal process
• New Investigations Guidance produced – training to be rolled out to line managers from September

ICS Workforce Projects
• A strategic workforce redesign and transformation lead is being recruited by the ICS and will be 

deployed to support WVT for an initial period of 6 to 12 months 
• ICS seeking to develop 20 strategic workforce planning and design facilitators to support workforce 

planning and service redesign ICS wide  

3. Measures of success

3/4 84/192



WVT continues to face significant operational pressures and due to this 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 declining, the HR team will be able to work more actively with line managers in implementing 
key workforce initiatives for the Trust. 

Divisional leads supported by HR Teams are working on recovery plans and it is envisaged that HR KPIs will 
be mainly green rated by the end of the financial year. 
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Appendix 1

WVT WORKFORCE & OD STRATEGY - Growing & developing our workforce for a sustainable future 

KEY THEMES & ENABLERS 2022/26

Our main ambition is to make working in WVT an attractive career opportunity for everyone and to support the development of a highly skilled, flexible and 
sustainable workforce for the future. Our key workforce themes and enablers are listed 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
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WVT WORKFORCE & OD STRATEGY – UPDATE FOR SEPTEMBER 2022
Actions Required – 2022 - 2023 HR & OD TEAM ACTIONS TO-DATE RAG

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

• Following discussions with the new ICS  Chief People Officer a strategic workforce redesign and 
transformation officer is being recruited and will be deployed to support WVT for an initial period of up to 12 
months 

• Challenge Boards in place to review and monitor agency use, ICD, Medical & Surgical
• Progressing with the roll out of e-rostering for clinical staff and electronic job planning for drs with monthly 

updates at the e-rostering Project Board and TMB to ensure project is on track
• Allocate e-rostering roll out for clinical staff  
• All Ward Based staff in Medical Division are successfully on Allocate and all nursing areas will be on e-

rostering by the end of the year
• Medical e-rostering project lead working closely with Deputy MD on consultant job planning and e-rostering 

for doctors to be completed by March 2023
• Engagement with ICS project on Community Diagnostics Centre (Dan Harding is Associate Director for ICS)
• Community Diagnostics Care workforce group commencing June 2022
• WVT Education & Workforce Group in place with Divisional representatives and reviewing required 

workforce transformation, education and general workforce issues

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 

• Promoting apprenticeship programmes available through road shows, posters and staff appraisals
• Developing a WVT career & pay progression framework for band 2 staff  
• Business case to grow support staff into qualified nursing roles approved at TMB
• Increasing apprenticeship positions particularly in hard to recruit areas i.e. Cardiac Physiologists
• Increasing apprenticeship numbers in HCSW, ACP’s, admin ensuring all leaders have been trained where 

needed on the requirements of the apprenticeship
• Exploring new apprenticeship opportunities i.e. PA apprenticeship
• Working on identifying ACP/PA leads across the Trust
• Ongoing work with Education Lead on mapping out apprentices to admin roles to identify a career ladder
• More Band 4 NA’s being introduced in Community Hospitals
• Introduction of AHP Degree Course
• Introduction of AHP Return to Practice opportunity
• Introduction of ACP’s at Community Hospitals
• Supporting Radiology apprenticeships (from existing Imaging Assistant group)
• Exploring feasibility of HEE funding to support Sonography training post 
• Pharmacy workforce continues to follow grow your own model, including trainee pharmacy technicians, 

development pharmacist roles, cross-sector training roles 
• Introduction of ACP roles in Cancer Services
• Working with The Princes Trust on employing young people and to host NHS Cadets from September

Theme 3 

Recruitment & 
Retention 

• Exit interview analysis and actions - > 
30% 

• Recruitment & retention incentives for 
hard to fill areas 

• All jobs advertised as open to flexible 
working

• Ongoing recruitment of international nurses and doctors. Expanding international recruitment to support 
pharmacy and other departments

• OSCE overseas nurses being appointed to support community hospitals 
• Reviewing WVT incentives for band 5 nurses and hard to fill areas 
• Divisional recruitment & retention working groups looking at local recruitment & retention initiatives
• HRBPs leading monthly reviews of exit interview and new starter information and taking actions in divisions
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• 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%

• ICS recruitment & retention working group work and ICS retention lead being advertised to work with trusts 
on retention initiatives   

• HCSW recruitment project with Hoople & The DM Lab – phase 2 (leaflet drops, supermarket adverts, 
digital advertising at Hereford United, expanded social media, increased WVT presence at jobcentreplus, 
community centres, educational establishments) from September

• Quarterly NHS People Pulse Survey – addressing issues raised through divisional meetings, WVT staff 
networks, recruitment & retention working groups, health & wellbeing group 

• WVT Flexible working sub-group - to commence early September
• Trac recruitment reports now being shared with the Division and HRBP scrutiny and support of weekly 

chasing of non-compliant key performance areas to improve and enhance timely recruitment
• WVT Recruitment & Retention Group now in place to review and act on recruitment & retention issues 

affecting WVT
• Ongoing international recruitment programme for clinical staff 
• Quarterly triangulation of exit and new starter interviews with leavers and staff groups
• Turnover aligned to triangulation of exit interviews
• All vacancies reviewed weekly to ensure active advertisement and full recruitment in place. 
• Retention activities including itchy feet conversations, stay Interview Café’s 
• Increasing apprenticeships to maximise development and increase skill & knowledge base. 
• Application of internally developed career escalators for Clinical Fellow to Specialty Docs in Emergency 

Medicine and Cardiac Physiology (hard to recruit areas) 
• CESR supportive job plans for medical staff for specialty Doctors across 4 specialities and with plans to 

expand into Stoke specialty. 
• Increasing volunteer engagement in all areas – to support the workforce and offer valuable experience 

within the Trust – linking in with local schools for volunteer arrangements for aspiring health care 
professional and linked with Duke of Edinburgh achievements and across all sectors in a local school 
diploma. 

• Converted locum into substantive post in Anaesthetics
• Working on locum, substantive, agency, retained agency options for Consultant roles 
• Agency spend scrutiny at Challenge boards and weekly medical rota meetings.
• OSCE Nurses being introducing into Community Hospitals from June 2022
• Recruitment Incentives agreed for consultant recruitment – microbiology and histopathology
• Successful international recruitment programme has closed B5 Radiographer vacancy gap
• Successful international recruitment of BMS staff to microbiology
• New Undergraduate programme for Diagnostic Radiographers by Worcester Uni –Sept 2022 

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

• Connecting staff with nature project to support the WVT health & wellbeing week being launched in 
September for 6 to 12 months

• Annual WVT health & wellbeing week to run from 3 to 7 October with internal and external experts to 
deliver NHS MOTs, diet & nutrition sessions, exercises classes, back care, mental health awareness and  
wellbeing programmes

• Halo Leisure gym instructors now running wellbeing sessions at community hospitals 
• Schwartz Rounds offering a forum for staff to discuss the emotional and psycho-social aspects of caring for 

patients being launched on 24 August
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• WVT is now signed up to the Menopause Workplace Pledge and first webinar held in early August with 
another planned for September. Renewed Workplace Menopause group with focus on building up further 
support and information and a workplace menopause policy.

• WVT Health & Wellbeing Group in place with representatives across all Divisions
• Promoting health & wellbeing by supporting national events (mental health, stress, cancer, know you 

numbers etc)
• WVT health & wellbeing brochure and monthly e-bulletin on wellbeing topics – annual health & wellbeing 

week in October
• Mental Health at Work project, Nature Connectedness project with the University of Derby 
• New sickness absence monitoring arrangements from June 2022 with KPI’s regarding review period 

discussions, return to work discussions – including a data cleanse exercise to reconcile Allocate and ESR 
data over the last 12 months. Trigger reports will be highlighted to managers and non-compliance will be 
escalated to Matron/General Manager level to tackle performance concerns

• Develop Nurse staffing sickness absence trajectory to reduce from 8.5% average for 21/22 to 6% by end of 
Q3 and 4% by end of Q4 22/23

• Newly devised monthly sickness absence training now live – all HR operational team training
• Active promotion of wellbeing support available for all staff across Divisions 
• REACT mental health conversations training up and running, developed and delivered by HRBP’
• Well Being Conversations Tools provided to the Division and active discussions at handover and ward 

huddles in place. 
• Regular monitoring and review of flexible working requests to ensure fairness and equity in all departments  
• Promotion of the Flexible Retirement Options available to staff.
• Team time psychological support sessions for staff – additional sessions for FY2 drs 
• Specialised counselling in ITU for staff 
• HR Drop in sessions run in various wards for staff to discuss any wellbeing concerns
• Survey created and publicised around moving wards and how to improve process
• Mental Health First Aiders in place across all community sites and x 113 at WVT 
• Wellbeing Champions at each Community Hospital site
• Various wellbeing activities being done at Community sites
• Civility Saves Lives training being delivered across teams
• 165 line managers trained to-date in Mental Health Awareness

Equality, 
Diversity & 
Inclusion
(EDI)

• Implement ICS / NHS EDI actions on 
high impact changes, 

• EDI training for line managers
• WRES, WDES
• Introduce staff networks (BAME, 

LGBT+, Disability)
• Introduce international staff group

• 4 Cultural Ambassadors now in place following RCN training programme and supporting employee 
relations and recruitment activities at WVT

• ICS funded EDI manager hosted by WVT – contract extended to March 2023 to support staff networks and 
EDI programmes 

• Work commenced on mapping requirements of the new NHS Equality Delivery System (ED2) which 
requires EDI actions on services, workforce and inclusive leadership

• WVT Staff Networks in place – BAME, LGBT+, Disability – and promoting national and NHS EDI 
programmes 

• Leading and promoting EDI employment related work ICS wide 
• FTSU Champions from a BAME background 
• Cultural Ambassador reps – x 4 members of staff being trained 
• Listening Events for EDI – commencing in June
• To deliver the in-house Culture Survey and action plans
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• Seeking resources ICS wide for permanent EDI managers at the appropriate level to drive NHS EDI 
workforce requirements 

Leadership & 
Management 
Development

• WVT leadership programme linked to 
Group GROWTH model

• Coaching programme for line 
managers 

• Clinical leadership development 
programme 

• Cohort 3 of the WVT Leadership programme will commence on 28 September
• Medical leadership development programme aligned to the WVT programme developed with Robbie Dedi
• Excellent feedback received from cohort 2 of the WVT Leadership programme and cohort 3 to commence 

in September
• Increasing numbers of staff uptake on Educational programmes and reporting quarterly on numbers at 

Divisional People Board meetings
• Active promotion of coaching for performance skills to line managers 
• Plans for all line managers to attend  the WVT Management and Leadership Course over next 12 months

Education & 
development

• Career development framework for 
nursing / midwifery staff 

• Onsite career development clinics for 
support workers

• Deliver Level 2 qualifications for 
support staff

• Utilising HEE, WDF and apprenticeship levy to develop WVT staff 
• Annual WVT training needs analysis for all Divisions linked to WVT strategic priorities 
• Working with universities and local colleges in promoting apprenticeships for staff
• Stay Interview Café’s will link in with development clinics
• Divisional Management linking in with OD department and local college around bespoke admin courses to 

help develop a local pipeline of admin professionals
• Working in partnership ICS wide in promoting NHS development programmes for staff 

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 

• AHP Day to be held in October – awards to be presented
• Promotion of financial wellbeing, guidance and support available to staff 
• Virtual engagement events with staff to support wellbeing and address issues of concern 
• Schwartz Rounds promotion and increased awareness of uptake
• Reasonable 2021 Staff Survey results and ongoing actions on Survey /  NHS People Promise 
• Staff Survey Listening Events and workshops in Divisions to address issues locally 
• Open door policy for staff to meet all executive directors 
• Increased presence in staff networks – BAME, LGBT+, Disability – offering staff paid time to attend 
• GEM award recognition 
• Financial awareness wellbeing programmes for staff
• Using My WVT hapi app to promote staff engagement 
• Working across the Group on programmes to support staff faced with growing cost of living crisis 

HR policies & 
procedures 

• Review and introduce streamlined HR 
policies and procedures in key areas ( 
sickness, bullying, grievance, flexible 
working, recruitment, disciplinary)

• 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

• New Internal Transfers Procedure in place – to support development and faster internal process
• New Investigations Guidance produced – training to be rolled out to line managers from September
• Key policies in place with dedicated self-service information intranet pages per policy. 
• HR Policy toolkit training sessions -  sickness absence, policy overview, investigations training established
• Exploring policy authorisation sign off processes and challenging red tape of overly intense sign off 

processes and extensive form completion – plans to move to digitalisation model.  
• Plans for KPI improvement – SMART plans for appraisals in low compliance areas. 
• HR Team helpline and HR email for staff queries 

ICS workforce 
projects 

• Full engagement in ICS  wide 
workforce projects - agency reduction, 
leadership, health & wellbeing, edi, 
transformation

• A strategic workforce redesign and transformation lead is being recruited by the ICS and will be deployed 
to support WVT for an initial period of 6 to 12 months 

• ICS seeking to develop 20 strategic workforce planning and design facilitators to support workforce 
planning and service redesign ICS wide  
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• Ongoing engagement in ICS wide workforce projects – resources, capacity and expertise required ICS 
wide for delivery of successful projects to be addressed 

Recruitment 
department 

• Full compliance with NHS recruitment 
standards 

• Reviewing new Trac reports and identification of hotspots and targeting non-compliant areas in terms of 
shortlisting and reference check processes 

• Maintaining full compliance with NHS recruitment standards
Temporary 
Staffing Office

• Increase bank only staff by 10% • Reviewing the WVT Temporary Staffing Office to establish if its current structure is fit for purpose to grow 
bank staff and reduce agency usage. Report due 23 September

• Reviewing medical rates in order to standardise rates across the ICS
• Advertising current bank rates and benefits to staff including the bonus scheme and opportunities to work 

in a variety of areas and develop enhanced skill sets.
• Developed an enhanced induction and a streamlined core skills training programme for bank staff 
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Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Safer Staffing Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Emma Smith, Associate Chief Nursing Officer
Documents covered by this 
report:

1.  Purpose of the report
To provide the Board with oversight of nurse staffing for inpatient areas in line with the National Quality Board 
requirements. 

2. Recommendation(s)
To note the content of the report and pursue any key lines of enquiry.

3. Executive Director Opinion1

The information contained in this report is accurate at the time of reporting.  During the last 2 months the Nurse 
Agency Reduction Programme has developed a number of work streams including:

• HCA recruitment and retention initiatives
• Establishment acuity and dependency review (first since the beginning of the pandemic)
• Comparative analysis of establishments and CHPPD (SWFT, GEH, Worcester and model hospital)
• Agency rate review 
• Agency contract review and proposal
• Focus on RMN use
• Escalation processes for high cost agency and health care support worker agency shifts

The detail of some of these will report in a variety of forums including Board, Board workshop, F&PE and into 
Quality Committee.

I remain concerned about HCA retention and the minimal impact we are making on overall vacancy rates.  The 
impact is reflected in the low fill rates for HCA’s (particularly on the day shifts). A proposal for HCA retention will 
be presented to Trust Management Board later this month.

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 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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

☐ Reduce waiting times for diagnostics, elective and 
cancer care

☐ Develop a new integrated model for urgent care in 
Herefordshire improving access times and reducing 
demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the health 
and wellbeing of Herefordshire residents by utilising 
population health data at primary care network level

☐ 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

☐ Join up care for our population through shared 
electronic records and develop a patient portal to 
transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating capacity by 
delivering plans for an ambulatory elective surgical 
hub

☐ Stop adding paper to medical records in all care 
settings

☐ Reduce carbon emissions by delivering our Green 
Plan to reduce energy consumption and reduce the 
impact of the supply chain

☐ Increase elective productivity by making every 
referral count, empowering patients and reducing 
waste

Workforce and Leadership
☒ Improve recruitment, retention and employment 
opportunities by taking an integrated approach to 
support worker development across health and care

☐ Develop our managers’ skills and system leadership 
capability

☐ Continue to improve our support for staff health 
and wellbeing and respond to the staff survey

☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive

2/5 93/192



Introduction

This report provides a monthly update in relation to nurse staffing within the Trust, explaining the current 
ward configurations implemented in response to the ongoing COVID 19 pandemic and operational needs. 
This report will focus on the data for July 2022, but will also highlight any significant challenges experienced 
in August 2022. 

Fill Rates

It is a National Quality Board requirement to inform the Board of fill rate data for inpatient areas.  There 
are a number of factors which may affect fill rates and staffing overall and some of these are summarised 
below:

• The number of patients admitted with COVID 19 has been steadily increasing throughout July 2022, 
yet decreased in August 2022 as the current wave reduced. We are continuing to admit these 
patients into specialty ward areas, in side rooms or cohorted bays

• During July 2022, we had a number of closed bays on wards due to infection outbreaks on Frome 
ward and at Ross Community Hospital. In August 2022, we also reported a COVID outbreak on Lugg 
ward

• During this reporting period, the Emergency Department (ED) has been congested with a large 
number of patients spending extended periods of time in the department.  This has led to up to 4 
escalation areas open overnight within the department for patients awaiting beds

• The Medical escalation ward has also been open during this period (the plan was for the ward to be 
closed during the summer period).

• In July 2022, we have seen a slight reduction in agency spend across the Trust, although this 
reduction has not been material as we continue to see large numbers of nursing shifts being 
requested with our master vend due to the additional capacity beds, as well as additional shifts to 
support patients with high acuity and dependency.

Fill Rate Data 

RN Fill HCA Fill RN Fill HCA Fill Overall (Actual) CHPPD
Primrose Unit 104.9% 80.5% 99.7% 100.0% 9.8

Maternity Ward 69.3% 41.0% 66.1% 85.5% 4.0
Children's Ward 118.4% 123.7% 97.5% 98.3% 12.4

Lugg Ward 93.8% 79.5% 98.9% 101.1% 5.5
Wye Ward 111.3% 69.8% 118.0% 83.0% 7.0

Cardiac Care Unit 101.2% 95.1% 100.5% 92.0% 12.3
Leominster Community Hospital 118.4% 88.1% 126.1% 93.3% 5.7
Bromyard Community Hospital 108.5% 91.0% 101.7% 98.2% 6.2

Ross Community Hospital 95.5% 87.4% 104.9% 97.5% 5.5
Teme Ward 84.2% 66.7% 101.6% 73.5% 7.3

Redbrook Ward 90.7% 86.4% 100.0% 99.9% 6.8
Special Baby Care Unit 94.8% - 99.1% - 10.4

Intensive Care Unit - - - - 24.2
Gilwern Ward 101.4% 60.2% 93.5% 47.5% 8.6

Acute Medical Unit 113.0% 69.9% 93.3% 110.2% 7.5
Ashgrove Ward 102.8% 68.7% 101.1% 104.2% 6.8
Dinmore Ward 117.7% 64.6% 106.5% 107.9% 6.8
Garway Ward 125.7% 83.9% 101.9% 121.0% 8.8
Frome Ward 98.8% 84.9% 115.1% 109.7% 7.0
Arrow Ward 121.2% 66.9% 133.4% 85.1% 7.5

Day Night 
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Analysis of Fill Rate Data 

The response from the master vend has increased over the last quarter meaning that fill rates across the 
ward areas are greatly improved.  The following areas exceeded their fill rates for the reasons described 
below: 

Children’s ward – Due to high acuity patients, and patients requiring RMN support.

Leominster Community Hospital – Due to high patient dependency, RMN requirement.

Frailty Wards Dinmore and Garraway – Due to high patient acuity and dependency.

Frome Ward – Over establishment at night due to high patient acuity and direct ED admissions.

Arrow Ward – Required to support a high number of patients receiving Non-invasive ventilation (NIV). 

Agency

As can be seen in appendix 1, agency usage has decreased in July 2022, from the previous month. This 
decrease is by 5.57 WTE, to 146.07 WE. Bank usage has increased slightly during this period by 2.03 WTE.  

ED continues to be the clinical area utilising the most bank and agency nurses (46.46 WTE), the second 
highest area for temporary staffing usage is within the Community Hospital settings (33.59 WTE), across 
the three community sites.

The highest use of Thornbury nurses remains within specialist areas, including ICU, Children’s Ward, SCBU 
and within Community Hospitals.
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Appendix 1

Trust – Wide Substantive and Temporary Nurse Staff Position

Bank and Agency costs

Thornbury Agency Usage

2022-23 BUDGETED ESTABLISHMENT 
WTE by Month

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Subs Nursing Budgeted Establishment 1666.55 1643.35 1674.62 1682.73

Bank 91.11 95.66 99.24 101.27
Agency 150.32 165.99 151.64 146.07
Substantive and Overtime 1433.94 1423.09 1411.29 1412.71
Subtotal 1675.37 1684.74 1662.17 1660.05

Under/(Over) Establishment (8.82) (41.39) 12.45 22.68
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Policy Panel Update
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Managing Director
Author: Erica Hermon, Company Secretary
Documents covered by this 
report:

1.  Purpose of the report
To update the Board on those policies that have been presented to and approved by the Policy Panel 
plus, as requested at November 2021’s Board meeting, to provide assurance on the overall provision of 
policies within WVT.

2. Recommendation(s)
To note those policies approved by the policy panel, on behalf of the WVT Board, since it last reported to 
Board in July 2022. 

3. Executive Director Opinion1

The Trust’s Policy Panel, chaired by the Managing Director: ratifies policies and provides the Board with 
a summary; approves related documentation; ensures that documentation is presented in the Trust 
format and has been catalogued on the Trust database; and, monitors the adherence to the 
developmental processes to maintain the quality of documentation.

The table and graph below provide an overview of the trust’s position with the provision of policies.

Total # of 
Policies being 
updated (within 6 
months of 
expiry)

Total # of Policies:
 Out of Date

Total # of Policies: 
About to Expire 
(within 60 days)

27 (decrease of 4 
since July 2022)

18 (no change since 
July 2022)

9 (decrease of 2 since 
July 2022)

The panel has approved the following policies (linked to the Trust intranet) since it last reported to Board 
on July 7, 2022.

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 1 22020304 

EP.10 Stage 4 Whole Hospital Site Shelter & Evacuation Plan
PR.S.19 National Data Opt-out & Submitting Clinical Audit Data Externally
IG.S.06 Data Rights
IG.S.07 Processing Personal Data with Consent as a Processing Condition
PR.S.15 Use of Freestyle Precision Pro Blood Glucose and Ketone Meters
PR.S.16 Use of Freestyle Optimum Neo Glucose Meter
HR.86a Flexible Working Policy - Management Guidance
MF.S.6 How to create a LocSSIP & new LocSSIP template
HR.16 Core Statutory and Mandatory & Essential to Role Training

4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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
☐ Reduce waiting times for diagnostics, 
elective and cancer care
☐ Develop a new integrated model for urgent 
care in Herefordshire improving access times 
and reducing demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the 
health and wellbeing of Herefordshire residents 
by utilising population health data at primary 
care network level

☐ 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

☐ Join up care for our population through 
shared electronic records and develop a patient 
portal to transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating 
capacity by delivering plans for an ambulatory 
elective surgical hub
☐ Stop adding paper to medical records in all 
care settings
☐ Reduce carbon emissions by delivering our 
Green Plan to reduce energy consumption and 
reduce the impact of the supply chain
☐ Increase elective productivity by making 
every referral count, empowering patients and 
reducing waste

Workforce and Leadership
☐ Improve recruitment, retention and 
employment opportunities by taking an 
integrated approach to support worker 
development across health and care
☐ Develop our managers’ skills and system 
leadership capability
☐ Continue to improve our support for staff 
health and wellbeing and respond to the staff 
survey
☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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https://wvt-intranet.wvt.nhs.uk/media/62616/shelter-evacuation-level-4-emergency-planning-ep10-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/62540/data-opt-out-submitting-clinical-audit-data-externally-national-prs19-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/62542/data-rights-sop-igs06-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/62541/personal-data-processing-with-consent-igs07-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/62707/glucose-meter-use-of-the-freestyle-precision-pro-blood-glucose-and-beta-ketone-meters-prs15.pdf
https://wvt-intranet.wvt.nhs.uk/media/62550/glucose-meter-use-of-the-freestyle-optium-neo-h-blood-glucose-meter-prs16-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/62547/flexible-working-policy-hr86-wvt-trust-wide-policy.pdf
https://wvt-intranet.wvt.nhs.uk/media/62544/procedure-for-creating-a-locssip-mfs06-wvt-trust-wide-sop.pdf
https://wvt-intranet.wvt.nhs.uk/media/62546/statutory-and-mandatory-core-essential-to-role-training-policy-hr16-wvt-trust-wide-policy.pdf


Version 1 22020304 

Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Board Assurance Framework (BAF) and 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:

BAF as at 24 August 2022
High Risks 15+ as at 24 August 2022

1.  Purpose of the report
To present the Board Assurance Framework (BAF), which identifies the risks to delivery of WVT’s strategic 
objectives for 2022/23, plus the divisional operational risks.  

2. Recommendation(s)
The WVT Trust Board is invited to:

• Approve the BAF, identifying any gaps in risk to delivery of WVT’s strategic objectives 2022/23.
• To note the operational risks (rated 15 and above) being carried by divisions within the Trust.
3. Executive Director Opinion1

The BAF is continually updated to identify and capture those risks that impact on the strategic delivery of 
the Trust’s objectives.  The Trust’s extreme risks are reviewed bi-monthly by the Executive Risk 
Committee, with a deep dive of each divisions’ risk registers taking place on a rotational basis.

4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:
Quality Improvement
☒ 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

☒ Reduce waiting times for diagnostics, elective and 
cancer care

☒ Develop a new integrated model for urgent care in 
Herefordshire improving access times and reducing 
demand for hospital care

Integration
☒ 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

☒ Reduce health inequalities and improve the health and 
wellbeing of Herefordshire residents by utilising 
population health data at primary care network level

☒ 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

☒ Join up care for our population through shared 
electronic records and develop a patient portal to 
transform patient experience

Sustainability
☒ Create sufficient Covid-safe operating capacity by 
delivering plans for an ambulatory elective surgical hub

☒ Stop adding paper to medical records in all care 
settings

☒ Reduce carbon emissions by delivering our Green Plan 
to reduce energy consumption and reduce the impact of 
the supply chain

☒ Increase elective productivity by making every referral 
count, empowering patients and reducing waste

Workforce and Leadership
☒ Improve recruitment, retention and employment 
opportunities by taking an integrated approach to support 
worker development across health and care

☒ Develop our managers’ skills and system leadership 
capability

☒ Continue to improve our support for staff health and 
wellbeing and respond to the staff survey

☒ Further develop place based leadership and 
governance through the one Herefordshire Partnership 
and Integrated Care Executive

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Board Assurance Framework as at 23 August 2022

ID Title

Description Supplementary Information

Risk level 

(initial)

Controls Gaps in Controls 

Risk level 

(current)

Assurance Gaps in Assurance

Risk level 

(Target)

Actions Due date

1542

**BAF 

2022/23** 

Ability of PLACE 

Partners to 

Record Incidents

PLACE partners do not have sufficiently 

mature or embedded processes to 

identify system risks, concerns and 

issues and thereby there will be missed 

opportunities to both identify and learn.

Strategic Objective:

Quality Improvement: 

Improve patient safety 

through implementing 

change as we learn from 

incidents and complaints 

across our system

Extreme

•	DATIX system in place with PCNs linked 

to Taurus

•	Meetings established between PLACE 

quality and safety teams

•Taurus have aligned incident category 

index to reflect that of WVT.

• Embedded PCN processes with using 

DATIX.

• Taurus delivery of DATIX process.

• Culture change to report and learn 

from mistakes without apportioning 

blame.

•Differing assessment criteria of harm 

between partners.

•Don't report incidents in line with 

national guidance - current reports 

focus on external organisations and not 

internal practice.

High

•	Monthly System Learning 

Forum 'Safety in Sync' 

(starting in May 2022)

•Different expectations for 

primary care implementing 

new reporting system for 

incidents, given this and 

new safety strategy 

requirements for NHS 

Trusts will lead to further 

lack of alignement of 

processes

High

COMPLETED - Taurus implementation of Datix

COMPLETED - Discussion with HMG to promote use of Datix 

and provide one system across partners.

