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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 1 September 2022 at 1.00 pm
Via MS Teams

Present:

Russell Hardy RH Chairman
Glen Burley GB Chief Executive 
Andrew Cottom AC Non-Executive Director (NED)
Christobel Hargraves CH Non-Executive Director (NED)
Richard Humphries RHu 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
Alan Dawson AD Chief Strategy and Planning Officer
Geoffrey Etule GE Chief People Officer 
Erica Hermon EH Associate Director of Corporate Governance 
Ian James IJ Associate Non-Executive Director (ANED)
Val Jones VJ Executive Assistant (For the minutes) 
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)
Emma Smith ES Associate Chief Nursing Officer, Surgery Division

The Employee of the Month award was presented to Hannah Williams, Staff Nurse, 
Emergency Department (ED). The Chair read out the reasons why Hannah had been 
nominated for this award.

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

The Chairman advised that the Board Workshop held this morning included a story 
around Health Visiting, a session on the Mental Health Act and the Mental Capacity 
Act in relation to our responsibility as a Board of Directors and a session on 
productivity transformation work. The Board of Directors are very focussed on 
ensuring that we provide the best service possible to our patients. 
 

Minute Action

BOD01/09.22 Apologies for Absence

Apologies were received from Lucy Flanagan, Chief Nursing Officer. 

BOD02/09.22 Quorum

The meeting was quorate.
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BOD03/09.22 Declarations of Interest

There were no new declarations received. 

BOD04/09.22 Matters Arising and Action Log

BOD10/07.22 – Freedom To Speak Up - The Chief People Officer (CPO) advised 
there is a national pilot looking at recruitment timelines which the Trust have applied 
to take part in. 

BOD11/07.22 – Finance Performance – The Chief Finance Officer (CFO) confirmed 
that we are seeing higher use of agency staff for Health Care Assistants due to 
workforce challenges. Where possible, we cover these vacancies with Bank staff. 
We filled 913 shifts with Bank rather than Agency staff during July, primarily due to 
sickness and vacancies. Further updates will be provided in the Staffing Report and 
the Workforce Report. 

Resolved – that the Action Log be received and noted. 

BOD05/09.22 Chief Executive’s Report

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

(a) Winter Plan – Concerns around what we are facing this winter are included in 
this plan. Covid and lockdown during the last few winters have repressed 
respiratory illnesses that could affect more patients this year. This plan sets 
out a number of things being done to tackle this and the assurance framework 
with the Integrated Care Boards and accountability with organisations such 
as Wye Valley Trust. We need to take a wider view on what we can influence. 
The National Plan sets out additional funding for £7k for beds or bed 
equivalent, eg virtual care which can reduce the bed plan, which we already 
use in the Trust. The National Team will track additional beds to ensure that 
this process is in place and used effectively. The core objectives set out in 
the report include the 100 Day Challenge - hopefully at the end of the month 
the changes implemented will enable us to effectively manage discharge 
during the winter period. However more areas need to be considered and 
time was spent with the national team around what else we need to consider 
with work ongoing around this. 

(b) There were six main key targets identified of areas that we know work and 
we do well on and do all of the time. 

(c) We need a different approach with risk this winter, we need to consider the 
whole system risk and whether patients can be treated at home. We also 
need to take a closer look at Care Homes and ensure that they are enabled 
as virtual wards to enable treatment to be provided there rather than at 
hospital, where appropriate. We need to streamline decision making, as has 
occurred during the pandemic. Importantly, we need to provide support to our 
workforce and improve our recruitment and retention and support our 
partners in Social Care with pressures particularly around domiciliary care 
and Care Homes. The Foundation Group are involved in the domiciliary care 
market and will bring their learning to the Trust if appropriate. 
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(d) August 3 Boards Meeting – This was held in private to trial the new meeting 
set up. This will be held in public for future meetings. We have also moved to 
an integrated performance report to compare and contrast performance 
which will enable us to highlight where good practice is across the Group. We 
looked at some of the financial implications of Covid and some areas not 
necessarily delivering the numbers expected. We need to evaluate this and 
get back to our planned schedule. 

(e) Reducing Temporary Labour Costs – This is particularly concerning for the 
Trust as we currently spend 16.5% of our total pay budget on agency staff, 
with a lot of focus on this area to improve this. Medical Agency and Nursing 
Agency Review Groups have been reinstated to help get improvements in 
quality and finance. 

(f) More from our Great Teams – Update from the Medical Division – Productivity 
indicators were discussed earlier with an Acute Provider timetable showing a 
whole range of indicators where we are doing well and opportunities of where 
we can improve. The new My Inflammatory Bowel Disease care app is a really 
good example of investing through technology to reduce hospital associated 
demand. The recruitment of a new Geriatric Consultant is also very positive. 
This is an increasing area of demand for the Trust and an area we can 
continue to improve upon. 

(g) Mrs Twigg (NED) noted that we need positive relationships with our Care 
Homes, and questioned whether we have any examples of what “good” looks 
like in working relations with Care Homes. The CEO advised that over the 
winter we really do support them. In Place, we have been working to ensure 
that we have direct dialogue with partners and all areas feel part of one 
system and not having a blame culture. The Managing Director advised to 
enable enhanced care out of hospital, GPs, Social care and our teams are 
supporting staff, particularly in Care Homes, with a programme of work being 
undertaken under the Integrated Care Executive (ICE). Mrs Martin (Chair of 
ICE and Associate NED) agreed that this support will enable patients to stay 
in their own homes as much as possible with a single care assessment care 
and support plan and using all of our teams as wisely as we can. There is a 
very robust and cohesive Care Home Group that is being led by the Local 
Authority and the Director of Primary Care Networks to support and trouble 
shoot. The Chairman noted that we must not underestimate the challenges 
that Care Homes are dealing with, especially with the escalating energy costs. 

(h) Ms Quantock (ANED) queried how we are logging the savings being made 
with the new Inflammatory Bowel Disease care app and if we are able to 
expand this practice. The CEO confirmed that there is a lot of innovation that 
is not always captured as part of our CPIP programme. The Managing 
Director advised that we have started the Transformation Board where we 
are trying to pull all of this together and to ensure that we understand the 
financial implications. There have only been two meetings held so far with a 
Business Case supporting this process being presented to the Trust 
Management Board to ensure that we deliver what we planned. 
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(i) Mr Humphries (NED) was disappointed with the quality of the national 
guidance for winter plans. This was an opportunity for NHSE to acknowledge 
the challenges being faced and offer some practical, sensible support to deal 
with difficult choices having to be made. Positively we have strong local 
leadership and partnerships to support with this. 

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

BOD06/09.22 Integrated Performance Report

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

a) We are now just seeing the remnants of Covid with only seven positive 
patients in the Trust today. National guidance is now to only test patients and 
staff who are symptomatic. This is a big change to how we have been working 
and should help to ease our bed pressures. 

b) Visiting restrictions due to Covid have also been relaxed. These are still more 
restricted than they were previously and the Chief Nursing Officer and 
colleagues are looking at this and seeking to change them back to further 
than previously to be even less restrictive. This will improve the patient 
experience which has had a huge impact on patients and staff not having 
visitors and will also include a safety benefit of helping to reduce our falls 
rates. 

c) Urgent Care – We have done really well prioritising areas to keep patients 
safe and releasing ambulances quickly to enable them to be available for 
urgent calls. We benchmark well on time from being seen to treatment in ED 
but we need to improve on the time patients spend in ED before a bed is 
available. The balance is extremely difficult – trying to ring-fence elective 
capacity for patients in pain and waiting a long time with patients waiting to 
be admitted. It is important that we ring fence beds for our elective patients 
but we also need to discharge our patients out of ED effectively. We are 
seeing many patients waiting for a bed in ED overnight – this is not usually 
seen in July and August and is worrying that this is occurring ahead of winter. 
There is a whole range of actions being taken which will be covered in the 
Activity Report. Our workforce challenges will not improve in the near future 
and we will need to make difficult choices over the next few months and 
ensure that Clinicians are leading on these discussions. The Managing 
Director has spoken with the Cabinet of Herefordshire around this system 
issue and they want to support where they can to create Community capacity. 

d) We are doing very well with our elective long waiters with no 104WW or 
78WW planned by the end of March 2023. 

e) Recruitment and Retention – We are doing relatively well with our recruitment 
but our retention rates of 14% turnover are an area of concern. The CPO is 
leading on supporting an improvement in this figure. We need to ensure that 
we are supporting staff and this may include pay as we are in a competitive 
market along with increases in the cost of living. A proposal around this will 
be presented to the next Board of Directors meeting, mainly around Band 2 
staff. 
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f) Our four main priorities that we will concentrating on for the remainder of the 
year are: emergency flow, recruitment and retention, productivity and 
improving the patient experience. 

g) Mr Myers (ANED) has heard of staff partners not being able to find jobs, 
hence those members of staff leaving to another area and felt that we could 
be doing more as a Trust to support partners. The first 100 days is very 
important with staff and suggested that the NEDs may be able to support in 
this area. The Managing Director was aware of the cases mentioned and 
agreed that we need to provide good management and leadership throughout 
the organisation. 

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

BOD07/09.22 Quality 

The Associate Chief Nursing Officer, Surgery Division and the Chief Medical Officer 
(CMO) presented the Quality Report and the following key points were noted: 

(a) The new Patient Safety Incident Reporting Framework (which was recently 
published) is now in place. This will take twelve months to implement. This 
replaces our current Serious Incident Framework. A presentation to the Board 
Workshop in December will provide more detail. 

(b) New Covid guidance is now in place for swabbing and cohorting contact 
patients on wards. 

(c) Mixed Sex Breaches – There has been an increase in July with the Trust 
being an outlier with our counterparts. There are a number of reasons for this 
increase: this is partly due to our Covid outbreaks, breaches on elective wards 
as well as having to cancel some operations. The new infection prevention 
measures put in place will support with this. 

(d) The CMO advised that mortality figures are still high but stable. The latest 
SHMI figures are: Worcestershire Acute Hospital NHS Trust at 109, South 
Warwickshire NHS Trust (SWFT) at 107 and George Eliot at 114. Everyone 
is seeing a rise in figures with Wye Valley at 112. 

(e) We are starting to work out some of the reasons for the increase with the Risk 
Adjusted Mortality Index graph included in the report which is used by SWFT. 
These figures take coding away, showing that we are roughly in the middle 
for our numbers, which is not where our SHMI is putting us. 

(f) Out Of Hospital Deaths are an issue for various reasons: some coding and 
some auditing. The CMO had met with the teams responsible for producing 
our 30 day mortality figures with a sample of patients being reviewed to see 
if there are any issues to be found. Discussion will also be held with our 
Coders to see if our coding aligns with our clinical impression on numbers. 
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(g) Mr Cottom (NED) noted that complaints have been discussed at a previous 
Board Workshop and agreement on a time frame for resolving these, and 
questioned when we should expect to see a reduction in the number of 
complaints that are taking time to resolve. The Managing Director will discuss 
with the Chief Nursing Officer to ensure that we have data around this 
available for the next Board of Directors meeting. The Associate Chief 
Nursing Officer, Surgery Division advised that in the Surgical Division there 
have been a large backlog of complaints that have not been answered in a 
timely way. Of the original 58 complaints outstanding, we are now down to 
just over 30 being overdue. This should have an impact on the overall results. 

(h) Mr Myers (ANED) noted that we are hearing the same issues are causing 
falls with the route cause being movement. There is technology available to 
support in this but the Trust do not appear to be reviewing the new 
innovations. The Associate Chief Nursing Officer, Surgery Division advised 
that the Physiotherapy Team had looked previously at available devices and 
had trialled some in the past but they were not effective in relation to 
preventing falls. The main issue is the gap in Health Care Assistants due to 
vacancies. The increase in visiting hours will help to support with this. We are 
not an outlier with falls or harm with falls. The Associate Chief Nursing Officer, 
Surgery Division will discuss the issue again with the Clinical Manager 
Physiotherapy, Inpatients and Community Services to see if there is any new 
technology available to support in this area. The CEO confirmed that there is 
good technology in use in healthcare settings and supporting patients at 
home and in Care Homes. 

(i) Ms Quantock (ANED) is aware that communication between doctors and 
patients regarding understanding treatment plans is still an issue and queried 
if there is any help and support to understand what the issues are. Would a 
guide on what to expect help patients? Secondly, falls innovations have come 
on a long way with training in the Netherlands to “fall well”. The Associate 
Chief Nursing Officer, Surgery Division advised that there are trials with 
booklets on wards along with the Ward Sister discussing with patients after 
the ward round to ensure that they understand their treatment plan. We are 
seeing a decrease in complaints relating to communication following this trial. 
The majority of complaints relate to Outpatient appointments with work 
required across the Divisions to support improvement in this area.

JI

ES

Resolved – that:

(A) The Quality Report be received and noted.

(B) The Managing Director will discuss with the Chief Nursing Officer the 
timeframe agreed in which a response will be provided to complainants 
to ensure that we have data around this available for the next Board of 
Directors meeting.

(C) The Associate Chief Nursing Officer, Surgery Division will discuss the 
issue around falls prevention with the Clinical Manager Physiotherapy, 
Inpatients and Community Services to see if there is any new 
technology available to support in this area.

JI

ES
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BOD08/09.22 Activity Performance

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

(a) Cancer targets remains a challenge with a number of pathways seeing a 
100% increase in demand compared to 2019/20. We are below target for our 
28 day standard. The Skin pathway is expected to improve in the next six 
weeks. 

(b) Our 62 day standard remains a concern, we are 10% above average with our 
peers for this. We are seeing a reduction in our 104 days wait. Cancer 
remains a key area to focus on. 

(c) Endoscopy is also of concern – we are seeing improvements with session 
take up and reduced cancer waits from four to two weeks. 

(d) Elective Activity – News and follow ups remain ahead of plan. There is also 
an increase in elective inpatients which is ahead of our 2019/20 plan and our 
2021/22 plan which is positive. Day Case Unit are driving the reduction in our 
numbers. 

(e) The Productivity Plan was discussed in the Board Workshop. Improving our 
productivity plans is key to reducing waiting lists. We are seeing a reduction 
in the number of breaches along with a reduction in our 78WW. 

(f) The Chairman queried how things are progressing with our Haematology 
Department and mutual aid. The COO advised that there are still challenges 
with our workforce. There are still ongoing discussions with our colleagues in 
Worcester and Gloucester, with a further meeting tonight to discuss the short 
term and long term plans. 

(g) The Chairman questioned progress on our medically fit for discharge patients. 
The COO advised that this still remains a challenge but not as significant as 
it had been. The recent Bank Holiday did cause a few issues but we continue 
to work daily with colleagues across the system to improve flow.  

(h) Mr Cottom (NED) noted that our year to date performance is significantly 
below target which will have knock on effects for our waiting lists and a 
financial risk. Given during the last few weeks we have seen an improvement 
with our elective inpatients, what is the prospect of meeting our target for the 
end of year? The COO advised that we will struggle to catch up with our 
activity due to the loss at the beginning of the year. He was confident with the 
plans in place regarding winter pressures, we will recover the plan but to date 
only.

(i) Mr James (ANED) was aware that the national news has been dominated 
around issues for the NHS generally, and at the Public Board of Directors 
meeting we need to ensure that we discuss the areas where we are doing 
well and those we are doing not so well. The Chairman agreed, noting the 
importance of ensuring our performance remains high. 

Resolved – that the Activity Performance Report be received and noted. 
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BOD09/09.22 Workforce

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

(a) We are taking steps to improve our recruitment and retention including 
working with the Foundation Group and Integrated Care System colleagues, 
launching a retention campaign entitled “A Call to Action Campaign” and 
working with Service Managers to see what else we can do to improve our 
retention. 

(b) We are continuing to support managers with the KPIs. There is a reduction in 
sickness but there is still more to be done. The Trust will be supporting the 
Health and Wellbeing week from 3 – 7 October and will be joined by external 
partners during this week. 

(c) Revd Hargraves (NED) noted that last week on our job website, regarding 
recruiting to clinical vacancies, there was only one Band 5 nursing post  
advertised and nothing about staff returning to practice. This needs to be 
advertised everywhere to encourage people to contact us with their skills to 
enable us to match them with our vacancies. 

(d) Mr Myers (ANED) felt that there were continuous issues regarding sickness 
absence and queried the metrics on reviewing the management of sickness. 
The CPO advised that this area is discussed in detail at the Finance & 
Performance meetings and the steps taken. At the weekly Covid meetings we 
also look at sickness absences and actions in place. A lot of sickness is down 
to Covid and mental health conditions, with a reduction in Covid having a 
positive impact on our sickness figures. 