COMPLETED - Establish System Learning Forum from May 

2022

1547

**BAF 

2022/23** 

Ability of system 

to avoid need for 

hospital care

Due to increasing urgent and 

emergency care demand, there is a risk 

that the system is unable to enact the 

measures required to avoid the need for 

hospital care, the management of 

discharge pathways and the unblocking 

of barriers (both trust driven and 

system partner supported) which, in 

turn, places a risk on the Trust to 

achieve routinely the national 4 hour 

A&E waiting time target 

Strategic objective:

Quality Improvement: 

Develop a new integrated 

model for urgent care in 

Herefordshire improving 

access times and reducing 

demand for hospital care

Extreme

•	Trust Capacity meetings allowing 

visibility of the issues and escalation. 

•	Investment in additional ward 

discharge coordinator capacity.

•	Standardization of discharge processes 

and planning of admission across 

patient settings.

•	Ability for out of area partners to 

respond to the repatriation of patients.

•	Gaps in Homefirst provision and 

Discharge to Assess settings.

•	Shortfalls in staffing at ward level 

creating delays in discharge planning.

•Additional financial burden as a result 

of inability to mitigate additional activity 

at the 'front door'.

Extreme

•	System wide silver and gold 

calls.  

•	Finance and performance 

executive reporting

•	Daily Trust-wide capacity 

meetings.

High

Reestablish Wye Valley Way

Deliver virtual ward offering 

100 day discharge challenge

30/09/2022

01/12/2022

30/09/2022

1328

**BAF 

2022/23** 

Accessible 

Information 

Standard

There is a risk of both patient harm 

and/or legal action due to non-

compliance with the accessible 

information standard (AIS) which could 

result in patients with sensory 

impairment (not limited to blind, deaf, 

LD, Ddeaf, autism effecting 

communication etc) being unable to 

access information relating to their care 

and allowing them to access services.

Strategic Objective:

Quality Improvement

☐ Improve the experience 

of patients receiving care by 

improving our clinical 

communication

From 1st August 2016 

onwards, all organisations 

that provide NHS care and / 

or publicly-funded adult 

social care are legally 

required to follow the AIS. 

Compliance forms part of 

the anticipatory duty under 

the Equality Act 2010. 

Extreme

•	Where a need is identified, the 

Synertec system is able to provide some 

alternative formats.

•	All Trust leaflets are to contain 

information on how to access 

alternative formats.

•	BSL interpreting service available for 

appointments, when need is identified.

•	Macmillan have made provision (easy 

read, BSL) for information relating to 

cancer services.

•	Patients who require alternative 

formats aren't readily identifiable.

•	No system is in place to identify, record 

and flag those with accessible needs.

•	No process is in place to ensure 

referrers inform the Trust of accessible 

needs to enable initial communications 

to service user.

•	No safeguards in place to ensure 

relatives are not providing inappropriate 

interpretation. High

Corporate Risk Committee

Moderate

Website information

Determine if Maxims can provide information field

Details on synertec letters

Provision of staff training

30/04/2022

30/04/2022

30/04/2022

30/09/2022

1605

**BAF 

2022/23** 

Availability of 

Capital Funds to 

meet Trust's 

Strategic 

Objectives

There is a risk that capital funds are not 

sufficient to meet the collective 

requirements of the Trust, not limited to 

the delivering of key estates and 

investment being made on Trust 

medical  equipment due to a restriction 

on the capital resources available to the 

Trust which could lead to an ability to 

procure essential equipment resulting in 

adverse impacts on healthcare delivery.

List of equipment and small 

scale projects identified 

through operational 

planning are unlikely to be 

realised in 2022/23.

Extreme

•	Capital planning and prioritisation of 

key schemes and equipment

•	Holding contingency funds for adhoc 

emergency requirements

•	Seeking further capital funding from 

available outlets

•Operational planning process

•Capital risks and opportunities analysis

•	Ability to determine emergency capital 

spend requirements

•	Approval of capital fund applications

•	Capital funding provided is not 

sufficient to meet whole requirement

High

•	Capital Planning and 

Equipment Committee

•	Trust Management Board

•	Financial reports to Board

High

Ongoing bids for capital funding 31/03/2023
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1114

**BAF 

2022/23** 

Clinical and 

support staff 

recruitment and 

retention 

There is a risk to achieving the Trust's 

strategic objectives due to staff 

shortages and being unable to recruit to 

clinical and support staff vacancies 

resulting in the use of locum staff (and 

an inability to comply with agency caps), 

increasing costs, a lack of capacity to 

deliver national standards, local plans 

and to address service fragility.

Strategic Objective: 

Workforce and Leadership

☐ Improve recruitment, 

retention and employment 

opportunities by taking an 

integrated approach to 

support worker 

development across health 

and care

Extreme

•	Recruitment plan for clinical staff. 

•	ICS-wide support worker recruitment 

campaign.

•	Dedicated staff for medical 

recruitment.

•	ICS clinical reference group devoted to 

fragile services.  

•	Allocate Project Plan (which oversees 

implementation of innovative job 

planning) to allow adaptive use of 

existing workforce negating the need 

for recruitment by making best use of 

resources

•	Vacancies monitored and reported to 

Strategic Education and Workforce 

Committee.

•	Foundation Group Leadership 

Development Programme. 

•	Leadership Charter

•	Flexible working policy  

•	Early identification of emerging hot 

spot areas and immediate remedial 

action to address.

•	‘Deep dives' into areas of high 

turnover.

•	Analysis of exit interviews

•	Local WVT Leadership Development 

Programme.  

•	Clear medical workforce plan that 

addresses opportunities within ICS. 

•	Full implementation of e-rostering in 

clinical areas. 

•	Appropriate use of locum/agency 

medical staff to fill gaps in 

establishment.  

•	A finalised, more comprehensive 

Recruitment & Retention Plan - detailing 

initiatives to address the vacancy gap 

and deliver sustainable workforce. 

•	Funded capacity doesn’t meet demand 

in specific areas. 

•	Data quality regarding turnover 

•	New NHSI Retention Project 2021 - due 

to Covid has been delayed to 2022. 

•	Workforce planning and development 

support for managers.

•	National shortage of clinical staff both 

Medics and Registered Nurses.

•  Agency rates for 22/23 still under 

negotiation and agreement

High

•	HR Directors weekly ICS 

meeting.

•	F&PE and Trust Board. 

•	E-rostering project board.

•	JNCC and Equalities group 

receive quarterly update on 

workforce issues.

•	Staff recruitment and 

retention working group

•	Divisional finance and 

performance challenge 

meetings with HRBP.

Ability of master vendor 

contract to meet required 

agency fill rates which leads 

to use of higher cost tiers 

within the contract and 

other agencies - due to 

ongoing National shortage 

of clinical staff. 

High

COMPLETED - Discussions around alternative models are 

ongoing for the vulnerable services at STP level.

COMPLETED - Fragile services list reviewed regularly.

Development of non-medical workforce

Fragile services list

Implementation of e-rostering - nursing

Full implementation of e-rostering - medical staff

Workforce recruitment campaign

ICS-wide project in place to address recruitment and 

retention

Annual review of agency and locum contracts

Recruitment & Retention Plan - detailing initiatives to 

address the vacancy gap and deliver sustainable workforce. 

                                                              

30/09/2022

31/03/2023

01/12/2022

01/09/2023

30/09/2022

31/03/2023

31/03/2023

30/09/2022

1115

**BAF 

2022/23** 

Delivery of the 

Digital Strategy

There is a risk of a delay to the delivery 

and in turn the future capital funding of 

the Digital Strategy due to the scale, 

number and complexity of individual 

projects and the change/transition 

requirements of the workforce. 

Strategic Objective: 

Sustainability

☐ Stop adding paper to 

medical records in all care 

settings

Extreme

•	Trust and Foundation Group Digital 

Strategies

•	Programme Team

•	IT Project Managers

•	Digital programme board with 

overview of projects to determine 

critical path, overlap and staff impact. 

•	Programme Director with programme 

oversight.

•	Clinical reference group which provide 

clinical acceptance and engagement in 

any proposed solutions 

•	Monthly review of programme 

progress against plan.

•	Change management training of staff

•	Staff engagement.

•	Work pressures and availability of staff 

to be released to attend training.

•	Lack of resilience in resource plan.  

•	BAU is not established sufficiently to 

allow effective transition to new ways of 

working.

•	Impact of the introduction of digital 

strategies across all stakeholders. 

•	Uncertainty in national priorities for 

delivery of digital strategies.

High

•	Capital Planning and 

Equipment Ctte.                          

•	Bi-monthly Board paper to 

Trust on digital progress.                         

•	Internal audit review of EPR

•	NHS Digital review

None Identified 

High

COMPLETED - Production of Group Digital Strategy by 

appointed Group Director

Complete EPR Phase 2 Rollout - inpatient/outpatient clinical 

noting

Engage in development of ICS-wide digital strategy

COMPLETED - Negotiate with NHS Digital to obtain carry-

forward approval in to 20/21

COMPLETED - Apply in quarter 1 to secure additional 

funding to deliver next phase of the strategy. 

Apply for funding each financial year for 5 years from 

21/2022 to support the proposed £20 million investment

Develop and implement BAU clinical system management 

strategy.

COMPLETED - Setting up Clinical Summit to confirm 

direction in connection with medical records and clinical 

noting.

                            

31/03/2023

                  

31/03/2023

                                                                              

22/06/2027

                 

31/03/2023

1540

**BAF 

2022/23** 

Maturity of 

Integrated Care 

Executive

Due to the immaturity of the Integrated 

Care Executive (ICE) there is a risk that 

the necessary oversight required of ICE, 

in order to allow contracts to be 

devolved to the One Herefordshire 

Partnership, does not provide sufficient 

system assurance.

Strategic Objective:

Integration: 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

Extreme

Regular reporting by ICE to the One 

Herefordshire Partnership Board

None

Extreme

One Herefordshire 

Partnership

Moderate

Further work is required to fully enact the transfer and 

agree relevant responsibilities with all parties. 

COMPLETED - Meeting with contractual/priority leads

30/09/2022

1541

**BAF 

2022/23** 

Maturity of 

Primary Care 

Networks

There is a risk that Primary Care 

Networks are unable to achieve their 

objectives in support of the One 

Herefordshire Partnership in reducing 

inequalities and improving sufficiently 

the health and wellbeing of 

Herefordshire's residents given their 

immaturity. 

Strategic Objective:

Integration: Reduce health 

inequalities and improve the 

health and wellbeing of 

Herefordshire residents by 

utilising population health 

data at primary care 

network level

Extreme

National DESs (directed enhanced 

services) 

Extreme

•	One Herefordshire 

Partnership

•	Integrated Care Executive

Sufficient PCN-level 

management oversight

Moderate
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1308

**BAF 

2022/23** 

Recruitment to 

Health and Social 

Care Teams to 

Support Patients 

at Home

Recruitment to ICS health and social 

care teams (including Homefirst and 

Community Interface) is insufficient to 

support more people at home

Strategic Objective:

Integration: 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

Update as at 2nd March 

2022:

Update as at 15th February 

2022: Due to the high 

numbers of medically fit 

patients in the community 

this has a impact on the 

acute bed capacity which 

impacts significantly upon 

performance and finance.  

Extreme

1. Increased remuneration package for 

Homefirst agreed wef 1 May 2022.

2. Budget in place for Homefirst and CIT 

expansion.

3. Workforce Strategy and recruitment 

campaign in place for Homefirst 

recruitment.

4. Place priority.

Homefirst have significant vacancies - 

awaiting new starters.

High

•	One Herefordshire 

Partnership Board.

•	Integrated care finance and 

performance executive.

None Identified.

Extreme

COMPLETE - Proposal from One Herefordshire Partnership 

for CCG and Herefordshire Council to increase pay for 

Homefirst. 

COMPLETE - Implement the proposal for joint Healthcare 

Support Worker recruitment support and career pathway 

development.

Workforce Strategy for Homefirst recruitment New Place 

priority for new year - Project Plan to be developed.

COMPLETED - Recruit to vacant posts.

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           

31/03/2023

                    

31/03/2023

1116

**BAF 

2022/23** Risks 

to operational 

capacity plans 

and delivery

There is a risk that factors (not limited 

to COVID 19 outbreaks, staff shortages 

(and ability to recruit and retain staff 

including agency), ability to secure and 

maintain outsourcing and insourcing 

options, and ability to manage the 

urgent care pathway to mitigate impact 

on elective care) will severely impact on 

the delivery of revised operational 

capacity plans that deliver safe elective, 

emergency and critical care.  All, 

individually or collectively, could 

significantly decrease the level of 

available capacity.

Strategic Objective: 

Quality Improvement: 

Reduce waiting times for 

diagnostics, elective and 

cancer care

Extreme

•	Responsive Recovery and Restoration 

plan

•	Critical care escalation plan

•	Ringfenced elective pathways

•	Use of the private sector

•	Pathways for unplanned care

•	Group and system-wide mutual aid

•	In-patient and elective care patient 

testing

•	Daily reporting

•	Incident control centre

•	Regular review of Recovery and 

Restoration plan.

•	Activity plans.

•	Outsourcing options have a formal 

agreement in place for routine 

continued use of private facilities.

•	Further outbreaks or increase in non-

elective activity (including COVID/flu 

increases) leading to capacity 

constraints for emergency admissions.

•	Increase in non-elective demand and 

increase in may have a significant effect 

on the recovery and restoration plan.

•	Clearly documented escalation plan as 

ongoing need for flexible and dynamic 

response. 

•	Clearly documented value for money 

assessment of additional flexible 

capacity that may be required.

Extreme

•	COVID operational meeting 

- weekly.

•	Outbreak Control Meeting - 

as and when require in line 

with outbreaks. 

•	Restoration Meeting.

•	ICS restoration and 

recovery oversight group

•	Productivity Board                                                     

•	Finance and Performance 

Executive

None Identified 

High

Regular review of recovery and restoration plan and 

escalation plan to be responsive to changing and emerging 

issues

Establish an SOP to assess and ensure VFM for additional 

capacity requirements.

Implement patient initiated follow-up pathway

Increase throughput for SDEC

Increase offering to community response hub

Transformations productivity projects for theatres and 

outpatients

COMPLETED - Delivery of opening of new wards.

COMPLETED - Reconfigeration of inpatient  capacity to take 

in to account new ward opening.

COMPLETED - Finalise activity plans for the 2022/23

Conclude ambulatory theatre project.

COMPLETED - Develop the escalation plan to cover an 

further waves in order to ensure no disruption to time 

critical care.

31/03/2023

                                                 

30/09/2022

                   

31/10/2022

01/12/2022

31/10/2022

31/03/2023

              

1448

**BAF 

2022/23** The 

Covid pandemic 

has resulted in 

increased waiting 

times for 

planned care 

patients

The covid pandemic has resulted in 

large numbers of planned care patients 

waiting much longer for assessment and 

treatment . There is a risk that the delay 

in assessment and/or treatment will 

lead to patients coming to harm during 

this time that would have been avoided 

had treatment been more timely

Strategic Objective(s):

Quality Improvement: 

Reduce waiting times for 

diagnostics, elective and 

cancer care.

Extreme

•	Inpatient waiting list is ‘risk’ stratified 

(P codes) and patients are booked for 

assessment and/or treatment  based on 

clinical need and where this is equal in 

chronological order.

•	Diagnostic waiting list is ‘risk’ stratified 

(D codes) and patients are booked for 

assessment and/or treatment  based on 

clinical need and where this is equal in 

chronological order.

•	Specialities have undertaken periodic 

waiting list reviews and communicated 

with patients regarding any change in 

their condition

•	Waiting list stock take (Harm and Risk 

Review) undertaken  and reported to 

Quality Committee 

•	Long-wait patients (over 15 weeks) on 

outpatient waiting list written to on a 

rolling basis each week.  

•	Weekly review of long waiting patients 

and plans

• Weekly reports including waiting list 

position (including long waiters), P and 

D code completeness and activity

•	Audit of waiting lists completed

•	Due to capacity constraints the Trust is 

unable to rapidly deliver sufficient 

activity to recover wait times to 

acceptable levels

•	Sharp rise in 2ww and urgent referrals 

has adversely impacted  specialty ability 

to commit sufficient resource to treat 

long waiting routine patients

•	Specialty-led waiting list reviews have 

not provided universal coverage of the 

whole waiting list

•	No mechanism by which to ensure 

patients are not coming to harm as a 

result of continued delays.

•	Health inequalities within the existing 

waiting lists.

Extreme

•	Weekly PTL meetings 

review ‘long waiting’ cohorts 

and specialty plans - 

escalated to F&PE and TMB.

•	Quality Committee. 

•	Productivity Board

•	Finance and performance 

executive

•	ICS-led recovery and 

restoration

•	Regional recovery and 

restoration

•	Work with Primary Care to 

agree and develop shared 

waiting list management 

approach.

High

Investigate Health Inequalities within waiting lists

Work with Primary Care to agree and develop shared 

waiting list management approach.

COMPLETED - Revisions to Patient Access Policy to Quality 

Committee. 

COMPLETED - Pilot to start - Technology Chat Bot to 

Patients - Waiting list validation exercise for long waiting 

patients.  

COMPLETED - Audit of waiting lists.

 30/09/2022   

30/12/2022
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Risk Register - High Risk +15 as at 24 August 2022

Opened ID Title

Description
Risk level 

(initial)

Controls Gaps in Controls 
Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)

Risk level 

(Target)

12/01/2022 1450

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. 

Extreme

•	HS.04 Fire Safety Policy.

•	Fire Safety Manual.

•	Fire Risk Assessments for County 

Hospital Site.

•	Fire Training Drills.

•	Substandard/absent fire compartment 

lines at County Hospital Site. 

•	Sodexo to complete PPMs and repair 

as per maintenance schedule.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

22/04/2022 1545
Capacity of Pharmacy 

Technical Services Dept 

There is a risk of patient harm due to 

the Pharmacy Technical Services 

Department being unable to provide 

aseptically prepared medicines, oral 

chemotherapy, other aseptically 

prepared as a result of four out of the 

five most senior staff resigning since 

January 2022. Unless locums are 

secured there is potential for reduced 

service resulting in cancer patients not 

receiving their medication. There will 

also be an impact on the Covid 

Medicines Delivery Unit. reducing 

availability of these treatments.  

Extreme

•	Contingency plan being followed to 

prioritise services

•	Experienced staff being transferred to 

support technical services from other 

areas of department

•	Adverts for three of four posts have 

been placed 

•	Securing locums with technical services 

experience required for short term 

cover

•	Recruitment of replacement staff to be 

undertaken

•	Agreeing plans with Cancer services 

and CMDU to be completed 

Catastrophic 

(5)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

20 Moderate

08/07/2021 1362
Collapse of the microbiology 

service

There is a risk of Covid and Microbiology 

Service Failure due to a significant 

number of new Biomedical Scientist and 

MLA posts, creating a training burden 

on the department which has the 

potential to lead to delays or the 

provision of a 24/7 service resulting in 

lack of timely and accurate diagnostic 

results and information

Extreme

•	Referring Covid routine work out to 

Coventry and Warwick. 

•	Support from UHCW for serology.

•	Continuing to re-advertise posts.

•	Locums could leave anytime and new 

locums not currently available. 

•	Staff increasingly unhappy at being 

asked to volunteer to cross cover main 

lab / Covid service. 

•	Training capacity for new starters and 

experienced staff train new staff.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 Moderate
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02/08/2021 1376

Compromise of Clinical and 

Quality of care at RCH due to 

a shortage of nurse staffing

There is a risk to the safety, quality of 

care and well-being of patients of Ross 

Community Hospital as a consequence 

of reduced staffing levels because of the 

COVID-19 pandemic and current 

demands on the service, resulting in 

severe shortages of nursing staff across 

the trust to meet required 

establishment levels. This could have 

the following impact: - Risk of 'Burn Out' 

inability of staff to continue at current 

levels of demand on services. - Non-

delivery of key objective / service due to 

lack of staff - Ongoing unsafe staffing 

levels

Extreme

•	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

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

10/01/2022 1479

Escalation of critical/ 

Incidental findings on 

Radiology reports

There is a risk of delayed clinical care in 

diagnosing and managing actions from 

Radiology reports due to lack of 

standardised processes within the 

Radiology and the wider Trust. This has 

led to delays in communicating critical 

findings on reports to referring 

clinicians, and follow up actions having 

been missed. This has resulted in delays 

in cancer diagnoses being investigated 

further and communicated to referring 

specialities, and therefore on occasions 

diagnoses having progressed. 

Extreme

Active cross speciality Working group to 

review processes 

Processes in place 

Processes require wider Trust and 

Radiology engagement and 

standardisation 

Catastrophic 

(5)

May recur 

occasionally 

(3)

15 Moderate

29/03/2022 1530
Failure of helpdesk to 

provide suitable service

There is a risk of harm to persons or 

substantial loss of service due to failure 

of helpdesk to capture issues raised and 

act on them. This could lead to safety or 

critical failures being missed and left 

unresolved causing harm and/or loss of 

facilities.

Extreme

PFI liaison and Trust audit and challenge Lack of assurance on PFI performance 

data, weak contract (payment 

mechanism)

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 Moderate

2/11 104/192



20/04/2022 1543
Fragility of the Haematology 

service at Wye Valley 

There is a risk of providing clinical care 

to Haematology patients under the care 

of WVT due to all substantive 

consultants leaving the Haematology 

department. This could lead to 

increased waiting times for routine and 

urgent patients and delays in cancer 

patient pathways, which could result in 

poorer outcomes for patients. This also 

impacts the labs where there will be no 

clinical leadership.

Extreme

•	Locum consultants booked - 1 x July, 1 

x August, 1 x September  

•	Band 7 ACP progressing on to 8A role 

to be advertised 

•	Substantive positions advertised 

•	Reviewing CNS clinic capacity

•	Lab reporting being discussed with 

Coventry/ Warwick 

•	Out of hours urgent films when on call 

virtual process agreed with Worcester 

•       New referrals switched off 

•       Out of hours on call filled  

•       In hours on call filled 

•       Treatment patients being 

transferred to other trusts 

•       Insourcing covering surveillance 

patients 

•	Contract only requires one week notice

•	Unsuccessful recruiting to the bank

•	Unable to recruit to 8A ACP role

•	Competency restraints 

•	Blood bank cover - which impacts 

surgery, maternity and emergencies, 

needed named consultant to authorise 

out of hours  

•	Locum only consultant in trust for 2 

weeks therefore will be a delay with 

reviewing routine films and 

advice/guidance 

Catastrophic 

(5)

May recur 

occasionally 

(3)

15 Moderate

03/05/2022 1549 General Increase in Prices

There is a risk to the Trust caused by a 

general increase in inflation Impacting 

on the cost base born by the Trust 

which is over and above inflation built in 

to funding.  This could result in 

insufficient budget being available to 

procure goods and services required to 

deliver health care with a knock-on 

impact on the quality of care delivered

Extreme

Risk is externally generated and outside 

the control of the Trust.  The main 

controls are mitigations in place such as 

the inclusion of an inflation reserve 

within the financial plan.  The impact of 

specific identifiable cost increases has 

been identified to NHSE and the ICS and 

there is a hope that either additional 

funding will be available or the 

recognition that certain over-spends will 

be unavoidable.

Main gaps in the controls relate to the 

extent to which the mitigations in place 

are sufficient to manage the inflation 

risk.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

12/07/2022 1592
Geriatric Medical Staffing 

Gaps 

There is a risk of potential harm due to 

junior doctor gaps on the frailty wards 

from August. 
Extreme

•	Advert out for locums to cover gaps in 

deanery posts 

•	Advert for fixed term posts 

•	Bank Drs to cover gaps 

•	Increase ACP Workforce to support 

with vacant PA gaps 

•	Availability of Locum Drs 

•	availability of bank Drs 

•	ACP training time 
Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High
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23/03/2022 1529

Harm from failure to provide 

safe environment arising 

from lack of suitably 

qualified Estates staff in PFI 

contract. 

In the PFI contract Estates duties are 

largely outsourced and there is a 

significant assurance gap in relation to 

the capacity and capability of the 

current workforce. 

This lack of resource in key roles could 

result in a number of issues including, 

but not limited to, failure of systems 

(ventilation, heating, water, power, 

building fabric, medical gases, fire safety 

and decontamination. This has the 

potential to cause patient harm through 

accident, injury or sub-optimal care (e.g. 

through failure which causes impact on 

infection prevention measures or loss of 

facility). This includes having 

appropriate staff to manage safe 

systems of work, e.g. reviewing 

suitability of method statements and 

risk assessments for contractors.

Extreme

Incident reporting

Existing staff

Trust oversight 

Key roles not filled 

Those in post not suitably qualified

Catastrophic 

(5)

May recur 

occasionally 

(3)

15 Moderate

03/11/2021 1417

Increased outpatient waiting 

times Dermatology 

outpatient urgent lesions

There is a risk to patients who are 

currently on the waiting list for review 

of an urgent lesion in Dermatology, due 

to the waiting time of up to 36 weeks to 

be seen for their first outpatient 

appointment. 

This is due to increased demand and 

insufficient capacity for 2ww referrals 

and workforce vacancies. 

This cohort of patients have the 

potential to be the "at risk" group of 

hidden skin cancer which could result in 

poorer prognosis. 

Extreme

•	WLI super clinics being implemented 

(09/05/22) by consultants.

•	Ring-fenced slots allocated to urgent 

lesions.

•	Routine clinic slots being reviewed.

•	Insourcing in place confirmed dates for 

May - August

•	1 x Middle grade and 1 x Consultant 

Vacancies 

•	Availability of Consultants to undertake 

WLI's

•	2ww demand

•	Insourcing provider

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

17/12/2021 1474
Injury to staff due to lack of 

lift in pathology

There is a serious risk of injury to staff 

and damage to equipment and 

deliveries due to the building having no 

lift which has the potential to lead to 

service disruption and will result in 

delays in patient 

diagnosis/results/reports. 

Extreme

•	Putting less waste in clinical waste bins 

•	Breaking deliveries down into smaller 

loads

•	Not moving equipment without a RA or 

appropriate lifting gear

•	Delays in deliveries

•	Hazardous making more trips carrying 

items up stairs

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High
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11/11/2021 1426
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 leading to loss of reputation 

and increased risk to patients through 

increased antimicrobial resistance 

within the population.

Extreme

•	Currently there is 0.1 wte 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 policies 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

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

03/11/2011 215
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.

Extreme

•	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

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

03/11/2021 1415

Long waits in ED caused by a 

lack of flow results in excess 

mortality and other 

significant negative 

outcomes. 

There is a risk of prolonged waits in ED 

due to a lack of timely bed availability 

which will result in excess mortality and 

other adverse outcomes. 

Extreme

•	Bed flow meetings / pathways in ED 

24/7 

•	Level 2, 3 & 4 OOHs

•	Improved Operational support for 

escalation (only available 08:00 - 16:00) 

that is guaranteed Mon to Fri

•	Social Distancing Measures / PPE worn 

by staff & patients / Full 

•	Hospital Protocol 

•	Herefordshire Gold and Silver meetings 

•	Weekly exec COVID Meetings 

•	Patient Flow Escalation Policy and 

Procedure PR.121

•	Daily review of medical and nursing 

establishments

•	Inpatient Covid escalation plans for 

Blue patients – medical   

•	patients and ITU 

•	Integrated Complex Discharge team on 

site with Adult social care 

•	Consultant ward rounds on all wards 

across every weekday 

•	Completion of full ED SOP;

•	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);

•	No updated/entirely appropriate Trust-

Wide Escalation Policy, especially 

relevant for OOH. There is therefore 

potential that all clinical spaces will be 

occupied in ED resulting in care in 

inappropriate locations including 

inability to offload from ambulance and 

care on corridors, increasing 

transmission risk for infectious diseases;

•	Wards do not currently use evidence-

based tools to optimise patient flow;

•	There is a requirement for more ‘lean’ 

processes across the Trust e.g. patient 

handovers, communication inter-

department, discharge planning;

•	Capacity of internal and external 

supporting services/partners e.g. 

community, mental health and 

diagnostics;

•	Discharge coordinators are not yet in-

place though funding is approved and 

Catastrophic 

(5)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

20 Moderate
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01/02/2022 1498 NG208: heart valve disease

There is a risk of patient and 

reputational harm due to the Trust not 

meeting specific NG208 NICE 

recommendations which could lead to 

poorer patient outcomes and result in 

enquiries and incidents. 

Extreme

•	Business plan that has been approved, 

and equipment in place as well training 

of cardiologists for cardiac CT to take 

place. 

•	Limited access, but access, to tertiary 

centre cardiac CT

Not enough resource in radiology for 

cardiac CT to take place at WVT

Moderate 

(3)

Will 

undoubtedly 

recur, 

possibly 

frequently 

(5)

15 Moderate

09/03/2022 1521
Reduced Band 2 HCA Staffing 

Levels 

There is a risk of compromised safety, 

quality of care and wellbeing of patients 

due to reduced Band 2 HCA staffing 

levels because of the COVID-19 

pandemic and current demands on the 

service, resulting in severe shortages of 

Band 2 HCA staff across the trust to 

meet required establishment levels.

Extreme

•	Regular throughout the day staffing 

meetings to discuss demands of the 

service.

•	Staff re-deployed to maintain adequate 

staffing levels across all ward areas.

•	Senior admin staff pulled to assist with 

day to day admin tasks on ward areas 

and assist with discharge planning.

•	Staff wellbeing hubs.

•	Monthly staffing report to Quality 

Committee. 

•	Bi-Annual Establishment Review to 

Quality Committee.               

•	Further reduction in staffing levels due 

to sickness and well being.

•	High levels of staff turnover.

•	High levels of staff sickness.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High
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09/03/2022 1522
Reduced Registered Nursing 

Staffing Levels 

There is a risk of compromised safety, 

quality of care and wellbeing of patients 

due to reduced Registered Nursing 

staffing levels because of the COVID-19 

pandemic and current demands on the 

service, resulting in severe shortages of 

Registered Nursing staff across the trust 

to meet required establishment levels.

Extreme

•	Multiple daily staffing meetings to 

discuss demands of the service.

•	Staff re-deployed to maintain adequate 

staffing levels across ward areas as and 

when required.

•	Senior admin staff pulled to assist with 

day to day admin tasks on ward areas 

and assist with discharge planning.

•	Monthly staffing report to Quality 

Committee. 

•	Bi-Annual Establishment Review to 

Quality Committee.                                   

•	International Nurse recruitment 

2022/23 - 100 new nurses due in by 

October 2022 and over recruitment 

agreed into specialist areas such as 

Paediatrics and ITU.                                                  

•	Allocate Rostering System.                                        

•	Time limited enhanced pay 

arrangements to improve bank uptake     

•	Rate arrangements with master vend 

provider to improve fill rates

•	Review of Master Vendor for 

Registered Nurses Contract in 2021/22

•	Further reduction in staffing levels due 

to sickness and turn-over.

•	Lack of specialist knowledge of staff re-

deployed.

•	Reduced skill mix for overseas recruits.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

17/01/2022 1488

Risk of delays in maternity 

triage due to space and 

current staffing model

There is a risk of substandard service 

delivery due the lack of physical space in 

maternity triage, which could lead to 

women not being able to be seen and 

monitored in a timely manner.  Being 

unable to provide space has a significant 

risks to safe and timely midwifery care 

resulting in serious incident not limited 

to poor patient experience and poor 

staff well being and mental health.

There have been 2 recent intrapartum 

stillbirths where triage was felt to be a 

contributory factor.

Extreme

During escalation specialists midwives 

will provide additional support to 

maternity triage during the week

Rostered maternity support worker in 

maternity triage 24/7 with night shift 

cover

New SOP implemented detailing process 

for escalation and conflict of clinical 

opinion

Initial score 15 however recent HSIB 

findings have identified triage as a 

greater risk and therefore increased to 

20

Unpredictable workload

Not all specialist midwives feel 

competent to work in maternity triage 

and specialise midwives only work the 

hours of 08.00-16.00hrs

Maternity support worker assigned to 

maternity triage 24/7 however there are 

multiple times the maternity triage 

roster is not covered by a maternity 

support worker due to challenges to 

recruit to this role/agency cover

Major (4)

Will 

undoubtedly 

recur, 

possibly 

frequently 

(5)

20 Moderate
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23/05/2014 380

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.     

Extreme

Back up generator. 11 second wait for back up generator to 

start this is worst case.

Catastrophic 

(5)

May recur 

occasionally 

(3)

15 High

02/12/2020 1185
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.   

Extreme

Theatre list shuffled to accommodate 

Radiology support.  

National shortage of Radiographers. 

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 High

08/12/2020 1191

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 (Vaccination 

and treatment), 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.

Extreme

•	Prioritisation of clinical service at ward 

level and technical services to reduce 

risk to patients and maintain capacity.

•	Searching for two locum pharmacists 

but not appointed yet.

•	Datix completion for medicines related 

incidents, complaints and PALs 

concerns.

•	Rota indicating all areas are covered 

adequately if possible.

•	Completion of medicines reconciliation 

at ward level, turnaround times. 

•	Staff overtime records and sickness 

records and turnover.

•	Staff concerns and wellbeing issues 

raised.

•	Insufficient pharmacist numbers to 

cover all ward areas and maintain policy 

and procedure development for 

Divisions/Directorates

•	No readily available additional cover 

(locum or bank).

•	Medium to long term threat of 

pharmacy staff shortage due to 

expansion in services in all sectors.

Major (4)

Will 

undoubtedly 

recur, 

possibly 

frequently 

(5)

20 Moderate
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09/05/2018 733
Risk to harm and delivery of 

community pediatrics service

There is risk of harm to children due to 

the failure to assess and intervene in a 

timely way once a referral has been 

made, given the numbers waiting to be 

seen by a Community Paediatrician. 

Extreme

•	Additional clinics being undertaken by 

2 substantive consultants including 

Saturdays to reduce backlog. Small 

amount of funding agreed in business  

planning to  support  extra clinics being 

undertaken.   

•	Unfilled vacancies have now been filled 

so service is now restored back to the 

2017 WTE staff level.

•	Pre-Assessment support:

•	Support Health Visitors, nursery staff, 

portage and Speech and language 

therapy to offer a level of community 

based support whilst awaiting 

assessment. Limited however due to 

non- specialist skill set.

•	Diagnostic pathway revised to be more 

flexible, with acceleration of the 

diagnostic process for selected children. 

Efficiency has improved to increase the 

number of children being assessed 

however still fails to meet capacity.

•	Training of allied professionals through 

multidisciplinary training forum has 

been delivered - improves support and 

understanding.

•	Not meeting statutory requirements in 

any subspeciality discipline.  

•	long waiting times for ASD assessment; 

submitted as a separate risk.

•	additional consultant  requested in 

business planning, not yet approved. 

•	CNS requested  in business planning , 

not yet approved. A

•	specialist nurse would fulfil NICE 

standard as SCN coordinator and also 

contribute clinically to diagnostic and 

post diagnostic service.

•	Coordinate management of waiting 

lists, collation of multisource 

information, production of complex 

reports.

•	Additional  workforce not agreed in 

business  planning  . Further  review  

meeting to be held in July with  MD and 

AMD. 

Major (4)

Will 

undoubtedly 

recur, 

possibly 

frequently 

(5)

20 Moderate
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26/06/2019 893

Trust inability to comply with 

Fracture neck of femur 

pathway

There is a risk of increased harm to 

patients who have been admitted with a 

fractured neck of femur due to the 

inability to meet some sections of the 

integrated care pathway, which has the 

potential to lead to increased mortality 

rates and non achievement of best 

practice tariff, resulting  in negative 

national prominance and continuing to 

be a national outlyer in fractured Neck 

of Femur. 

Extreme

•	#NOF integrated pathway in place.

•	Anaesthetic representation at daily 

trauma meeting.

•	Process to utilise CEPOD theatre 

should the opportunity arise

•	Process to cancel elective T&O surgery 

to accommodate trauma surgery. 

•	Weekly tracking of Best Practice Tariff 

#NOF pathway to highlight the themes 

of why the pathway is not being 

followed. Issued by the informatics 

team which feeds into the #NOF clinical 

lead for review and comment.

•	Ring fenced #NOF bed on Redbrook

•	Monthly #NOF meetings to review 

pathway compliance and general key 

themes for learning and change.

•	Golden Patient.  

•	Dedicated trauma anesthetist to 

optimise #NOF patients in a timely 

fashion for theatre. 

•	9 Trauma Theatre sessions per week 

(increase in sessions in negotiation with 

the Consultants).

•	Gaps in staffing on Dinmore leading to 

issues with skill mix amongst the team.

•	Time spent in ED prior to transfer when 

Dinmore ward is full and at time of 

pressure.

Catastrophic 

(5)

May recur 

occasionally 

(3)

15 High
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01/03/2020 1046

Unstable medical 

establishment workforce in 

Acute Paediatrics 

Due to increased workload created by 

vacancies, there is a risk of: paediatric 

consultants and middle grades seeking 

employment elsewhere; increase in 

incidents due to use of agency; not 

achieving RTT due to consultant 

workforce prioritising the cover of the 

paediatric ward; financial risk due to the 

use of agency locums or internal cover 

/payment of acting down rate for MG 

cover; shifts may not be covered if 

unable to secure agency; poor clinician 

well-being, and increased sickness. 

Extreme

•	Robust sickness absence management 

within policy with input from health at 

work. 

•	External locums to cover unfilled shifts.

•	Use of peer review/ psychology input 

to support the team if requested. 

•	Team building: away days undertaken 

•	New rota 'live' from 11.2020 allows for 

twilight consultant cover - making the 

daytime acute shifts (CoW) less 

onerous; Also weekend 2nd consultant 

resident to assist over the winter 

months allow for improved 7 days 

working 

•	Agency doctor for 6 months cover for  

general paediatric posts (commenced 

February 2022)

•	Consultant position adverts have failed 

to attract candidates to date ,recently 

advertised  ,closed Jan 2022 , one 

candidate invited to interview declined. 

•	Uncertainty as to competence of 

overseas specialty doctors   

•	Sickness absence may increase.  This 

will be further impacted by Consultants 

working additional shifts to cover Covid 

related absence.

•	Extensive investment and workforce 

planning required to deliver 24/7 middle 

grade cover (5 year plan), but will be 

very challenging to recruit to full 

required complement (> 8 MG to deliver 

24/7 rota) - there have been 3 failed 

overseas middle grade recruitment 

attempts.

•	Agency locums generally do not cover 

twilight or 2nd-on call shifts.

•	Lack of agency locums for MG shifts 

results in consultants being asked to 'act 

down'. 

•	Current consultant BMA burnout 

survey completed has shown that the 

majority of consultants are high risk for 

burnout.

Major (4)

Will 

probably 

recur, but is 

not a 

persistent 

issue (4)

16 Moderate
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Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Health, Safety and Wellbeing Annual Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Health Safety and Wellbeing Committee, Executive Risk
Lead Executive Director: Managing Director
Author: Erica Hermon, Company Secretary
Documents covered by this 
report:

Health Safety and Wellbeing Annual Report 2021/2022

1.  Purpose of the report
This report informs the Trust Board of the activities undertaken in relation to health, safety and wellbeing 
and the Health, Safety and Wellbeing Committee during the year April 2021 to March 2022. 

2. Recommendation(s)
The WVT Board is invited to note WVT’s health, safety and wellbeing incidents and risks during April 2021 
to March 2022, and the work of the Health, Safety and Wellbeing Committee to address these

3. Executive Director Opinion1

The law requires that Wye Valley NHS Trust, as employers, consult with their employees, or their 
representatives, on health and safety matters: the Safety Representatives and Safety Committees 
Regulations 1977 (as amended); and the Health and Safety (Consultation with Employees) Regulations 
1996 (as amended). These regulations also require that a health and safety committee is formed and has 
Board oversight and responsibility.

The report has been produced using the Health & Safety Executive (HSE) guidance ‘managing for health 
& safety (HSG65)’.  It provides a review on management arrangements, accident performance data, and 
health and safety activities that have taken place over the reporting period. 

The governance arrangements in place are, in the main, good and provide assurance to the Board that 
legal requirements are being met and that effective health and safety standards for the protection of staff 
and others are implemented. 

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 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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
☐ Reduce waiting times for diagnostics, 
elective and cancer care
☐ Develop a new integrated model for urgent 
care in Herefordshire improving access times 
and reducing demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the 
health and wellbeing of Herefordshire residents 
by utilising population health data at primary 
care network level

☐ 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

☐ Join up care for our population through 
shared electronic records and develop a patient 
portal to transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating 
capacity by delivering plans for an ambulatory 
elective surgical hub
☐ Stop adding paper to medical records in all 
care settings
☐ Reduce carbon emissions by delivering our 
Green Plan to reduce energy consumption and 
reduce the impact of the supply chain
☐ Increase elective productivity by making 
every referral count, empowering patients and 
reducing waste

Workforce and Leadership
☐ Improve recruitment, retention and 
employment opportunities by taking an 
integrated approach to support worker 
development across health and care
☐ Develop our managers’ skills and system 
leadership capability
☒ Continue to improve our support for staff 
health and wellbeing and respond to the staff 
survey
☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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1.0 Executive Summary  

The management of health and safety is a continuous process. The governance arrangements 
in place are improving year on year and supported by the Wye Valley NHS Trust (WVNHST) 
Employee Health, Safety and Wellbeing Strategy 2019-24. Effective management systems 
provide assurance to the Trust Board that legal requirements are being met and health and 
safety standards for the protection of staff and others are implemented. However, this report 
does identify areas for improvement. 

The Trust’s health and safety legislative responsibilities to staff, patients, visitors, public and 
contractors remain unchanged. The Trust has an absolute duty to ensure, so far as is 
reasonably practicable, the health, safety and welfare at work of all its employees, under the 
Health & Safety at Work etc. Act 1974. The implications of breaching health and safety 
legislation can be very serious. This has already led to enforcement action in 2019 and a 
charge for the inspectors time (Fee for Intervention (FFI)). Failure to adhere to enforcement 
notices and achieve compliance could lead to further enforcement action, unlimited fines, 
prosecution or imprisonment of senior management.  

The coronavirus pandemic continues to present the Trust and our Private Finance Initiative 
(PFI) Partners, Mercia and Sodexo, with considerable challenges. As an organisation, the 
Trust is required to balance a variety of frequently changing national guidance on social 
distancing, isolation and testing requirements, as well as managing changes to clinical practice 
arrangements and appropriate use of Personal Protection Equipment (PPE), while providing 
safe healthcare services. The complexity of the requirements upon the Trust increased as 
clinical services resumed. 

Throughout the pandemic, the Trust has worked collaboratively with other agencies including 
the Local Authority, GP Federation (Taurus), Herefordshire Public Health, the armed forces 
and Primary Care Networks. A joint ‘One Herefordshire’ approach included the planning and 
implementation of the coronavirus vaccine campaign. On March 23, 2021, the West Midlands 
became the first NHS region to have delivered five million COVID vaccine doses. In the 
Christmas 2021/22 booster campaign, by January 11, 2022, data published evidenced that 
Herefordshire had delivered the second highest uptake of vaccinations in the country and the 
Trust had contributed significantly towards achieving this milestone. At the time of writing this 
report, WVNHST has administered approximately 137,500 doses of the vaccine. 

A great deal has been achieved during a very busy and challenging time, which speaks to the 
commitment and dedication of staff, and we thank them all. 

2.0 Introduction 
 
This Annual Health Safety & Wellbeing Report provides comparable analysis into the number 
of incidents and the standard of Health, Safety and Occupational Health throughout the Trust 
between periods 1st April 2019 and 31st March 2022.  The report highlights good practice as 
well as areas where improvement is required. It also provides a focused review of the Trust’s 
top Health and Safety priorities for 2021/22, which account for the most reported staff 
incidents. 
 
The COVID-19 pandemic demanded an unprecedented response from all healthcare settings 
with its associated implications to staff and the treatment of patients. As time has progressed, 
new variants of the virus have emerged, with wave upon wave of increased community cases 
and outbreaks in both clinical and non-clinical locations throughout the Trust.  
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As the rate of infections fluctuate, and, at the time of writing this report, increase across the 
Country, the Trust is required to continually adapt to changing requirements to manage the 
health, safety and wellbeing of staff. The Trust has recently reintroduced mandatory face mask 
wearing in all locations to help mitigate the risk of infections, which has been having a 
considerable impact upon staffing levels. 
 
In accordance with National guidance, the Trust issued individual risk assessments, for 
completion by all staff. Consequently, staff identified as higher risk were advised to shield at 
home. Whilst the Government has now lifted the need to shield, the Trust actively encourages 
agile and home working, where possible and appropriate to business and operational 
requirements. Agile working is supported by the Trusts Display Screen Equipment (DSE) 
procedure which identifies additional support required by staff working from home including IT 
and office equipment. Regular communications continue to remind staff about their health and 
safety responsibilities in terms of compliance with adhering to safe working practices.  
 
For staff who could not work from home, particularly during the height of the pandemic, the 
Trust worked closely with our PFI partners to provide additional welfare and food service 
provision on the acute site, particularly when community food outlets were either closed or 
operating restricted opening hours. Staff were able to obtain sustenance, including both cold 
and hot meals, for longer durations throughout the day and during the weekends. 
 
Following a relatively short suspension of construction projects, considering the severity of the 
pandemic, the government announced building activities for healthcare environments could 
restart, providing all appropriate coronavirus safety measures were adhered too. The Trust 
has been able to implement robust control measures in order to continue with planned 
projects. 
 
The major new wards construction project has been completed on the County site, however 
there are some internal works outstanding which are being appropriately addressed by 
colleagues. The temporary corridor currently connecting the new Frailty Unit to the main 
hospital will be removed once the permanent corridor has been completed by autumn 2022. 
The corridor has presented a number of health and safety concerns to staff, visitors and 
patients, and any identified hazards are being monitored with the assistance of Sodexo and 
managed by Health and Safety (H&S) and the Estates Team. The construction of the new 
wards, without a significant health and safety incident involving a staff member, patient or 
member of the public, is a considerable achievement when taking into account the various 
health and safety hazards and risks presented whilst maintaining an operational hospital with 
vulnerable persons accessing the site.  
 
Demolition of the remaining old Canadian Huts this year was a pivotal moment for the Trust 
and provides an opportunity to plan for a modern clinical working environment on the site. The 
demolition of the wards was undertaken to a high level of health and safety compliance. Other 
works have been undertaken without incident, including preparation work for the Energy 
Centre on the County site. Other minor works are being undertaken in community settings and 
are under constant review by H&S to ensure compliance with legislation. 
 
Throughout the year, the H&S team has continued to provide advice to all departments on a 
wide variety of safety topics ranging from issues including hazards associated with using 
chemicals, noise, building works and developing task based risk assessments. The H&S team 
continues to maintain expertise in aspects of occupational health and safety and associated 
legislation in order to provide appropriate advice and guidance.  
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3.0 Health Safety and Wellbeing Strategic Priorities 

The Employee Health, Safety and Wellbeing Strategy 2019-24 sets out Trust commitment to 
providing a safe place of work for all. A safe working environment ensures the Trust is able to 
deliver high levels of service to our patients as well as ensuring compliance with legal 
responsibilities, protecting the organisation and individual Directors and Managers from legal 
prosecution.  This report outlines the improvements made against these health and safety 
strategic priorities as well as identifying areas for improvement.  
 
The incidents reported most frequently form the top five health safety and wellbeing strategic 
priorities. The Trust is committed to reducing, so far as is reasonably practicable: 
 

 the number of sharps incidents;  

 the number of slips, trips and falls; 

 the number of incidents relating to work related stress; 

 the number of manual handling incidents; 

 incidents of violence & aggression towards staff. 
 
4.0 Health Safety Executive (HSE) Investigation and Intervention 
 
At the end of October 2020 the H&S Team responded to a concern regarding a batch of 
particle filtering face masks, commonly known as FFP3, the protective grade of Respiratory 
Protective Equipment (RPE) mask used by staff during the coronavirus pandemic in higher 
risk clinical environments. Staff felt that a particular batch of 8833 masks were not fitting 
correctly and an investigation was immediately launched. The masks were removed from use 
and quarantined as a precaution. The resulting investigation, involving the Trust, HSE, 
manufacturer and supplier concluded the batch was supplied to the Trust via an unauthorised 
distributor and should not be used, again, as a precaution. The Trust was not found to be at 
fault and all staff tested to the masks were retested against other FFP3 variants. There is no 
evidence any staff were exposed to the virus as a result of this incident.   
 
In the summer of 2021 concerns were raised to the HSE in relation to the provision of PPE to 
staff by the Trust. The concerns alleged the Trust was exposing staff to the coronavirus by 
failing to provide adequate training and protective equipment, in violation of the Health & 
Safety at Work etc. Act 1974. In August 2021, the HSE inspected the Trust and met with a 
number of staff, some of whom were working in higher risk clinical areas. The HSE concluded 
the Trust was in compliance with its legislative responsibilities and the concerns raised were 
not upheld. 
 
The Trust’s position, in being able to take quick, decisive action and provide solid evidence to 
the HSE upon request, resulting in its position being upheld, on several occasions, is 
testament to an improving health and safety culture. Its imperative we continue to build on the 
positive work achieved.  

The HSE issued guidance concerning Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations (RIDDOR) in relation to staff members who have contracted COVID. 
If there is reasonable evidence that a staff member diagnosed with COVID-19 was potentially 
exposed because of their work, the employer must report this as an exposure to a biological 
agent. An example of a work-related exposure to coronavirus would be a health care 
professional who is diagnosed with COVID-19 after treating positive patients. The Trust has 
put processes in place to consider the circumstances surrounding a staff member testing 
positive. At the time of writing this report, WVNHST have not reported any COVID related staff 
deaths to HSE under revised RIDDOR reporting, as outlined above.  
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5.0 Health and Safety Legislation 
 

There have been a number of health and safety legislative updates during the reporting period, 
with the following most pertinent to WVNHST: 
 
The Personal Protective Equipment at Work Regulations 1992 have been revised to extend 
employers and employees duties regarding PPE to limb (b) workers. In summary, any 
individual contracted by the Trust to undertake works, but it not an employee, has the same 
rights to the use of any PPE provision and the appropriate training and instruction.  

 

The Fire Safety Bill received Royal Assent on the 29th April 2021, and is now known as The 
Fire Safety Act 2021. The bill amends the Regulatory Reform (Fire Safety) Order 2005. 
The purpose of the new bill is to improve fire safety in buildings in England and Wales where 
there are two or more domestic premises. It sets out clarification who is accountable for the 
reduction from the risk of fire.  
 
From the October 2021, any premises that produces prepacked for direct sale food will be 
legally required to label it with the name of the food, the full list of ingredients and the allergens 
emphasised within the list. There are 14 allergens that must be declared on the label clearly.  
 
6.0 The COVID Vaccination Programme (COVAC Team)  

 
Throughout the pandemic, the Trust has worked collaboratively with other agencies. By 
combining ‘One Herefordshire’ and the Tactical Coordination Group (TCG), it provided the 
county with an extremely strong foundation from which to launch Herefordshire’s Outbreak 
Control Group (OCG).  Led by Herefordshire’s Director of Public Health, the OCG comprised 
representatives from WVNHST, Primary Care Networks, General Practice, Herefordshire 
Council’s public health, environmental health, communication and emergency planning teams, 
including the Council, emergency services, armed forces and education. This enabled a joined 
up response to COVID and importantly a clinically-led approach to the delivery of vaccinations 
within the county.  

At one of our first mass vaccination sites, in Leominster, a New Year’s Day 2021 initiative, 
staffed and resourced by Primary Care, Acute Trust, Local Authority and volunteers (made up 
of family and friends), Herefordshire delivered over 1,300 vaccinations to health and care staff. 

On 4 January 2021, the Trust commenced operational delivery of its COVID vaccination 
campaign from two marquees which had been erected next to Post Graduate Medical Centre 
(PGMC) and Pre-Operation Assessment Unit on the County site. In addition, Elgar House 
continues to deliver the vaccine, with both sites being run concurrently at times during the 
campaign. 
 
The COVAC Team excelled during the vaccine campaign with a wonderful comradery created 
amongst administration, vaccination, volunteers and coordinator staff, which continues to exist 
amongst team members, despite many returning to their normal working activities. All staff 
undertook the task professionally and adhered to all health and safety and Infection Prevention 
controls measures put in place to protect staff and patients. The campaign has an excellent 
health and safety record and continues to do so. 

7.0 Health Safety & Wellbeing Committee (HSWC) 
 
The Health Safety and Wellbeing Committee focuses upon the review and analysis of all staff 
health, safety and occupational health incidents, including monitoring against the top five 
health and safety strategic priorities.   
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The Divisional reports enable the Committee to monitor Divisional health, safety and wellbeing 
performance, including trend analysis, deep dives and lessons learnt. The Divisions are held 
to account in relation to staff incidents occurring within their areas and are required to provide 
evidence of clear action plan implementation to improve staff safety. 
 
Reporting on compliance with Statutory Standards is provided to the Committee via sub-
groups including Fire, Security and Asbestos Management Departments who also contribute 
to the meeting include Health@Work (H@W) and Education Development Centre (EDC), with 
an escalation route for significant risks to the Executive Risk Meeting (ERM). The reports 
provide assurance to the Executive Team in relation to the overall health and safety 
compliance. The HSWC is committed to monitoring Trust progress against HSE enforcement 
action, with significant concerns escalated as appropriate. 
 
The HSWC is the main forum for health, safety and wellbeing consultation for staff within the 
Trust and H&S Employee and H&S Trade Union Representatives form an important aspect of 
the consultation process. All significant issues are shared with the Communications Team in 
order to ensure key safety messages are communicated with colleagues, as appropriate. 
 
8.0 Internal Health and Safety Auditing and Inspections  

The H&S team successfully automated the annual Health and Safety Audit in the spring 2020. 
The audits are issued to Managers and Departmental Leads at the end of May each year, and 
the H&S Team continue to provide support to departments to complete their audits. In this 
period 65 responses were received across all the Divisions.  
 
The audit now allows for responses to be emailed back to the auditor for their records and to 
produce action plans for the department, as appropriate. A list of completed audits is provided 
to the Divisions at the HSWC bimonthly meeting, and upon request. All feedback from the 
responses will help make the audit more robust and more specific to Divisions going forward. 
The audit process assists the H&S Team to identify departments which need additional 
support and direction with their health and safety processes. 
 
The H&S Team, with support from Trade Unions and H&S Representatives, undertakes 
routine unannounced health and safety inspections. The purpose of the inspections is to 
highlight hazards and associated risks to the department before an incident occurs. The choice 
of where to inspect first can be highlighted by the Annual Audit. All significant risks are 
escalated to departmental leads for inclusion on their risk registers until the hazards can be 
eliminated or suitably reduced via appropriate control measures, so far as reasonably 
practicable.  
 
9.0 Health and Safety Training 

There is a legal duty on employers to provide suitable and sufficient training to their staff. The 
EDC coordinate training at the Trust providing statutory and mandatory, clinical and non-
clinical training courses to support staff in their roles. H&S training compliance figures are 
reported monthly and monitored through the HSWC.  

A series of core Health & Safety training courses are provided including Fire Safety, Violence 
& Aggression, Resilience, Moving & Handling and Health & Safety Awareness training are 
provided both face to face and via as E-learning packages. Figures provided by the EDC show 
a consistent number of staff attending Mandatory Health and Safety training.  

For the period 1st April 2020 – 1st April 2022 Trust overall compliance rate was:  
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Training Course Competency Compliance Figure 

Fire Safety. Annual  88.95% 

NHS Conflict Resolution  3 years 91.71% 

Moving and handling. L1 3 years 92.14% 

Moving and Handling. L2 2 years 86.65% 

Health, Safety & Welfare 3 years 95.23% 

The Health and Safety Officer (HSO) has previously raised concern WVNHST is not fully 
compliant with The Health and Safety (First Aid) Regulations 1981, which require employers 
to provide adequate and appropriate equipment, facilities and personnel to ensure their 
employees receive immediate attention if they are injured or taken ill at work.  

The non-compliance relate to offices where staff based off site away from the Acute and 
Community Hospitals. First Aid training was previously been provided by Education 
Development Centre (EDC). However due to capacity issues this service is no longer 
available. In the absence of an onsite/in-house first aid trainer the Foundation Group are 
adopting a standard approach in terms of first aid. GMC registered Doctors, NMC registered 
nurses and HPC registered paramedics are classed as first aiders. Therefore, areas where 
these types of staff work do not need additional first aid trained staff.  

At the time of writing this report, the H&S Team, in conjunction with the EDC, are exploring a 
variety of training solutions via Hoople and Herefordshire and Ludlow College. Once confirmed 
and in place, a Managers Guide for First Aid will be compiled and the topic has been added 
to the HSWC agenda for consideration and approval. 