(e) Mrs Twigg (NED) noted that our appraisal data shows that we are about a 
third in decline on teams not getting their appraisals completed on time. A lot 
of studies show that regular contact and specifically performance appraisals 
with your Line Manager are very important. This is also an opportunity to 
discuss any retention issues. The CPO will ensure the reduction in appraisal 
rates is discussed at the next Finance and Performance meetings. The CPO 
will also include in his report details around improvements made in the Retire 
and Return process to ensure that staff can retire and return to work quickly. 

 GE
 GE

Resolved – that:

(A) The Workforce Report be received and noted. 

(B) The Chief People Officer will ensure the reduction in appraisal rates is 
discussed at the next Finance and Performance meetings.

(C) The Chief People Officer will include in his report details around 
improvements made in the Retire and Return process to ensure that 
staff can retire and return to work quickly.

 GE

 GE
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BOD10/09.22 Finance Performance 

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

(a) The report has now been updated to reflect the final financial plan of a £6.6m 
deficit. 

(b) We have a year to date deficit of £2.4m, which is marginally worse than 
planned (around £107k). There remains a significant level of financial risk 
over the coming months 

(c) In response to the question raised earlier by Mr Cottom (NED) regarding 
ERF, we have assumed £3.3m for the 104% element of our activity. The risk 
around achieving this is reducing as we have been given endorsement that 
this funding will not be clawed back for the current period. However, we do 
not have the full details around how the mechanism will work for H2. We are 
watching closely around this and working with Regional and National 
colleagues for some certainty. 

(d) Agency spend has remained at exceptionally high levels, around 11% of our 
total pay bill with a number of actions in place to try to reduce this. 

(e) The risk adjusted delivery forecast currently stands at £6.7m with focus on 
converting further opportunities to deliverable schemes. This is discussed 
monthly at the Finance and Performance meetings. Presently there is no 
mitigation for the additional £1.5m savings target included within the final plan 
in Q4, but we continue to review this. 

(f) Capital spend to date is £1.7m – primarily on progressing existing schemes 
as we continue to manage a challenging funding level. 

(g) Our cash balance remain stable. The No PO No Pay Policy will help drive 
prompt payment to suppliers. 

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

 ITEMS FOR APPROVAL

BOD11/09.22  Infection Prevention Annual Report 2021/22

The Associate Chief Nursing Officer, Surgery Division presented the Infection 
Prevention Annual Report 2021/22, which was taken as read, and the following key 
points were noted: 

(a) This data is regularly discussed in our KPIs and at the Quality Committee. 

(b) We have been an outlier over the last few years for our C-Diff cases and have 
been under external scrutiny due to this. At the last Quality Committee we 
were advised that up until the end of July we are on track for our expected 
cases and are not exceeding our cases currently for this year. 

(c) NHSI are undertaking their third inspection at the Trust on 20 September. 
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Resolved- that the infection Prevention Annual Report 2021/22 be received and 
approved.  

ITEMS FOR NOTING AND INFORMATION 

BOD12/09.22 Changes to WVT Board

The Chairman presented the Changes to WVT Board and the following key points 
were noted: 

(a) The Chairman advised that Revd Hargraves and Mr Humphries are standing 
down from their roles as NEDs for the Trust at the end of September 2022. 
On behalf of the Board of Directors, he advised how they had been incredibly 
helpful, supportive and value added colleagues to the Trust and that they 
were outstanding examples of NHS NEDs. He thanked them both for their 
commitment to the Trust over a number of years. 

(b) Mr James, Mrs Martin and Ms Quantock will become full NEDS from 1 
October 2022. 

(c) Mr James will become the new Chair of the Quality Committee from 1 October 
2022. 

(d) Mrs Twigg will become Chair of the Audit Committee from 1 January. Mr 
Cottom (present Chair of the Audit Committee) will become Deputy Chair and 
Senior Independent Director from 1 October 2022. 

(e) Mr Barnes will become a voting member of the Wye Valley NHS Trust Board 
of Directors. 

Resolved – that the Changes to WVT Board be received and noted. 

BOD13/09.22 Workforce and Organisational Development (OD) Strategy

The CPO presented the Workforce and Organisational Development (OD) Strategy 
and the following key points were noted: 

(a) This outlines the quarterly summary for the Workforce and OD Strategy. The 
report is for information and to provide the Board of Directors an update on 
the progress made. 

(b) The Chairman offered any support needed to take the pressures off the CPO 
to enable delivering of the operational priorities as these are the key areas to 
focus on. 

(c) The Managing Director advised that the report shows the breadth of the 
portfolio and progress being made with support from the Associate Director 
of HR and OD. Discussion was held with the ICS around only being able to 
do what makes most difference to our Trust and not following all of the 104 
points in the People’s Plan. 
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(d) Mr Cottom (NED) queried the ICS role in this and how the workforce and 
service role interfaces with the role of the Foundation Group and ensuring 
that this does not overlap. The CEO advised that it is a dilemma on ensuring 
that the ICS adds value to what we are doing as individual organisations. At 
the ICS level, there is an opportunity to add scale and consistency to some 
things. Jointly, we want to ensure that we increase the total workforce in the 
Health and Care System. We should be recruiting to the NHS and not worry 
about specific areas. At an organisational level, we need to ensure that we 
deliver and look after our staff. The approach to staff wellbeing is one area 
that we need to own. There is also a group dynamic to this around sharing 
good practice. We have a Leadership Programme which spans across the 
Foundation Group. Filling our vacancies is our most important task but we 
also need to ensure that the jobs advertised are the right jobs – we need to 
change our workforce to enable recruitment to posts. The CPO confirmed that 
the ICS are working with us on this in a partnership approach. 

(e) Mr Myers (NED) queried if the CPO has sufficient resources for this Strategy. 
The CPO advised that we can always do with more resources but we also 
need to be realistic. The national pilot mentioned that part of this would be to 
look at structures and protocols and then come up with recommendations on 
how to do things differently. Further updates will be fed back to the Board of 
Directors in due course. 

(f) Mrs Twigg (NED) felt that the success in this lies in the Line Managers taking 
responsibility for their own vacancies and questioned how much of this is 
seen as someone else’s responsibility rather than the Line Manager’s issues. 
We need to do better on sharing the load of filling vacancies. The Chairman 
agreed, noting that this will be discussed in the productivity sessions at the 
Board Workshop. 

Resolved – that the Workforce and OD Strategy Update be received and noted. 
 

BOD14/09.22 Staffing Report

The Associate Chief Nursing Officer, Surgery Division presented the Staffing Report 
and the following key points were noted: 

(a) Staffing remains a challenge, fill rates are improving but there are financial 
consequences. 

(b) The focus is on how we can improve the nursing and Health Care Assistant 
vacancies. There is a real reduction on agency staff in both areas. 

(c) Acuity Independence Reviews have been undertaken on wards areas and we 
are now looking at speciality areas. We have comparative analyses with the 
Foundation Group with regards staffing levels and Care Hours Per Patient 
Day. 

(d) A review of agency rates and new contract proposals is underway. The main 
focus is on RMN usage with a new escalation process for high cost agency. 

Resolved – that the Staffing Report be received and noted. 
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BOD15/09.22 Policy Panel Update

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

BOD16/09.22 Board Assurance Framework and High Risks

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

(a) There is a new BAF risk – Risk 1605 – Availability of Capital Funds to meet 
Trusts Strategic Objectives. 

(b) There is a new High Risk – Risk 1592 – Geriatric Medical Staffing Gaps. 

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

BOD17/09.22 Health, Safety and Wellbeing Annual Report

The ADCG presented the Health, Safety and Wellbeing Annual Report and the 
following key points were noted: 

(a) During this period, the Trust received a number of concerns from the Health 
and Safety Executive. We have been able to quickly provide solid and 
decisive evidence in response to these concerns. 

(b) There has been a slight rise in violence and aggression incidents along with 
an increase in sharps incidents but the Committee are working on this issues. 

Resolved – that the Health, Safety and Wellbeing Annual Report be received 
and noted.

COMMITTEE SUMMARY REPORTS

BOD18/09.22 Integrated Care Executive 8 August 2022

Mrs Martin (Chair of the Integrated Care Executive and ANED) presented the 
Integrated Care Executive Summary Report 8 August 2022, which was taken as 
read, and the following key points were noted: 

(a) We are rigorously ensuring that contracts delegated to Place are robust. 

(b) Work is also continuing on due diligence to ensure that we have the 
confidence to assume the responsibility as a System. This is being done in a 
robust way and the Finance Team are reviewing this to ensure that there is 
no duplication.

 

Resolved – that the Integrated Care Executive Summary Report 8 August 2022 
be received and noted. 
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BOD19/09.22 Quality Committee Summary Report 30 June 2022 and 28 July 2022

Revd Hargraves (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 30 June 2022 and 28 July 2022 and the following key 
points were noted: 

(a) Discussion was held at the meeting of 30 June 2022 around the issues of 
completion of the Initial Health Assessments. The Quality Committee 
continues to be concerned regarding the delays that prevail. This is partly due 
to staffing and partly due to increased numbers. This has been requested to 
be raised at the ICS as an issue. 

Resolved – that the Quality Committee Summary Report 30 June 2022 and 28 
July 2022 be received and noted.  

COMMITTEE MINUTES

BOD20/09.22 Quality Committee – 26 May 2022 and 30 June 2022

Resolved - that the Quality Committee minutes 26 May 2022 and 30 June 2022 
be received and noted.

BOD21/09.22 Any Other Business

There was no further business to discuss. 

BOD22/09.22 Questions from Members of the Public

Q. The ADCG read out a question received from Chris Lewandowski – “Nationally 
some NHS Trust have been using repayment clauses in contracts for international 
healthcare workers. Members of the Commons Health and Social Care Committee 
have said “the use of repayment clauses was part of a wider picture of worsening 
exploitation of international workers”. Can you please clarify the situation at Wye 
Valley Trust with regard to repayment clauses”. 

A. The CPO advised that a repayment clause is whereby an organisation provides 
some financial support to new employees. If the employee leaves within a given time, 
they have to pay back some of this financial support on a sliding scale. From a Wye 
Valley Trust perspective, we, as many other organisations, incur a significant amount 
of costs bringing over international staff to work in our Trust. The repayment clause 
is used for individuals who leave the Trust within thirty six months from the start of 
their employment. They have to repay back a proportion of this on a sliding scale. 
This has not occurred in the Trust over the last few years. This is something we use 
for overseas and UK staff when we provide relocation support.  

Resolved - that the Question from the Member of Public be received and noted. 

BOD23/09.22 Date of next meeting

The next meeting was due to be held on 6 October 2022 at 1.00 pm via MS Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 6 OCTOBER 2022

AGENDA ITEM ACTION LEAD COMMENT
BOD07/09.22
Quality
01.09.22

(B)     The Managing Director will discuss with the Chief 
Nursing Officer the timeframe agreed in which a response 
will be provided to complainants to ensure that we have 
data around this available for the next Board of Directors 
meeting. 

JI The Policy and process is being updated – we 
are also looking at different measures to 
provide data on this performance indicator that 
will be more meaningful.

BOD09/09.22
Workforce
01.09.22

(B)    The Chief People Officer will ensure the reduction in 
appraisal rates is discussed at the next Finance and 
Performance meetings.  

GE Completed. 

BOD09/09.22
Workforce
01.09.22

(C)     The Chief People Officer will include in his report details 
around improvements made in the Retire and Return process 
to ensure that staff can retire and return to work quickly. 

GE Completed – Within report. 

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. 

BOD07/09.22
Quality
01.09.22

The Associate Chief Nursing Officer, Surgery Division will 
discuss the issue around falls prevention with the Clinical 
Manager Physiotherapy, Inpatients and Community Services 
to see if there is any new technology available to support in 
this area. 

ES The Chief Nursing Officer proposes that this is a 
topic for consideration as part of Falls 
Awareness week – an update on technology to 
be included in the next Falls Report – also 
wondered if we could have a NED safety 
walkabout during falls week too
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Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Chief Executive Officer Update Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Board of Directors
Lead Executive Director: Chief Executive
Author: Glen Burley, Chief Executive Officer
Documents covered by this report:

1.  Purpose of the report
To update the Board on the reflections of the CEO on current operational and strategic issues.

2. Recommendation(s)
For information. 

3. Executive Director Opinion1

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

4. Please tick box for the Trust’s 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) The new health and social care secretary sets out her ‘Plan for 
Patients’

The new Secretary of State for Health and Social Care, Therese Coffey has set out some immediate 
plans to improve the responsiveness of the NHS. The document Our Plan for Patients aims to 
ensure that ”patients receive easier access to NHS and social care, this winter and next”.

It states that Patients, and those who draw on care and support, are her top priority and key to that 
is helping them receive health and adult social care as quickly and conveniently as possible. The 
Plan reiterates many existing commitments including those set out in the Winter Plan in August. The 
headlines include ensuring that people can have better access to GP appointments or be diagnosed 
in a timely manner, receiving treatment quickly when required and being cared for in their own home 
when living with a disability. It also sets out an intention to help people to be better informed about 
how to prevent the need for healthcare in the first place and how to readily access healthcare through 
various pathways, and equip them to make informed choices with an expectation of the service that 
will be provided to them.

It states an intention to make performance within primary and secondary care ‘more transparent’. It 
also states that we will continue to help all to be more productive to help patients, including by 
opening up other routes to access healthcare. More significantly it sets out an aim to shift the balance 
of funding between health and social care, so people experience a seamless care journey that meets 
their needs. 

There appears to be a much stronger focus on making comparative performance data more publicly 
available and that this should be used to drive up productivity. It also states an intention to expand 
mental health support for children at school, given that half of mental health conditions take root by 
the age of 14. 

The plan acknowledges that most people experience the NHS through primary care - general 
practice, pharmacies, ophthalmologists and dentists. 

The specific actions related to primary care are:

• setting the expectation that everyone who needs an appointment with their practice within 2 
weeks can get one

• prioritising patients with urgent needs so that they are seen on the same day, including 
opening up time for more than a million extra appointments over winter

• making it easier to contact practices, by making an additional 31,000 phone lines available 
for GP practices

• informing patients by publishing data on how many appointments each GP practice delivers, 
and the length of waits for appointments, to enable patient choice

• requiring ICSs to hold practices to account, providing support to those practices with the 
most acute access challenges to improve performance

The plan states that delays to accessing care across the rest of health and social care are a key 
concern for patients. Many of these delays are at the points in the system where patients move from 
one care setting to another: from ambulance to hospital, from emergency department to ward and 
from hospital to a place for recovery at home or in a care home.
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In this part of the plan the Secretary of State reiterates her A, B, C, D priorities – ambulances, 
backlogs, care and doctors and dentistry. With the following commitments against each:

Ambulances

For ambulances to operate successfully, the whole urgent care pathway needs to be 
improved, including discharge. In winter 2021, 45% of ambulance handover delays occurred 
in 15 hospital trusts. The aim here is to deliver urgent care in the most appropriate setting to 
all patients who need it as follows. NHS111 and ambulance services will direct patients to 
the full range of services to reduce conveyance to hospitals. The number of call handlers will 
be increased to 4,800 in NHS 111 and 2,500 in 999 by December 2022. They will help to 
better redirect patients to the most appropriate setting for them, such as urgent treatment 
centres, walk-in centres or minor injuries units. Remote monitoring of patients at home will 
be expanded, so that fewer people need to be admitted to hospital and instead receive care 
in their home. Falls prevention and falls response services will be increased to avoid 
unnecessary ambulance call-outs and emergency admissions. Ambulance handover delays 
will be reduced, including an expectation that all hospitals will have clear escalation 
arrangements for when delays occur and can deploy hospital ambulance liaison officers 
(HALOs) if needed. Ambulance trusts will better support each other during the busiest 
periods, including by rolling out a new digital intelligent routing platform and where necessary 
sharing call handling. The plan also talks of ‘exploring establishing a new ambulance auxiliary 
service’. As set out in the existing Winter Plan, the NHS will open up the equivalent of 7,000 
beds. This includes treating more people at home or in the community, enabled by remote 
monitoring.