In addition, the H&S Team, with support from EDC and Digital Leads, are exploring an e-
learning package solution to provide the Control of Substances Hazardous to Health (COSHH) 
risk assessment training for staff, linked to their ESR record. A review of any training produced 
will be approved via the appropriate governance route. 

10.0 Health and Safety Incidents Reported 2021 - 2022 

There have been a total of 369 Health and Safety incidents recorded for the reporting period 
2021/22, compared with 278 in 2020/21, representing an increase of 92 reported incidents. 
Incidents from the 2019/20 reporting period have also been included for comparison. The 
number of incidents are grouped by divisions and severity below: 

 Division No harm 
(2021-22) 

Low 
(2021-22) 

Moderate 
(2021-22) 

Total 
2019/20 

Total 
2020/21 

Total 
2021/22 

Trends 
 

Surgical  68 58 5 107 99 131  

Medical  47 46 3 78 86 96  

Integrated Care  26 22 2 68 36 50  

Corporate  27 19 1 38 23 45  

Clinical Support 28 17 0 40 34 47  

Total 196 162 11 331 278 369  

 
10.1 Incidents Summary 

The following data provides a detailed summary of the type and cause of incidents reported 
during 2021/22.  

The graph below show the top 5 incidents reported by sub category; 
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10.2 Needlestick incident summary: 

The graph below shows 83 sharps incidents reported by Division for 2021/22 

  

The table below shows 54 Needlestick injury clean, dirty and sharp needle found for 2019-

2022: 
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Sharps Incidents     

Cause No. 2019/20 No. 2020/21 No. 2021/22 Trends 

Needlestick injury (clean) 7 11 14 

Needlestick injury (dirty) 48 40 53  

Sharp/needle found 5 3 16  

Total 60 54 83  
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There are higher numbers of dirty needlestick incidents recorded in both Medical (20) and 
Surgical (21) Divisions. The potential harm and cost associated with sharps injuries are largely 
avoidable. Following enforcement action, reported incidents show a concerning negative 
upward trend of 29 incidents on the previous reporting period. The number of sharps incidents 
is too high and more safety awareness in using sharps is required to improve practice and 
associated incidents and injuries. 
 
The Trust has a Safe Sharp Working Group (SSWG) which is a sub-group of the HSWC and 
chaired by the Lead Infection Prevention Nurse. The group meets quarterly to evaluate Trust 
compliance with relevant Health & Safety Legislation and the European Safety Sharps Devices 
Directive. The occupational health exposure incidents and monitoring reports are discussed 
and trends in incidents investigated. Safety devices are reviewed and any items considered 
by the SSWG must be reported to the Foundation Group - Clinical Procurement Group for 
review, comment and final approval.  
 
Due to the demands of the COVID-19 pandemic this group did not meet regularly. It is planned 
that this will return to its usual agenda in 2022-23 following a review of the group’s Terms of 
Reference and required attendance. Membership of the group has been extended to 
Foundation Group colleagues to ensure standardisation of devices. 
 
10.3 Slip, trip and falls summary 
 
The table below shows 79 slips, trips and fall incidents reported for 2019-2022 
 

 
H&S have investigated the rise in incidents reported as ‘accident caused by other means’ 
which is used to categorise an incident if staff have been hit and/or walked into stored 
equipment due to a lack of storage space. There are no themes; however a communication 
will be cascaded to staff proposing action to be taken to avoid incidents, including vigilance.  
 
10.4 Manual Handling Injuries Summary 

The table below shows 41 manual handling incidents reported for 2019-2022 
 

 

Slips, Trips and Falls    
 

Cause No. 
2019/20 

No. 
2020/21 

No. 
2021/22 

Trends 
 

Accident caused by other means 46 24 36 

Fall from height/chairs/stairs 7 7 5 

Fall from level ground 17 16 10 

Slip on level ground 9 16 14 

Suspected/Unwitnessed Fall 0 2 2 

Trip on level ground 0 0 0 

Total 79 65 67  

Moving and Handling    
 

Cause No. 2019/20 No. 2020/21 No. 2021/22 Trends 
 

Lifting/moving object (not patient) 14 7 17  

Moving/handling patient 27 18 34  

Total 41 25 51  
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All manual handling incidents are reviewed by H&S and the Moving and Handling lead for the 
Trust. Many incidents can be attributed to transporting patient notes and moving a patient 
without using the correct equipment and/or failing to wait for colleagues to assist with a patient 
move.  
 
The absence of a lift in the Pathology Laboratories is also a source of Datix incident reports, 
as staff have been either injured transporting stock up and down the stairs, or are reporting 
an unsafe working environment due to the expectation of the activity. The hazards presented 
by the lack of lifting equipment has been added to the Divisional Risk Register. 

The Trust continues to provide moving and handling training for staff and engages with 
departments to provide tailored bespoke training to staff in clinical areas as appropriate.  

11.0 Major incidents reported for 2020/21   
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 

RIDDOR Regulations require notification to the HSE within very specific time frames. Failure 
to report on time leaves the Trust in breach of these requirements and liable to fines of up to 
£20,000 per occasion. Individuals deemed responsible for non-reporting can also face a period 
of imprisonment for up to two years. 

Analysis of RIDDOR reportable incidents during 2021/22 show the Trust reported 10 incidents, 
compared with 9 incidents reported during 2020/21. Of the 10 reported incidents, 2 were 
patient incidents.  

Appendix 1 provides an in-depth review of the RIDDOR reportable incidents for the reporting 
period 2021/22. Of the 10 reported, 6 incidents resulted in staff absent from work over seven 
days; 4 incidents resulted in staff and patients sustaining specified injuries; no dangerous 
occurrences were reported (includes staff receiving sharps injuries during treatment of high 
risk patients). Of the 4 specified injuries reports, 2 were patient related. 

12.0 Violent and Aggression incidents summary 

During the 2021/2022 reporting period, a total of 312 violent and aggressive related incidents 

were reported compared to 252 incidents in 2022/21, representing an increase of 60 reports.   

The below table details the number of incidents reported by each Division across this period: 

 

  

Medical 
Division 

Surgical 
Division 

Integrated 
Care 

Division 

Clinical 
Support 
Division 

Corporate 
Division 

Total 

Inappropriate Behaviour 
(of Staff) 0 3 1 2 0 6 

Inappropriate Behaviour 
(of Patient) 11 11 3 4 1 30 

Staff receives Physical 
Abuse 71 12 18 2 0 103 

Staff receives Racial Abuse 4 1 1 1 0 7 

Staff receives Sexual Abuse 2 1 0 0 0 3 

Staff receives Verbal Abuse 84 44 24 9 2 163 

Total 172 72 47 18 3 312 
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The Medical Division reported the highest number of incidents, with verbal abuse the most 

reported category. The Medical Division includes the Emergency Department (ED) who 

reports a higher number of incidents than other departments within the Division. When 

comparing this reporting period to the previous periods (see below), there has been a negative 

upward trend in the number of incidents reported year on year: 

 

 

Operation Nightingale (launched in October 2019) continued to tackle violence and aggression 

occurring across the Trust. This has consisted of the following work streams: 

 The Security Incident Response Team (introduced as part of Operation Nightingale) 
continues to operate, responding to an array of incidents across the Acute Site. The 
Response Team has had a positive impact with the presence of the team, often de-
escalating an incident before any undue harm is caused to staff and patients. 

 Access control systems continue to be installed across the Acute and Community sites. 
ED received add-ons during 2021/22, meaning the entirety of the Acute Floor/ 
Department is lock downed 24/7, these systems have contributed to the reduction in 
the number of patients absconding. Additional CCTV cameras were also installed 
within ED (Same Day Emergency Care, SDEC). 

 Multi Agency links with West Mercia Police have improved greatly as a result of 
Operation Nightingale. The CCTV Room at WVNHST has continued to be used by the 
Police as part of their Community Outreach, where possible, during COVID. During the 
winter, the Safer Neighbourhood Team from Hereford City, ran a number of staff safety 
sessions in conjunction with the Security Team, during which advice and personal 
attack alarms were issued to staff. In addition, the Security Team welcomed Police 
Dog Maverick to the Acute site for training and a visit to Paediatrics. 

 Body worn video devices continue to be used operationally within the Acute Site, 
specifically being worn in ED and by the Security Response Team. The use of cameras 
to date has led to a number of convictions, including Community Protection Notices, 
Criminal Behaviour Orders, as well as successful court proceedings around common 
assaults.  

 CCTV signage has been updated to reflect the additional security measures made 
across the Acute site, including advising patients and the general public body cameras 
are being worn by staff.  

 Trust security posters have been created in partnership with West Mercia Police to 
display in hotspot areas such as ED and Dental Access Centres (DAC).  
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 The Trust is reviewing the enhanced Conflict Resolution Training. The training 
provides de-escalation and management of incident training for key hot spot areas of 
violence and aggression within the Trust.  If approved the training will be launched to 
the key areas. The governance arrangements for this is the HSWC and the Trust 
Security Forum. 

 A dedicated porter is based within ED 24/7.  The Porter will be where possible Security 
Industry Authority (SIA) licensed, suitably trained and wear a body worn camera. The 
approval of funding for these roles is yet to finalised. Currently Sodexo are operating 
at risk and the service could potentially be removed if funding is delayed/not approved. 

 
13.0 Occupational Health/Wellbeing summary 
 
Health@Work (H@W) continue to provide support and advice to WVNHST.  There has been 
a noticeable increase in the amount of referrals to the service and H@W are maintaining the 
KPI’s around this to ensure support is given in a timely manner.  There has also been a 
noticeable increase in the recruitment efforts of the Trust and H@W continue to support this 
process. 
 
An EAP scheme has been implemented to enable staff to access 24/7 counselling support 
which Occupational Health continue to promote. 
 
Health@Work supported the flu and COVID vaccination programme initially to ensure all staff 
had access to the vaccinations and will continue to support this in future campaigns.  
 
We continue to upgrade our software system to provide easier and a more streamlined 
approach for recruitment. Health@Work continue to provide occupational health services to 
external clients. We have continued to maintain our SEQOHS accreditation and continue to 
work towards maintaining this.  

 
14.0 Fire Safety Management 
 
Good management of fire safety is essential to ensure that fires are unlikely to occur; that if 
they do occur they are likely to be controlled or contained quickly, effectively and safely; or 
that, if a fire does occur and grow, everyone in the premises can escape to a place of relative 
safety and ultimate safety, easily and quickly.  
 
A Joint Fire Safety Group (JFSG) meets regularly, assisting the Fire Safety Manager to 
implement initiatives, and demonstrates that fire safety systems are included in all relevant 
areas. This group reports to the HSWC. Strategy and Policy documents have been written, 
agreed and are current or in development. Training figures are marginally down from last year 
and unwanted fire signals (UWFS) have increased slightly from the last reporting period. 
Quarterly audits have resulted in hazards being identified and addressed accordingly. A new 
fire risk assessment process is currently be rolled out across the Trust. 
 
All premises which the organisation owns, occupies or manages, have fire risk assessments 
that comply with the Regulatory Reform (Fire Safety) Order 2005, and where necessary, the 
organisation has developed a programme of work to eliminate or reduce as low as reasonably 
practicable, the significant fire risks identified by the fire risk assessment process.  
 
Where next in 2022/2023 – an overview of fire safety aims: 

 Maintain and improve Fire Safety Management systems. 

 Improve the fire safety awareness training compliance figures.  

 Reduce the number of unwanted automatic fire alarm actuations.  

 Reduce fire hazards identified via the fire risk assessment process.  
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 Review and revise evacuation procedures, drills and exercises.  

 Maintain monitoring of active and passive fire safety control measures.  

 Maintain good working relationship with Stakeholders.  
 
15.0 The Management of Healthcare Waste - Health Technical Memorandum (07-01)   
 
The Management of Healthcare Waste is an essential part of ensuring that healthcare 
activities do not pose a risk or potential risk of infection and are securely managed. This UK-
wide guidance provides a framework for best practice waste management in order to help 
healthcare organisations, and other healthcare waste producers, meet legislative 
requirements as well as identify opportunities to improve waste minimisation and reduce the 
associated environmental and carbon impacts of managing waste.  
 
County Hospital 
All waste produced at the County Hospital is managed through our PFI Partner, Sodexo, 
including all governance issues/responsibilities and Sodexo diligently follow this guidance 
 
Healthcare 
A review of waste streams has confirmed that the ratio of infectious waste (orange bag) to 
offensive waste is still too high. Work is underway to find a resolution.  

 
General Waste 
Recycling using Hereford Pedicabs has begun, currently 20% of domestic waste; the 
remaining general waste is used for heat generation so none of our waste goes to 
landfill.  Further waste streams are due to be added during 2022. 
 
Community Hospitals General Waste 
40% of the general waste produced at these sites is recycled; to increase this percentage it is 
planned to introduce a number of recycling bins into waiting rooms and large offices in the 
community during 2022. 
 
16.0 Heat Management Procedure  

During the summer months, there are a significant number of Datix reported relating to staff 

feeling unsafe, unwell and extremely uncomfortable during their working hours. At the time of 

writing this report, the country is once again experiencing another heatwave, albeit shorter 

than the Spring of 2020, resulting in staff working in areas with significantly elevated 

temperatures, in some cases wearing enhanced PPE, due to infection associated safety 

precautions. 

The Trust has issued guidance both in clinical areas directly and via general communications 

on the importance of hydration and tools which can be used by staff to help their working 

conditions including taking additional breaks, time in cooler areas and wearing alternative 

uniforms if possible i.e. scrubs as opposed to standard uniform while adhering with Infection 

Prevention requirements.  

Many working environments within the Trust do not benefit from an integrated air-conditioned 

environment and rely on natural ventilation and as such, portable air conditioning (AC) units 

are required to regulate the temperature during extremes. The concerns have an impact every 

year irrespective of unusual heatwave conditions and present health and safety risks to 

patients, visitors and staff.  

H&S and the Estates Team engage with the Emergency Planning Team and our PFI partners 
in considerations for the level of thermal challenges faced by specific clinical and working 
environments during periods of warmer weather. The Trust needs to be more proactive in its 
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seasonal planning activities and Corporate financial assistance may need to be considered 
and factored into Divisional budgets, or the Estates Team budget, in order to procure either 
integrated air conditioning, as a long term solution, or portable AC units in preparation for 
seasonal changes. 

17.0 Policies  
 
The following policies/procedures/guidelines have been reviewed and updated this period: 
 

Document Policy Ref Date Ratified Review Date 

Lone Worker Policy HS.07 March 2021 March 2026 

Health & Safety Policy HS.13 April 2021 April 2026 

Staff Immunisation and Health Screening Policy HS.36 April 2021 April 2026 

Bed Rails Policy (Inpatients: Adults, Children and 
Young People). 

PR.168 April 2021 April 2026 

Fire Safety Policy HS.04 Dec 2021   Dec 2026 

COSHH Procedure HS.S.02 Jan 2022 Jan 2025 

 

18.0 Conclusion 

This report highlights the significant amount of great work undertaken during 2021/22 to 
improve the management of Health Safety and Wellbeing in the Trust.  Unfortunately, there is 
also evidence of negative upward trends in incidents with staff sustaining a physical injury or 
their wellbeing compromised as a consequence. The H&S Team continue to work with key 
stake holder colleagues, including the Estates Team, to make progress with inspection and 
assessment programmes to improve visibility and awareness relating to health and safety 
legislative responsibilities to ensure compliance.  

The H&S Team have established lessons learnt objectives from our HSE inspections, with 
colleagues, to aid the development of more robust processes and procedures. Divisional leads 
must take ownership of the activities undertaken in each department by their staff and must 
be able to provide assurance, with evidence, via the appropriate governance routes, safe 
working practices are being adhered to.  

A number of large construction works have been carried out on the Acute site and all key stake 
holders worked closely together to ensure safe working practices with the avoidance of a 
significant health and safety event to staff, patients, visitors or members of the public. A great 
achievement for the Trust, considering the scale of the works and the restricted space within 
which many activities were undertaken.  

Colleagues should be immensely proud of the contribution WVNHST made to the national 
vaccination programme. The efforts of staff helped to ensure the West Midlands and 
subsequently Herefordshire were amongst the highest performing teams, with a high 
vaccination success rate in all Joint Committee on Vaccination and Immunisation (JCVI) 
cohorts. 

The Trust continues to address COVID-19 requirements, including changes to clinical 
practices, receipt and distribution of PPE supplies, organic Government and National advice 
relating to Infection Prevention processes, isolation and testing requirements. The Trust has 
encouraged agile working, where possible and appropriate. As another year progresses, the 
Trust will have a greater understanding of the wider implications of home working and the 
enormous changes to the way we work clinically. How to effectively manage our new normal 
and what further steps are required to ensure the health, safety and wellbeing of all staff, 
patients, visitors and the public will improve as we adapt to the inevitable changes throughout 
2022 and beyond. 
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Appendix 1 – RIDDOR reportable incidents 2021/22  
 

Over 7 day injury  
preventing person  
from working 

W61676 Medical Division – Wye Ward.  
Two Health Care Assistants were assisting a rehab stroke patient with standing from a commode, to transfer at the bedside. The patient’s leg gave way from underneath 
suddenly and the patient pulled on the HCA shoulder. The HCA felt something pull and a sharp pain. Attended ED and was advised she had sprained her shoulder 
causing difficulty in raising her arm up. Issued a fit note by ED for 3 weeks rest. The patient was uninjured and assisted to sit down. 
Health and Safety reported injury/off work for over 7 days to HSE. RIDDOR Notification Number: DFA3D5B4EC 
 
W62018 Corporate Division - Health Records 
On the 29 April a member of staff, Health Records Clerk, Injured party (IP) picked up a set of hospital notes in store room 5 and proceeded to walk out of the room but 
caught her shoulder on one of the posts. This caused IP to jar back slightly. IP said she was not looking where she was going and felt okay to carry on working. On the 
4 May IP phoned into work, after holiday weekend, to say shoulder is still aching and was trying to contact GP. Phoned GP, nurse advised to keep mobile, apply heat 
and take pain relief. Physio diagnosed the injury as a muscular injury and issued exercises. Health Records Manager confirmed all racking, shelves and flooring are in 
good working order. IP still off work up to 10 May. 
Health and Safety reported injury/off work for over 7 days to HSE. RIDDOR Notification Number: 11F17FEC13 
 
W64963 Surgical Division – Endoscopy.  
Whilst carrying out their cleaning duties in room 2 endoscopy department the staff member was wiping down the window sill, when the newly fitted electronic monitoring 
screen fell off the wall and onto the floor, on its journey down it hit the large sharp box causing damage to it and it also hit the staff members left upper wrist and the top 
of her left upper thigh. 
Health and Safety reported injury/off work for over 7 days to HSE. RIDDOR Notification Number: 16D1678115 
 
W65859 Surgical Division – GAU. 
The member of staff was moved from Elective Orthopaedics to GAU for her night shift. The trust was facing capacity issues and EOU was closing to become a 
medical ward. All patients were being transferred to GAU, so staff were also moved there. At 20.15 hrs ‘she arrived to the patient's bedside to find the patient half in 
half out of bed. Staff member and colleagues assisted the patient fully to the floor by supporting his head, feet & legs. During the incident she acquired an injury to her 
left shoulder as the staff had to manually move the patient into a safe position. At that time she felt a pain in her shoulder but continued to work, but throughout the 
night the pain worsened and spread into her neck. She took some pain relief whilst on duty however this wasn't effective & had to finish her shift @ 02.30. The staff 
member commented that she was the only HCA on duty for the ward (16 beds) however this is normal staffing levels for this ward. She stated that she felt 
unsupported by the staff nurses with other tasks, but this is not related to the incident.  
Health and Safety reported injury/off work for over 7 days to HSE. RIDDOR Notification Number E888165A6E 
 
W66395 Integrated Care - Bromyard Community Hospital 
Member of staff was assisting a patient to transfer from bed to chair following appropriate moving and handling advice for this patient. The patient fell backwards onto 
the bed causing staff member to be pulled forward and twist her back.  
 
W69719 – Surgical Division – Leadon 
Member of staff had an allergic reaction to surgical face mask, resulting in swollen face, eyes and mouth. Continued to change mask from same box of masks. 
They finished the shift, At this point it was minor irritation red and blotchy tight. 
HSO has investigated and is reporting the incident as a RIDDOR to the HSE under +7 days absenteeism and not under an occupational acquired disease as the incident 
doesn't fit reporting criteria. Health and Safety reported injury/off work for over 7 days to HSE. RIDDOR Notification Number 153102D586. 

Dangerous  
occurrence 

None reported. 
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Specified injury W66487 – Surgical Division - Theatre 6 
Member of staff opened the door going into the top store room in theatres, there was an object behind the door and it closed quickly back onto their right wrist as they 
were walking through. Happened on 07/10/21 - nothing reported. 
On Monday the 11th staff member reported incident and asked T&O doctor to look at her injury. He organised X-Ray and confirmed fracture. 
RIDDOR Notification Number 17F121FC9F 
 
W61519 –Medical Division – ED 
Walking in ambulatory ED, twisted foot. No slip/trip hazards. Wearing appropriate footwear. No environmental factors caused injury. 
Fractured 5th metatarsal confirmed. 
RIDDOR Notification Number F1156B3B61 
 
W64403 – Integrated Care Division – Leominster Hospital – Patient Incident 
Patient found standing beside his bed in the side room.  Patient had been incontinent of faeces and was standing in faeces.  Health Care Assistant (HCA) asked 
patient to sit down on his bed so she could go and get items to clean the patient. Patient initially refused to sit down and was asked again if he could please sit on the 
bed allowing her time to get apron, gloves and cleaning equipment. Patient was trying to get to the bathroom.  She explained to the patient she needed to don apron 
and gloves before entering the side room. The patient did sit down on the bed.HCA pulled the dignity curtain across the doorway and went to get the items she 
required. When HCA returned to the patient she found him sitting on the floor in the faeces. HCA called for help from other staff. Staff Nurse and HCA came to help. 
Patient was asked if he had any pain. Patient explained that he had pain in his right knee. Patient was examined by staff nurse and patient had sustained a large skin 
tear to right forearm. This was bleeding quite heavily. No other injury was reported. Patient was able to move all his limbs and was experiencing some pain in his right 
knee. Patient was asked if he could stand, which he thought he could. Three member of staff assisted him to stand and patient used bed rail to pull himself up. Skin 
tear was cleaned and dressing applied.  Patient was examined by Doctor who found patient’s right leg to be shortened and externally rotated. No hip joint tenderness 
on palpation or swelling found, but pain on flexion of hip and patient unable to actively move hip. Doctor requested an x ray of right hip.  X ray request form was taken 
down to reception desk by the ward clerk for the receptionist to arrange x ray. The receptionist did not inform the ward clerk that x ray was closed that day. The doctor 
attended the ward next morning and requested the results from the x ray the previous day. It was then realised that the x ray had not been performed due to the 
department being closed. 999 call for patient to be transferred to Emergency Department (ED) at Hereford County Hospital and review by Orthopaedic team. Family 
informed of transfer to Emergency Department by ward staff 
Right hip and knee: fractured neck of femur and fractured patella. RIDDOR Notification Number BC12612CC9 

W66046 – Medical Division – AMU Patient being nursed in a side room due to loose stools. Assessed as requiring x2 plus frame to mobilise. Patient got herself out of 
bed and walked to the toilet, fell while in the toilet. Staff answered the call bell and found the patient on the floor in the bathroom. Obs taken and assessed. Patient 
hoisted back onto bed. Patient  fall resulted in a left fractured neck of femur, review to include the level of observation prior to the fall. RIDDOR Notification Number  
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Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Update from the Integrated Care Executive (ICE)
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Erica Hermon on behalf Frances Martin
Documents covered by this 
report:

1.  Purpose of the report
To update the WVT Board on the ICE meeting on August 8, 2022.

2. Recommendation(s)
The WVT Board is invited to note the continuing development of ICE in providing oversight and 
assurance in relation to agreed areas of responsibility, including delegated services.  The following 
issues were escalated to the One Herefordshire Partnership (OHP):   

1. The Herefordshire and Worcestershire CCG Clinical Commissioning and Executive Committee of 
Wednesday June 23, 2021 (Agenda item 6.2) had agreed to the delegation to One Herefordshire 
Partnership  CCG’s contract with St Michael’s Hospice, Herefordshire for the provision of inpatient 
beds to provide end-of-life care. The delegation is entirely consistent with our ambitions at Place 
but further work is required to fully enact the transfer and agree relevant responsibilities with all 
parties. 

2. Clarification was required as to who has oversight of the Hillside contract, currently held by 
Hoople.

3. Executive Director Opinion1

Integrated Care Home

The Primary Care Network Development Manager, Taurus Healthcare gave an update on Integrated 
Care Home support.  The work stream is going very well: additional project support has now been 
secured; provider engagement meetings have been scheduled and poorly attended sessions are being 
strengthened; engagement with mental health colleagues continues albeit limited; numbers of structured 
medication reviews have continued to improve; residence numbers appear to be falling due possibly to a 
coding issue; and, One Herefordshire have agreed to the funding of additional Care Home Nurse Co-
ordinators.

Commenting on the report, ICE highlighted that there had been a large drop in re-admissions related to 
falls in February and March.  The cause of this was not yet known but would be investigated.  Bench 
marking data was also requested against other areas including Worcestershire.  

ICE queried the low ReSPECT, frailty and risk factor scores.  It was agreed to incorporate process 
measures to test the usefulness of the Rockwood score and that quarterly audits in place would establish 
if needs are being met.

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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Fall Response Service

The highlights from the fall response service report were:

• Since the last update presented in April there have been no changes to service delivery
• The Falls Care Navigator Service contract provided by Connexus has been extended to 31 March 

2023 and discussions are underway for the same extension to the Falls Care Responders Service.
• Limited commissioning resourcing issues continue to impact on the ability to carry out 

reconfiguration work

It was agreed that the next report should contain data at PCN level and frailty to enable local teams to act 
on intelligence

Discharge to assess

ICE were informed of the following:

• Work continues to refine the contents of the ICE report ahead of September’s meeting, including 
dashboard information and outcomes.   

• It is intended to work cross-system with WVT and Social Care and a follow up meeting is due to 
take place to discuss the performance dashboard

• 100 day discharge remains a challenge
• Ledbury is at full capacity with 14 beds
• Home First recruitment is continuing to increase; expected to be at 38 FTEs by end of August 2022.

ICE members agreed that it was great to hear of a joint strategy executive discussion on how to manage 
D2A county-wide.  WVT have established a ‘Valuing patient’s time Board’ to manage the acute elements 
of the 100 day challenge actions (the first 4 or 5 ) and the system actions will be managed through CPF 
and 1H

Hospice contract update

ICE discussed that:

• The formal delegation of the contracts and associated resources has not yet taken place. 
• The annual review of the Hospice grant agreement took place in July led by the previous 

commissioner.  This was a light touch meeting which only covered performance.  
• At present it is not possible to separate the bedded section of the contract as the grant agreement 

is for the whole service.
• The Due Diligence Matrix be applied to one of the delegations to test governance processes 
• Hoople had identified that they had a skills deficit with regard to quality oversight of the Hillside 

contract and are seeking support from system partners.
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4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ 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
☐ Reduce waiting times for diagnostics, 
elective and cancer care
☐ Develop a new integrated model for urgent 
care in Herefordshire improving access times 
and reducing demand for hospital care

Integration
☒ 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

☒ Reduce health inequalities and improve the 
health and wellbeing of Herefordshire residents 
by utilising population health data at primary 
care network level

☒ 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

☐ Join up care for our population through 
shared electronic records and develop a patient 
portal to transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating 
capacity by delivering plans for an ambulatory 
elective surgical hub
☐ Stop adding paper to medical records in all 
care settings
☐ Reduce carbon emissions by delivering our 
Green Plan to reduce energy consumption and 
reduce the impact of the supply chain
☐ Increase elective productivity by making 
every referral count, empowering patients and 
reducing waste

Workforce and Leadership
☐ Improve recruitment, retention and 
employment opportunities by taking an 
integrated approach to support worker 
development across health and care
☐ Develop our managers’ skills and system 
leadership capability
☐ Continue to improve our support for staff 
health and wellbeing and respond to the staff 
survey
☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Quality Committee 30 June 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Christobel Hargraves NED and Quality Committee Chair
Documents covered by this 
report:

N/A

1.  Purpose of the report
The Trust Board is asked to receive and note this summary of items discussed

2. Recommendation(s)
For information

3. Executive Director Opinion1

N/A
4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☒ 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

☐ Reduce waiting times for diagnostics, elective and 
cancer care

☐ Develop a new integrated model for urgent care in 
Herefordshire improving access times and reducing 
demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the health 
and wellbeing of Herefordshire residents by utilising 
population health data at primary care network level

☐ 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

☐ Join up care for our population through shared 
electronic records and develop a patient portal to 
transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating capacity by 
delivering plans for an ambulatory elective surgical 
hub

☐ Stop adding paper to medical records in all care 
settings

☐ Reduce carbon emissions by delivering our Green 
Plan to reduce energy consumption and reduce the 
impact of the supply chain

☐ Increase elective productivity by making every 
referral count, empowering patients and reducing 
waste

Workforce and Leadership
☐ Improve recruitment, retention and employment 
opportunities by taking an integrated approach to 
support worker development across health and care

☐ Develop our managers’ skills and system leadership 
capability

☐ Continue to improve our support for staff health 
and wellbeing and respond to the staff survey

☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Serious Incident Report

In May there were 6 incidents reported: 2 slip/trip/falls, two maternity incidents, one pressure ulcer, 
and one suboptimal care. 

The number of serious incident investigations which have passed the deadline for submission has 
seen a further increase from eleven in March to twenty eight at the time of the committee meeting. 
The Divisions have been asked to provide a plan indicating when these will be completed which 
will be monitored through FP&E.
 
There were 4 incidents closed by the CCG in May.

The Committee received an update on a review of a cluster of incidents relating to incidental 
findings following imaging.

Flow Attributable Mortality

The Committee received a presentation on the impact of reduced flow within ED on ultimate 
mortality. Studies show that for every 82 patients whose time to inpatient bed transfer is delayed 
beyond 6-8 hours from time of arrival at the ED there is one extra death. Discussion ensued about 
the impact of this finding on our own situation and it was agreed that this needed to be discussed 
more widely within the hospital. The Committee is of course aware that one of the hospitals top 
priorities at the moment is to improve flow in order to ensure a safe service to all our patients and 
to continue to ensure elective cases are treated as speedily as possible.

Quality Priority – Mortality Report

Discussions in relation to coding are underway to assess whether any changes in practice may 
have affected expected death rates.

Medicines Management

The Committee was pleased to hear that there was improved performance on arrival times of 
discharge summaries in Pharmacy which improved patient safety and assisted in patients leaving 
with their discharge summary and medication in a timely manner. There has also been an 
improved performance in compliance with controlled drug storage and handling. The sustained red 
risk associated with the reduced capacity of the Pharmacy department (due to staff shortages) and 
the new risk associated specifically with asceptic service provision was discussed and plans to 
mitigate explored.

Patient Safety Committee Summary Report

This new sub-committee of the Quality Committee met for the first time in June. The topics 
discussed were:

• Falls. A number of recent incidences of falls were investigated using cluster review 
methodology. Themes were lack of understanding of appropriate risk assessment and use 
of bed rails for patients living with dementia; small number of staff having undertaken falls 
training; issues with documentation of risk assessments; staff shortages.

• Pressure ulcers. The PS Committee supported the need for training to be made mandatory 
for relevant staff groups. Physiotherapy colleagues also raised concern that pressure 
ulcers are having an impact on patients undertaking their therapy. This is being discussed 
with relevant colleagues.

• Medicines safety. See comments above
• Oxygen therapy – support workers pilot. A training scheme to upskill physio support 

workers has been successful and it is planned to roll this out to HCAs.  This will greatly 
improve patient safety.
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• Resuscitation Committee Quarterly Report – Capacity issues are preventing all required 
training to be carried out. Alternative methods of achieving this were discussed.

• CAS Alerts – one alert had passed its deadline but work was underway to complete this
• Several policies and procedures were discussed and agreed

Divisional Report – Integrated Care

Are we safe and how do we know?  Difficulties in completing investigations into SIs which had 
shown an increase in the last twelve months. Recruitment position at Ross is improving with 4 
international nurses beginning in early July. Medical staffing at Leominster hospital remains fragile 
but with mitigation in place.

 

What is new and different?    National Wound Care Strategy showing evidence of improvement 
across the system leading to improved lower limb wound management. First District Nursing 
Feedback Survey completed. 86% of respondents rated service excellent or very good with 
remainder rating it as good. Planned to run this quarterly to provide comparative data.

 

What are we especially proud of?   City District Nursing Team fully staffed with lower levels of 
sickness and improved training rates. Team morale has improved. Nomination for a national RCNi 
award has been submitted.

What are we worried about and what are we doing about it?    Controlled Drug audits have shown 
poor results at the community hospitals. Work underway to improve this situation. Work on 
Pressure Ulcer and Nutrition CQUINs has shown a poor base line. Work now underway to improve 
this.

Divisional Report – Clinical Support

Are we safe and how do we know?    Slight increase in total number of incidents but majority are 
no harm but do provide opportunities for learning.

 
What is new and different?    Additional recruitment for Radiologists and software improvements 
within Radiology to further assist in flagging critical radiology report. Integrated workforce model 
being developed for Place to manage workforce issues.

 

What are we especially proud of?   In-house training of Pharmacy technician – trained across all 
three sectors. Reduction of number of patients above 62 days and 104 days on cancer pathway. 
New cancer MDT room open

What are we worried about and what are we doing about it?    Non-obstetric ultrasound backlogs 
remain challenging. Difficult staffing position for Sonographers and Radiographers. Shortage and 
inability to recruit consultant histopathologists. No substantive haematology consultant at present 
so relying on locums and support from other trusts

Ockenden Report – Wider Recommendations

Within the Ockenden report there were 15 recommendations which were applicable across the 
Trust. A self-assessment has been undertaken of these recommendations to determine where 
work is needed.
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Quality Indicators Report

It was reported that there was a significant increase in complaints in May. An amended procedure 
for complaints is being worked on based on a Board workshop held earlier in the year. Work is 
underway reviewing the findings of the recent national inpatient survey which was undertaken in 
October 2021. Whilst the findings are embargoed at present by the CQC - work is underway to 
address those areas where indicated.

The Trust has failed to achieve completion of IHAs for children in care within the statutory 
timescales. This is mainly due to demand on the community paediatric team but is also largely a 
result of the large increase in the number of assessments required which has doubled in the last 
12 months.

Maternity PQSM Report

The Committee noted the report and the continuous progress that is being made through a number 
of quality initiatives. The challenges faced by the Triage service both in terms of staffing and space 
have been escalated as these now form a significant risk. Investigations into possible estate 
changes are being explored to address these alongside increased staffing discussions

 
Nurse Staffing Report

The staffing position has now stabilised and in large is due to reduced sickness, increased agency 
fill and recruitment of health care assistants. However the improved fill rates are not without 
financial consequences. A deep dive was done to look at Health visiting and school nurses. In both 
services the practice leads are having to spend time clinically to mitigate shortage of staff. As 
reported earlier Ross Community Hospital has made significant improvements in regards to the 
number of vacancies of both RGNs and HCAs.
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Report to: Public Board
Date of Meeting: 01/09/2022
Title of Report: Quality Committee 28 July 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Christobel Hargraves NED and Quality Committee Chair
Documents covered by this 
report:

N/A

1.  Purpose of the report
The Trust Board is asked to receive and note this summary of items discussed

2. Recommendation(s)
For information

3. Executive Director Opinion1

N/A
4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☒ 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

☐ Reduce waiting times for diagnostics, elective and 
cancer care

☐ Develop a new integrated model for urgent care in 
Herefordshire improving access times and reducing 
demand for hospital care

Integration
☐ 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

☐ Reduce health inequalities and improve the health 
and wellbeing of Herefordshire residents by utilising 
population health data at primary care network level

☐ 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

☐ Join up care for our population through shared 
electronic records and develop a patient portal to 
transform patient experience

Sustainability
☐ Create sufficient Covid-safe operating capacity by 
delivering plans for an ambulatory elective surgical 
hub

☐ Stop adding paper to medical records in all care 
settings

☐ Reduce carbon emissions by delivering our Green 
Plan to reduce energy consumption and reduce the 
impact of the supply chain

☐ Increase elective productivity by making every 
referral count, empowering patients and reducing 
waste

Workforce and Leadership
☐ Improve recruitment, retention and employment 
opportunities by taking an integrated approach to 
support worker development across health and care

☐ Develop our managers’ skills and system leadership 
capability

☐ Continue to improve our support for staff health 
and wellbeing and respond to the staff survey

☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Serious Incident Report

In June there were 8 incidents reported: 2 diagnostic delay, 2 infection control, 2 pressure ulcers, 1 
surgical invasive procedure and one suboptimal care. 

The number of serious incident investigations which have passed the deadline for submission has 
seen a further increase from eleven in March to twenty eight at the end of June to 21 at the time of 
the committee meeting.  
 
There were 4 incidents closed by the CCG in June.

Safeguarding Quarterly Reports

The Committee received the three quarterly reports for safeguarding. We continue to fail to 
conduct Initial Health Assessments (IHA) for Children Looked After within the required timescales. 
This is a deteriorating position due to continually increasing numbers of children requiring these 
assessments and lack of clinical capacity. Actions being taken include job planning and a further 
review meeting with the ICB and the LA. The risk is being updated on the risk register and it was 
agreed to escalate this to the Trust Board to ensure they continue to be fully aware of the 
challenges faced. The ICB representative on Quality Committee felt that the NHSE may not be 
signed on this matter hence escalation needed.

Infection Prevention Annual Report

This is a summary report of the quarterly reports presented to the QC in the last year and it was 
recommended to be submitted to the Trust Board of Directors.

Quality Priority – Mortality Report

The Committee heard from the Chief Medical Officer that he continues to be concerned about the 
overall mortality position. Since the last meeting it has been clearly identified that the concern 
relates to out of hospital deaths within 30 days of discharge. Work continues to explore whether 
changes to coding methodology will be influencing the denominator used to determine expected 
deaths. The Trust’s position relating to Learning from Deaths was to be reviewed given that it was 
a few years since this had been undertaken,

Quality Priority – Mental Capacity Act Implementation

This had been made a Quality Priority as individual clinicians were experiencing difficulties with the 
practical implementation of this Act and the Best Interest principle. The newly introduced Policy 
contains simple to follow flow charts and a training programme will now be commenced along with 
a re-audit in November.    

Quality Priority – Nutrition

This was chosen as a Quality Priority in part due to a recommendation following the CQC findings 
in 2019 along with several incidents occurring more recently relating to nutrition. A Nutrition 
Steering Group has been established and a work plan is being drawn up.

Divisional Report – Surgery

Are we safe and how do we know?   Complaint numbers continue to be high but the circuit break 
helped with enabling the number outstanding to be reduced. There is a concern in Gynaecology 
and a deep dive is being undertaken.
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What is new and different?     A number of engagement days have been held with all staff working 
in Theatres which have been very positive.

 
What are we especially proud of? The Urology Department had a visit from the Coventry and 
Warwickshire ICS with excellent feedback received and one of the Urology CNSs has been invited 
to speak at the British Association of Urology Nurses Annual Conference in Edinburgh.

What are we worried about and what are we doing about it?   As previously reported under 
Safeguarding above the situation with the IHA for Children Looked After is a major concern. 
Staffing levels within Health Visiting and the School Nursing Service are also a concern.  

Divisional Report – Maternity

Are we safe and how do we know?     There were two new SIs in quarter and one of these has 
been reported to HSIB for external investigation. A reduction in the number of complaints this 
quarter (3 as opposed to 5 last quarter). 

 
What is new and different?    Multidisciplinary training rates continue to improve and the service 
user involvement remains high through the Maternity Voices Partnership which Trust staff support.

What are we especially proud of? In May there was an assurance review by NHSE and there was 
much good practice highlighted. Some areas were highlighted for improvement but all these were 
issues known by the team and plans were already in place to address.

What are we worried about and what are we doing about it?     Vacancy rates among midwives 
has increased although there has been some successful recruitment recently. There is a regional 
requirement for a new Continuity of Care Project Plan to be completed which will commence once 
a new Project Manager is in place for this piece of work. In May 2022 CNST published a refreshed 
version of the 10 safety standards. Work is underway to assess the Trust’s compliance against 
these. If the Trust meets compliance then it may be eligible for some refund of its CNST annual 
subscription. The Maternity Triage area is needing a complete overhaul in terms of space 
allocated. This issue is on the risk register and plans are progressing to address this problem.

PQSM Report - Maternity

It was noted that the report now contains information broken down by Robson Groups which gives 
a much clearer picture of those having a c –section and the reason for this. In future straight 
elective and emergency c section rates would not be reported as these are not helpful as an 
indicator without further explanation. CNST requires that this report be reported at Trust Board 
level and any exceptions will be reported in this QC summary report.

 
Quality Indicators Report

There is a positive downward trend for hospital acquired thrombosis which is positive and is being 
achieved following a series of actions. VTE assessments have dipped and the reason for this is 
being investigated – it may be to do with incorrect cohort of patients being included in the analysis.

Nurse Staffing Report

The staffing position improved for the reporting period along with a reduction in agency costs. Fill 
rates from our own staff and in house agency have improved although increasing pressures in July 
may see a further rise. A deep dive into the use of Registered Mental Health nurses was 
undertaken and this has resulted in a number of actions being taken to ensure they are 
appropriately used. Recruitment of Health Care Assistants has also shown an improvement which 
will lead to a reduction in agency usage.
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Clinical Effectiveness and Audit Summary Report

 A number of NICE assessments where the Trust are unable to meet the recommendations were 
closed by CEAC taking all information into account.
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 26 May 2022 at 1.00 – 4.00 pm
Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED)
Lucy Flanagan LF Chief Nursing Officer
Richard Humphries RH Non-Executive Director (NED)
Ian James IJ Associate Non-Executive Director 
Natasha Owen NO Associate Director of Quality Governance
Grace Quantock GQ Associate Non-Executive Director – Arrived during Item 13
Nicola Twigg NT Non-Executive Director (NED)

In attendance:
Mehmood Akhtar MA Associate Chief Medical Officer, Surgical Division 
Chris Beaumont CB Mortality Project Manager – For Item 5.1
Claire Carlsen CC Associate Chief Operating Officer, Medical Division 
Daniel Harding DH General Manager, Clinical Support Division 
Sarah Holliehead SH Associate Chief Nurse, Medical Division 
Rachel Jones RJ Quality Matron, Integrated Care Division 
Val Jones VJ Executive Assistant (for the minutes)
Hamza Katali HK Associate Chief Medical Officer, Clinical Support Division – Left 

during Item 16
Tony McConkey TM Clinical Director, Pharmacy & Medicines Optimisation – Arrived 

during Item 5
Rachel McColm RM Associate Chief Medical Officer, Medicine - Arrived during 5.
Andrew Parker AP Chief Operating Officer
Michaela Powell MP Lead Nurse for Tissue Viability – For Item 7
Raechel Skinner RS Clinical Commissioning Group Representative
Emma Smith ES Associate Chief Nursing Officer, Surgery Division 
Aime Symes AS Associate Director of Midwifery 
Laura Weston LW Lead Infection Prevention Nurse – For Item 6

QC001/05.22 APOLOGIES FOR ABSENCE

Apologies were received from Robbie Dedi, Deputy Chief Medical Officer, 
Linda Dykes, Associate Chief Medical Officer, Integrated Care Division, Jane 
Ives, Managing Director and David Mowbray, Chief Medical Officer.

QC002/05.22 QUORUM

The meeting was quorate. 

QC003/05.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/05.22 MINUTES OF THE MEETING HELD ON 28 APRIL 2022

Mr Humphries advised that he had sent his apologies to the April meeting. 
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Resolved – that the minutes of the meeting held on 28 April 2022 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair.

QC005/05.22 ACTION LOG

(a) QC007/04.22 – Medicines Safety Committee Report – (B) – The 
report presented to the Clinical Effectiveness and Audit Committee on 
the benefits of the Clinical Fellow Pharmacist post will be circulated to 
the Quality Committee for information. Action carried forward as the 
Clinical Director, Pharmacy & Medicines Optimisation was not 
present. 

(b)  QC008/04.22 – Colposcopy Report – (B) – The Associate Chief 
Operating Officer, Surgery and Ms Quantock (ANED) have a meeting 
planned for 8 June 2022 to further discuss options for therapy for 
women who have gynaecology treatment. 

TM

Resolved – that the Action Log be received and noted.

BUSINESS SECTION 

QC006/05.22 QUALITY PRIORITY – MORTALITY REPORT

The Mortality Project Manager presented the Mortality Report and the 
following key points were noted: 

• The SMHI and HSMR are both reducing. 

• There has been an increase in three outlier groups: COPD, heart 
failure and sepsis, with separate audits being undertaken for these 
groups. 

• The rates for our fractured neck of femur mortality rates are 
remarkable at 0.68. 

• Our Extended Perinatal Mortality rates are still within expected ranges 
with no stillborn or neonatal deaths during this period. 

• Infant mortality rates in Herefordshire are being monitored following 
intelligence at an Integrated Care System (ICS) meeting. Local tools 
are being developed to monitor our position in more “real time”. The 
latest national figures are reducing. 

• Mr Humphries (NED) noted regarding Infant Mortality, the Deaths per 
1000 live births chart shows very varied figures and questioned if we 
are now confident that we have a more accurate position. The Clinical 
Commissioning Group Representative advised that the ICS meeting 
were referring to Public Health data which is over a five year trend with 
small numbers producing significant fluctuations. Discussion was held 
on how we can achieve “real time” data with infant mortality 
recognised as the dominant factor in perinatal mortality. The ICS, 
Children’s Board and LMNS are discussing and will support us with 
some of the work that we are doing. 
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Resolved – that the Mortality Report be received and noted. 

QC007/05.22 EXCEPTION REPORT – OCKENDEN REPORT PERFORMANCE 

The Associate Director of Midwifery (ADM) presented the Exception Report – 
Ockenden Report Performance, which was taken as read, and the following 
key points were noted: 

Ockenden Initial Report Recommendations

• There are seven Immediate and Essential Actions (IEAs) our 
performance against these has previously been reported.  There are 
a couple of areas where further work is required.

• Development of the maternal medicine pathway. We are joining up 
with Worcester to formulate the pathway. The plan is to have this up 
and running by January. 

• The Wye Valley NHS Trust website needs a significant update, 
including the quality of information and how to access services and 
contacts. We are working with Worcester and the LMNS around this. 
There is additional funding to source a Web Designer to have a joint 
platform across the LMNS. 

• NHSE undertook a recent regional Insight Visit. They reviewed our 
evidence and how we benchmark against the 7 IEAs 
recommendations. We received positive feedback overall and are only 
the seventh Trust in the Region to have received their visit so far, the 
team  felt assured by the work that we are doing. There was positive 
feedback on our leadership team and governance structure. We are 
also the first organisation to be considered as “green” and fully 
compliant with the Saving Babies Lives v2 care bundle. The ADM was 
very proud of the team for this achievement. 

• The team’s feedback has led to the status of our self-assessment 
changing for some of the criteria.  There are only a few and these are 
minor and easily resolved. 

• The report being presented to the Board of Directors next week will be 
updated in terms of the Insights feedback to ensure that the Board is 
clearly sighted on any change of status of any previously reported 
indicator/criteria.

• Mrs Twigg (NED) asked on behalf of Ms Quantock (ANED) whether 
the website will be accessible to all including neuro-divergent patients 
and their family members. The ADM advised that we have been given 
£20k from the LMNS to recruit a Web Designer who will ensure that 
the website is accessible to all. The Communication Team are also 
involved and will ensure that all elements are included. The Maternity 
Voices Partnership and Service Users will also be able to provide their 
comments. The Associate Director of Quality Governance (ADQG) 
suggested that the Patient Engagement Group and Macmillan Cancer 
Information & Support Facilitator could help with the accessibly 
standards. 

3/19 146/192



• Mr James (ANED) queried whether we could use good examples of 
information available from other Trusts. The ADM advised that 
Ockenden lists Chelsea and Westminster Hospital NHS Foundation 
Trust as a good example. This was from 2020 so we can utilise some 
of this information but we will need to update the changes since then. 
We also need to ensure that links to the apps used by each Trust are 
included on the website to direct users to the right information.  There 
is ongoing work for the “Dad Pad” for dads as well as mums. 

Midlands Ockenden Final IEA returns 

• There were fifteen final IEAs with the final report published earlier this 
year. 

• Within each IEA there are sub-actions which we are required to self-
assess our position. Quality Committee is asked to note the following:

• There are a couple of areas to note throughout the IEAs where we are 
waiting for national resources, training or guidance to be available and 
until this is the case we will not be compliant - this would be the same 
for all trusts.  As an example – IEA 1 – 3 - Workforce Planning and 
Sustainability, this requires all Band 7 Delivery Suite Co-ordinators to 
attend a specific course which is not yet available.

 
• IEA 5 – Clinical Governance – Incident Investigation and Complaints 

– We need to be able to evidence with audits that actions put into 
place are still effective. A Forward Audit Plan is being devised as part 
of this work. 

• The Clinical Commissioning Group Representative advised that the 
feedback from the Clinical Commissioning Group pre and post Insight 
Visit was that frontline staff were very positive with good leadership 
from the ADM. 

• The Chief Nursing Officer (CNO) noted that Ockenden made several 
recommendations applicable to any organisation providing healthcare 
rather than specific to maternity services and as such will present Wye 
Valley Trusts position against these recommendations at the next 
Quality Committee meeting. 

• Revd Hargraves (Chair of the Quality Committee and NED) 
highlighted the need to get to the situation where we only have one 
action plan for maternity. The CNO agreed with this advising that the 
Region have said this is their plan but this will not be achieved until 
the end of this year. We need to push back on this date as they have 
already produced two different templates for recording IEAs. 

Resolved – that the Exception Report – Ockenden Report Performance 
be received and noted.
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QC008/05.22 MATERNITY PQSM REPORT

The ADM presented the Maternity PQSM Report, which was taken as read, 
and the following key points were noted: 

• This report is being presented to the Quality Committee as this is a 
criteria set by CNST. Elements of this report are reported through 
various forums. The ADM will look at mapping the reporting to reduce 
duplication, confirming that there are robust and clear processes in 
place. 

• This reports covers April. The total births decreased in April with a 
marked increase in the unassisted birth rate which is positive. 

• There were no late spontaneous miscarriages, stillbirths or neonatal 
deaths during this period. There were also no moderate or above 
incidents or concerns raised by external bodies and no Coroner 
requests. 

• Workforce remains compromised with no improvement or 
deterioration. We continue to backfill through Locums and agency 
Midwives. The ADM commended the management team providing 
clinical care to maintain a safe service. 

• We have received thirty five compliments and one complaint during 
this period. There is a backlog of complaints with plans in place to 
address these. 

• CNST – We are currently achieving eight out of ten safety standards 
for CNST Year 4. This has recently been refreshed and some of the 
deadlines and timescales have been expanded. 

• Mr James (ANED) noted the issues around Continuity Of Carer which 
will be different in future due to Ockenden. The score is quite low as 
we have not fully embraced this. The ADM advised that Ockenden 
suggested that organisations withdraw from Continuity Of Carer when 
they are not able to safely provide this service due to staffing and this 
has been backed by a letter from the national CNO and CMO. We are 
required to submit a plan for delivering continuity to the region by 15 
June. 

• Ockenden also asked for an independent MDT review of the 
Continuity Of Carer model and to test the effectiveness and suitability 
of this. There has not been much discussion around this from the 
Region or nationally. 

• There is a rolling advert out for staff – we are not an outlier with this 
issue, with all Trusts having the same staffing difficulties. We are 
reviewing international recruitment and a short course for RGNs to 
undertake to become a midwife. 

Resolved – that the Maternity PQSM Report be received and noted.
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QC009/05.22 QUALITY PRIORITY – Q4 INFECTION PREVENTION UPDATE

The Lead Infection Prevention Nurse (LIPN) presented the Quality Priority – 
Q4 Infection Prevention Update, which was taken as read, and the following 
key points were noted:

• We breached a number of our UKHSA trajectories for the end of the 
financial year. We have breached our C-Diff trajectory of thirty four 
cases with fifty one case at year end. There were seventeen cases 
reported in the last quarter which is unusual. Analysis of cases is 
being undertaken for any trends or themes. We have seen 
Community onset cases drop and hospital onset cases increase. A lot 
of work is being carried out reviewing these cases with the changes 
to antibiotic stewardship and monitoring of cleanliness standards 
hoping to enable a decrease in numbers. We have contacted UKHSA 
for any other support they are able to offer. We can also discuss 
issues with the Regional C-Diff Action Group. Herefordshire and 
Worcestershire are having issues with C-Diff cases but the cause is 
not known as we are all following the same practice. We have regular 
meetings with the ICS to see what more can be done as a system. 

• Mrs Twigg (NED) asked on behalf of Ms Quantock (ANED) regarding 
the Healthcare associated C.difficle infection cases for 2021-22, for 
more detail around the clinical equipment cleanliness, one of the 
rationale for lapse identified. The LIPN advised that as part of the post 
infection review the Infection Prevention Team undertake spot checks 
and identified commodes or toileting aids as a cleanliness theme. A 
lot of work is underway to improve this area. Last week the #wyeclean 
– a yearlong initiative for staff on why to clean, when and what 
products to use was initiated. The team have also spoken with staff to 
provide support with issues partially due to staffing levels and the use 
of agency staff. We are looking at how to get this education out to all 
staff. 

• The CNO advised that it is complicated to understand why we are 
seeing the number of C-Diff cases on a positive note we are not seeing 
the same ribotyping which means that we are not causing cross 
infection. UKHSA sit on the Infection Prevention Committee and the 
Committee asked for their support and to try to help us understand 
why we are an outlier. It is anticipated that the changes to antibiotic 
prescribing and the use of Ordersets will help to reduce the number of 
cases. 

• Gram negative blood stream infections – Our threshold for E-coli 
cases was 34 but we ended on 41 cases. Pseudomonas cases were 
only 1 with a threshold of 6. Klebsiella cases ended on 9 cases against 
a threshold of 7. All cases were reviewed to see if our practices, 
Policies or Procedures were part of the causes. Only a few have been 
linked to devices, mainly indwelling catheters, but this is more around 
documentation rather than practice issues. In the vast majority of 
cases the infections were due to the patients underlying health 
condition rather than practice, policy or procedural issues. 
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• Revd Hargraves (Chair and NED) queried the use of the catheter 
passport. The LIPN advised that an audit is being carried out to ensure 
that this is still being given to patients and being used. 

• There have been 11 Covid outbreaks between January and March. 
The highest number of outbreaks were seen in this quarter with 53 
patients infected. Of these, 19 were probable onset cases and 34 were 
definite onset cases. 

• There were five patients who died linked to the Covid outbreaks. If a 
death is linked to an outbreak, this is included in the Serious Incident 
Review. This occurs outside of an outbreak as well as we review 
individual cases as well, with details included within the report. 

• There were three outbreaks linked to staff only areas. 

• A review of how we manage outbreaks has been undertaken to 
identify and keep wards open and patients isolated when possible. 
This model appears to be working with wards closed only if there is an 
uncontrolled outbreak. 

• There was a Norovirus outbreak at Ross Community Hospital in 
February but this was only for a short period. 

• Due to all pressures on the team, all annual work planned has not 
been completed. This has been rolled over to the next scheme of work 
for 2022/23.

• Plans and support are in place if any patients who present with 
Monkeypox.

 
• Positively, a new member of staff will be starting in post this year. 

• Mr James (ANED) queried if we have done all we can regarding C-
Diff with best practice as we are still struggling with the number of 
cases, which are not focused on one part of this Trust, and whether 
this is due to capacity and pressures. He suggested looking for 
exemplar areas in the Trust to focus on their achievements and 
celebrate these staff. The LIPN advised that the team are planning on 
ways to raise awareness and get staff involved including looking at 
recognising good practice by awarding Infection Prevention Control 
Measures. We need to get staff to understand that this is not an 
addition to their job, but part of their everyday role. Revd Hargraves 
(Chair and NED) felt it was important to make this everyone’s issue, 
including back office staff as well. 

• The Clinical Commissioning Group Representative advised that 
during the middle of Covid, NHSE/I launched a campaign with training 
materials on this theme – ie if you see something take action yourself. 
The CNO advised that #wyeclean is our response to the regional 
campaign. 
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• Mr Humphries (NED) agreed, noting that during Covid with everyone 
washing their hands, wearing masks etc that infections dropped and 
queried if there is anything we can do to build on this. The LIPN 
advised that the Department Of Health issued new national Infection 
Prevention Guidance Manual for England last month – we are 
ensuring that we follow all of this and will then launch this in the Trust. 