Backlogs

The waiting list for planned care stands at around 7 million which will increase as more 
patients come forward for diagnosis and treatment. The plan to address this was set out in 
February in the Delivery plan for tackling the COVID-19 backlog of elective care and those 
commitments are reiterated in the Plan. Having met the target to virtually eradicate 2 year 
waits the next miles tone will be eliminating waits of over 18 months by April 2023, over 15 
months by March 2024, and over a year by March 2025. The plan sates that the investment 
in surgical hubs will be accelerated so patients and staff can benefit as soon as possible from 
state-of-the-art facilities, by adopting project speed principles. The plan states that we will 
also maximise the use of the independent sector, change elements of the NHS pension 
scheme to help retain doctors, nurses and other senior NHS staff. This will include correcting 
pension rules regarding inflation, encouraging NHS trusts to explore local solutions for senior 
clinicians affected by pension tax charges, and implementing permanent retirement 
flexibilities and extending existing temporary measures to allow our most experienced staff 
to return to service or stay in service longer.

Previous workforce growth promises are also reiterated including recruiting 50,000 more 
nurses by 2024, increasing the number of clinical associates roles such as physician’s 
associates.  We will also be expected to increase the use of virtual outpatient appointments

It also states that patients will benefit from earlier diagnostic tests closer to home. We will 
move from the 92 community diagnostic centres (CDCs) already up and running, to around 
160 CDCs in total. It states that we will review how patients are categorised to better 
distinguish between patients whose care is delayed for clinical reasons or for reasons of their 
own choice. To help with this, information about the length of wait for treatment by speciality 
and by provider, will be more accessible. A focus on productivity will reduce the need for 
patients to repeatedly share information, by enabling clinicians and managers with ‘high 
quality data platforms’ to help manage waiting lists and improve theatre use. The previous 
commitment for all trusts to put electronic patient records in place by 2025 is reiterated.
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Care

To help people get out of hospitals and into social care support, a £500 million Adult Social 
Care Discharge Fund has been created. This appears to have been funded mainly through 
the abolishment of the health and care National Insurance levy and the consequential 
reduction in health and care staffing costs.  This appears to be similar to the fund set up last 
year to support discharge from hospital into the community.  It states that the fund will be 
able to be used flexibly by local health and care systems, ‘targeting the areas facing the 
greatest challenges and strengthening the sector’s ability to recruit and retain staff’. There 
will be a supporting national recruitment campaign to encourage more people to join social 
care. A further £15 million will be provided to help boost international recruitment of care 
workers. Digitised social care records will be expanded to improve productivity of care 
workers.  The ‘cap and means test’ reforms will be implemented as planned by October 2023.

Doctors and Dentists

The range of services available from community pharmacies will be increased to ‘free up GP 
time for more complex needs of patients’. Pharmacists will be able to manage and supply 
more medicines, without a prescription from a GP.

The dental contract will be changed to incentivise dentists to do more NHS work and take on 
more difficult cases. Dentists who can provide more NHS care will be able do so, through 
more proactive management of contracts by the local NHS and the reallocation of resource 
to willing providers.

ICSs will be held to account for the provision of dentistry in their areas, and their role in 
sharing best practice and innovative ways of commissioning and delivering NHS care. NHS 
England will issue guidance to those who perform NHS dentistry on how to deliver care under 
the contract using a wider range of dental professionals. The General Dental Council will 
simplify registration for dentists not trained in England, so that they can start practising in the 
NHS more quickly. 

2) Trust and Group Strategy Refresh

A few years ago now, across the Group we developed and agreed a common strategy as set out in 
the ‘Strategic Wheel’ below. This was first developed at SWFT and then considered and adopted by 
WVT and GEH as they each joined the Group. Both Integrated Care Systems in which the Group’s 
Trusts operate have also subsequently adopted the Strategy. The main principles have been that 
each Trust will play a lead role in joining up local health and care services and will focus more on 
prevention through our ‘helping you to help yourself’ philosophy. This Strategic vision was in many 
ways ahead of its time and has subsequently been embraced by the NHS Long Term Plan. But we 
want to remain at the forefront of NHS thinking. With Integrated Care Systems now in place, a 
revision to the Long Term Plan expected and policy statements such as the one above, I felt that it 
was time to undertake a strategic refresh exercise.  This was discussed and agreed at one of our 
Group Boards sessions and our three Chief Strategy Officers then liaised with the Chairman and I 
to agree an approach.
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As a consequence each Board has now had a face to face strategy review workshop and the outputs 
of this will be distilled into an updated statement of strategic intent. Each Board used material from 
local staff and public engagement to influence their thinking. The final output will be shared with all 
stakeholders in due course. Our Group came about in part due to the significant things that the three 
Trusts have in common including a shared vision for the future. As a consequence it will be of no 
great surprise that the workshops confirmed that our thinking and aspirations are still very much 
aligned. We therefore aim to have a reasonably consistent set of strategy and plan documents 
across the Group. We have also agreed that a supporting strategic narrative would be useful, this 
will capture some of the ‘big moves’ that we intend to make over the next 2-3 years to ensure that 
we meet our strategic objectives. Each Trust will continue to have a set of Annual Objectives, with 
a number of these being common across the Group.

3) Annual General Meeting

On 22nd September we held our Annual General Meeting. As part of this, I presented the Annual 
Report for 2021/22 which is now available in full and summary form on our website. Also on the 
website alongside this are our Annual Financial Accounts and Annual Quality Accounts which were 
expertly presented at the AGM by Katie Osmond and Lucy Flanagan respectively. All three 
documents help to describe another very successful year for the Trust. 

Despite the challenges of a further year blighted by the Pandemic, we were able to report a 
significant number of achievements and developments including many examples of innovation from 
our talented workforce. Some of our highlights were also captured in some excellent videos 
produced by our Communications team. These are also now available on our website. 

I would like to reiterate my appreciation to all of our staff, our amazing volunteers and our very 
supportive local partners for helping the Trust to make such a difference to our local communities. 
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4) More from our Great Teams – Update from the Integrated Care 
Division

Integrated Division Update – September 2022

Following some recent changes to the management structure within the Integrated Care Division at 
WVT an opportunity arose for us to consider whether a formal functional integration of our services 
within the division, would provide us with additional opportunity to achieve our shared 
objectives.  Plans are underway to manage the division to reflect this. The locality teams will move 
to be line managed by our GP federation PCN strategy director, whilst remaining part of our division. 
This will provide a focus on developing our Primary Care Networks in line with the local, regional 
and national agenda. This further supports our plans to maximise opportunities for joint 
appointments across our sector. We have a strong commitment to joint appointments and these 
have proved very successful for Herefordshire, particularly between WVT and Herefordshire 
Council. This change will ensure we widen this approach to include other system partners. 

Work is also underway to strengthen and restructure the rest of the division to ensure clear 
clinical/operational leadership, whilst also increasing our opportunities to deliver countywide 
services at place. The changes also provide a dedicated leadership team to support all of our 
community hospitals on their improvement journeys.

September 20th also sees us commence a new medical model at one of our community hospital 
sites. Medical cover will be provided by a Frailty Consultant and supported by Advanced 
Practitioners. We have secured the consultant element and the junior rota is currently provided by 
bank staff, however recruitment into these posts is underway and we expect to see this model fully 
staffed substantively by November 2022.

The Division are currently focused on improvement planning- the ethos and message to our staff 
being one of continual improvement.

We are also working through staff health and wellbeing as a priority- our recent staff engagement 
told us that we are seen as a caring and supportive division, but some services felt isolated at times. 
The divisional leads are working through plans to ensure staff feel more engaged.

Our relationship with the local authority and other partners continues to strengthen, with recruitment 
into our reablement service showing signs of success following a joint decision to increase pay. 
Since the increase in reablement worker pay we have recruited the equivalent of 13 FTE staff- this 
equates to 481 hours. There are still 17 FTE vacancies, and we have been given a strong indication 
that we may be able to secure an agency to provide us with some cover for these hours, whilst we 
continue recruiting. Hoople are working with WVT on a joint recruitment strategy/ programme.  

Nurse recruitment is an improving picture, with International nurses joining our community teams. 
They have been fully supported to do so including practical help with accommodation, provision of 
furniture and links with the local community.  We have also been providing a guided tour of the 
market town where they are based to help settle our new team members in to their chosen area. We 
have also seen success at recruiting into our Advance Practitioner teams, with appointment both 
internally and externally. 

Our Urgent Community Response team continues to develop with referrals growing to support 
keeping patients at home. We have seen a particular increase in referrals from care homes, following 
a period of concerted engagement. We have also made good progress to maximise our medical 
cover to support our Community Integrated Response Hub and associated teams, which will 
increase our scope in terms of the level of people we are able to keep at home.
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Our new Ward Discharge Coordinators have been recruited and are starting to commence in post 
on the 5 ward areas. This is a critical role within our discharge and flow work, with these staff 
providing support to specific wards for all pathways including Pathway 0. They will also play a vital 
in ensuring Criteria To Reside is adhered to and recorded accurately. They are a significant part of 
our solution related to our system-wide 100 day discharge plan. Particularly with the Objectives 1-4, 
which are essentially how we improve our internal processes. The division is supporting the overall 
100 day work and progress has been made, not only with ensuring we have action plans in place, 
but also delivering on a number of these objectives ahead of the end of the 100  days in late 
September.

5) Going the Extra Mile Awards – May 2022

Employee of the Month – Katie Bryant (nominated by Nicholas Eden-Smith)

A young gentleman (approx. age 30) was admitted for washout and wound exploration of cuts on 
his right arm, he reported punching a window in a restaurant he was employed at as he felt he was 
being exploited.  He had the operation and his wounds were successfully stitched up.  He 
remained in hospital for 13 more days, he was fit for discharge but he had nowhere to go.  He was 
seen by the mental health team who said there was no MH issue; he had a safeguarding referral 
made on his behalf by the police, who also wanted to question him regarding the incident on 
discharge.  He was the subject of many discussions with temporary housing agencies and County 
Councils to try and find him a place to go but no-one would take him and everyone said it was 
someone else’s problem.  

The hospital site team wanted to free up the bed as he was medically fit to leave and had advised 
simply evicting him onto the street as it is not hospital’s problem where he chooses to go (I thought 
it was our problem but am not an expert on this).  He was going to be evicted but Katie spent the 
time to speak with many different teams and find him a hostel to stay at and get him a taxi there.  
This took a significant amount of time and effort.

I was not closely involved in the discussion about the place this man would go after hospital but I 
was very impressed and moved by the care shown by Katie.  This patient was not easy, he had 
declined several paces for various reasons and he was going to be leaving the hospital that day 
one-way or another but someone cared enough to sort something out for him so that he did not 
have to sleep on the streets.

Analysis and conclusion:  This was a bit of a revelation for me, often as juniors we work according 
to protocol and have very little scope for varying practice, but this has reminded me that there are 
always going to be situations that the protocols don’t cover or are just plain wrong, situations 
where there is no idea answer.  You have to try to be a decent and caring person, make the 
choices that feel right after careful thought and, though you may not be correct, you will at least 
have done your best.  I certainly feel that this was a good reminder for me to always at least try to 
achieve a better outcome for a patient, even if it may make objectively little difference from an 
administrative point of view.
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Team of the Month – Lung Cancer Practitioner Team (nominated by Steph Morley)

The Lung Practitioner team have recognised the importance and positive impact that input from 
the Allied Health Professionals Team can have for their lung cancer patients, and the long-term 
effect this can have on their patient’s cancer journey and experience. 

They have demonstrated a willingness beyond expected to accept the changes and opportunities 
this new team can offer, and have been instrumental in the re-introduction of the ROCS program.

They are providing advice and information to cancer patients at an early stage, impacting their 
care at all points after this and ensuring patients receive the best possible support in a difficult 
period. 

Glen Burley
Chief Executive Officer
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Managing Director – Executive Summary 

 
  

  

Performance Overview 

Our focus as an organisation continues to be on the four areas of recruitment and retention, emergency flow, productivity and patient experience.  

Our workforce is the way that we deliver services to our population. How we recruit, develop, support and retain them is crucial to our success in delivering and 
improving the quality of services.  

The cost of living crisis affects our lower paid staff most acutely and so we are proposing to make a strategic intervention for our health care support workers to 
lift their skills, career prospects and pay. Subject to Board approval today I hope that will improve retention rates and further develop this hugely important 
workforce. 

We are also going to rapidly review the career framework for our entry grade registered nurse workforce to recognise and reward their skills and enable more 
rapid career progression, this will also include a review of wider skill mix to ensure affordability. These interventions are designed to stabilise and grow our work-
force and reduce the amount we spend on high cost agency staff. 

Recognising the challenges of the impending winter months, we have been working closely with our One Herefordshire partners to further deepened the inte-
grated approach to service delivery in admission avoidance and discharge pathways in an effort to reduce demand and increase flow. In addition, through the 
Chief Transformation and Delivery officer, we have developed a list of prioritised ‘off the shelf’ initiatives that we can implement as and when additional re-
sources become available. There is system ownership of the risk that the population faces and we move into the winter months and a mature partnership ap-
proach to co-ordinate our efforts to mitigate the risk as far as we are able. 

The Trust Management Board has agreed a protocol to pro-actively ‘board’ patients on ward in anticipation of discharges later in the day in line with regional 
guidance. This is the right approach to balancing risk across the system and the organisation, it is however an indication of the failure of national bodies to plan 
and fund an adequate workforce for predictable demand for health and social care that is driving us to implement protocols that previously would have been 
unthinkable. The moral distress and relentless pressure this places on all of our staff concerns me greatly. 

The organisational response to the recent deterioration in cancer performance has been rapid and thorough and I am confident that over the coming weeks it 
will improve again. Our activity numbers have continued to rise and are well above 2019/20 levels in all areas except day cases. The board can be reassured by 
the focus on productivity improvement demonstrated in our finance and performance meetings and through the transformation board.   

We have improved the functionality in the friends and family text based patients feedback system that is being contracted for. The system means that we will be 
able to ascertain near real time feedback at ward and department level so that staff understand how their patients felt about their care. The approach will be 
developed and implemented over the coming months and is key to drive improvement of patients experience and in particular improving clinical communication. 

We are a little behind our financial plan by circa £300k, however the second half of the year will be more challenging as our productivity and cost improvement 
plans are required to deliver more as the year progresses. 

 

 

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 Trust participated in a HSIB review this month in relation to a serious incident relating to nutrition and feeding options.  

The case is being included in a wider national review of nutrition related incidents and will help inform national recommenda-

tions for improvement. The visit included discussions with colleagues involved in the incident, nutrition leads and visits to the 

Acute Medical Unit. The team also met with the family of the affected patient. The feedback from the visiting team was posi-

tive. The staff they met individually were helpful and informative and they found the staff on AMU compassionate, engaging 

and willing for them to observe their work. They observed the ward round and the team noted that the doctors took their time 

to explain things in full to patients. The full report is due to be published in the next 12 months. 

Quality 

The CQC have received three complaints in regards to Ross Community Hospital. The concerns are being raised anony-

mously by staff. The concerns range from staffing issues, completion of nursing assessments, staff training and cases of 

care of individual patients. The Trust has provided a comprehensive response to the CQC and they are satisfied they do not 

need to take any further action at this time. We have invited the CQC to attend Ross, if they would find this helpful. The inte-

grated care divisional management team are implementing engagement sessions; the first of which was held last week, 

these were received positively.   

Patient Experience 

The Trust has piloted a text messaging service to receive Friends and Family Test feedback for the last 6 months.   The pilot 

saw the Trust receive feedback above the national average response rate, surpassing feedback received in recent years us-

ing the QR code method. The Trust has approved the business case to continue this service for the next 18 months and 

plans to roll out to all areas by November 2022.   This roll out will enable us to add to the texts a link to our locally held sur-

veys, we are hopeful that this will lead to more in-depth and timely feedback from our patients. 

Infection Prevention Covid 19 

Since the last Board meeting the trust adopted the national guidance in relation to Covid 19 and stepped down routine 

screening and mask wearing; we also relaxed our visiting restrictions.  We have experienced three outbreaks;  one on Frome 

at the end of August and then 2 further outbreaks on Lugg and Leominster.  It was not possible to identify the index case for 

Frome ward, although the index cases at Leominster and Lugg were linked to visitors.  Leominster has been closed to ad-

missions, yet we were able to cohort patients and keep Lugg and Frome ward open during their outbreaks. 

 
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 

 SHMI: Latest 12 month rolling period (June 2021 to May 2022)113.45 (↓1.05) 

 
 
 
 
 
 
 
 
 

HSMR: Latest 12 month rolling period (June 2021 to May 2022) 111.9 (↓0.09) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

Mortality Outlier Groups: 

Performance and Actions  
To understand the current rise in our ‘Out of Hospital’ mortality. 

 Patients have been identified for review with a focus on those patients least expected to die, based on 
their associated mortality risk, spread across key diagnostic groups such as; Cancer, Gut, Respiratory 
and Cardiac. 