• The Chief Operating Officer suggested having cards with key issues 
on for staff as a checklist. Revd Hargraves (Chair and NED) 
suggesting using the Hapi app – whatever is used needs to be kept 
simple. The Associate Chief Nurse, Medical Division noted that 
decluttering helps keep areas and items clean. 

• The CNO advised of an app used by Sodexo for Estates type issues. 
You take a photograph of the issue on your phone and submit to the 
Helpdesk. This has previously been advertised in Trust Talk but the 
CNO will arrange for this to be included again. 

• Shrewsbury and Telford Hospital NHS Trust are undertaking an 
Infection Prevention Peer Review in June prior to our next NHSE visit 
in July. 

LF

Resolved – that:

(A) The Quality Priority – Q4 Infection Prevention Update be received 
and noted. 

(B) The Chief Nursing Officer will ensure that the Sodexo app for 
reporting issues to the Helpdesk is included in a future Trust 
Talk. 

LF

QC010/05.22 QUALITY PRIORITY – PRESSURE ULCER REPORT

The Lead Nurse for Tissue Viability (LNTV) presented the Quality Priority – 
Pressure Ulcer Report and the following key points were noted: 

• The Task and Finish Group has been set up for pressure ulcers. 

• A review of best practice in other areas has been undertaken. No other 
Trusts have capacity to review Grade 2 pressure ulcers, hence 
concentrating only on Grade 3 and 4 and unstageable pressure 
ulcers. Wye Valley Trust look at all Datix incidents (which includes 
Grade 2 pressure ulcers) as we believe this is best practice. The LNTV 
is not confident that staff are categorising correctly as many are having 
to be changed on Datix. 

• The Non-medical Clinical Fellow in Tissue Viability has been providing 
education to medical and nursing and therapy staff. From May to July 
there are MS Teams sessions arranged on skin care. 

• National Wound Strategy Programme – This is available for all staff 
teaching basic patient safety. There are three tiers to this programme. 
The Trust are about to set up Tier 1 on ESR which includes six 
modules, lasting about 30 – 60 minutes. 
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• The CNO advised that we remain concerned regarding the number of 
incidents of pressure ulcers which is increasing year on year and is a 
System issue. Pressure ulcers acquired or deteriorated in our care 
have remained static but this number needs to be reducing. Pressure 
ulcers have been recognised through the ICS Quality Forum as an 
issue across the System. 

• The CNO felt that the three things needed to improve the situation are 
training, education and utilising other teams for support. We also need 
to ensure that we have the appropriate equipment in place. The CNO 
queried how we benchmark against other Trusts. The LNTV advised 
that the Model Hospital System came into place in September, with 
Wye Valley being one of the first followers. Data is not accurately 
being captured across the country, hence difficult to benchmark. An 
announcement has gone out in Trust Talk and Matrons and Sisters 
emailed regarding equipment held in the Trust to get an overview of 
equipment in the Trust. 

• Mrs Twigg (NED) noted that Leominster Community Hospital stands 
out with their compliance with the pressure ulcer audit carried out and 
queried if there are any specific issues with our Community Hospitals. 
The CNO advised that the graph related to the CQUIN data 
specifically. The CQUIN requires us to audit one hundred randomly 
selected patient notes to determine if they have been appropriately 
assessed. 

• Mr James (ANED) queried regarding the CQUIN Performance 
Indicator for the assessment and documentation of pressure ulcer 
risk, where we are struggling to achieve this. The LNTV advised that 
this is around timing following a new computer system that has been 
introduced onto the wards. The Quality Matron, Integrated Care 
Division advised that an audit carried out identified issues with a 
Divisional action plan in place. The EPR system does not follow the 
same way that the previous system did which is taking staff longer to 
learn. An action plan is in place to place the responsibility on individual 
nurses who are looking after the patients to complete the form. There 
are also plans to engage agency staff on a shift by shift basis and 
ensuring that there are permanent staff on each shift to support. 

• The Chief Operating Officer queried if there is a correlation between 
the incidents of tissue viability issues and the lengthy stays for patients 
in the Emergency Department (ED) in the last few months. The LNTV 
advised that there have not been any Datix raised around this and 
there is pressure relieving equipment available for patients in ED. The 
Associate Chief Nurse, Medical Division advised that new chairs have 
been provided in the department due to issues being raised. 

Resolved – that the Quality Priority – Pressure Ulcer Report be received 
and noted.   
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QC011/05.22 QUALITY PRIORITY – VTE REPORT

The ADQG presented the Quality Priority – VTE Report, which was taken as 
read, and the following key points were noted: 

• The report provides an overview and update of the work of the 
Thrombosis Committee since it was re-established in September 
2020. 

• VTE Exemplar Framework – We are progressing to achieve this with 
details included within the report. 

• VTE Assessment Compliance – We are currently just below the 
standard, which dips when we see peaks in clinical pressures. 

• The backlog of Route Cause Analyses have almost been cleared – 
there are now just two outstanding. 

• The percentage of avoidable cases out of all closed Hospital Acquired 
Thrombosis is 10.4%. The figure is 10% nationally. 

• The focus is now on education and training to enable us to achieve 
the standard. 

• The Trust is planning on applying for exemplar status later this year. 
 

Resolved – that the Quality Priority – VTE Report be received and noted.

QC012/05.22 DIVISIONAL REPORT – MEDICINE (INCLUDING SERIOUS INCIDENT)

The Associate Chief Nurse, Medical Division presented the Divisional Report 
– Medicine (Including Serious Incident), which was taken as read, and the 
following key points were noted: 

•
• Incidents continue to increase. The main concerns are pressure ulcers 

and tissue viability with four Serious Incidents relating to these areas 
in this reporting period. Actions are in place regarding education and 
encouraging Link Nurses to attend education sessions. We are also 
looking at pressure relieving equipment and ordering chair backs. 

• There has been a reduction in staffing numbers, particularly Health 
Care Support Workers, which has contributed to this. This means that 
there are less staff to assist with repositioning patients and generally 
on the wards. Band 2 recruiting is now improving. 

• Ward closures continue with Wye and Arrow Wards. There have been 
no further outbreaks. 

• All Serious Incidents are being investigated in a timely manner, 
although some delays, with outstanding actions being followed up – 
there are currently 61. Our Risk and Governance Co-Ordinator is 
working with Risk Owners regarding these. 
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• Updates on Serious Incidents are included within the report including 
a Business Case just approved for a Nutritional Clinical Nurse 
Specialist following the misplacement of the NG tube. We are working 
closely with staff around NG feeding. 

• The second Never Event was around air and oxygen connections. All 
air flow meters have been moved and temporary outlets fitted with 
covers. Air flow meters were used for nebuliser machines but these 
have now all been replaced. The Clinical Director, Pharmacy & 
Medicines Optimisation advised that that air/oxygen alert compliance 
was also confirmed at the Medical Gas Committee meeting held this 
month. 

• Management of NIV patients as per V60 NPSA – This was actioned 
in a timely manner and replacements purchased. 

• Violence and aggression incidents have increased, mainly with frailty 
patients. This is partly due to having a congested ED and an increased 
length of stay for our confused patients staying on Ashgrove Ward. 
Actions to support nurses are being discussed at the Dementia and 
Falls Group. 

• Plans are in place for the Modern Ward Rounds to be rolled out across 
the Trust along with SAFER and afternoon ward rounds. 

• The Frailty Same Day Emergency Care (SDEC) is now open which a 
huge morale boost is for all. 

• A further NHSI inspection completed on 1 March resulted in a positive 
outcome providing assurance that cleanliness standards have 
improved despite the challenges of working with a reduced nursing 
workforce. 

• We still continue with challenges around our Mixed Sex Breaches, 
particularly on AMU. 

• Respiratory waiting times have improved. The combination of the 
reduction of the bed base, locums and insourcing has enabled the 
reduction of our backlog. At the end of February, the time for a first 
appointment was 107 weeks, by the end of April this has reduced to 
67 weeks. We anticipate that by the end of June this will have reduced 
further to around 52 weeks. 

• Stroke – Our SSNAP data from October to December 2021 shows 
that we have maintained our B score along with an improvement 
overall of 2 points. The Trust are also top in the Region for their score. 
Particular areas of good practice noted were Occupational Therapy, 
discharge process and standards by discharge, all scoring an A. 

• Flying the Flag for WVT – One of our Nurse Consultants, Sue Eldred, 
has been successfully elected through a national vote onto the British 
Liver Nurse Committee. This will give her the chance to actively 
participate in national initiatives and guidelines and national policy 
development for gastroenterology and hepatology. 
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• Emergency Department – Improvements made include PIT Stop and 
SDEC, with further details included within the report. 

• There are concerns around Echocardiology, Dermatology, complaints 
and the nursing workforce. Covid patients are now being managed on 
their specialist wards with multiple moves previously of concern. The 
main concern is around patient flow. There are a number of proactive 
approaches being taken to mitigate harm to patients in ED, with the 
pressures at the Front Door easing slightly and discharge rates 
steadily increasing. The opening of the Frailty SDEC will also offer 
support. 

• Concerns have also been raised again regarding patients with 
learning difficulties in ED. Funding has been approved for an Autism 
Friendly Room with an expert experience panel involved to give their 
recommendations. 

• Concerns have been raised at the Femoral Fracture meeting in 
relation to discharge and referral processes not taking place on 
Dinmore Ward. This is partly due to reduced staffing levels and 
acknowledgement that this is a new speciality and there are some 
points around the pathways and staff competencies that need 
addressing. 

• Mrs Twigg (NED) noted that violence and aggression, in ED in 
particular, was high on the agenda before Covid, with Covid appearing 
to keep the numbers down. Is this something that we need to look at 
more closely? The Associate Chief Medical Officer, Medicine advised 
that Covid actually made issues worse as patients were more anxious. 
With support from our Sodexo partners, porters provide an element of 
security along with some staff wearing body cams. The police are also 
responding quickly to antisocial behaviour orders. This issue is high 
on the agenda for the Trust. 

• Mr Humphries (NED) noted that a lot of the things driving flow are 
beyond our immediate control as a Trust and questioned at what point 
the One Herefordshire Partnership should be made aware and if they 
are already, what are they doing to support us. The Chief Operating 
Officer advised there is at least a weekly Place based Silver Call 
meeting held to discuss these issues. System calls with all partners, 
including Powys, discuss ED congestion, the impact, the impact of 
lack of flow over weekends, issues in adult social care and issues with 
Discharge to Assess. We are starting to see improvements in flow with 
our System Partners well aware that the 4 hour performance is 
focused on ED but not owned by them. This is everyone’s 
responsibility. 
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• The Clinical Commissioning Group Representative advised that they 
are aware that prolonged stays in ED are related to the increase in 
deaths but was not sure of the background in the quote from the Acute 
Physician in the report around his estimate of 10 deaths in April 
attributable to flow. A Structured Judgement Review can be 
undertaken for those patients that die in hospital but how can we 
ensure that we are getting things right first time for those discharged 
from ED.  The Associate Chief Medical Officer, Medicine suggested 
herself and the Acute Physician presenting to the next Quality 
Committee meeting to provide the background and detail to these 
figures. 

• Mr James (ANED) noted regarding violence and aggression that the 
report advises that TV screens are an option but there is not the 
money to support this and queried what is being done around this. 
Secondly, we are struggling to engage effectively around dementia 
patients and questioned what is being done to support these patients. 
The Chief Operating Officer advised that regarding the TV screens, 
this relates to both capital and revenue which is on the Capital list for 
the Trust to review. The Associate Chief Nurse, Medical Division 
advised regarding the question raised around dementia, that it is 
difficult getting engagement with the Dementia and Falls Group joined 
together now due to workforce issues. The Matron for Frailty has 
recently been engaged to support with this issues. The CNO advised 
that Operational Nightingale will be set up again for violence and 
aggression incidents. 

• The Chief Operating Officer felt that the other biggest risk to the health 
system (after flow attributing to patient deaths), are the ambulance 
handover delays. 

RM

Resolved – that:

(A) The Divisional Report – Medicine (Including Serious Incident) be 
received and noted. 

(B) The Associate Chief Medical Officer, Medicine and the Acute 
Physician will provide a presentation on the detail around the 
mortality statics associated with extended delays in the 
Emergency Department.  

RM

QC013/05.22 DRAFT TRUST QUALITY ACCOUNT 2021-22

The ADQG presented the Draft Trust Quality Account 2021-22, which was 
taken as read, and the following key points were noted: 

• Comments so far received had been incorporated into the report. 
Further comments were welcome with the final version due to be 
presented to the June Board of Directors meeting. 

• We are on track to publish the report in line with the national 
guidelines. 
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• Revd Hargraves (Chair and NED) thanked the ADQG and her team 
for all their hard work in producing this report. 

Resolved – that the Draft Trust Quality Account 2021-22 be received and 
noted. 

QC014/05.22 QUALITY PRIORITY – PATIENT EXPERIENCE REPORT

The ADQG presented the Quality Priority – Patient Experience Report and 
the following key points were noted: 

• The headline data for the District Nurse Survey is included in the 
report. More analysis is needed to get down to the detail. 

• Of the responses, 94% rated the service as good or above. 93% feel 
that they are treated with dignity and respect and 84% feel that there 
is good communication between the nursing team. 

• The Integrated Care Division have the data and are developing an 
action plan around this. 

• Divisions have their own action plans for a number of surveys with a 
quarterly update being presented to the Quality Committee on a rolling 
basis. 

• The number of complaints received increased from last year and in 
comparison to previous years. A change in the department has 
occurred to enable support with the requirements with the National 
Patient Safety Strategy. The team are engaging with patients early on 
to prevent issues escalating. The complexity of complaints has also 
increased along with the level of input across multiple Divisions. 

• We are reviewing how to de-escalate complaints with a presentation 
at the June Board Workshop on ideas and proposals for change to 
support this in the future.

• Information around the Discharge Quality Priority is included within the 
report. This includes the work with the ICS around better support for 
carers at the point of discharge.  

• We are trialling text messaging for Friends & Family, details within the 
report. The Foundation Group and other colleagues have found this 
provides the best feedback from patients. This is a free trial for the 
Trust to use with the Business Justification being written. 

• Revd Hargraves (Chair and NED) questioned if the Patient 
Experience Group with patient representatives had restarted. The 
ADQG advised that this has just commenced with Ms Quantock 
(ANED) attending. The meeting was held virtually with good 
engagement. 

• The Chief Operating Officer noted the need for involving families and 
carers in discussions around discharge planning. The Discharge Co-
ordinators are on specific wards to support and are key to involve in 
the early discussions around discharge. 
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• Mr James (ANED) queried who the “patient partners” are referred to 
within the report. The ADCG advised that the role was established 
though the Patient Safety Strategy with patients represented. This is 
particularly to drive forward the patient safety agenda. We are working 
on a trial as to what this will look like with two patient partners planned 
to be in post by the end of September. Recruitment could possibly 
come from our current cohort of engaged representatives. This needs 
a review prior to opening up to a wider group. 

Resolved – that the Quality Priority – Patient Experience Report be 
received and noted.

QC015/05.22 QUALITY INDICATORS REPORT

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

• All of the Quality Indicators have been covered off by the separate 
reports already discussed on the agenda. 

• We had been reporting a high number of mixed sex breaches in the 
last few months. With the change in reporting AMU breaches, there 
has been a significant reduction in mixed sex breaches, with only 
fifteen in April. 

• There are a number of areas that impact on patient experience and 
the quality of our services we are able to provide. There is a 
significantly high shortage of staff in Pharmacy which the Clinical 
Director, Pharmacy & Medicines Optimisation raising at the Finance 
& Performance Executive meeting, particularly around aseptic 
pharmacy. 

• The Clinical Director, Pharmacy & Medicines Optimisation advised 
that ascetic pharmacy are mainly responsible for chemotherapy in the 
Trust for haematology and oncology. There has been a significant 
number of resignations, disproportionately so in the aseptic unit. The 
top five senior members of the team have either resigned or are going 
on extended sickness leave – there is no common theme. This will 
cause us problems in providing this service. A plan is being worked 
on with three options. One – Fill posts with locums and continue to 
provide the service from the Pharmacy Department. Two – Outsource 
the services to third parties from other Acute Trusts. So far 
discussions have not been particularly successful due to the 
pressures in other organisations. Three – Not provide a service at the 
Trust and patients are referred to other Trusts. A lot of staff are having 
to be moved around to try to cover the Ascetic Unit, with a 30% 
reduction in staffing levels for Pharmacists and Pharmacy 
Technicians. This is causing issues with the front of house service. 
We are trying to source locums but they are only available at 
extortionate rates. This is a very fluid situation, with the expectation of 
being able to cover the service from July. We are therefore likely to be 
in this precarious situation for three to six months. Agency staffing is 
ongoing with recruiting to permanent vacancies being accelerated. 

15/19 158/192



• The CNO advised that we have no substantive Consultant staff in our 
Haematology service. The plan is for all new referrals to be diverted 
elsewhere and from last week for all surveillance patients to be treated 
elsewhere to enable us to provide a basic service to our patients. We 
are now having to explore alternative solutions for those patients 
currently in an IV therapy regime. Region are fully sighted on this and 
are supportive. A Summit will be held shortly around what future 
Haematology Services at the Trust will look like – this will include 
consideration of downgrading the Trust to a Level 1 Unit.  Mutual aid 
support has been requested from Gloucester, Shrewsbury and 
Worcester hospitals. 

• Ross Community Hospital – There has been a quality improvement 
programme in place since November 2021. There was a hiatus in 
March due to pressures, but progress is now being seen. Agreement 
has been made to have a Band 6 in post 24/7 as we are unable to 
recruit to Band 5 posts. We have recruited three Band 6 staff with a 
further two joining in the near future. A Senior Nurse from Medicine is 
providing support to the Band 7 AHP for eight weeks. A recent visit 
from the Infection Prevention team along with a visit of key staff, 
including the CNO, showed a calmer environment which was clean 
and tidy with good infection prevention practices in place.   All patients 
were happy and well cared for.

• Medical Cover at Leominster Community Hospital – The GPs have 
tendered their notice for providing medical cover. The Chief Medical 
Officer, Chief Operating Officer and the CNO met with the Divisional 
Team to discuss this issue. This has led to some instability with 
staffing at Leominster, partly due to the possible changes occurring in 
the future at Community Hospitals. We have secured medical and 
ACP cover along with bank holiday weekend cover. 

• The Quality Matron, Integrated Care Division advised that the nursing 
challenges in Leominster Community Hospital are also reflected 
elsewhere in the Trust and did not feel that Leominster is an outlier 
with their concerns. 

• The CNO advised as part of the Ross Improvement Plan a Community 
Hospital Quality Governance Forum is being set up to ensure that we 
stay sighted on quality outcomes for Quality Indicators for the 
Community Hospitals. The Associate Chief Operating Officer, 
Integrated Care Division is chairing this with the Terms Of Reference 
being written. The Deputy Chief Medical Officer will provide clinical 
leadership. 

• The Quality Matron, Integrated Care Division advised that learning 
from Ross Community Hospital has been transferred to Leominster 
Community Hospital, in particular early engagement with staff and the 
increased opportunity for supervision and management support along 
with more visibility of management. 
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• Revd Hargraves (Chair and NED), queried with regards the issues 
around the Haematology Service, how much horizon scanning we are 
doing for areas that are difficult to recruit to. The Chief Operating 
Officer did not believe that we could have foreseen this situation. Two 
Consultants resigned within 2 days due to relocating out of area and 
the long term locum left for a better position. We have now secured 
two locums and possibly a third to provide support. A plan is being 
worked up for a reduced service and a separate plan if no support is 
available. 

• The Clinical Commissioning Group Representative noted the wider 
System conversations around fragile services due to a single 
Consultant or small groups of staffing. Looking further ahead, things 
could become very challenging. The Chief Operating Officer 
confirmed that fragile services are on the agenda for the Restoration 
of Elective Services group along with pressures and other priorities. 
This is not yet being discussed in detail but will include key fragile 
generic services across the ICS. 

Resolved – that the Quality Indicators Report be received and noted.

QC016/05.22 SAFER STAFFING REPORT

The Associate Chief Nursing Officer, Surgical Division presented the Safer 
Staffing Report and the following key points were noted: 

• There has been an increase in the number of vacancies and sickness 
rate along with an increase in the ability to provide adequate fill rate 
with agency staff. 

• During the last six weeks, a lot of work has been carried out with our 
Master Vend regarding agency Health Care Support Workers and 
rates of pay along with introducing the Nursing 24 agency to provide 
a more flexible workforce. This has led to an increased fill rate in wards 
areas for the last month or so which is positive. 

• Fill rates have not been included in this report as it has not been 
possible to provide accurate data due to the ward reconfiguration 
occurring over the last few months. 

• The details around the increase in fill rates with agency staff and 
increasing agency spend is included within the report. The main areas 
for agency usage continue due to the ED escalation areas and across 
the board in Community Hospitals along with Frome Ward which is 
now a surgical ward. 

• A deep dive has been undertaken to try to understand the situation 
across medicine, surgery and Community Hospitals. There is a 22.9% 
(113WTE nurses) gap in our Band 5 and 6 nursing workforce. There 
is also a 40% gap in our Band 4 staffing due to maternity leave and 
vacancies. 
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• There is a 28% (90WTE) gap in Health Care Support Workers. A lot 
of work has been carried out to increase our numbers with recruitment 
increasing but we are also experiencing a high number of staff leaving. 
Work is being undertaken to improve our retention of this workforce. 
Peer Support Workers in the Education Team are supporting our 
Health Care Support Workers along with development opportunities 
being looked into. 

• We are looking at ways of reducing agency usage and the Nursing 
Agency 24 due to the high costs, which is reducing. We are starting to 
relook at the acuity dependency data to help us understand what 
staffing we actually need in each ward area. 

• There has been less sickness this month which is positive. 

• The CNO advised that the Associate Director of Education and Lead 
Nurse - Practice Development are presenting a framework to the Trust 
Management Board in June, which is planned to be rolled out later this 
year. This will enable progression for Health Care Support Workers to 
a Band 3. 

• The CNO was pleased to note that the staffing situation is stabilising 
and fill rates are much improved form earlier in the year. The 
pressures externally and internally on our finances from using agency 
staff is significant. There was a detailed discussion at the Finance & 
Performance Executive meeting around what strategies we need to 
take to get to a better financial position. We will be reintroducing NARP 
(nurse agency reduction programme in order to have clear oversight 
and scrutiny. 

• Revd Hargraves (Chair and NED) queried the option of recruiting 
overseas Pharmacists. The Clinical Director, Pharmacy & Medicines 
Optimisation advised that we can only employ them at a junior level 
and this level of staffing is not where the issue lies. 

Resolved – that the Safer Staffing Report be received and noted.

QC017/05.22 CLINICAL EFFECTIVENESS AND AUDIT COMMITTEE SUMMARY 
REPORT

The ADQG presented the Clinical Effectiveness and Audit Committee (CEAC) 
Summary Report and the following key points were noted: 

• There has been a slippage with compliance with NICE assessments 
and assessments of action plans. This is a reflection of the clinical 
pressures we have been experiencing over the last few months. 

• The new Compliance Facilitator is in post next week to offer more 
support to colleagues. 

• National Emergency Laparotomy Audit (NELA) – A presentation was 
made to the Committee to show the improvements made - the Trust 
are no longer an outlier for mortality. Good discussion was held 
around ongoing and further improvements. 
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• LocSSIPs – Work is ongoing in improving our LocSSIPs with a number 
of Standard Operating Procedures approved with a standard template 
in place for clarity across the Trust along with a register of LocSSIPs. 
Exception reports will be presented to the Committee in future. 

• Mr James (ANED) asked for reassurance around the number of 
outstanding NICE guidance and plans, suggesting that the minutes 
could provide this. The ADQG will circulate the paper that the 
Committee received on NICE. 

• Revd Hargraves (Chair and NED) questioned whether an audit of 
LocSSIPs was being considered as previously discussed. The ADQG 
advised that this was planned in the next phase as we are not currently 
in a position to plan an audit schedule as we do not have a list of what 
we need to audit. The ADQG will take this back to the Committee and 
the team to discuss starting this piece of work.  

• Revd Hargraves (Chair and NED) noted that the new Quality Impact 
Assessment procedures are being presented to the July CEAC 
meeting and the importance of ensuring that this is progressed to 
ensure areas are not being missed. 

NO

NO

Resolved – that:

(A) The Clinical Effectiveness and Audit Committee Summary Report 
be received and noted.

(B) The Associate Director of Quality Governance will circulate the 
NICE paper presented to the Clinical Effectiveness and Audit 
Committee.

(C) The Associate Director of Quality Governance will discuss with 
the Clinical Effectiveness and Audit Committee and the team 
around agreeing and commencing the audit schedule for 
LocSSIPs. 

NO

NO

CONFIDENTIAL SECTION

QC018/05.22 SERIOUS INCIDENT REPORT

QC019/05.22 ANY OTHER BUSINESS

There was no further business to discuss. 

QC020/05.22 DATE OF NEXT MEETING 

The next meeting is due to be held on 30 June 2022 at 1.00 pm via MS 
Teams. 
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 30 June 2022 at 1.00 – 4.00 pm
Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED)
Lucy Flanagan LF Chief Nursing Officer
Jane Ives JI Managing Director
Ian James IJ Associate Non-Executive Director 
David Mowbray DM Chief Medical Officer
Natasha Owen NO Associate Director of Quality Governance
Andy Parker AP Chief Operating Officer
Grace Quantock GQ Associate Non-Executive Director – Arrived during Item 9
Nicola Twigg NT Non-Executive Director (NED)

In attendance:
Kerry Anelli KA Clinical Commissioning Group Representative
Sarah Ashwood SA Matron for Quality & Safety (Maternity) – For Item 13
James Bartlett JBa Lead for Acute Medicine – For Item 5.1
Jo Clutterbuck JC Associate Chief Operating Officer, Clinical Support Services
Robbie Dedi RD Deputy Chief Medical Officer
Linda Dykes LD Associate Chief Medical Officer, Integrated Care
Sarah Holliehead SH Associate Chief Nurse, Medical Division 
Rachel Jones RJ Quality Matron, Integrated Care Division 
Val Jones VJ Executive Assistant (for the minutes)
Steph Kerridge SK Locality Manager, City, Integrated Care
Candice Lewis CL Patient Safety Midwife, Maternity – For Item 13
Katie Long KL Deputy General Manager, Clinical Support Division – For Item 16
Tony McConkey TM Clinical Director, Pharmacy & Medicines Optimisation – Left during 

Item 11
Natalie Slayman-Broom NSB Locality Manager, East, Integrated Care
Emma Smith ES Associate Chief Nursing Officer, Surgery Division 

QC001/06.22 APOLOGIES FOR ABSENCE

Apologies were received from Mehmood Akhtar, Associate Chief Medical 
Officer, Surgical Division, Richard Humphries, Non-Executive Director and 
Raechel Skinner, Clinical Commissioning Group Representative.

QC002/06.22 QUORUM

The meeting was quorate. 

QC003/06.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/06.22 MINUTES OF THE MEETING HELD ON 26 MAY 2022

Resolved – that the minutes of the meeting held on 26 May 2022 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair.
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QC005/06.22 ACTION LOG

(a) QC005/09.21 – (B) – An update on Eobs and blood pressure 
recording to be included in the next quarterly Falls Update. 

(b) QC006/10.21 – (B) - The next Falls Report will include an update 
on the AFLOAT tool. 

(c) QC006/10.21 – (B) – The next Falls Report will confirm the date of 
the national benchmarking data. 

(d) QC006/11.21 – (B) – An update will be presented to a future Quality 
Committee on the possible future model for Community Hospitals 
– Date deferred to August to enable a more detailed update. 

(e) QC007/04.22 – Medicines Safety Committee Report – (C) – Future 
Medicines Safety Committee Reports will include more background 
on the prioritisation given for high risk and direct access areas for 
the electronic prescribing system. Action will be covered off in the 
report being presented on the agenda. 

(f) QC017/05.22 – Clinical Effectiveness and Audit Committee 
Summary Report – (B) – The Associate Director of Quality 
Governance will circulate the NICE paper presented to the Clinical 
Effectiveness and Audit Committee. Action completed. 