 Initial meeting conducted with clinical leads to outline and agree the background and approach to the 
audit.    

 Clinical coding summaries for each have been produced, which will allow the reviewers to see the pa-
tient’s primary diagnosis, their co-morbidities, and the palliative care status.  

 A proforma for review has been drafted with a specific focus on whether the clinical coding accurately 
reflects the patient’s condition and management. The proforma also aims to understand whether there 
would potentially have been a different outcome for the patient should there have been different clini-
cal management.  

 Case-notes are currently being sourced. 

 Audit aimed to take place in early October, with the initial findings later next month.  
To understand the impact of a congested Emergency Department in WVT, focusing on the length of stay 
for  
patients, and the associated mortality risk. 

 Data analysis is currently underway, using the same approach as a recently published paper which fo-
cuses on all cause 30 day mortality and delayed patient care in ED. 

 Aim to reproduce analysis, and measure the impact at a WVT level, to support the development of the 
policies and procedures within our ED.  

To provide a summary from each of our key outlier mortality reviews, which are on-going and rolling 
audits. 

 Meeting with each clinical lead to produce a simple summary of the reviews conducted so far this year. 
The aim of the summary will be to provide an overview of the number of cases reviewed, the learning, 
and the actions taken so far. 

 A summary for both Sepsis and Stroke reviews will be provided in the October report.  
Use a comparator trust to identify key measures within the mortality statistics to investigate further.  

 Yeovil was selected as a suitable comparator Trust, due to its size, setting and demographics. In addi-
tion to this, Yeovil have a significantly lower HSMR and SHMI than WVT.  

 Initial data pack produced, which breaks down the SHMI into its key components, including clinical 
coding measures.  

 In-depth review to be conducted in the coming weeks, and feedback will be provided in next month’s 
report.  

Engage with our Respiratory team to investigate and understand the rises in COPD mortality. 

 Analyse initial data set for COPD.  

 Engage with clinical lead to discuss, and agree approach to investigate further. 

What the chart tells us:   

 A continued ‘higher than expected’ level of mortality for our HSMR and SHMI, although the latest 12 month rolling (June 2021—May 2022) period does indicate a further small reduction for both 
HSMR—111.9  (↓0.09) and SHMI— 113.45 (↓1.05).  

 The majority of our key mortality outlier groups have reported reductions, most notably with pneumonia, which is the largest portion that constitutes towards the SHMI and HSMR. 

 Our in-hospital crude mortality rate remains below the mean, with the latest month for August 2022 at 1.33% (↓0.31%) for all admissions 

 Small rise in our COPD mortality rates, which will be further investigated, as per actions above. 4/31 26/233



Quality and Safety – C. Diff Infections 

We are driving this measure because: 

 The Trust aim to reduce the number of clostridiode difficile infections acquired in our care.  

 
 
 

Performance and Actions  

  The Trust has reported a spike in cases of externally reportable C Diff infections in 

August 2022 (10) this is statistically noted as an exception and high cause for con-

cern.  

 6 cases are hospital onset cases and 4 are community onset cases.  

 This peak in cases is being reviewed by the Infection Prevention Service.  Ribotyp-

ing samples have been sent on all case to check if cross contamination has oc-

curred. Results are still pending in cases. 

 Two patients have been identified as having the 955 strain of CDI. This is a new 

variant of the organism and has been linked to CDI outbreaks at Worcester NHS 

Trust.  

 The Trusts CDI Reduction Strategy was updated in April 2022 and is in line with 

the ICS CDI plan. Thirty two actions have been agreed and are cross referenced 

against the Health and Social care act (2012) 10 criterion.  

 19 actions were set for completion during April and August 2022. To date, 7 ac-

tions have been completed. Work is ongoing with the remaining 12 actions with 

delivery against these actions still feasible. Deadlines have been extended, with 

completion planned during the next quarter.  

 The CDI Reduction Strategy has been shared with the NHSE Lead Infection Preven-

tion Nurse (Midlands). And the lead infection Prevention Nurse is on a regional 

CDI Reduction task and Finish group. 

 The NHSI/E inspection was postponed in September due to the bank holiday Her 

Majesty the Queens funeral, we are negotiating a further date with NHSI/E and 

expect this to take place in October/November 

 We are aiming to commence antibiotic ward rounds with microbiology input as 

from the beginning of October, this is a major step forward and will help with anti-

microbial stewardship. 

Risks:  

  There is a risk that increasing number of cases of infections could result in the trust not meeting its target to reduce Cdiff infections resulting in lapses in care.  

What the chart tells us:  

The chart tells us that the spike in cases in August is outside of the system’s normal variation and requires review to understand what has caused the increase in cases.  The table shows 

the year to date position and the outcome of post infection reviews.  
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Quality and Safety – Complaints 

We are driving this measure because: 

The Trust aims to reduce the number of complaints received, and resolve those received in a timely manner.  

   

Complaint response rate 

 

 

 

 

 

 

 

 

 

 

 

Number of complaints received 

 

Performance and Actions  
Complaint response rate 

 Chart shows that the Trust has not met the response rate standard since Decem-

ber 2019. Prior to this The Trust generally met or exceeded the 90% response 

rate within 30 days.  

 The backlog of complaints is a cause for concern and this was escalated to the 

divisions for review.  The divisions have a plan to clear the majority of the back-

log by the end of October. 

 The team are reviewing the performance measures and data collection to present 

performance against this standard in a more meaningful way. 

 

Number of complaints received 

 The chart shows that complaint numbers remains in normal range although 

reaching the UCL.  

 YTD we have received 131 complaints compared with 160 at the same point in 

21-22. 

 Complaints are triaged more rigorously when received with those that are enquir-

ies or concerns being de-escalated and managed differently.  

Risks: 

There is a reputational risk to the Trust in delayed complaint responses. Typically com-

plainants are angered by delays and there is a higher chance of comebacks or addition-

al complaints being made.   It is crucial that the divisions meet the trajectory to address 

the backlog of complaints, there is a risk that operational pressures continue and the 

position deteriorates further. 

What the chart tells us:   
The charts shows that complaint numbers, whilst not increasing are not decreasing as we would like to see. In addition we see a continuing decline in complaint response 

rates.  
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Our Performance – Executive Narrative 

 

 

 

 

 

 

 

 

Andy Parker 

Chief Operating Officer  

As the Chief Operating Officer I am often asked about those Operational issues that “keep me awake at night” and currently, as we start the au-

tumn period, there are two main areas of concern, our Urgent and Emergency Care [UEC] pathway, its current pressures and the approaching 

winter, and our current performance for our cancer patients. 

1. Urgent and Emergency Care [UEC] Pathways  

We continue to see pressure with our UEC pathway within Wye Valley NHS Trust, across Herefordshire / Powys and the Integrated Care System 

[ICS] , Regionally and Nationally. 

Our Emergency Department [ED] continues to see long waits for admitted patients and Ambulance handover delays long than we would like, and 

although our minors and paediatrics elements of  ED perform above 95% for the 4 hour arrival to discharge standard, our patients that require 

treatment via majors and then onwards admissions remains a concern. Further details follows in my section of the Integrated Performance Re-

port. 

As we develop our Winter Plan and tactics for coping, for what is predicated to be a challenging winter, various work steams  are coming together 

to improve our position. As we look at how we enable and support flow through revised processes and escalation plans we must  focus on the 

outcomes of the 100 day discharge challenge across the system  and how Social Care can deliver improved flow through their High Impact 

Change Model, such as increasing recruitment and deliver a temporary workforce solution for Home Frist prior to the winter period. 

The success of delivering our Winter Plan are key to protecting our UEC pathway and elective activity over the coming months.  

2, Cancer Pathways  

Both our 28 day and 62 day standard have been under significant pressure over the last few months.  Increased referrals, in particular in both 

Gastrointestinal pathways, workforce challenges, capacity and  pathway management have all been under pressures. 

Weekly meetings with the Divisions to discuss actions to address are on-going and  there are immediate improvements to oversight and local 

processes that can be addressed to make improvements. Other improvements are reliant on workforce changes and filling key shortfalls in ca-

pacity.  As well as offering support across the ICS, through mutual aid, where we can provide it.  

Myself , the Associate COOs and the Cancer Services Manager are focused on gaining momentum and improvements.  

The April to June 2022 Sentinel Stroke National Audit Programme [SSNAP] report has been received, and for another quarter, the Trust  have 

maintained their score of “B”, with particular improvements in Speech and Language Therapy input. This is the an excellent outcome as the period 

was particularly pressured with another Covid surge and pressures on workforce capacity.  

Internally, work is ongoing with support and training to Junior Doctor staff in ED to improve knowledge and recognition of stroke symptoms to im-

prove time to our Hyper Acute Stroke Unit [HASU] performance.  

We are reviewing our performance of patients who had not met 90% of their stay on a stroke ward. One of the key issues here are time spent in 

ED, use of out of hours Stand Operating Procedure and admission to alternative ward rather than our Acute Stroke Unit.    

Pre-consultation has started on the possible new ICS deliver model for Stroke and during this time, and with our learning for the deliver of Stroke 

over the recent “Covid years”, it is now an opportunity to ensure the final model is credible in terms of outcomes for patients and workforce re-

quirements whilst ensuing the best value for money.   
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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  

 5,731 people attended ED in August which was 310 less than July. The daily average attendance 

was 185 with a range of attendances in month was 163 through to 217 and just 4 days of 200 or 

more attendances.  

 1,726 ambulances conveyed to the Trust in month which was 76 less than last month. That equat-

ed to 56 per day. The range in month was 40 to 72 with 7 days having 60 or more conveyances. 

 Ambulance handover delays over 1hr have increased  to 10% of all conveyances.  

 43.2% of all emergency inpatient activity was discharged with 0 LOS in August.. Performance 

has been above 40% for the past since January.  

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

 Maintain a dedicated Frailty SDEC  

 Recruit to our dedicated ward base discharge non-clinical coordinators. Three out of Six started 

in September. Remainder start in October. 

 Continue to scope and model our Virtual Ward offering to provide 15 virtual beds, Estimated 

delivery in January 2023  

 Establish continued rapid progress around our Modern Ward work to deliver transformational 

and cultural change around flow at ward level. Ward based plans developed linking with 100 

day discharge agenda. 

 Local Authority to provide fully established HomeFirst workforce through recruitment and / or 

temporary staffing  

 Clear Flow and Surge plans for escalation as we approach the Winter Period  

Risks:  
 Sustained pressure in ED attendances and continued challenges demand  

 Urgent and Emergency care flow through the health and social care system and the impact of Medical Fit for Discharge [MFFD] delays. Which peaked at over 65+ patients 

in early August.  

 Workforce constraints due to acute floor vacancies  

What the chart tells us:   

Performance consistently above 80% early in the period but as volume of attendances started to increase with relaxation of national COVID rules and IPC challenges perfor-

mance started to suffer. Improved performance seen again from December 2020 to March 2021 but coinciding with reduced volumes of attendances. The last three months has 

seen Performance in the high to  50s%  but our Type 1 performance remains approx. 55 / 116 English Trusts each week. 

Assurance Variation Data Quality Mark 

   
The system is expected 

to consistently Fail the 

target 

Special cause variation - 

cause for concern 

(indicator where LOW is 

Reasonable Assur-

ance 
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Operational Performance  – Cancer Performance 28 days [July 22] 

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 having cancer ruled out, with-

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

  

  

  

 

 
 
 
 

 

Performance and Actions  
Referrals  

 Cancer referrals remain high compared to 19/20 with a  25% increase in referrals, over 1,200 

additional patients.  

 We continue to see high numbers of referrals in Lower Gastrointestinal [GI], 121% increase, 

over 600 patients, compared with 19/20 and Upper GI referrals, 111% increase, almost 300 

patients, compared with 19/20. Conversion rates to surgery from both specialities remain 

around 6%, the same as 19/20. 

 Urology and Respiratory have also seen an increase in referrals compared to 19/20 with al-

most 150 patients between them  

 28 Days  

 Eight pathways failed to meet the target. Upper and Lower GI, Head and Neck, Skin, Lung, 

Sarcoma, Urology and Gynaecology. 

Main Specialties impacting on performance reduction: 

 Upper and Lower GI: Workforce challenges and Endoscopy remain the biggest challenges. 

There are process issues within both that need addressing and this has been discussed with 

the Divisions.  Computerized Tomography Colonoscopies  [CTCs]  remain an issue and are 

increasing in September. Endoscopy the capacity to backfill mid-week sessions and WLIs re-

main an issues. Diagnostics update provides more detail  

 Skin have their one stop clinics due to re-start along with “benign” letter templates, listing from 

TeleDerm to avoid first OP appointments along with the recruitment of a new  the appointment 

of new Associate Specialist in December should see 28 days improve. 

  COO and Cancer Manager to meet with each speciality to discuss plans over next month.  

Risks: 

 Cancer referrals continues remain over 20% above 19/20 levels  

 Endoscopy and radiology capacity still remains to be an issue.  

What the chart tells us:   

 28 Day faster diagnosis =  Performance against this target deteriorated in July to 47.3% against a target of 75%. We also dropped when compared with peers. Predictions 

are we will not meet this target in August.  

Assurance Variation Data Quality 

   
The system is expected 

to consistently Fail the 

target 

Special cause variation – 

Cause for concern  

(where high is a concern) 

Reasonable  

Assurance 
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Operational Performance  – Cancer Performance 62 days [July 22] 

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 having cancer ruled out, with-

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

  

  

  

 

 
 
 
 

 

Performance and Actions  
62 Days:  

 Two pathways met the 85% standard. These were Skin and Sarcoma  

 Other pathways failed to meet the standard  

 Newly appointed Cancer project manager is focusing on deep dives within specialities to un-

derstand specific delays to support with action plans.  

 Pathway navigator in post for Urology, recruited to in Breast awaiting start date, vacant in Colo-

rectal, Upper GI and Lung but out to advert.  

 Shortfalls in Multi-Disciplinary Team [MDT] co-ordinators are also causing an issue to track 

and progress patient pathways. Permeant positions are filled and are awaiting to start in the 

next month.  

 104 day and 63 day waits for waits for Cancer have increased to over 200 from 160 at the end 

of August. Both driven by challenges in Upper and Lower GO pathways. Lower GI making al-

most half on the backlog. 

 New report “live” reports have been generated on Operational dashboards linked to the Trusts 

Cancer system to allow managers  to have overview of patients above 63 days with comments 

of delays.  Cancer manager reviews the above with all specialties each week with general 

managers at Cancer Patient Tracking List meeting.  

Risks: 

 Cancer referrals are running at  20% above 19/20 levels  

 Endoscopy and radiology capacity still remains to be an issue.  

What the chart tells us:   

 62 day Treatment standard = The Trust performance was 64.3% against a target of 85%. This drop over the last few months reflects the challenges with referrals, the on-

going capacity and workforce challenges early in the pathway and also when listed for treatment. Against peers we are still perform at a reasonable position, as we do na-

tionally.  

Assurance Variation Data Quality 

  

 
The system performance 

is Variable 
Special cause variation – 

Cause for concern  

(where low is a concern) 

Reasonable  

Assurance 
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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 patient’s wait-

ing 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: 

 6% increase in referrals [compared with 19/20]. Cancers and Urgents are significantly higher 

than 19/20 whilst Routines remain 7% below 19/20 

 During August New Outpatient [OP] appointments were 9% above 19/20 whilst Follow-up OP 

appointments were 10% above 19/20 

 Elective inpatient activity was 20% above 19/20 and almost on plan. 

 Elective Day Case activity was 14% below 19/20 activity. Mainly driven by case mix within sur-

gery to reduce long waiting patients and the changes within the Haematology pathway due to 

workforce challenges  

Actions to address around increased Productivity: 

 Pre-operative pathways: working across Foundation Group to review pathways, increase pa-

tient per sessions  to reduce clinic slot times, increases patient per session and reduce on the 

day cancellations.  

 Increase Theatre templates by 30 minutes to 240minutes for every Theatre sessions from Sep-

tember onwards. 

 Improved Theatre scheduling meeting to include senior oversight and escalation of unfilled lists 

to  Divisional Tri. 

 Increases in on the day productivity through improved Theatre start times and reduced times 

between cases  

 Trustwide Productivity Board in place to monitor progress. 

Risks: 

 Impact of UEC pathways on elective bed base  

 Workforce challenges to meet activity plan due to recruitment of substantive and Locum staff 

and high levels of staff absence.  

What the chart tells us:   

 Performance against English RTT standards in August was 61.7%, a 0.6 % decrease since last month. English RTT has remained in the low 60s% during 22/23  

 Performance against the Welsh RTT standards in August was 68.7% and has increased slightly over the last two months from 66%. 