(g) QC017/05.22 – Clinical Effectiveness and Audit Committee 
Summary Report – (C) – A paper is being presented to the July 
Clinical Audit and Effectiveness meeting on agreeing and 
commencing the audit schedule for LocSSIPs. 

JBu/NO

JBu/No

JBu/NO

JB

Resolved – that:

(A) The Action Log be received and noted.

(B) An update on Eobs and blood pressure recording to be 
included in the next quarterly Falls Update.

(C) The next Falls Report will include an update on the AFLOAT 
tool.

(D) The next Falls Report will confirm the date of the national 
benchmarking data.

(E) An update will be presented to a future Quality Committee on 
the possible future model for Community Hospitals. Date 
deferred to August 2022. 

JBu/NO

JBu/NO

JBu/NO

JB
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BUSINESS SECTION 

QC006/06.22 FLOW ATTRIBUTABLE MORTALITY

The Lead for Acute Medicine (LAM) presented the Flow Attributable 
Mortality presentation and the following key points were noted: 

• This presentation was being presented to the Quality Committee 
following a previous discussion around the lack of flow through the 
system with a recent paper which supported existing evidence that 
excess time spent in the Emergency Department (ED) results in 
excess mortality. This has been used to analyse the local position 
for referrals for medicine. 

• Graphs, included in the presentation, show the increase of patients 
being referred to medicine and then discharged from ED, and the 
length of stay in ED for medically referred patients. This shows that 
more patients are being referred but fewer are being admitted with 
an associated increase in length of stay for these patients. These 
are patients that should have been admitted to a short stay area 
rather than staying in ED preferably. This information is related to 
medical admissions only. 

• Lack of flow is lethal – This slide relates to the paper that was 
published earlier this year that concludes that there is an increased, 
predictable response effect of a delay in ED with an increase from 
five up to twelve hours. After this time, the data is very unreliable. 
The data shows that for every 82 patients who wait greater than six 
to twelve hours, there is one extra death. 

• This is the best available evidence for a large number of patients 
across the whole country, but this is an average number and 
therefore not necessarily applicable to our local area but this is the 
only reliable evidence available. 

• Extrapolation to our site – The Clinicians in the Directorate were 
obviously concerned with these findings and undertook a review for 
March 2022 figures. Strict application of the number of patients 
waiting over the five hours was 82. If all the patients who waited in 
ED over the five hours are included this figure rises to 1013. 
Therefore the estimated number of deaths (using the data) in 
March 2022 attributable to flow is between 8.3 and 12.4.

• Comparison – This slide shows the details around the number of 
patient deaths, including deaths versus expected numbers and the 
number of excess deaths. Using “flow” as a condition, this is high 
on the list of numbers of deaths and could contribute to the 
deterioration of patients with the other key conditions noted. 
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• Thoughts – This is the best data available and is consistent with 
the other literature on delays and congestion but this is a calculated 
number and is not dependant on anything else. Failure to admit 
patients may improve our numbers but this should not be seen as 
reassuring.  A 30 day mortality is caused by lack of flow out of the 
Emergency Department and is a system wide problem. There are 
also other negative patient outcomes which are also associated 
with lack of flow but are more difficult to quantify. 

• The Deputy Chief Medical Officer noted that the actual number 
involved is difficult to know. This is a big data set for different 
hospitals treating patients differently and we may or may not be 
mitigating for some of these figures. The general theme is that 
there is some sort of impact on mortality from congestion in ED. 
This is therefore a system issue and not only an issue for us but a 
national issue with ED’s congested everywhere. The Trust do well 
with numbers of patients waiting in ambulances and hospital 
corridors which would contribute to the adverse mortality very early 
on. A number of these patients would have previously been in the 
old Clinical Assessment Unit but are now in ED with the increased 
footprint of ED and we could possibly argue that these patients 
were in an inappropriate area before and therefore some excess 
mortality along with a number of outliers on non-medical wards. It 
is positive that we are making this transparent, but we have been 
unable to correlate to what happened previously. 

• The Chief Medical Officer (CMO) noted that several years ago the 
work around mortality showed that our mortality numbers increased 
during the winter period and one of the theories we developed was 
the saturation effect to our systems, which this appears to confirm. 
We are still getting mortality results that we do not understand and 
part of this may be a mixture of many causes including Same Day 
Emergency Care (SDEC) where we are seeing and discharging 
patients that we may have admitted previously and ED becoming 
congested which could be confusing the algorithm. Our Inpatient 
teams are aware of this as this is a Trustwide issue, not just ED.

• The CMO queried if this presentation has been discussed with the 
Medical Division. The LAM confirmed that it has and felt that this 
cannot be discussed too often to highlight these issues. 

• The Managing Director noted that there is national evidence that 
shows the bad outcomes for patients when we have a congested 
ED. We know that there is a huge amount of work in ED to try to 
ensure that patients who are there for a long period are receiving 
the best care possible. This refocuses our attention on the right 
thing to do which is to de-congest ED as much as we possibly can. 
The Managing Director also felt it would be useful to share this 
presentation with teams across the wider partnership, particularly 
our Social Care partners where there is a real role for them to 
understand the implication when some of the pathways get 
blocked, although they trying as best they can. 

JBa
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• Mr James (ANED) noted the importance of focusing on this type of 
data as if you are operating a sub-optimal Health Care system in 
ED or anywhere else, there are real impacts for patients. It is also 
useful that this is national research that we have applied to the 
Trust. Usually we would try to get an idea of the figures for the Trust 
and it was useful having the update from the Deputy CMO on the 
Trust’s position. The Deputy CMO advised he and the LAM have 
discussed the figures and how stark they might appear without 
background. The ultimate aim is to stop as many people coming in 
and improve those who are going out and be clear around the 
mitigations that we are putting into place. We are in a system that 
is currently difficult to unblock and will take some time to resolve 
and as a department, we need to ensure how we are escalating 
patients who become more unwell and put in extra care where 
required.

• The Chief Nursing Officer (CNO) and the new CNO for the 
Integrated Care System visited ED this morning to listen to the 
Huddle. The CNO for the ICS was able to see that the bed screen 
showed a number of patients who were “red”, ie spent more than 4 
hours in ED with only two being discharged with the rest waiting for 
beds. This enabled a very positive discussion around the work that 
the Associate Chief Nurse, Medical Division has been doing with 
the nursing team around ensuring that these patients receive the 
right care that they need to receive, even if they are not in the ideal 
environment,   and that this is about all of the systems and 
processes working together. 

• The LAM felt that the key thing is to get fewer people in and more 
people out. Mitigations within the department are important but 
trying to deliver these in an increasingly crowded department is 
very difficult to sometimes achieve. 

• In response to a question raised by Revd Hargraves (Chair of the 
Quality Committee and NED), the Deputy CMO advised regards 
next steps, there is a huge amount of work being done but with the 
continuous increase in numbers we need to work across the 
System with a lot of work programmes going on including virtual 
wards and the increase in the number of Community Carers. It is 
helpful now to have a number and quantifiable data that we can 
support with some of these actions.

• The Chief Operating Officer agreed noting that we need to build on 
the additional frailty wards and SDEC and what to review what else 
can be done regarding direct admissions bypassing ED. There are 
also the Modern Ward Rounds and the Valuing the Patient Time 
work around reducing our patient length of stay along with Home 
First increasing their capacity to enable us to move those medically 
fit out of the Acute and Community Hospitals which will help to 
decongest ED, especially before the winter season. 
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• The Clinical Commissioning Group Representative noted that there 
is a HSIB interim report which gives a reflection on the national 
picture. Revd Hargraves (Chair and NED) felt that it may be worth 
someone speed reading this to ensure our thoughts are in line with 
this. 

JBa

Resolved – that:

(A) The Flow Attributable Mortality presentation be received and 
noted. 

(B) The Flow Attributable Mortality presentation to be shared with 
teams across the wider partnership, including our Social Care 
partners.

(C) The Lead for Acute Medicine will ensure that the HSIB interim 
report is reviewed to ensure that we are line with this. 

JBa

JBa

QC007/06.22 MORTALITY REPORT

The CMO provided a verbal update on Mortality and the following key 
points were noted: 

• Our mortality figures are roughly remaining the same from the last 
report, although higher than we would like.

• On the 12 month review, once we lose the two spikes, the crude 
mortality figures are expected to improve for next month but there 
will be another rise when the next spike is included. Our outlier 
groups are a mixed picture. 

• The main reason for our figures increasing is the massive reduction 
in the expected number of expected deaths. Our actual deaths are 
still low which has caused us to raise the issue around coding 
again. We are persistently underscoring on our depth of coding 
again – we are two points below our Foundation Group colleagues. 
Our crude mortality is significantly less than George Eliot but yet 
their figures are significantly better in terms of their mortality 
statistics. The CMO is planning on meeting with the Chief Finance 
Officer and the Information Team to go through their coding.

• There are also massive changes in ED and we need to understand 
whether SDEC has increased our admission rate or reduced this 
and thereby those admitted are proportionally more ill and whether 
patients staying in ED longer than 4 hours are being counted as 
being admitted or not. We need to understand these figures more 
but the CMO is pretty confident that this is not a deterioration in 
clinical quality other than when we become saturated and then 
there is a risk. 
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• Revd Hargraves (Chair and NED) queried regarding COPD which 
showed a huge increase last month and there was some specific 
work being carried out in this area whether there is an update. The 
Deputy CMO advised that currently an audit is being carried out. 
The same is being carried out for Sepsis.  

• The Managing Director confirmed that SDEC patients are 
“admitted” and included in our data but those discharged from ED 
are not and so are not included in our denominator. 

• The Managing Director felt that there could be a coding issue here 
and queried if our coding depth has got lighter or has everyone else 
just got greater depth of coding. The CMO believes that our coding 
has become lighter. The Managing Director noted that as we can 
resubmit data after quite a long period, there is a possibility that we 
resubmit our data after recoding.

• The Managing Director noted that the crude mortality figure feels 
reassuring as they are not subject to statistics.

• Mr James (ANED) noted regarding the coding issue, how quickly 
we can get this resolved. The CMO is proposing to meet with the 
Coding Lead and the Chief Finance Officer to discuss with an 
update in a future report. There has been a change to the coding 
process. We used to use HSMA which would alert us to co-
morbidities. We have now moved away from this and moved to an 
EMIS harvest but we need to know whether we are utilising this to 
its best potential as when a patient is admitted their EMIS record 
contains all their co-morbidities and we need to ensure that we are 
correctly using this information. It appears that we are making our 
patients more healthy which means that the same number of 
deaths means that we have a higher mortality rate. 

Resolved – that the verbal Mortality Report Update was received and 
noted.

QC008/06.22 MEDICINES MANAGEMENT

The Clinical Director, Pharmacy & Medicines Optimisation (CD) presented 
the Medicines Management Report and the following key points were 
noted: 
 

• There has been a huge improvement in the arrival of Discharge 
Summaries into the Department. The decision was made to bring 
forward the cut off for these being brought in to Pharmacy (as 25% 
of Discharge Summaries in February were being brought in after 
4.00 pm- the cut-off point). With these changes, this has now 
dropped down to 6.7% in the report, but latest figures show this to 
be at 4%. This is having a very beneficial impact on the flow of the 
work coming through and being processed and has been well 
received across the Trust. 
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• The second positive is the compliance with the Controlled Drug and 
Handling Standards at 87%. This is still just below the standard set 
to achieve with a couple of areas of concern – the Acute 
Emergency Directorate and Integrated Care Division. 

• The area of concern is the red risks associated with capacity within 
Pharmacy along with staffing levels within the Aseptic Service. 
Over the last few months, we have gone from being fully staffed to 
seeing a 30% turnover of staff within Pharmacy. Currently we are 
running with an overall 20% vacancy rate. There is very little in the 
way of Locums being able to support us. There is a huge amount 
of work to correct this situation but there is a national shortage of 
Pharmacists and Pharmacy Technicians as the expansion goes 
forward of these roles in Primary Care. We are working with Taurus 
and the Human Resources Recruitment Team to try to improve 
this. This will continue to be an issue for the next couple of years 
as this expansion plan continues. This is resulting in a very high 
vacancy rate in our Aseptic Production Service, which is a very high 
risk, especially when coupled with the issues in the Haematology 
Department. We are working at a Regional and System level to 
gain support to ensure that we can maintain production of 
chemotherapy within the service. 

• The Managing Director reiterated the positive work that the CD has 
carried out previously in terms of the innovative ways of creativity 
on workforce solutions. We can therefore only stand in support of 
the CD in anything that can improve this situation. The Managing 
Director went on to question about the Aseptic Service and whether 
there remains a real risk that we are not going to be able to maintain  
this service or whether there are enough solutions with the 
Regional work to provide assurance. The CD advised that there are 
ongoing discussions with the partner organisations that we are 
working with regarding transferring Haematology patients over. A 
lot depends on whether they treat the patients or if we do and what 
system is used in terms of the prescribing system as we are using 
two systems currently within Pharmacy. If we go out to a further 
three partners, we cannot cope with using five different prescribing 
systems in the department. This is the area that our Regional 
Leads are getting involved to ensure that we are looking at this from 
a total risk perspective for the service. The Regional QA 
Pharmacist who undertakes inspections is coming to visit the Trust 
next week and is aware of the situation, and will be a position to 
raise any concerns she has with our partners. 

• Mrs Twigg (NED) queried with the issues raised, whether we are 
safe as a Trust, and how we compared to other Trusts as lack of 
Pharmacists and Technicians is a national problem. Secondly she 
questioned what the implications are for the Trust. Finally, Mrs 
Twigg (NED) would have found it useful, as there is so much 
information in the report, clear actions included as to what we are 
doing by when, as a summary. The CD noted the comments and 
will include a summary in future reports. 

TM
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• Mr James (ANED) noted the deteriorating picture with regards 
compliance with medicines reconciliation, along with EPMA 
medicines reconciliation, and discharge summaries and wondered 
whether this was related to the current staffing issues. He also 
queried whether the deteriorating position, which is currently being 
managed, will improve, or whether this will continue to deteriorate 
as this would then be an issue that the Quality Committee would 
need to be sighted on. The CD advised regarding staff for some of 
the senior roles, we will be able to recruit to these but the junior 
roles are the positions we are having most difficulty with recruiting 
to. There are fourteen Junior Grade Pharmacists in establishment 
but we are currently running with seven vacancies which is likely to 
increase to nine. As discussed at the Finance & Performance 
Committee meeting, we are having to completely rewrite our 
contingency plan in terms of staffing reduction and what services 
will be effected as we continue, which will be presented to the Trust 
Management Board. Regarding the recruitment issues, this is 
around the Trust having to “sell our service” and putting in more 
support for when we do recruit into post to ensure that we retain 
and train them. The Junior Pharmacists take their final exams today 
with our adverts going out also today to try to attract these 
candidates. The next couple of weeks will show how successful we 
have been. 

• Revd Hargraves (Chair and NED) highlighted that there were 
several references made to EPMA causing difficulties, noting that 
this is not the first time that she has raised this issue and is 
concerned that this is reviewed. She questioned whether it might 
be appropriate for the Audit Committee to evaluate as they 
sometimes undertake benefits realisation reviews. The CD advised 
in terms of EPMA, there is an impact on Pharmacy in terms of the 
introduction of this system. We were aware that this system was 
geared towards medical and nursing staff and knew that this would 
cause issues for the Pharmacy Department and we are working on 
reducing the negative impact that this is having with a patch due in 
July to assist with this. The EPMA issue is negligible compared to 
the staffing issues we are facing, and compared to other Trusts 
implementing EPMA, ours has been relatively smooth. 

• The Clinical Commissioning Group Representative noted that in 
the report there are no Medicines CQUINS identified for the Acute 
Trust and therefore queried what is happening regarding the timely 
communication of changes via the Discharge Medicine Service.   
The CNO confirmed that we had agreed with our Commissioners 
that we would only adopt five CQUINS this year and not report on 
the others due to the audit burden associated with them, and this 
is not one of those selected CQUINS. The CD advised that 
although we are not formally reporting on this, we are still working 
on this with other colleagues in the System. 
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• The Managing Director queried if there is an opportunity of AI 
machine learning between EPMA and EMIS for medicines 
reconciliation and therefore taking Pharmacists out of the process. 
The CD advised that with medicines reconciliation you are not just 
looking at what is on the GP system, you need at least two sources 
of evidence which currently needs to be carried out manually. 

• Revd Hargraves (Chair and NED) raised her concern that this 
report is first presented at the Medicines Safety Committee, then 
the Patient Safety Committee before finally being reported at the 
Quality Committee, and questioned whether there could be a 
simplified process to prevent duplication and unnecessary work. 
The CNO advised that she and the Associate Director of Quality 
Governance (ADQG) have been discussing the fact that some 
reports are being reported to a number of Committees and this 
needs reviewing along with Clinical Effectiveness and Audit 
Committee and Patient Safety Committee now being held 
alternative months, some reports need to be reviewed again but 
this has to wait for two months, so a review of this process is 
required. 

LF

Resolved – that:

(A) The Medicines Management Report be received and noted.

(B)  Future Medicines Management Reports will include a 
summary of key highlights including timeframes for actions.

 
(C) The Chief Nursing Officer will review the process for reports 

being presented to key Committees to prevent duplication and 
delays if meetings are not held monthly. 

TM

LF

QC009/06.22 PATIENT SAFETY COMMITTEE SUMMARY REPORT

The ADQG presented the Patient Safety Committee Summary Report, 
which was taken as read, and the following key points were noted:

• This was the first meeting held of the Patient Safety Committee, 
which was a very positive meeting with good engagement which 
generated some good discussions around safety issues. 

• The Falls Cluster Review was presented in relation to four falls 
incidents that had occurred in a similar timeframe, all in different 
areas, but with similar outcomes for the patients. 

• This is an excellent example of how Cluster Reviews are enabling 
us to get down to the key issues and concerns when it comes to 
patient safety (with the four key themes included within the report). 
This has enabled the Committee to think about how we start to 
tackle these issues. 
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• One of the key points that came out of this was the very small 
number of key staff who are able to undertake training around falls 
in the last few years. Falls training is not mandatory and there are 
a number of pressures already on staff. The Committee therefore 
discussed what to do next and rather than set up another Panel or 
Group it was felt the falls agenda needed to go in the Vulnerable 
Adults Group where discussion is already held on key areas 
associated with falls, eg  frailty and dementia. 

• Oxygen Therapy Support Worker Pilot – Another very positive 
discussion was held around this. This was undertaken following a 
NPSA alert and previous Never Events that have occurred around 
connecting patients to medical gas. The Physical Therapy Team 
initiated a pilot to look at Physiotherapy Support Workers who are 
helping to look after patients who are on oxygen, eg monitoring 
their saturations and helping them to mobilise. A competency 
framework has been developed along with a Policy to support this. 
The Pilot has shown a very positive impact on registered staff to 
conduct other duties and the Committee supported the idea of this 
potentially being rolled out to Health Care Support Workers as well.

 
• Resuscitation Committee Report – This focus is on capacity issues 

for the Resuscitation Team to deliver the training required and also 
the issues that they were having completing the national Cardiac 
Arrest Audit. They are having data quality issues with the Audit, but 
the team are concerned that we are not able to benchmark 
ourselves effectively against other Trusts. The ADQG has 
therefore asked our Clinical Audit Team to provide some short term 
support to the Resuscitation Team and some longer term solutions 
on how the team can complete this themselves, possibly with 
Formic or another electronic solution. 

• The CNO noted that the Resuscitation team is currently only 
0.6WTE of a Resuscitation Officer due to long term sickness, 
hence the need for additional support. Some equipment has been 
purchased which enables the Basic Life Support training to be 
delivered both via an online training package alongside a practical 
test on a mannequin which is automated which negates the need 
for a trained member of staff to ensure competency. The plan is to 
introduce this in the near future which will reduce the burden on 
the small Resuscitation Team and allow them to deliver the more 
advanced training required. 

• The CNO welcomed and supported the idea to roll out the 
competency framework around oxygen therapy to Health Care 
Support Workers. The pilot on the Allied Health Professionals 
needed to be concluded before this can occur. On a very practical 
level, this means that patients that sometimes have to wait to be 
taken to the toilet with the aid of a Registered Nurse who is often 
engaged, due to the complexity of disconnecting them from the 
oxygen, can now have a Health Care Support Worker to assist                                            
them who has been trained in this. A rapid roll out with the 
appropriate competency assessment will enable better, more 
timely care to our patients. 
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Resolved – that the Patient Safety Committee Summary Report be 
received and noted. 

QC010/06.22 DIVISIONAL REPORT – INTEGRATED CARE

The Locality Manager, City, Integrated Care, Locality Manager, East, 
Integrated Care and the Quality Matron, Integrated Care Division  
presented the Divisional Report – Integrated Care, which was taken as 
read, and the following key points were noted: 

• The Division have had twice as many Serious Incidents in the last 
twelve months compared to the same previous period which is of 
concern. A review of reasons was undertaken – nationally there 
has been an increase in the number of pressure ulcers and skin 
damage being reported and the pressures of Covid have also 
caused the increase. 

• The main Serious Incidents in the last quarter were pressure ulcers 
and deep tissue injury. As previously discussed, the increase in the 
number of Cluster Reviews to review these cases is enabling 
themes to better understand and to mitigate the length of time 
these investigations can take. The Division have estimated that it 
can take between 20 and 30 hours to undertake a review and 
extrapolate the learning and to ensure that this is embedded. 

• There is ongoing improvement work at Ross Community Hospital, 
with three infection control incidents during this period.

• Where cross Divisional reviews have been undertaken, the team 
are ensuring that the learning is shared with all the Divisions that 
this impacts on. 

• There are no concerns around complaints and concerns. 

• Overdue actions from incidents has seen a slight rise but this is a 
focus for the Division to reduce as much as possible. 

• There has been a big focus on closing overdue incidents, 
particularly prompted by the Quality and Safety end of year report, 
with the plan to sustain this in the future. 

• Although falls is not an exception, proactive work is being carried 
out to further reduce our patient falls.

• The number of pressure ulcers is increasing but this trend is being 
seen across the Foundation Group.

• The Pressure Ulcer Task and Finish Group has now concluded with 
some very positive actions that have come out of this group. 

• There are a number of quality and improvement initiatives that have 
been implemented within the Division including a rolling training 
programme that has been rolled out over eight weeks using the 
Practice Assessor. Some of this training is being delivered in 
conjunction with the Tissue Viability Education Fellow. 
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• A review of Serious Incidents will continue to ensure that we are 
not causing patient harm and that learning is occurring in “real time” 
and that the immediate learning is shared with the clinical teams. 
Quality Huddles have also been implemented to share information 
with clinical teams as feedback showed that they were not 
receiving enough detailed information. 

• CQUINS are a concern for the Division and action has been taken 
with some poor documentation standards identified. Nurses have 
been reminded of their need to ensure accurate recording and 
followed the lead from Bromyard Community Hospital who zoned 
their wards to ensure that all patients receive regular reviews and 
implemented this across all the Community Hospitals. 

• Positive news from the District Nursing Team - The Lower Limb 
team have been working on the National Wound Care Strategy and 
the East District Team have been selected to pilot this work. The 
City District Team have been selected to pioneer the Wound Care 
Project which offers specialist training for the District Nurses in this 
team and will focus on specialist input on chronic wounds that are 
not healing. This will not only improve outcomes for our patients 
but also offer development and learning for our staff.

• This quarter, the Division have rolled out the first District Nursing 
Feedback Survey which has been extremely positive, with 86% of 
respondents rating the service as excellent or very good. Included 
in the report are some of the measures that we asked our patient 
cohort about with these positive responses shared with the team.

 
• Ross Community Hospital – The recruitment position has 

significantly improved with four OSCE nurses due to start along 
with three Health Care Assistants and a Band 6 recruited. Agency 
costs continue to be high due to the reliance on long line agency 
staff, by September when the OSCE nurses are qualified, the 
expectation is that this cost will be significantly reduced. 

• Sickness absence continues to be monitored in line with policy and 
the trajectory is reducing as planned. 

• Daily Staffing Huddles continue along with various assurance 
audits which are helping to keep staff feeling supported and 
improving communication.  

• Recent Cleanliness Audits have highlighted some concerns around 
cleanliness which are being addressed. 

• Engagement events are planned for July which again will support 
with communication and enable staff to raise any concerns. 
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• Leominster Community Hospital continues to be very fragile in 
terms of the medical model that we have. We are managing to 
ensure that the medical cover per patient is in line with other 
Community Hospitals but it is very dependent still on agency 
locums which brings significant risk and fragility. It was hoped that 
the position would improve by August, but the plans in place have 
not materialised. We were hoping to recruit an Allied Care 
Professional but they have withdrawn from the process and a 
Junior Doctor due to support for a few days a week has taken 
another position in the Acute Trust. However, our Geriatrician 
colleagues have advised that they should be able to offer 3 PAs of 
Consultant time per week to support Community Hospitals from 
September which will provide some continuity and support. 

• Accommodation has been secured for two out of the four 
international nurses who are starting next month and the Nursing 
Directorate have agreed to increase the establishment to three 
Ward Sisters which will help with leadership on the ward. 

• District Nursing Team, West – The Locality Lead has raised 
concern around staffing in the team with very high vacancy rates. 
They are proactively recruiting without success which means that 
there is a high dependency on agency and a fragile team.  
Improvements should be seen in September with staff waiting for 
their PIN to arrive which will enable them to work additional shifts 
along with two TNAs starting next month who will focus on wound 
care. The TNA positions are funded by the Primary Care Networks 
which is a good example of an approach to integrated working. 

• The rising cost of fuel is particularly problematic for the District 
Nursing Team, especially as many of the team have lease cars. 
Once the cost of fuel reaches £2 a litre, this will also mean that 
other staff will be subsidising their fuel costs which is having a 
knock on effect on recruitment and retention. This has been raised 
at the Finance & Performance Executive (F&PE) meeting and 
advised that solutions will be sought. Revd Hargraves (Chair and 
NED) also attended the F&PE meeting and has advised her NED 
colleagues that the Executive Team have listened to these 
concerns with a number of actions planned to support staff. 

• Revd Hargraves (Chair and NED) noted that the report this quarter 
was more positive, with the Division having been under a lot of 
pressure, and questioned what the main concern currently is for 
the team. 
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• Mr James (ANED) echoed these comments, with a lot of positives 
in the report, particularly around patient feedback and the reduction 
in sickness absence. He went on to question whether the intense 
work that has been ongoing at Ross Community Hospital is going 
to be transferred to Leominster Community Hospital with their 
challenges. The CNO confirmed that the team have already started 
to transfer some of the learning from Ross Community Hospital to 
the other Community Hospitals, including Band 6 cover being 
provided at Leominster Community Hospital. One of the outputs 
from the Ross Community Hospital Quality Improvement Group 
was for the Division to set up a Community Hospital Quality Safety 
Group which is now up and running monthly with the Quality and 
Safety Team working on a dashboard of quality and safety 
indicators for the group. A suggestion at the F&PE yesterday was 
how the learning from the City District Nursing Team, who 
previously had poor recruitment and is now doing really well, can 
be transposed to the North West Team. 

• The Associate Chief Medical Officer, Integrated Care noted that the 
Division is trying to cross populate as much good practice as 
possible within the Community Hospitals. The fundamental 
problem faced at Leominster Community Hospital is the Medical 
Model.

• Revd Hargraves (Chair and NED) questioned if there was anything 
else that the Division wanted to raise and receive support on. The 
Associate Chief Medical Officer, Integrated Care advised that there 
has been very good support from the Executive Team since the 
issues around the Medical Model arose. The medical cover in place 
is not ideal but is functional and comparable to the other 
Community Hospitals. 

Resolved – that the Divisional Report – Integrated Care Report be 
received and noted.   

QC011/06.22 DIVISIONAL REPORT – CLINICAL SUPPORT

The Associate Chief Operating Officer, Clinical Support Services 
presented the Divisional Report – Clinical Support, which was taken as 
read, and the following key points were noted: 

• In regards to the overarching situation, the Division have seen an 
increase in incidents that are overdue, with a plan in place around 
this (there is one particular area of concern). 

• The main issue regarding Serious Incidents is the Radiology 
Cluster Review (which is on the agenda). 
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Radiology
• The CRIS communicator software is being implemented which will 

provide electronic flagging of critical Radiology reports. We have 
been working with our Worcester colleagues and have approved a 
new local undergraduate Diagnostics Radiographer degree at 
Worcester University which is hoped to improve our local 
recruitment issues. 