 One complex patient 104 week breach for August. Patients waiting longer than 78 weeks continue to decline on a month on month basis. 

Assurance Variation Data Quality 

 

 

 
The system is expected to 

consistently Fail the target 
Special cause variation – 

Cause for concern  

(where low is a concern) 

Reasonable  

Assurance 
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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 receive 
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: 

 Magnetic Resonance [MRI] achieved over 120% of 19/20 activity last month. The mobile MTI re-

mainS on site working 12/7 across 7 days has seen s significant reduction in the waiting list 

 Computerized Tomography [CT] scans achieved over 120%  of 19/20 activity last month. We have 

also started to reduced with increased mutual aid within the Integrated Care System [ICS] and the 

use of insourced radiographers from the end of the month. This will not only support the reduction 

in the waiting list but provide increased CT Colonography [CTC] for patient needing investigations 

for bowel cancer and improve our cancer performance  

 Non-Obstetric Ultrasound achieved over 120% of 19/20 activity last month. 

Echocardiography: 

 Achieved  over 120% of 19/20 activity last month. Additional insourcing has provided ongoing sup-

port along with additional sessions through substantive staff. We have been successful in recruit-

ing new trainee Cardiac Physiologists who will also start in October and, once qualified, these new 

start along with a new Chief Cardiac Physiologist will provide stability on service. 

Endoscopy: 

 The end of August Waiting List position is a marginal increase on end of July’s position. 

 WLIs continue to support the activity plan with our Non-medical endoscopist taking on additional 

sessions, along with an additional job planned session for one of our medical endoscopists. 

 A business justification will be presented to Trust Management Board for a Gastroenterology Lo-

cum who will undertake additional endoscopy lists per week, these will be flexible to support fur-

ther in-week backfill 

Risks: 

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

 Loss of Mobile MRI in the Autumn  

 Increased referrals both internal and external. Various work streams on going to reduced referrals  

What the chart tells us:   

 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.  

 Improvements in a Waiting List size for a number of Diagnostics in the last month. Particularly MRI, Non-Obstetric Ultrasound and Echocardiography 

Assurance Variation Data Quality 

   
The system is expected to 

consistently Fail the target 
Special cause variation – 

Cause for concern  

(where high is a concern) 

Reasonable  

Assurance 
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Our Workforce – Executive Narrative 

 
  

 

The effective management of sickness absence remains a high priority area for HR and all HRBPs are playing an active role in coaching and 

supporting line managers to ensure sickness absence is being addressed in a fair and compassionate way. The % of sickness absence has 

reduced to 4.81%.in Sept 2022. 

Clinical vacancies (hcsws at band 2, band 5 nursing, drs) continue to be an area of concern as is the case for many NHS organisations. A 

proposal to introduce a WVT career & pay progression framework to enhance the recruitment and retention of healthcare support workers is 

on the agenda for consideration. We are meeting new providers and reviewing proposals to address our hard to fill clinical vacancies by ex-

panding international recruitment and recruiting to different roles.   

We continue to work in partnership with ICS colleagues on recruitment & retention programmes, health & wellbeing initiatives and additional 

cost of living schemes to support staff. The ICS has been accepted onto the NHS Employers Diversity in Health & Care Partners programme 

for the next 12 months. 

Through F&PE meetings we are providing detailed HR reports and analysis on progress with workforce kpis by Division and service leaders 

have been tasked with attaining compliance with outstanding performance appraisals by 31 October. Work is progressing as planned with the 

e-rostering project and electronic job planning for clinical staff across the Trust  

Cohort 3 of our WVT leadership development programmes will commence on 28 September and the programme is well rated by delegates 

with an average score of 4.6 out of 5.  

Geoffrey Etule 

Chief People Officer 

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

Rolling 

12 

Months 

Average 

Target 
Thresh-

old 

Turnover (% - Rolling 12 Months)                                   

Turnover 10.6% 10.4% 10.7% 11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 13.7% 12.5% <=10% >15% 

Substantive Vacancy (% - In                                   

Substantive Vacancy Rate – Total 8.6% 8.7% 8.6% 8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 10.4% 9.4% <=5% >10% 

Agency Spend (% - In Month)                                   

Agency Spend % Pay Bill 9.3% 9.0% 7.5% 8.4% 8.0% 8.9% 8.4% 9.0% 8.7% 13.1% 13.2% 11.8% 11.2% 13.2% 10.1% <=6.4% >11.4% 

Sickness (% - In Month)                                   

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

Appraisals (% - In Month)                                   

Appraisal – All 87.3% 72.4% 72.4% 74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 69.8% 73.9% =>85% <80% 

Training (% - In Month)                                   

Core Skills 91.7% 90.1% 89.9% 89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 88.5% 89.4% =>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    

  

  

 

   

We are addressing vacancies in clinical areas largely through international recruiment, en-

hanced use of social media and working with national recruitment agencies..  

    Phase 2 of the support worker recruitment campaign with Hoople and The DM Lab 

which includes leaflet drops, posters and stalls in supermarkets, leisure centres and foot-

ball grounds is now live. WVT is also supporting Hoople in developing an international re-

cruitment campaign for Home First support staff.. 

    WVT is actively engaged in ICS wide workforce projects and we are involved in   design-

ing  a  comprehensive rolling recruitment campaign to be launched by January. We are 

also considering ICS wide recruitment & retention incentives and the NHS Cadets pro-

gramme will be an ICS wide scheme from January. 

    The TRAC recruitment system provides weekly reports on all recruitment activity for line 

managers and HR business partners. The reports highlight areas of concern which are es-

calated to the appropriate senior managers to ensure that all bottlenecks are being ad-

dressed appropriately and promptly.  

    Fortnightly meetings with the MD, Medical Staffing Manager & Strategic Medical HR 

Lead to review progress with vacancies and cases of concern .Overseas recruitment of 

medics to continue throughout 2022/23  and we are reviewing proposals to recruit to our 

hard to fill posts  through more targeted international recruitment 

    Further actions being taken to aid recruitment includes the introduction of a new monthly 

WVT work shadowing programme, publicising opportunities for  partners of employees to 

register on the bank, regular WVT presence at jobcentreplus centres, Herefordshire wide 

recruitment fairs. We are extending our work with jobcentreplus and seeking direct onsite 

support and presence  in view of offering work trials and placement opportunities for job 

seekers at WVT.    

Risks: 

Clinical vacancies , band 2 hcsw vacancies 

What the chart tells us:  

The rolling 12 month position remains fairly consistent across the period between August 2021 and August 2022, although deteriorated in the last 3 months, peaking in July 

2022. 

Assurance Variation Data Quality Mark 

   

The system is expected to 

consistently Fail the target 
Special cause variation – 

Cause for concern  (where 

high is a concern) 

Reasonable  

Assurance 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

8.7% 8.6% 8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 10.4% 

14/31 36/233



Our Workforce – Turnover 

We are driving this measure: 

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  
The overall rolling 12 month turnover at Trust level is now at 13.7% for September 
2021 to August 2022,. This is largely due to operational pressures and clinical va-
cancies NHS wide leading to increased workloads which contributes to an increase 
in staff turnover.. We have established local recruitment & retention working groups 
in all divisions with monthly update meetings at the HRD supported WVT recruit-
ment & retention group to review local actions and share information on NHS wide 
good practice to aid retention.  

Support workers at band 2 level continue to have the highest turnover rate at the 
Trust and are the group most affected by the increases to the cost of living. As part 
of the workforce strategy to grow and retain our staff, the proposal to introduce a 
WVT career & pay progression framework is on the agenda. We currently have  55 
FTE vacancies and we anticipate that with the approval of the career progression 
framework, this will be significantly reduced over the coming months 

Turnover rates for qualified nurses at band 5 level remains the other major area of 
concern at WVT and the Trust continues to work closely with Yeovil in recruiting 
qualified nurses from overseas.  A review of the band 6 staffing establishment is to 
be conducted to ascertain the feasibility of employing more band 6 nursing staff 
which has been shown to aid retention significantly. The project to employ 100 new 
international nurses by the end of the financial year is on track  . We currently have 
132 FTE nursing vacancies and it is anticipated that this will be reduced to circa 60 
vacancies by March through international recruitment and if we can employ more 
staff at band 6 level. 

Actions being taken to aid retention includes refreshed guidance and  information 
on retire & return, promoting flexible working options with monthly HRBP review of 
flexible working practices trust wide, band 5 retention incentive for hard to fill areas 

Risks: 

Growing staff turnover  

What the chart tells us:   

The rolling 12 month position shows a steady increase across the period between August 2021 and July 2022, falling in the last month August 2022 

Assurance Variation Data Quality Mark 

 

  
The system performance 

is Variable 
Special cause variation – 

Cause for concern  (where 

high is a concern) 

Reasonable  

Assurance 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

10.4% 10.7% 11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 13.7% 
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Our Workforce – Sickness 

We are driving this measure: 

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  
 

Sickness at Trust level has decreased to 5.33%, which is lower compared to a roll-

ing 12 month average sickness of 6.37%. With the significant reduction of covid re-

lated absences, the % of absence is now at 4.81% as of 19.09.22 

The management of sickness absence continues to be a high priority area for HR 

and all HRBPs are playing an active role in coaching, training, investigating and 

supporting line managers across WVT in tackling sickness absence. Data from HR 

is used at Divisional challenge meetings where line managers are held to account 

for their workforce kpis  

 

HRBPs work  closely with line managers on key areas required to reduce absence 

(reasons for absence, costs, hotspots, compliance with return to work interviews, 

sickness trends, sickness reviews, policy trigger points etc) and provide advise on 

appropriate actions. Case conferences with Occupational Health on complex cases 

are also in place and a weekly absence trend line report for the entire Trust is moni-

tored at the weekly covid operational meetings attended by exec directors and divi-

sional leaders.  

Covid and mental  health conditions have been the top reasons for absence over 

the past year followed by MSK , gastrointestinal and winter ailments. We are taking 

steps to enhance our mental health support programmes for staff with ICS partners 

and we intend to put additional resources in OH to support staff  

What the chart tells us:   

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

mainly due to the Covid related absences. 

Assurance Variation Data Quality Mark 

   
The system is expected to 

consistently Fail the target 
Special cause variation – 

Cause for concern  (where 

high is a concern) 

Reasonable  

Assurance 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

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

We are driving this measure: 

  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 well-

being appraisal conversations with staff. This will continue to be reviewed at 

F&PE meetings in 2022/23.  

Divisional leaders have been asked to ensure outstanding performance ap-

praisals are completed by 31 October.  

What the chart tells us:   

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

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

Assurance Variation Data Quality Mark 

 

 

 
The system is expected to 

consistently Fail the target 
Special cause variation – 

Cause for concern  (where 

low is a concern) 

Reasonable  

Assurance 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

72.4% 72.4% 74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 69.8% 
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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  
 

The Trust continues to make good progress in this area. Performance will continue 

to be reviewed at the monthly F&PE meetings. 

What the chart tells us:   

  The rolling 12 month position remains fairly consistent across the period between August 2021 and August 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 

  

 The system performance is 

Variable 
Special cause variation – 

Cause for concern  (where 

low is a concern) 

Reasonable  

Assurance 

Aug-

21 

Sep-

21 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

90.1% 89.9% 89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 88.5% 
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Wider Workforce & Organisational Development Update 

 This section provides a summary of wider workforce and organisational development initiatives for information 

  

ICS Workforce Developments  

 Occupational Health—project officer to review provision of OH services and report by March  2023 

 Workforce  planning support —workforce planning and development officers being recruited  to be deployed to support Place based workforce pro-

jects  

 Recruitment & Retention—ICS wide rolling recruitment & retention  campaign  to be launched by January and exploring joint international recruit-

ment programmes 

 ICS wide  HR projects to be completed by March—bank & agency review, band 2/3 progression, OH, international recruitment  
 

Health & Wellbeing  

 WVT Health & Wellbeing Week (3 to 9 October) - Connecting staff with nature programme for staff with the University of Derby and Halo Leisure  

 Workplace Menopause Group— support sessions and information for staff  now available and WVT to promote Menopause awareness month in October  

 H&W Staff Mental Health Wellbeing Hub - delivering additional support  to trusts including on-site stands, joint sessions and a workshop for restorative supervision 

for line managers  

 

Equality, Diversity & Inclusion (EDI) 

 NHS Employers Diversity in Health & Care Partners programme -  programme to enable partners work on unique ways to help innovate 

and create a positive working environment for staff and meet NHS EDI requirements  

 Black History Month being promoted and celebrated at WVT and ICS wide throughout October  

 FTSU month events in October  

 Cultural Ambassadors—12 employees trained to-date to support recruitment and good employee relations  at WVT 

 

Organisational Development  

 Apprenticeships -132 live apprenticeships at WVT and admin career development programmes to be promoted through education newsletters  

 MH First Aid training – 94 MH first aiders in the organisation. 

 MH Line managers awareness – 171 managers trained in mental health awareness  

 

Civility Saves Lives – 119 members of staff have attended a session to-date  
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Our Finance – Executive Narrative 

 
  

Income & Expenditure Performance 

The scale of financial improvement needed this year is significant, with the agreed deficit plan of £6.6m for the year and a recurrent 

underlying deficit.  The planning round for the next two financial years is soon to commence. 

 

The financial position at the end of month 5 (August) was a deficit of £3.236m. This was only marginally behind the current plan with 

an overall adverse variance of £297k.   The position included c.£4.0m 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 achieve 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.12.4% of the total pay bill (including pay award provision) and are exceeding the agency ceiling cap 

significantly.  Targeted actions to tackle temporary staffing costs are being pursued. 

 The Trust has set a cost improvement delivery target of £11.8m for the year and has delivered £3m of savings in the first five 

months.   This is less than the £3.4m 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 £2.2m during the first five months of the year, primarily on continuation of schemes already in progress.   The 

constrained capital funding (£4.5m excluding national programmes), significantly reduces the schemes that can be progressed and the 

plan includes a £0.6m slippage assumption to meet the confirmed funding sources. We continue to seek additional sources of capital 

funding for critical programmes. 

Cash 

The Trusts cash balance at the 31 August 2022 was £29.1m, representing a decrease since prior financial year end but is also better 

than the plan.  Cash continues to be 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 suppliers within 30 days.  Measured 

by volume, the Trust paid 84.2% of invoices within 30 days in August.  This is a reduction from prior months reflecting a change to the 

calculation methodology following a review by external audit, and is expected to improve over the coming months, linked to the no PO 

no Pay policy. 

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 5 (August) was a deficit of £3.236m.  This was only 

marginally behind the current plan with an overall adverse variance of £297k. 

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

ty and unfilled vacancies.  Although also includes exceptional agency values — 

12.4% 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.£4m 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 lev-

els 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 £3m 

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 

£7.4m with further opportunities of £4m.  

Risks: 

Key Financial risks  

 Core System ERF (50% of £9.8m)  

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

 CPIP Cost Efficiency (£1.9m core and £1.5m stretch target) 

 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. 

STATEMENT OF COMPREHENSIVE INCOME - To Month 5  - 31st August 2022 - 2022/23

VARIANCE
2022-23 IN

ANNUAL CUMULATIVE CURRENT
BUDGET BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract Income 258,978 107,725 106,826 (899) (52)

Excluded Drugs 22,821 9,509 9,387 (122) 112

Non Contracted Activity (NCA's) 1,399 583 583 0 0

Other Income for Patient Care 8,882 3,728 3,636 (92) (25)

Donations For Non Current Assets 400 167 0 (167) (33)

Other Non Patient Income 7,090 3,074 2,940 (134) (15)

COVID Funding 7,601 3,598 3,183 (415) (287)

 Total Operating Income 307,171 128,383 126,555 (1,828) (301)

Pay Expenditure 191,854 79,638 78,991 646 83

Non Pay Expenditure 79,426 34,398 33,704 694 5

Excluded Drugs 23,521 9,635 9,739 (104) (39)

 Total Operating Expenditure 294,801 123,670 122,434 1,236 50

 EBITDA 12,371 4,713 4,121 (592) (251)

Depreciation 10,241 4,020 4,027 (7) (2)

Interest Receivable 131 63 138 74 16

Interest Payable on Loans 230 96 102 (6) (0)

Interest Payable on PFI 6,288 2,620 2,620 (0) (0)

Dividends on PDC 2,731 1,138 1,138 (0) (0)
 

Operating Surplus/ (Deficit) (6,989) (3,098) (3,629) (531) (237)

Donated Assets Adjustment (381) (159) (393) (234) (47)

Adj. financial performance retained Surplus/ (Deficit) (6,608) (2,940) (3,236) (297) (191)

YEAR TO DATE

(1,716)

(4,284)

(1,692)

(2,369)

(3,237)
(3,590)

(4,103) (4,209)
(4,470)

(5,132)

(5,865)

(6,608)
(7,000)

(6,000)

(5,000)

(4,000)

(3,000)

(2,000)

(1,000)

0

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

Run Rate

Actual cumulative Deficit/Forecast Locked Financial Planned Deficit
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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 12.4% 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 increased in M5 (the increase was volume driven ).  

The Trust spent £8.5m on nurse agency in the prior year (2021-22) and an extrapolated 

sum of current year to date spend would show this trending to £14.2m.  This is unafforda-

ble and corrective action is now in place to influence the trend down including a new Mas-

ter Vend supply contract and enhanced operational controls. There are three factors driv-

ing the high cost: the demand in volume; the previous use of escalated prices (allowing 

greater fill of the Trusts increasing demand but at a cost); the proportion of the shifts being 

requested in week at short notice.  

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

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

Trust.  Medical bank typically still involves premium rates, even if marginally lower than 

agency on average. Having peaked in March of the prior financial year, the trend is cur-

rently reducing (though did increase in M5).  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 five 

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 MARP have been re-established.  

Risks: 

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

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

Allocate implementation and enhanced operational controls. 

 Increased workforce gaps resulting in greater requirement for temporary workforce solu-

tions. 

 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 fi-

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

through increasing agency provision. 
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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 has delivered £3.011m of savings 

in the first five months. This is £0.392m lower than the target for the same period. The risk 

adjusted outturn forecast is currently valued at £7.472m, leaving a current state gap of 

£4.3m.  

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. Our ability to tackle 

agency spend to the scale and pace required is challenging given current operational and 

workforce challenges. 

The risk adjusted gap of £4.3m consists of £1.9m (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£3.6m. 

Risks: 

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

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

tinely 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 fi-

nancial risk of underachievement against this programme.  A small under achievement 

year to date requires mitigation over the coming months.   
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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. 

Performance and Actions    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

Care must be taken when comparing WAU’s reported in different places, as data sources must be consistent-

ly applied and will vary.  The graphs here apply the WAU methodology to the same defined data sources 

consistently each month so may be compared as a trend (and across the Foundation Group).  

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 value of 19/20 activity.   

The month 5 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 as-

sociated with the inclusion of ERF income in our financial position: 

 Month 5 includes £4..1m of accrued 104% system ERF.  Going forward there is the 

risk this could move into a clawback position for any variance occurring in the sec-

ond 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 in-

creased.  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 funding 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 mon-

etise productivity valued in the plan at £2.5m.  Mitigation - Activity plans and additional 

capacity resource have recently been reviewed to facilitate monetising planned improve-

ments 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, particular-

ly 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. 
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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 £276k less than the plan for that period. This is 

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

penditure has started from Month 5. 

 £627k on the continuation of the development of the EPR system; 

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

dered in 21/22 and now delivered; and 

 £545k on activities related to the New Wards scheme, including replacement water 

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

Cash: The Trust continues to hold cash balances which exceed the plan.  The cash 

position improved in August with a corresponding reduction in accounts receivable.  Fol-

lowing a review in conjunction with external audit, the calculation methodology for Better 

Payment Practice Code has been amended in August.  

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. 

Mitigation— 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 2,053 912

Equipment Total 907 363

Estates Total 2,097 655

Slippage (553) 0

Total Core Operating (ICS) Capital 4,504 1,930

TIF PDC Total 2,638 313

CDC - Endoscopy Total 288 0

Cyber Security PDC Total 31

Total National Programme funding bids 2,957 313

Donated Assets 500 0

Grand Total 7,961 2,519 2,243 276
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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 August 2022 

against the plan. 

Non-Current Assets 

The SoFP YTD position remains similar to the 21/22 closing 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 Assets 

Accounts Receivable reduced in Month 5 although they are still above plan.  

Cash held increased by £6.5m reflecting the reduction in receivables. 

Current Liabilities 

Current liabilities reduced by £0.5m compared to last month.  Net current 

assets reduced by £0.7m in month broadly in line with the movement in the 

SoCI. 

Non-Current Liabilities 

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

ties. 

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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Version 1 22020304 

Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Standing Orders and Standing Financial Instructions refresh 2022
Status of report: ☒Approval ☐Position statement  ☐Information  ☐Discussion
Report Approval Route: Audit Committee 15/09/22
Lead Executive Director: Chief Finance Officer
Author: Clive Andrews, Associate CFO
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report

To provide the Board with proposed updates to the Standing Orders (SOs) and Standing Financial 
Instructions (SFIs) and to better align approval limits across the Foundation Group.  The proposed 
changes were reviewed through the Audit Committee on 15th September and endorsed for final approval 
by Board.  A further amendment has been made as a result of the Audit Committee discussion, to clarify 
the requirement to consider total value of spend when applying the SFI limits.

2. Recommendation(s)

The Board is requested to:

• Approve the revised SOs and SFIs which will then be adopted and communicated across the 
Trust.
 

3. Executive Director Opinion1

I am supportive of this refresh which enables us to provide further clarity as a result of in year queries, 
and to align limits across the Foundation Group.  

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 

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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Foreword to Standing Orders 

NHS Trusts are required by law to make Standing Orders (SOs), which regulate the way in which 
the proceedings and business of the Trust will be conducted. Regulation 19 of the NHS Trusts 
(Membership and Procedure) Regulations, 1990 (as amended) requires the meetings and 
proceedings of an NHS Trust to be conducted in accordance with the rules set out in the Schedule 
to those Regulations and with SOs made under Regulation 19(2). 

These SOs and associated documents are extremely important. High standards of corporate and 
personal conduct are essential in the NHS. As the NHS is publicly funded, it is accountable to 
Parliament for the services it provides and for the effective and economical use of taxpayers’ 
money. The SOs, Standing Financial Instructions (SFIs), procedures and the rules and 
instructions made under them provide a framework and support for the public service values 
which are essential to the work of the NHS of: 

• Accountability – the ability to stand the test of Parliamentary scrutiny, public judgements on 
propriety and professional codes of conduct. 

• Probity – an absolute standard of honesty in dealing with the assets of the Trust; integrity 
in decisions affecting patients, staff and suppliers, and in the use of information acquired in 
the course of NHS duties. 

• Openness – transparency about NHS activities to promote confidence between the 
organisation and its staff, patients and the public. 

  
Additional documents, which form part of these “extended” SOs are: 

• SFIs, which detail the financial responsibilities, policies and procedures to be maintained 
by the Trust. 

• Schedule of Decisions Reserved to the Board of the Trust 
• Scheme of Delegated Authorities, which sets out delegated levels of authority and 

responsibility 
 
These extended SOs set out the ground rules within which Board directors and staff must operate 
in conducting the business of the Trust. Observance of them is mandatory. Such observance will 
mean that the business of the Trust will be carried out in accordance with the law, Government 
policy, the Trust’s statutory duties and public service values. As well as protecting the Trust’s 
interests, they will also protect staff from any possible accusation of having acted less than 
properly. 

All executive and non-executive directors and senior staff are expected to be aware of the 
existence of these documents, understand when they should be referred to and, where necessary 
and appropriate to their role, make themselves familiar with the detailed provisions. 
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INTRODUCTION

1. The Wye Valley NHS Trust (the Trust) is a body corporate which was established under on 
1st April 2011 under The NHS Trust (Establishment) Order 1993 (the Establishment Order).

2. The principal place of business of the Trust is Trust Headquarters, Hereford County 
Hospital, Stonebow Road, Hereford, HR1 2ER. 

3. NHS Trusts are governed by statute, mainly the National Health Service Act 2006 and the 
Health and Social Care Act 2012. 

4. The statutory functions conferred on the Trust are set out in the NHS Act 2006 (Chapter 3 
and Schedule 4) and in the Establishment Order. 

5. As a body corporate, the Trust has specific powers to contract in its own name and to act 
as a corporate trustee. In the latter role, it is accountable to the Charity Commission for 
those funds deemed to be charitable as well as to the Secretary of State for Health and 
Social Care. The Trust also has a common law duty as a bailee for property held by the 
Trust on behalf of patients. 

6. The Department of Health (DH) requires that Boards draw up a schedule of decisions 
reserved to the Board and ensure that management arrangements are in place to enable 
responsibility to be clearly delegated to senior managers. The Code of Conduct and Code 
of Accountability makes various requirements concerning possible conflicts of interest of 
Board directors. The NHS Trusts (Membership and Procedure) Regulations 1990 requires 
the establishment of audit and remuneration committees with formally agreed terms of 
reference. 

7. The Freedom of Information Act 2000 and the Environmental Information Regulations 2004 
sets out the requirements for public access to information on the NHS. 

8. Through these SOs, the Board exercises its powers to make arrangements for the 
exercise, on behalf of the Trust, of any of its functions by a committee or sub-committee 
appointed by virtue of the SOs; or by an officer of the Trust, in each case subject to such 
restrictions and conditions as the Board thinks fit or as the Secretary of State for Health 
and Social Care may direct. 

9. These documents, together with SFIs, provide a regulatory framework for the business 
conduct of the Trust. They fulfil the dual role of protecting the Trusts’ interests by ensuring, 
for example, that all transactions maximise the benefit to the Trust and protecting staff from 
possible accusations that they have acted less than properly. 

10. The SOs, Scheme of Delegation document and SFIs provide a comprehensive business 
framework. All directors and all staff should be aware of the existence of these documents 
and, where necessary, be familiar with their detailed provisions to the extent required for the 
proper conduct of their duties.

11. The failure to comply with SOs and SFIs can be regarded as a disciplinary matter that 
could result in dismissal.
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SECTION A - INTERPRETATION AND DEFINITIONS FOR STANDING ORDERS AND STANDING 
FINANCIAL INSTRUCTIONS

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

Save as otherwise permitted by law, at any meeting the Chair of the Trust shall be the final 
authority on the interpretation of Standing Orders (SOs) on which the Chief Executive, 
guided by the Company Secretary, shall advise him and in the case of Standing Financial 
Instructions (SFIs) by the Director of Finance and InformationChief Finance Officer.  The 
following definitions apply for this document. 

Legislation definitions: 

• the 2006 Act is the National Health Service Act 2006 
• the 2012 Act is the Health and Social Care Act 2012
• Membership and Procedure Regulations are the National Health Service 

Trust (Membership and Procedure) Regulations 1990 (SI(1990)2024), as 
amended. 

 
Other definitions:

•  Accountable Officer means the NHS Officer responsible and accountable for 
funds entrusted to the Trust.  The officer shall be responsible for ensuring the 
proper stewardship of public funds and assets.  For this Trust, it shall be the 
Chief Executive.

• Board means the Chair, Officer (Executive Directors) and Non-Officer (Non-
Executive Director) members of the Trust collectively as a body.

• Budget means a resource, expressed in financial terms, proposed by the Board 
for the purpose of carrying out, for a specific period, any or all of the functions of 
the Trust.

• Budget holder means a director or employee with delegated authority to 
manage finances (Income and Expenditure) for a specific area of the 
organisation.

• Chair of the Board (or Trust) is the person appointed by the Secretary of State 
for Health and Social Care and Social Care (delegated to NHSE/I) to lead the 
Board and to ensure that it successfully discharges its overall responsibility for 
the Trust as a whole. The expression “the Chair of the Trust” shall be deemed to 
include the Deputy Chair of the Trust if the Chair is absent from the meeting or is 
otherwise unavailable. 

• Chief Executive means the Chief Officer of the Trust. The Chief Executive is 
also the Accountable Officer.

• Managing Director means the Managing Director of Wye Valley NHS Trust and 
the person responsible for the day to day management of the Trust.
Clinical Directors are specialty leads reporting to and accountable to the Chief 
Executive, with professional oversight from the Medical DirectorChief Medical 
Officer. They are excluded from the term “director” for the purposes of this 
document, unless specifically stated otherwise. 

• Commissioning means the process for determining the need for and for 
obtaining the supply of healthcare and related services by the Trust within 
available resources.

• Committee means a committee or sub-committee created and appointed by the 
Trust.

• Committee members means persons formally appointed by the Board to sit on 
or to chair specific committees.
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SECTION A - INTERPRETATION AND DEFINITIONS FOR STANDING ORDERS AND STANDING 
FINANCIAL INSTRUCTIONS

• Contracting and procuring means the systems for obtaining the supply of 
goods, materials, manufactured items, services, building and engineering 
services, works of construction and maintenance and for disposal of surplus and 
obsolete assets.

• Deputy Chair/Senior Independent Director (SID) means the non-officer 
member appointed by the Board to take on the Chair’s duties if the Chair is 
absent for any reason.

• Director of Finance and InformationChief Finance Officer means the Chief 
Financial Officer of the Wye Valley NHSTrust. 

• Executive Director is an officer of the Trust. Up to five will be voting members of 
the Trust Board, appointed in accordance with the Membership and Procedure 
Regulations, 1990. The remainder will not be eligible to vote on the Trust Board. 

• Funds Held on Trust are those funds which the Trust holds at its date of 
incorporation, receives on distribution by statutory instrument, or chooses 
subsequently to accept under powers derived under Part 11 (eleven) of the 
NHS Act 2006. Such funds may or may not be charitable. 

• Member means Executive Director (officer) or Non-Executive Director (non-
officer) member of the Board as the context permits.  Member in relation to the 
Board does not include its Chair. 

• Associate Member means a person appointed to perform specific statutory and 
non-statutory duties, which have been delegated by the Trust Board for them to 
perform, and these duties have been recorded in an appropriate Trust Board 
minute or other suitable record. 

• Membership, Procedure and Administration Arrangements Regulations 
means NHS Membership and Procedure Regulations (SI 1990/2024) and 
subsequent amendments.

• Motion is a formal proposition to be discussed and voted on during the course 
of a Trust Board or Committee meeting. 

• NHS England and NHS Improvement (NHSE/I) is responsible for the 
oversight of NHS Trusts and has delegated authority from the Secretary of 
State for Health and Social Care and Social Care for the appointment of the 
Non-Executive Directors, including the Chair of the Trust. 

• Nominated officer means an officer charged with the responsibility for 
discharging specific tasks within Standing Orders and Standing Financial 
Instructions.
Non-Executive Director also is a member of the Trust Board who is not an 
Executive Director of the Trust and is not to be treated as an Executive Director 
by virtue of regulation 1(3) of the Membership, Procedure and Administration 
Arrangements Regulations.

• Officer (or staff) means an employee of the Trust or any other person holding a 
paid appointment or office with the Trust. (This includes all employees or agents 
of the Trust, including medical and nursing staff and consultants practising upon 
the Trust’s premises and shall be deemed to include employees of third parties 
contracted to the Trust when acting on behalf of the Trust). 
Officer member means a member of the Trust Board who is either an Executive 
Director of the Trust or is to be treated as an Executive Director by virtue of 
regulation 1(3) (i.e. the Chair of the Trust or any person nominated by such a 
Committee for appointment as a Trust member).  

• Company Secretary means a person appointed to act independently of the 
Board to provide advice on corporate governance issues to the Board and the 
Chair and monitor the Trust’s compliance with the law, Standing Orders, and 
Department of Health guidance. 

• SFIs means Standing Financial Instructions.
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• SOs means Standing Orders. 
•   Trust means the Wye Valley NHS Trust.
• Working day means any day, other than a Saturday, Sunday or legal holiday 

Any reference to an Act of Parliament, Statutory Instrument, Direction or Code 
of Practice shall be construed as a reference to any modification, replacement 
or re- enactment for the time being in force. 
All reference to the masculine gender shall be read as equally applicable to the 
feminine gender and vice-versa. 

Policy statements: general principles

These SOs and SFIs must be read in conjunction with the following guidance and any other 
issued by the Secretary of State for Health and Social Care:

• Caldicott Guardian 1997
• Human Rights Act 1998
• Freedom of Information Act 2000
• Bribery Act 2010

The Trust Board will from time to time agree and approve policy statements and procedures 
which will apply to all, or specific groups of staff employed by the Trust.  The decisions to 
approve such policies and procedures will be recorded in an appropriate Trust Board minute 
and will be deemed where appropriate to be an integral part of the Trust's SOs and SFIs. 
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SECTION B – STANDING ORDERS FOR THE REGULATION OF THE 
PROCEEDINGS OF WYE VALLEY NATIONAL HEALTH SERVICE 
Part 1 – Membership 
 
1 Name and business of the Trust 

1.1. All business shall be conducted in the name of Wye Valley NHS Trust (“the Trust”). 

1.2. All funds received in trust shall be in the name of the Trust as corporate trustee. The 
powers exercised by the Trust as corporate trustee, in relation to funds held on trust, 
shall be exercised separately and distinctly from those powers exercised as a Trust. 