• What we are worried out – The Covid backlog is of concern and an 
update was reported to the F&PE meeting. Linked to this is our 
staffing issue and the precarious staffing position with a national 
issue around recruiting Radiographers. The General Manager is 
working with LERH (our partners) around a medium term solution 
with the long term plan the new undergraduate course. 

Pathology
• The team are looking at non-medical roles and reviewing what the 

non-medical Biochemists can assist with, with the role recently 
introduced for increasing the amount of cut up in histopathology 
being carried out by these staff due to the difficulties in recruiting 
Histopathologists.

• Recruitment continues to be an issue, particularly in Histopathology 
and Microbiology. A meeting is planned with the Medical 
Recruitment team looking at working differently with the agencies 
and possibly having a couple of retained agencies to try to improve 
recruitment for those areas difficult to recruit to. 

Pharmacy
• The Clinical Director, Pharmacy presented at the Transformation 

Tuesday meeting the improvement since changing the EDS cut off 
point to Pharmacy which has made a significant difference to 
Pharmacy in relation to turning around the EDS’s. 

• Pharmacy had the first trainee Pharmacy Technician to be trained 
across three sectors (Community Pharmacy, GP Practice and the 
Trust) in the West Midlands. 

• The biggest issue for Pharmacy is staffing. 

Cancer Services
• The team are particularly proud in developing two new ACP roles 

which are out to advert. 
• A Business Case has been approved and we have just appointed 

to a new ACP role to look at our cancer of unknown primary 
patients. This will be a nurse-led pathway rather than the traditional 
medical-led pathway.
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• The main concerns are around the Haematology Department – we 
are losing all of our Consultant Haematologists by the end of 
August. Mitigations are in place including Locums in post and 
working closely with our partners including Worcester, Shropshire 
and Cheltenham to share out some of our patients. Our Level 2 
patients are going to our partner organisations and Worcester have 
just agreed to use our prescribing system which will relieve 
pressures slightly on Pharmacy. 

Patient Access
• A lot of work has been carried out in our Outpatient areas. In Oxford 

Suite, we have had an upgrade to two of our Minor Operations 
rooms which were put back into use last week which has enabled 
us to expand what we can carry out in Outpatients and take some 
cases out of Theatre. Yesterday some life-cycle works have been 
started on the Maxillofacial rooms. 

• Transformation work is starting in Outpatients with a workshop next 
week to review how Outpatients work and to discuss the changes 
nationally and locally on how we see patients, virtually and face to 
face. 

• There continue to be room management issues in Outpatients but 
the transformation work is expected to further improve this. 

• The CNO advised that we have had a couple of concerns raised 
both by staff working in the Outpatient setting and at our JNCC 
meeting around privacy and dignity issues due to our space 
constraints and having to move some testing into open spaces, eg 
weight and basic observations. A walkabout with key staff, 
including the CNO, is planned on both the main Outpatients and 
Fred Bulmer Outpatients to review what can be addressed. 

• Revd Hargraves (Chair and NED) advised that at the Surgery 
F&PE meeting the issue around Radiotherapy at Gloucester was 
raised. The Associate Chief Operating Officer, Clinical Support 
Services advised that the issues do not fall under the remit of our 
Trust. The Trust do have a Radiotherapy Unit on site, but the Unit 
is completely run by Gloucester Trust. The issue is mainly around 
staffing and trying to open over weekends, which they are trying to 
resolve. 

• Revd Hargraves (Chair and NED) noted from a patient’s perception 
regarding Outpatients that staff are constantly walking back and 
forwards which cannot be good for staff and is not a good 
observation for patients either. The Associate Chief Operating 
Officer, Clinical Support Services agreed that this needs reviewing 
with the transformation work being carried out around staffing 
levels and the requirements of the Clinicians. The Managing 
Director queried in terms of the support that Clinicians need, 
particularly with Maxims and going onto Clinical Noting, whether 
there is an opportunity to use some of this resource in a different 
way. The Associate Chief Operating Officer, Clinical Support 
Services confirmed that this area is on the list for discussion. 
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• Mr James (ANED) spent some time recently with the RTT and 
Referral Management Centre teams and wanted to note how 
impressed he was with the patient focus of these teams.

• Mr James (ANED) asked for an update regarding the MRU 
expansion project. The Associate Chief Operating Officer, Clinical 
Support Services advised that the original plan was for the next 
Charitable Fund Raiser to be for the MRU and a Breast Unit. This 
has now slightly changed as it is expected that the Breast Unit will 
now be linked with the Community Diagnostic Hub development. 
Meetings are continuing regarding plans for the MRU. The next 
Charitable Fund Raiser will be around Education Funding and the 
MRU will follow this. 

Resolved – that the Divisional Report – Clinical Support be received 
and noted.

QC012/06.22 OCKENDEN REPORT – WIDER RECOMMENDATIONS 

The ADQG and the Deputy CMO presented the Ockenden Report – Wider 
Recommendations  presentation and the following key points were noted: 

•
• There are fifteen recommendations within the presentation that 

every Trust have been asked to review at a Trustwide level rather 
than just focusing on their maternity service. 

• The first twelve link directly to one of the IEAs that came out of the 
report. The final three are broader issues/themes that were 
identified at Shrewsbury and Telford Trust rather than specific 
actions.   

• Recommendation 1 - Management of locums should be 
underpinned by Royal College specialty guidance and 
Recommendation 3 - The Trust should have an assurance 
mechanism to demonstrate competency of Middle grades working 
without direct supervision of a Consultant and Guidance around 
attendance of Consultants – Particularly for Locums we do have a 
system of appointment with the agencies carrying out most of the 
checks but there is variation across the specialties in supervision 
when they first start. To identify their strengths and weakness at 
the beginning is very difficult as they may not have gone through 
our usual training programmes. This means that we have to rely on 
their CVs and references and their probity and their understanding 
of their own professional competencies. Some areas provide 
supernumerary time for these Locums. Therefore we are partially 
compliant as there is some variability across the specialities. We 
therefore need to add a risk in. The Deputy CMO has emailed the 
Associate Chief Operating Officers to compare our current 
practices against the College guidance and recommendations and 
create a flow chart / Standard Operating Procedure for the future 
to strengthen our procedures, as trying to capture all competencies 
that may be required for Locums is very difficult. This relates to 
some extent to our Middle Grades and how we judge competency 
for these staff. 
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Those in training positions will have gone through relevant portfolio 
sign offs. For Middle Grades Locums, which we have a number, 
the process is less clear. We need to link these two 
recommendations together and come up with something across the 
specialties which can provide assurance at any given level that 
their experience is commensurate with the work that they are doing 
and if required, some initial oversight. 

• Recommendation 3 – The Trust should have a Clinical Opinion 
Policy to support staff members in being able to escalate their 
clinical concerns in cases of disagreement between healthcare 
professionals - , the Deputy AMD is not able to find such a Policy 
in any other Trust. A review of Obstetrics and Maternity will be 
undertaken to see if we need to develop one for this area. 

• Recommendation 4 -All of our Governance Leads have time in their 
job plans dedicated for governance related activity. 

• The Managing Director noted regarding the Clinical Opinion Policy 
that this is more around everyone being aware if they are being 
professionally compromised and what they do about that and was 
not sure if a Policy would cover all of this. A set of principles could 
be written instead. The Deputy CMO agreed with this view. 

• Ms Quantock (ANED) queried if there are often clinical 
disagreements between staff that need to be escalated that we are 
aware of. The Deputy CMO confirmed that there have been a few 
incidents of disagreement and lack of escalation. The CMO 
advised that it does arise in stressful circumstances, such as 
Obstetrics, and agreed that perhaps a set of principles would be 
more appropriate than a specific Policy. Holding a conversation 
outside of this stressful situation on when we have a professional 
disagreement how we recognise this and escalate as appropriate 
is a very valid suggestion. 

• Recommendations 5 – 11 were taken collectively (details within the 
report) – as they relate to our Incident Management and 
Complaints processes. There are some new emerging standards, 
particularly in Recommendation 9 which relates to changes in 
practice being implemented within six months of an incident having 
occurred. There are elements of these recommendations that the 
ADQG is confident that we are delivering but the majority we are 
only partially delivering. The ADQG felt that the national Patient 
Safety work will start to improve a lot of this and start to underpin 
the improvements needed in relation to these recommendations. 

• We are on a journey, with some of the improvements discussed at 
the Board of Directors Board Workshop around the complaints 
process and at the last Quality Committee meeting. We do have 
robust processes in place around how we investigate our Serious 
Incidents. The latter half is on demonstrating learning and how we 
know that we are doing that which is what we need to focus on. 
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• Recommendations 12 – 15 – The CNO took these collectively as 
they all related to the underpinning broader issues that were 
identified at Shrewsbury and Telford Hospital NHS Trust. These 
are very broad statements with no specific actions included. We 
have therefore looked at what we have at Wye Valley Trust that 
would be able to demonstrate that we support our staff emotionally 
and psychologically, what do we do around the culture of the care 
we deliver and the behaviour and values that we hold, how we 
manage service reconfiguration and visibility of our Executive 
team. We have not marked ourselves as compliant or not, but put 
in the progress notes what we think we offer currently that shows 
that we are conscious of these elements. The CNO noted that the 
organisation benefits here not only from a stable Executive team 
but also a stable management team, noting that visibility is more 
than just walkabouts, it is about visibility and accessibility to the 
Executive team. 

• Ms Quantock (ANED) suggested that it might be worth noting what 
we think we should be working towards as well. 

• When asked, the CNO confirmed that this presentation does not 
have to be reported to the Board of Directors. Region have advised 
that this is not mandated to complete but good practice. 

• The CMO questioned whether our support for staff is robust 
enough and if a member of staff is involved in a maternal or fetal 
death, or connected to another service, do we need a guide of 
services that we offer to support staff. The Deputy CMO advised 
that there is some work occurring around this issue which the Chief 
People Officer is leading on.

Resolved – that the Ockenden Report – Wider Recommendations 
presentation be received and noted. 

QC013/06.22 QUALITY INDICATORS REPORT

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

• The Foundation Group Boards are working on an Integrated 
Performance Report for all three Board meetings. The Quality 
Indicators Report is presented to the Quality Committee prior to 
being presented at the Board of Directors meeting, hence the new 
style of report coming to the Quality Committee. 

• We have just received the headline reports from the National 
Inpatient Survey from October 2021 from the company that 
administers this survey on our behalf. The results of this report are 
currently embargoed externally but this will be presented to the 
next Patient Experience Group and the headlines to our front line 
staff. 

20/27 182/192



• We have not made any improvements on previous years and for 
32 of the questions we are in the bottom 20% of Trusts in the 
country. For 13 of these, we are in the middle of all Trusts which is 
not where we want to be. 

• We need to focus on communication, information giving and 
engagement with our patients, with patients describing as feeling 
like recipients of a ward round rather than active participants in their 
care. We also need to improve the information and communication 
that we provide to patients and their careers throughout their whole 
journey with us, but particularly around discharge. 

• The CNO suggested that we need to hold a summit with individuals 
to come together to discuss how we are going to resolve these 
issues.  She reported concerns that the Patient Experience 
Committee membership is solely nurses and this requires the wider 
MDT to resolve. 

• PLACE inspections used to occur in the autumn, before Covid, led 
by the public and supported by Trust colleagues and designed for 
the public to come in and observe our premises and our practices 
and comment on cleanliness, food, general estates issues and how 
they find us. It has been announced this month that these 
inspections will resume and there will be an expectation that we 
deliver a full PLACE inspection in September or October of this 
year.

 
• Over the Bank Holiday weekend, guidance was issued around 

Trusts being able to undertake a local risk assessment and step 
back from mask wearing in clinical and non-clinical areas. The 
Trust stepped back from wearing masks in non-clinical areas about 
three weeks ago and took a decision at that time not to step back 
mask wearing in clinical settings. We took this decision due to the 
incidence of Covid increasing both nationally and locally. We have 
agreed to have a two weekly review of this decision at our Covid 
Operational meeting and will step back further when it is safe and 
appropriate to do so. The next decision meeting is taking place 
tonight, and with the increase in outbreaks in non-clinical areas of 
Covid, it may well be agreed for all staff to go back to mask wearing.

• The Safeguarding Reports are coming to Quality Committee next 
month with their quarterly update. The CNO wanted to highlight to 
the Committee that we are having ongoing issues with completing 
our Initial Health Assessments (IHA) within the statutory 
timescales, largely due to an increasing demand for IHA which are 
doubling in the last year from 82 to 163 this year (details within the 
report). As a consequence of this, a multiagency meeting was held 
last week to ensure that all System Partners are sighted on the 
problem and to try to come up with solutions. Even with more 
money from the Commissioners, we do not have the medical 
workforce to carry out these assessments which must be carried 
out by doctors. There is a hope that demand will drop, but the team 
are working on a trajectory to see when we can achieve recovery.
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• Regarding C-Diff infections, the Ordersets for antibiotics 
prescribing to help ensure that people are not given antibiotics for 
longer than they need, have been introduced. We were hoping that 
we would be able to obtain reports from EPMA on how often these 
Ordersets are being used, but have not been able to achieve this 
to date. We are concerned that the use Ordersets may be low, as 
we are unable to mandate the use of Ordersets so individuals may 
be continuing to prescribe antibiotics outside of the Orderset. We 
believe that if we make the antibiotic stewardship changes that we 
plan, there will be a reduction in the number of C-Diff cases. 

• We have our third follow up visit with NHSE on 19 July where they 
will inspect us from a cleanliness, IPC and C-Diff perspective. 

• The CNO highlighted the issue of the number of beds and trolleys 
being left in our corridors which she discussed at the recent Clinical 
Leaders Forum and the need for this to be everyone’s 
responsibility.

• Our second Learning Forum was held this morning with System 
Partners with another good attendance. It has now been agreed to 
call this meeting Safety In Sync. 

• The national guidance and set of principles around mixed sex 
breaches was brought to the Quality Committee in the last six 
months. We did not translate these principles into our current 
Policy, hence there is some confusion for staff regarding reporting 
mixed sex breaches. The Quality and Safety Team are finalising 
the Policy and then we are going to launch this along with some 
education and training for staff. 

• As this is a new style report, an appendix of all the indicators that 
fall under Quality and Safety is included in the report. 

• Mr James (ANED) noted that there are only four indicators 
highlighted within the report and questioned whether this is an 
example or what we will be focusing on. The CNO advised that the 
Board of Directors will still receive the full suite of indicators, with 
Executive colleagues selecting the indicators that are exceptions 
that the Board of Directors need to be sighted on, which will 
obviously vary each month. It has been suggested that we select 
four or five and then we cover anything in our summary report. 
Questions can be raised by colleagues on any of the indicators as 
the full set is still provided. The Managing Director advised that 
some indicators will be discussed each month if they have not 
improved and are important, with others changing each month.

Resolved – that the Quality Indicators Report be received and noted.
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QC014/06.22 MATERNITY PQSM REPORT

The Matron for Quality & Safety, Maternity and the Patient Safety Midwife, 
Maternity  presented the Maternity PQSM (which was taken as read) the 
CNO introduced the team and covered the following matters: 

• Continuity Of Carer - The CNO advised that when the second 
Ockenden Report was published, there was a very clear steer from 
the Chief Nursing Officer and the Chief Midwifery Officer that 
Continuity Of Carer (COC) pathways should only continue where 
staffing levels were at a sufficient level for that to be safe to do so. 
There were some Trusts that had a partial COC model of care, 
some had none and some had full continuity. National permission 
was given to step back from this model of care as safety comes 
first. Wye Valley Trust stepped back from their COC pilot in May 
2019 due to the CNO having safety concerns over service delivery 
at that time. 

• The Region had asked us for a COC plan with a view to rolling out 
COC from April 2023, to be with them and the Local Neonatal 
System, signed off by the Board of Directors and any other sub-
Committee by the middle of June. The Maternity Division have 
been working on this plan but there remains a large amount of 
detail to be worked up given our experience of when we piloted 
COC previously. The CNO took the decision last week to write to 
the Region to advise that we would not be submitting a COC plan 
at this point in time and that we wanted to wait until our Project 
Manager, who is going to support this process, is in post to enable 
us to deliver a credible plan that has gone through full engagement 
with the Maternity and Obstetric workforce. The Region have 
acknowledged that we are not going to be submitting a plan and 
have asked for a revised timescale which we will advise them of in 
due course, but this will be dependent on the recruitment of the 
Project Manager, with the advert closing date next week. The Chief 
Executive is fully supportive of this decision and Revd Hargraves 
(Chair and NED) who is our Maternity Safety Champion for Board 
Level is also fully supportive of the stance that we have taken. 

• The PQSM Report is a relatively new concept and has arisen from 
the Ockenden and the Local Maternity and Neonatal System. 
There remains confusion around reporting streams for all maternity 
related reports which the Associate Director Of Midwifery is 
working to address, in the meantime in order for us to meet the 
CNST requirements this report will come to Quality Committee 
each month.  
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The Matron for Quality and Safety and the Patient Safety Midwife 
presented the following highlights from the PQSM dashboard:

• Activity within Maternity rose significantly during May from 113 
births to 148. A forward look has been completed until the end of 
December, and our activity continues to increase with an average 
of around 160 births per month. We have also seen a doubling of 
our out of areas bookings. This situation will continue to be closely 
monitored with regards staffing. 

• There was one intrapartum stillbirth that occurred and this met the 
criteria to be reported to and investigated by HSIB. This was also 
reported as a Serious Incident with immediate learning identified 
and addressed. The main area of focus was care provision in 
Maternity Triage and is on the Risk Register with plans in place to 
review the space within Maternity.

• Workforce – Staffing challenges continue with Maternity and 
Obstetrics but there was a slight improvement in May. We have 
recruited two new Obstetric Consultants which is very positive.

 
• A forward look has shown that August is going to be a challenging 

month in terms of Midwifery staffing due to being short staffed and 
annual leave with staff offered overtime to cover this period. 
Currently there are 4.6WTE Midwifes with conditional offers which 
will also improve this situation. 

• Following the Ockenden Report, the twice daily Consultant Led 
Ward Round is now being audited. May saw 71% compliance 
documented on the sign in sheets, this was felt to be due to lack of 
sign in rather than the ward round not occurring. The Consultant 
Body have been reminded to sign the paperwork to provide the 
necessary evidence that the Ward Round has taken place.  

• Twenty nine compliments were received in Maternity in May yet an 
increase in complaints was also seen during this period. 

• The relaunched Maternity Incentive Scheme has been reviewed 
with an update to be included in the next PQSM Report to provide 
an update on any barriers to achieving the ten safety standards.

• Training figures continue to be above 90% which includes our new-
born life support. Figures for the Neonatal Team are at 71 % for the 
LMNS update with assurance that plans are in place to improve 
this figure to the 90% required for submission by December. 

• The Trust were previously an outlier for our smoking at time of 
delivery but we achieved the Best Practice Standard at 5.4%.
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• Mrs Twigg (NED) queried the table regarding the Ward Round 
Audit figures suggesting that there for 29% of the time a Ward 
Round is not completed. The Matron for Quality & Safety advised 
that there is a sign in sheet each day that the Consultants sign to 
confirm that they have undertaken the Ward Round (either morning 
or evening) and on these occasions the form had not been signed 
in the evening where there are less staff to prompt completion. The 
CNO advised that one of the Ockenden IEAs from the original 
report stated that you must have a twice daily Ward Round with a 
Consultant present. The Signing In Sheet is our way of evidencing 
this. 

• The Managing Director noted the improvement in smoking rates 
and queried whether this was a one off or can this be sustained by 
changes put in place. The Matron for Quality & Safety did note that 
there were less bookings of individuals who smoked for that month 
but it is hoped that changes made will continue this improvement. 

• The Managing Director questioned in terms of COC and being able 
to continue with this for BAME patients, is it feasible to extend this 
service for our very deprived families. The Matron for Quality & 
Safety felt this could be possible due to changes made in the 
Community and will take this back for further discussion. The CNO 
confirmed that continuity on the antenatal and postnatal pathways 
already occurred for these women

SA

Resolved – that:

(A) The Maternity PQM Report be received and noted.

(B) Further discussion to be held around extending the Continuity 
Of Carer service to our very deprived families. 

SA

QC015/06.22 SAFER STAFFING REPORT

The Associate Chief Nursing Officer, Surgical Division presented the Safer 
Staffing Report and the following key points were noted: 

• Throughout May our agency spend has continued at high rates to 
cover our vacancy factor, some sickness but also covering our 
Escalation Areas, particularly within ED and having Women’s 
Health opened during May as an Escalation Area. 

• June does appear to be an improving picture with an improvement 
in recruitment, reduction in sickness levels and reduction in our 
Band 2 agency usage. This is due to our successful programme to 
recruit additional Band 2 staff with plans in place to ensure the 
retention of these staff. 
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• Our highest area of agency spend continues to be ED which relates 
to some vacancies but mainly due to the escalation areas required 
overnight cover due to our large cohort of patients who are awaiting 
a bed. Second highest rate of agency spend is across our 
Community Hospitals, which again is an improving picture. We did 
have a vacancy factor of over 35% but this is now down to 16% 
along with our OSCE nurses commencing in September.

• Thornbury spend is reducing but continues to be used for our 
specialist areas for RMN usage, Paediatrics and ITU the main 
areas. We are struggling with our Master Vend to get any 
Paediatric nursing staff as there appears to be a national shortage. 
We do have four OSCE nurses joining our Paediatric team later 
this year which will support this service.

• The deep dive this month is on our Health Visiting and School 
Nursing services. We have been doing a lot of work over the past 
few weeks on Health Visiting. We currently have a 20% sickness 
rate for qualitied Health Visiting staff which is really impacting on 
their ability to be able to maintain all of their mandated contacts and 
fully meeting their service specification. They are doing so at the 
moment but they are having to work in different ways with some of 
our more senior Health Visitors who are Team Leaders having to 
do more clinical time to ensure that our patients are seen in a timely 
way. We are reviewing skill mix within the service and utilising Band 
5 staff as there is a national shortage of qualified Health Visitors. 
We are training our own Health Visitors with 2 qualifying in 
September and 1 in January which will help this situation. 

• There is a very useful benchmarking document which came out 
earlier this year showing that we are slightly above the national 
average for the service that we are providing which is very positive 
and has helped motivate our staff who are working under a lot of 
pressure. 

• School Nursing was in a similar position a few months ago but our 
sickness has reduced and they are providing a full service 
currently. 

• Service Reviews of Health Visiting will be undertaken to ensure that 
we can maintain the level of service we want to provide. 

• The CNO wanted to highlight the improvements made on Frome 
Ward now. This was of particular concern but with the Associate 
Chief Nursing Officer, Surgical Division leading on the piece of 
work, this has improved immensely. Sickness is reducing and staff 
are happy in the workplace. 
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• The Managing Director queried the progress on the Workload 
Assessments that were going to be undertaking as part of Allocate. 
The Associate Chief Nursing Officer, Surgical Division advised that 
this should be available in September. The delay is capacity in the 
team to roll out the training for Allocate. We have a couple of big 
services going live at the moment and we wanted to complete 
these before rolling this part of Allocate.

 
• The Managing Director asked that in a future report we can have a 

focus on the RMN issue and how we are going to reduce our 
utilisation of Thornbury RMNs. 

ES

Resolved – that:

(A) The Safer Staffing Report be received and noted.

(B) A future Safer Staffing Report will include a deep dive on 
RMNs and plans to reduce our utilisation of Thornbury RMNs.

ES

CONFIDENTIAL SECTION

QC016/06.22 SERIOUS INCIDENT REPORT

QC017/06.22 SERIOUS INCIDENT PRESENTATION – RADIOLOGY CLUSTER 
REVIEW

QC018/06.22 ANY OTHER BUSINESS

There was no further business to discuss. 

QC019/06.22 DATE OF NEXT MEETING 

The next meeting is due to be held on 28 July 2022 at 1.00 pm via MS 
Teams. 
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Acronym

AAU Acute Admissions Unit 
ACS Accountable Care Systems
ACE Active Care for Everyone
AEDB Accident & Emergency Delivery Board
AHP Allied Health Professional 
AKI Acute Kidney Injury
AMU Ambulatory Medical Unit
A&E Accident & Emergency Department
BAF Board Assurance Framework
BAME Black, Asian and Minority Ethnic
BGAF Board Governance Assurance Framework
CAMHS Child and Adolescent Mental Health Services
CAS Central Alert System
CAU Clinical Assessment Unit
CCU Coronary Care Unit
C. Diff Clostridium Difficile
CCG Clinical Commissioning Group
CPIP Cost Productivity Improvement Plan
CNST Clinical Negligence Scheme for Trusts
COPD Chronic Obstructive Pulmonary Disease
COSHH Control Of Substances Harmful to Health
CQC Care Quality Commission
CQUIN Commissioning for Quality & Innovation
CTP Costing Transformation Programme
DOLS Deprivation of Liberty Safeguards
DCU Day Case Unit
DNA Did Not Attend
DTI Deep Tissue Injury
DTOC Delayed Transfer Of Care
ECIST Emergency Care Intensive Support Team
ED Emergency Department
EDD Expected Date of Discharge
EDS Electronic Discharge Summary
EPMA Electronic Prescribing & Medication Administration
EPR Electronic Patient Record
ESR Electronic Staff Record
FAU Frailty Assessment Unit
FBC Full Business Case
FOI Freedom of Information
F&F Friends & Family 
FRP Financial Recovery Plan 
FTE Full Time Equivalent
GAU Gilwern Assessment Unit
GE George Eliot Hospital 
GIRFT Getting It Right First Time
GMC General Medical Council
HASU Hyper Acute Stroke Unit
HCA Healthcare Assistant
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HDU High Dependency Unit 
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
ICS Integrated Care System
IG Information Governance
IV Intravenous
JAG Joint Advisory Group
KPIs Key Performance Indicators
LAC Looked After Children
LAT Looked After Team
LMNS Local Maternity and Neonatal System
LOCSIPPS Local Safety Standards for Invasive Procedures 
LOS Length Of Stay
MASD Moisture Associated Skin Damage
MCA Mental Capacity Act
MES Managed Equipment Services
MHPS Maintaining High Professional Standards  
MIU Minor Injury Unit
MLU Midwifery Led Unit
MRSA Methicillin-Resistant Staphylococcus Aureus
MSSA Methicillin-Sensitive  Staphylococcus  Aureus
MASD Moisture Associated Skin Damage
NEWS National Early Warning Scores
NHSCFA NHS Counter Fraud Authority
NHSLA NHS Litigation Authority
NICE National Institute for Health & Clinical Excellence
NIV Non-invasive ventilation
OBC Outlined Business Case
OOC Out Of County
OOH Out Of Hours
PALS Patient Advice & Liaison Service
PAS Patient Administration System
PCIP Patient Care Improvement Plan
PIFU Patient Initiated Follow Up
PPE Personal Protective Equipment
PFI Private Finance Initiative
PID Project Initiation Document
PIFU Patient Initiated Follow Up
PLACE Patient Led Assessment of the Care Environment
PHE Public Health England
PROMs Patient Reported Outcome Measures
PTL Patient Tracking List 
QIA Quality Impact Assessment
QIP Quality Improvement Programme
RAG Red, Amber, Green rating
RCA Root Cause Analysis
ReSPECT Recommended Summary Plan for Emergency Care and Treatment
RGN Registered General Nurse
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RRR Rapid Responsive Review
RTT Referral to Treatment
SAA Surgical Assessment Area
SCBU Special Care Baby Unit
SDEC Same Day Emergency Care
SOP Standard Operating Procedures
SOC Strategic Outline Case
SSNAP Sentinel Stroke National Audit Programme
SHMI Summary Hospital Level Mortality Indicator
SI Serious Incident
SIRI Serious Incident Requiring Investigation
SOP Standard Operating Procedure
STF Sustainability and Transformation Funding
STP Sustainability and Transformation Plan
SWFT South Warwickshire NHS Foundation Trust
TMB Trust Management Board
TIA Transient Ischemic Attack
TOR Terms of Reference
TTO To Take Out
TVN Tissue Viability Nurse
UTI Urinary Tract Infection
WTE Whole Time Equivalent
WHO World Health Organisation
WVT Wye Valley NHS Trust 
WW Week Wait
YTD Year To Date
#NOF Fractured Neck of Femur
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