1.3. The Trust is governed by the National Health Service Act 1977 and 2006, the 
National Health Service and Community Care Act 1990 as amended by the Health 
Authorities Act 1995 and the Health Act 1999. The Trust has the functions conferred 
on it by Schedule 4 of the 2006 Act. 

1.4. Directors acting on behalf of the Trust as a corporate trustee are acting as quasi- 
trustees. Accountability for charitable funds held on trust is to the Charity 
Commission and to the Secretary of State for Health and Social Care. Accountability 
for non-charitable funds held on trust is only to the Secretary of State for Health and 
Social Care. 

1.5. The Trust has resolved that certain powers and decisions may only be exercised or 
made by the Trust Board in formal session, which may include members participating 
by video or telephone. These powers and decisions are set out in the Schedule of 
Decisions Reserved for the Trust Board in Appendix 1 to these SOs and SFIs and 
have effect as if incorporated into the SOs. 

2 Composition of the Membership of the Trust Board

In accordance with the Membership, Procedure and Administration Arrangements 
regulations the composition of the Board shall be:

2.1 The Chair of the Trust (Appointed by the NHSE/I);

2.2 The voting membership of the Trust Board shall comprise the Chair and five non- 
executive directors (appointed by NHSE/I), together with up to five executive 
directors. At least half of the membership of the Trust Board, excluding the Chair, 
shall be independent non-executive directors. 

2.3 In addition to the Chair, the non-executive directors shall normally include: 

a. one appointee nominated to be the Vice-Chair 
b. one or more appointees who have recent relevant financial experience

Appointees can fulfil more than one of the roles identified. 

2.4 Up to five executive directors (but not exceeding the number of non-executive 
directors) including:
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• Chief Executive
• Director of Finance and InformationChief Finance Officer
• Medical Practitioner (Chief Medical DirectorOfficer)
• Registered Nurse/Midwife (Chief Director of Nursing Officer)
• Managing Director

2.5 The Board may appoint additional executive directors, in crucial roles in the Trust, to 
be non-voting members of the Trust Board. 

2.6 The Trust shall have not more than 11 and not less than eight members (unless 
otherwise determined by the Secretary of State for Health and Social Care and 
Social Care and set out in the Trust’s Establishment Order or such other 
communication from the Secretary of State).

3 Appointment of Chair and Members of the Trust Board

3.1 The Chair and non-executive directors of the Trust are appointed by the NHSE/I, on 
behalf of the Secretary of State for Health and Social Care. 

3.2 The Chief Executive shall be appointed by the Chair and the non-executive 
directors. 

3.3 Executive directors shall be appointed by a committee comprising the Chair, the 
non-executive directors and the Chief Executive. 

3.4 Where more than one person is appointed jointly to an executive director post in 
the Trust, those persons shall become appointed as an executive director, jointly. 
Where the post has voting rights attached, the joint appointees will have the power 
of one vote; and shall count for the purpose of SO 2 as one person:

a. either or both of those persons may attend or take part in meetings of the 
Board;

b. if both are present at a meeting they should cast one vote if they agree;
c. in the case of disagreements no vote should be cast;
d. the presence of either or both of those persons should count as the 

presence of one person for the purposes of SO14 Quorum.

4 Appointment and Powers of Deputy Chair & Senior Independent Director

4.1 Subject to SO 4.2 below, the Chair and members of the Trust may appoint one of 
their numbers, who is not an executive director, to be Deputy Chair & Senior 
Independent Director (SID), for such period, not exceeding the remainder of their 
term as a member of the Trust, as they may specify on appointing them.

4.2 Any member so appointed may at any time resign from the office of Deputy Chair & 
SID, by giving notice in writing to the Chair. The Chair and members may thereupon 
appoint another member as Deputy Chair & SID, in accordance with the provisions of 
SO 4.1.

4.3 Where the Chair of the Trust has died or has ceased to hold office, or where they 
have been unable to perform their duties as Chair owing to illness or any other 
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cause, the Deputy Chair & SID shall act as Chair until a new Chair is appointed or the 
existing Chair resumes their duties, as the case may be; and references to the Chair 
in these SOs shall, so long as there is no Chair able to perform those duties, be 
taken to include references to the Deputy Chair & SID.

5 Tenure of office

5.1 The regulations setting out the period of tenure of office of the Chair and members 
and for the termination or suspension of office of the Chair and members are 
contained in Sections 2 to 4 of the Membership, Procedure and Administration 
Arrangements Regulations.

5.2 The Chair and non-executive directors may be appointed for an initial period not 
exceeding four years and then for three further appointments. 

5.3 The tenure of office of executive directors, other than the Chief Executive and 
Director of Finance and InformationChief Finance Officer, shall be for such period as 
the Trust Board may specify on making the appointment. 

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

All directors shall subscribe and adhere at all times to the principles contained in the Code 
of Conduct and Code of Accountability in the NHS and in the Trust’s Code of Conduct 
(HR.93) and Managing Conflicts of Interest Policy (MF.36). 
 
7 Functions and roles of Chair and directors 

The function and role of the Chair and members of the Trust Board is described within 
these SOs and within those documents that are incorporated into these SO. 
 
Part 2 – Meetings 
 
8 Ordinary meetings of the Trust Board 

8.1. All ordinary meetings of the Trust Board shall be held in public and shall be 
conducted in accordance with relevant legislation, including the Public Bodies 
(Admission to Meetings) Act 1960, as amended, and guidance issued by the 
Secretary for State for Health. Members of the public and representatives of the 
press shall be afforded facilities to attend. 

8.2. Ordinary meetings of the Trust Board shall be held at regular intervals at such 
times and places as the Trust Board may from time to time determine. A minimum 
of six meetings shall be held each year. 

8.3. The Chair shall give such directions as he thinks fit in regard to the arrangements 
for meetings and accommodation of the public and representatives of the press to 
ensure that the Trust Board’s business may be conducted without interruption and 
disruption. 

8.4. The Trust Board may, by resolution, exclude the public from a part or the whole of a 
meeting whenever publicity would be prejudicial to public interest by reason of the 
confidential nature of the business to be transacted   Without prejudice to the power 
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to exclude on grounds of the confidential nature of the business to be transacted, 
the public and representatives of the press will be required to withdraw upon the 
Trust Board resolving as follows: 

“That in the interests of public order the meeting adjourn for (the period to be 
specified) to enable the Board to complete business without the presence of 
the public” 

8.5. Business proposed to be transacted when the press and public have been 
excluded from a meeting as provided in SO 8.4, shall be confidential to members of 
the Board. 

8.6. Members and officers or any employee or representative of the Trust in attendance 
at a private meeting or private part of a meeting, shall not reveal or disclose the 
contents of papers, discussions or minutes of the items taken in private, outside of 
the Trust Board meetings without the express permission of the Trust Board.   

8.7 The Chair may invite any member of staff of the Trust, any other NHS organisation, 
an officer of the local council(s) or any other individual acting in an advisory capacity 
to attend meetings. These invitees shall not count as part of the quorum or have any 
right to vote at the meeting. 

8.8 An annual public meeting shall be held on or before 30 September in each year for 
the purpose of presenting audited accounts, annual reports and any report on the 
accounts. 

8.9 The provisions of these SOs relating to meetings of the Trust Board shall refer only 
to formal Trust Board meetings, whether ordinary or extraordinary meetings. The 
provisions shall not apply to seminars or workshops or other meetings attended by 
members of the Trust Board. 

 
9 Extraordinary meetings of the Trust Board 

9.1 The Chair may call a meeting of the Trust Board at any time. Directors may ask the 
Chair to call a meeting of the Trust Board at any time. 

9.2 A meeting may be called forthwith, by the directors who are eligible to vote, if the 
Chair refuses to call a meeting after such a request has been presented to him, 
signed by at least one third of the whole number of directors who are eligible to 
vote (including at least one executive and one non-executive director); and has 
been presented to him at the Trust’s principal place of business. The directors who 
are eligible to vote may also call a meeting forthwith if, without refusing, the Chair 
does not call a meeting within seven days after receipt of such request. 

10 Notice of meetings 

10.1 The Trust shall set dates and times of regular Trust Board meetings for the 
forthcoming calendar year by the end of November of each year. 

10.2 One third or more members of the Trust Board may requisition a meeting in writing.  
If the Chair refuses, or fails, to call a meeting within seven days of a requisition being 
presented, the members signing the requisition may forthwith call a meeting. In the 
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case of a meeting called by directors in default of the Chair, the notice shall be 
signed by those directors and no business shall be transacted at the meeting other 
than that specified in the notice. 

10.3 A notice of the meeting, specifying the business proposed to be transacted, shall be 
posted before each meeting on the Trust website. The notice shall be delivered to 
every director by the most effective route, at least three working days before the 
meeting. Notice shall be presumed to have been served two days after posting and 
one day after being sent out via email. 

10.4 Lack of service of such notice on any individual director shall not affect the validity 
of a meeting. However, failure to serve such a notice on at least three directors who 
are eligible to vote will invalidate the meeting. 

10.5 Where a part or the whole of a meeting is to be open to the public, official notice of 
the time, place and agenda of the meeting shall be announced in public. As required 
by the Public Bodies (Admission to Meetings) Act 1960 Section 1(4)(a)), notice will 
be given by one or more of the following announcements: 

a. in the local press, 
b. on the Trust’s internet website, 
c. displaying the notice in a conspicuous place in the Trust’s hospitals or other 

facilities
d. displaying the notice in other “central and conspicuous places”.

10.6 The Trust Board may decide to limit publication to details of the items on the meeting 
agenda that will be considered in the part of the meeting to be held in public. A copy 
of the notice including the agenda may also be sent to local organisations that will 
have an interest in the decisions of the Trust Board. These organisations include 
bodies responsible for commissioning acute and community NHS services locally, 
patient and public representative groups and local councils. 

10.6 Notice will be given at least three working days before the meeting. Failure to do so 
will render the meeting invalid. 

11 Agenda and Supporting Papers

11.1 The Trust Board may determine that certain matters will appear on every agenda for 
an ordinary meeting of the Trust Board and that these will be addressed prior to any 
other business being conducted at the discretion of the Chair. On agreement by the 
Trust Board, these matters may change from time to time. 

11.2 A director may request that a matter is included on an agenda. This request should be 
made in writing, including by electronic means, to the Chair, Chief Executive, or the 
Trust Secretary at least seven working days before the meeting. Requests made less 
than seven working days before the meeting may be included on the agenda at the 
discretion of the Chair, or to the extent that this discretion is delegated to the Chief 
Executive and the Company Secretary. 

11.3 Notwithstanding SO11.2, a director may with the consent of the Chair of the meeting, 
add to the agenda of any meetings any item of business relevant to the 
responsibilities of the Trust under “Any Other Business”. 
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11.4 The agenda will be sent to directors five working days before the meeting and 
supporting papers, whenever possible, shall accompany the agenda but will 
certainly be despatched no later than three clear working days before the meeting, 
save in an emergency. 

12 Chair of meetings 

12.1 The Chair shall preside at any meeting of the Trust Board, if present. In his 
absence, the Deputy Chair shall preside. 

12.2 If the Chair and Deputy Chair are absent, the directors present, who are eligible to 
vote, shall choose a non-executive director who shall preside.  An executive 
director may not take the chair. 

12.3 The decision of the Chair of the meeting on questions of order, relevancy and 
regularity (including procedure on handling motions) and his interpretation of the 
SOs shall be final. In this interpretation he shall be advised by the Chief Executive 
and the Trust Secretary and in the case of SFIs he shall be advised by the Director 
of Finance and InformationChief Finance Officer. 

13 Voting 

13.1 It is not a requirement for decisions to be subject to a vote. The necessity of a vote 
shall be indicated by the agreement of at least one third of those attending and 
eligible to vote. The Chair shall be responsible for deciding whether a vote is 
required and what form this will take. 

13.2 Save as provided in SO26 Suspension of Standing Orders and SO27 Variation and 
Amendment of Standing Orders, every question put to a vote at a meeting shall be 
determined by a majority of the votes of members present and voting on the 
question.  In the case of an equal vote, the person presiding i.e. the Chair of the 
meeting, shall have a second, and casting vote.

13.3 At the discretion of the Chair, all questions put to the vote shall be determined by oral 
expression or by a show of hands, unless the Chair directs otherwise, or it is 
proposed, seconded and carried that a vote be taken by paper ballot.

13.4 The voting record, other than by paper ballot, of any question will be recorded to 
show how each director present voted or did not vote, if at least one-third of the 
directors present and eligible to vote so request. 

13.5 If a Board member so requests, their vote shall be recorded by name.

13.6 In no circumstances may an absent member vote by proxy. Absence is defined as 
being absent at the time of the vote. 

13.7 A manager who has been formally appointed to act up for an executive director 
during a period of incapacity or temporarily to fill an executive director vacancy shall 
be entitled to exercise the voting rights of the executive director.
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13.8 A manager attending the Trust Board meeting to represent an executive director 
during a period of incapacity or temporary absence without formal acting up status 
may not exercise the voting rights of the executive director. An executive director’s 
status when attending a meeting shall be recorded in the minutes.

13.9 For the voting rules relating to joint members see SO 3.4.

13.10 Where necessary, a director may be counted as present when available constantly 
for discussions through an audio or video link and may take part in voting on an 
open basis. 

14 Quorum

14.1 No business shall be transacted at a meeting unless at least one-third of the whole 
number of the Chair and members, including at least one executive director and one 
non-executive director is present.

14.2 An Officer in attendance for an Executive Director (Officer Member) but without formal 
acting up status may not count towards the quorum.

14.3 If the Chair or executive director or non-executive director has been disqualified from 
participating in the discussion on any matter and/or from voting on any resolution 
because of a declaration of a conflict of interest (see Part 3 – Standards of 
Business Conduct) that person shall no longer count towards the quorum.  If a 
quorum is then not available for the discussion and/or the passing of a resolution on 
any matter, that matter may not be discussed further or voted upon at that meeting.  
Such a position shall be recorded in the minutes of the meeting.  The meeting must 
then proceed to the next business.

15 Petitions

Where a petition has been received by the Trust, the Chair shall include the petition as an 
item for the agenda of the next meeting.

16 Notice of Motion

16.1 The Chair of the meeting or any member present may propose a motion.  Another 
member must also second it.

16.2 Subject to the provision of SO 18 “Motions: Procedure at and during a meeting” and 
SO 23 “Motions to rescind a resolution”, a member of the Trust Board wishing to 
move a motion shall send a written notice to the Chief Executive who will ensure that 
it is brought to the immediate attention of the Chair.

16.3 The notice shall be delivered at least 10 clear days before the meeting. The Chief 
Executive shall include in the agenda for the meeting all notices so received that are 
in order and permissible under governing regulations. This SO shall not prevent any 
motion being withdrawn or moved without notice on any business mentioned on the 
agenda for the meeting.

17 Emergency Motions
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Subject to the agreement of the Chair, and subject also to the provision of SO 18 ‘Motions: 
Procedure at and during a meeting’, a member of the Trust Board may give written notice of 
an emergency motion after the issue of the notice of meeting and agenda, up to one hour 
before the time fixed for the meeting. The notice shall state the grounds of urgency.  If in 
order, it shall be declared to the Trust Board at the commencement of the business of the 
meeting as an additional item included in the agenda.  The Chair's decision to include the 
item shall be final.

18 Motions: Procedure at and during a meeting

The Chair may exclude from the debate, at their discretion, any such motion of which notice 
was not given on the notice summoning the meeting other than a motion relating to:

• the reception of a report;
• consideration of any item of business before the Trust Board;
• the accuracy of minutes;
• that the Trust Board proceed to next business;
• that the Trust Board adjourns;
• that the question be now put.

19 Amendments to motions

19.1 A motion for amendment shall not be discussed unless it has been proposed and 
seconded.

19.2 Amendments to motions shall be moved relevant to the motion, and shall not have 
the effect of negating the motion before the Board.

19.3 If there are a number of amendments, they shall be considered one at a time.  When 
a motion has been amended, the amended motion shall become the substantive 
motion before the meeting, upon which any further amendment may be moved.

20 Rights of reply to motions

20.1 Amendments.   The mover of an amendment may reply to the debate on their 
amendment immediately prior to the mover of the original motion, who shall have the 
right of reply at the close of debate on the amendment, but may not otherwise speak 
on it.

20.2 Substantive/original motion.   The member who proposed the substantive motion 
shall have a right of reply at the close of any debate on the motion.

21 Withdrawing a motion

A motion, or an amendment to a motion, may be withdrawn.

22 Motions once under debate

22.1 When a motion is under debate, no motion may be moved other than:

• an amendment to the motion
• the adjournment of the discussion, or the meeting
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• that the meeting proceeds to the next business
• that the question should be now put
• the appointment of an 'ad hoc' committee to deal with a specific item of 

business
• that a member/director be not further heard
• a motion under Section l (2) or Section l (8) of the Public Bodies (Admissions to 

Meetings) Act l960 resolving to exclude the public, including the press (see SO 
32). 

22.2 In those cases where the motion is either that the meeting proceeds to the “next 
business” or “that the question be now put” in the interests of objectivity these should 
only be put forward by a member of the Board who has not taken part in the debate 
and who is eligible to vote. 

22.3 If a motion to proceed to the next business or that the question be now put, is carried, 
the Chair should give the mover of the substantive motion under debate a right of 
reply, if not already exercised. The matter should then be put to the vote.

23 Motion to rescind a decision of the Trust Board 

23.1 Notice of motion to rescind any resolution (or the general substance of any 
resolution) which has been passed within the preceding six calendar months shall 
bear the signature of the member who gives it and also the signature of three other 
members, and before considering any such motion of which notice shall have been 
given, the Trust Board may refer the matter to any appropriate Committee or the 
Chief Executive for recommendation.

23.2 When any such motion has been dealt with by the Trust Board it shall not be 
competent for any director/member other than the Chair to propose a motion to the 
same effect within six months.  This SO shall not apply to motions moved in 
pursuance of a report or recommendations of a committee or the Chief Executive.

23.3 When the Trust Board has debated any such motion, it shall not be permissible for 
any director, other than the Chair to propose a motion to the same effect within a 
further period of six calendar months. 

24 Chair's ruling

The decision of the Chair of the meeting on questions of order, relevancy and regularity 
(including procedure on handling motions) and their interpretation of the SO and SFIs, at the 
meeting, shall be final.

25 Suspension of Standing Orders

25.1 Except where this would contravene any statutory provision or any direction made by 
the Secretary of State or the rules relating to the Quorum (SO 14), any one or more 
of the SOs may be suspended at any meeting, provided that at least two-thirds of the 
whole number of the members of the Trust Board are present (including at least one 
executive director and one non-executive director) and that at least two-thirds of 
those members present signify their agreement to such suspension.  The reason for 
the suspension shall be recorded in the Trust Board's minutes.
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25.2 A separate record of matters discussed during the suspension of SOs shall be made 
and shall be available to the Chair and members of the Trust.

25.3 No formal business may be transacted while SO are suspended.

25.4 The Audit Committee shall review every decision to suspend SO.

26 Variation and amendment of Standing Orders

These SOs shall not be varied except in the following circumstances:

• upon a notice of motion under SO 16
• upon a recommendation of the Chair or Chief Executive included on the agenda 

for the meeting
• that two thirds of the Trust Board members are present at the meeting where the 

variation or amendment is being discussed, and that at least half of the Trust’s 
non-executive members vote in favour of the amendment

• providing that any variation or amendment does not contravene a statutory 
provision or direction made by the Secretary of State.

27 Record of attendance

27.1 The names of the directors and others invited by the Chair present at the meeting 
shall be recorded in the minutes. 

27.2 If a director is not present for the entirety of the meeting, the minutes shall record 
the items that were considered whilst they were present. 

28 Minutes

28.1 The minutes of the proceedings of a meeting shall be drawn up and submitted for 
agreement at the next meeting where the person presiding at it shall sign them.

28.2 No discussion shall take place upon the minutes except upon their accuracy or where 
the Chair considers discussion appropriate.

28.3 Any amendment to the minutes as to their accuracy shall be agreed and recorded 
at the next meeting and the amended minutes shall be regarded as the formal 
record of the meeting. 

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

The public and representatives of the press may attend all meetings of the Trust, but shall be 
required to withdraw upon the Trust Board as follows:

“that representatives of the press, and other members of the public, be 
excluded from the remainder of this  meeting having regard to the 
confidential nature of the business to be transacted, publicity on which would 
be prejudicial to the public interest”, Section 1 (2), Public Bodies (Admission to 
Meetings) Act l960.
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30 General disturbances

The Chair (or Deputy Chair) shall give such directions as they think fit with regard to the 
arrangements for meetings and accommodation of the public and representatives of the 
press such as to ensure that the Trust’s business shall be conducted without interruption and 
disruption.  Section 1(8) of the Public Bodies (Admissions to Meetings) Act 1960 provides 
the Trust Board power of exclusion to suppress or prevent disorderly conduct or other 
misbehaviour at a meeting. The public will be required to withdraw upon the Trust Board 
resolving:

“That in the interests of public order the meeting adjourn for (the period to be 
specified) to enable the Trust Board to complete its business without the 
presence of the public”. 

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

Nothing in these Standing Orders shall require the Trust Board to allow members of the 
public or representatives of the press to record proceedings in any manner whatsoever, 
other than writing, or to make any oral report of proceedings as they take place without the 
prior agreement of the Trust Board. 

32 Observers at Trust meetings

The Trust will decide what arrangements and terms, conditions it feels are appropriate to 
offer in extending an invitation to observers to attend and address any of the Trust Board’s 
meetings and may change, alter or vary these terms, and conditions as it deems fit.

Part 3 – Standards of business conduct 
33 The Bribery Act 2010

33.1 The Bribery Act 2010 came into force on 1 July 2011.  The Act is designed to combat 
bribery and corruption in the public and private sector, and means that any 
incorporated organisation, including NHS bodies, are liable to severe penalties if they 
fail to implement adequate procedures to prevent bribes being paid on their behalf.

33.2 The Act includes two general offences involving, firstly, the offering or paying of 
bribes (“active” bribery) and secondly, the request or receipt of bribes (“passive” 
bribery).  The Act also provides that a commercial organisation could be guilty of an 
offence if a person “associated with” the organisation commits a bribery offence.  
Organisations will have a defence against prosecution if they can demonstrate they 
have “adequate procedures” in place to prevent bribery.

33.3 Under the new Act the offence applies to all staff in the organisation and the 
organisation could be guilty of an offence even if no one within the organisation apart 
from the offender knew of the bribery.  

34 General Guidelines 
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34.1 These are general guidelines only and should be considered along with the 
publication - Standards of Business Conduct for NHS staff – HSG(93)5.  NHS 
employers are responsible for ensuring that these guidelines are brought to the 
attention of all employees; also that machinery is put in place for ensuring that they 
are effectively implemented.

34.2 It is the responsibility of staff to ensure that they are not placed in a position which 
risks, or appears to risk, conflict between their private interests and their NHS duties. 
This primary responsibility applies to all NHS staff i.e those who commit NHS 
resources directly (e.g. by the ordering of goods) or those who do so indirectly (e.g. 
by the prescribing of medicines). A further example would be staff who may have an 
interest in a private nursing home and who are involved with the discharge of patients 
to residential facilities.

34.3 It is a long established principle that public sector bodies, which include the NHS, 
must be impartial and honest in the conduct of their business, and that their 
employees should remain beyond suspicion. It is also an offence under the 
Prevention of Corruption Acts 1906 and 1916 for an employee corruptly to accept any 
inducement or reward for doing, or refraining from doing anything, in his or her official 
capacity, or corruptly showing favour or disfavour, in the handling of contracts.

34.4 Staff will need to be aware that a breach of the provisions of these Acts renders them 
liable to prosecution and may also lead to loss of their employment and 
superannuation rights in the NHS.

35 Principles of conduct in the NHS

35.1 NHS staff are expected to:

• ensure that the interest of patients remains paramount at all times.
• be impartial and honest in the conduct of their official business
• use the public funds entrusted to them to the best advantage of the service, 

always ensuring value for money

35.2 It is also the responsibility of staff that they do NOT:

• abuse their official position for personal gain or to benefit their family or 
friends;

• seek to advantage or further private business or other interests, in the course 
of their official duties

36 Register of Interests 

36.1 The NHS Code of Accountability requires Trust Board Members to declare interests, 
which are relevant and material to the NHS Board of which they are a member. All 
existing Board members should declare such interests. Any Board members 
appointed subsequently should do so on appointment. 

36.2 Interests which should be regarded as "relevant and material" are: 

a. Directorships, including non-executive directorships held in private companies 
or PLCs (with the exception of those of dormant companies);
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b. Ownership or part ownership of private companies, businesses or 
consultancies likely or possibly seeking to do business with the NHS; 

c. Majority or controlling shareholdings in organisations likely or possibly seeking 
to do business with the NHS;

d. A position of authority in a charity or voluntary organisation in the field of health 
and social care; 

e. Any connection with a voluntary or other organisation contracting for NHS 
services; 

f. Research funding/grants that may be received by an individual or their 
department; 

g. Interests in pooled funds that are under separate management. 

36.3 Any member of the Trust Board who comes to know that the Trust has entered into or 
proposes to enter into a contract in which they or any person connected with them 
has a pecuniary (eg financial or commercial) interest, direct or indirect, the Board 
member shall declare his/her interest by giving notice in writing of such fact to the 
Trust as soon as practicable. 

36.4 Influence rather than the immediacy of the relationship is more important in 
assessing the relevance of an interest. The interests of partners in professional 
partnerships including general practitioners should also be considered. 

36.5 The Trust Secretary will ensure that a Register of Interests is established and 
maintained to record formally declarations of interests of directors. The Register of 
Interests will include details of all directorships and other relevant and material 
interests which have been declared by both executive and non-executive directors. 

36.6 These details will be kept up to date by means of a 6-monthly review of the 
Register of Interests in which any changes to interests declared during the 
preceding twelve months will be incorporated. 

36.7 The Register of Interests will be available to the public on the Trust website and 
open to inspection at the Trust’s usual place of business at any time during normal 
business hours (between 09:00am and 17:00pm on any working day). 

36.8 With the exception of the requirement to report interests in the Annual Report, this 
SO also applies in full to:

a. Executive and non-executive directors (or equivalent roles) who have 
decision making roles which involve the spending of taxpayers’ money

b. Members of advisory groups which contribute to direct or delegated decision 
making on the commissioning or provision of taxpayer funded services

c. Those at Agenda for Change band 8d and above 
d. Administrative and clinical staff who have the power to enter into contracts on 

behalf of their organisation 
e. Administrative and clinical staff involved in decision making concerning the 

commissioning of services, purchasing of good, medicines, medical devices 
or equipment, and formulary decisions. 

26/88 81/233



27 | P a g e
SECTION B – STANDING ORDERS FOR THE REGULATION OF THE PROCEEDINGS OF 
WYE VALLEY NATIONAL HEALTH SERVICE 

37 Recording of interests in Trust Board minutes 

37.1 At the time Board members' interests are declared, they should be recorded in the 
Trust Board minutes. Any changes in interests should be declared at the next Trust 
Board meeting following the change occurring and recorded in the minutes of that 
meeting. 

37.2 During the course of a Trust Board meeting, if a conflict of interest is established, the 
Board member concerned should withdraw from the meeting and play no part in the 
relevant discussion or decision. (See overlap with Standing Order 7.3) 

38 Publication of declared Interests in Annual Report 

Board members' directorships of companies likely or possibly seeking to do business with 
the NHS should be published in the Trust's annual report. The information should be kept up 
to date for inclusion in succeeding annual reports. 

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

39.1 For the sake of clarity, the following definition of terms is to be used in interpreting 
this Standing Order: 

• Spouse shall include any person who lives with another person in the same 
household (and any pecuniary interest of one spouse shall, if known to the 
other spouse, be deemed to be an interest of that other spouse);

• Contract shall include any proposed contract or other course of dealing. 
• Pecuniary interest, subject to the exceptions set out in this SO, a person shall 

be treated as having an indirect pecuniary interest in a contract if:

o they, or a nominee of theirs, is a member of a company or other body (not 
being a public body), with which the contract is made, or to be made or which 
has a direct pecuniary interest in the same, or 

o they are a partner, associate or employee of any person with whom the 
contract is made or to be made or who has a direct pecuniary interest in the 
same. 

39.2 A person shall not be regarded as having a pecuniary interest in any contract if:

• neither they or any person connected with them has any beneficial interest in 
the securities of a company of which they or such person appears as a 
member, or 

• any interest that they or any person connected with them may have in the 
contract is so remote or insignificant that it cannot reasonably be regarded as 
likely to influence them in relation to considering or voting on that contract, or 

• those securities of any company in which they (or any person connected with 
them) has a beneficial interest do not exceed £5,000 in nominal value or one 
per cent of the total issued share capital of the company or of the relevant 
class of such capital, whichever is the less. 

In this instance the person shall still be obliged to disclose/declare their interest in 
accordance with SO 36. 
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39.3 The Trust Board may exclude the Chair or a member of the Trust Board from a 
meeting of the Board while any contract, proposed contract or other matter in which 
they have a pecuniary interest is under consideration. 

39.4 This SO applies to a committee or sub-committee and to a joint committee or sub-
committee as it applies to the Trust and applies to a member of any such committee 
or sub-committee (whether or not he/she is also a member of the Trust) as it applies 
to a member of the Trust.

39.5 The Secretary of State may, subject to such conditions as he may think fit to impose, 
remove any disability imposed by this SO, in any case where it appears to him to be 
in the interests of the NHS that the disability should be removed. 

39.6 Any remuneration, compensation or allowances payable to a director by virtue of 
paragraph 233, Part 11 of the NHS Act 2006 shall not be treated as a pecuniary 
interest for the purpose of this SO. 

39.7 This SO shall not prohibit a director from taking part in the consideration or 
discussion of the contract or other matter, or from voting on any question with respect 
to it, if: 

a. he has an indirect pecuniary interest in a contract, proposed contract or other 
matter by reason only of a beneficial interest in securities of a company or 
other body, and 

b. the total nominal value of those securities does not exceed £5,000 or one- 
hundredth of the total nominal value of the issued share capital of the company 
or body, whichever is the less, and 

c. the share capital is of more than one class, the total nominal value of shares of 
any one class in which he has a beneficial interest does not exceed one- 
hundredth of the total issued share capital of the class. This does not affect his 
duty to disclose the interest 

39.8 This SO also applies in full to any committee or sub-committee or group of the Trust 
Board; and to any member of such committee or sub-committee or group (whether or 
not they are a director). 

40 Casual gifts

40.1 Gifts and hospitality shall only be accepted in accordance with the Trust’s Policy 
Managing Conflicts of Interest Policy (MF.36). Officers of the Trust shall not ask for 
any rewards or gifts, nor shall they accept any rewards or gifts of significant value. 

40.2 Casual gifts offered by contractors or others e.g. at Christmas time, may not be in 
any way connected with the performance of duties so as to constitute an offence 
under the Prevention of Corruption Acts. Such gifts should nevertheless be politely 
but firmly declined. Articles of low intrinsic value such as diaries or calendars, or 
small tokens of gratitude from patients or their relatives, need not necessarily be 
refused. In cases of doubt, staff should either consult their line manager or politely 
decline acceptance.
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40.3 All gifts and hospitality, other than those that are of clearly minimal value (as 
determined in the Managing Conflicts of Interest Policy (MF.36)) should be declared 
in a Register of Gifts and Hospitality kept by the Chief Executive.

40.4 Acceptance of gifts by way of inducements or rewards is a criminal offence under the 
Fraud Act, 2006 and the Bribery Act 2010. 

41 Hospitality

Modest hospitality provided it is normal and reasonable in the circumstances, e.g. lunches in 
the course of working visits, may be acceptable, though it should be similar to the scale of 
hospitality which the NHS as an employer would be likely to offer. Staff should decline all 
other offers of gifts, hospitality or entertainment. If in doubt, they should seek advice from 
their line manager.

42 Conflicts of interest

42.1 NHS employers need to be aware of all cases where an employee, or his or her close 
relative or associate, has a controlling and/or significant financial interest in a 
business (including a private company, public sector organisation, other NHS 
employer and/or voluntary organisation), or in any other activity or pursuit, which may 
compete for an NHS contract to supply either goods or services to the employing 
authority.

42.2 All NHS staff should therefore declare such interests to their employer, either on 
starting employment or on acquisition of the interest, in order that it may be known to 
and in no way promoted to the detriment of either the employing authority or the 
patients whom it serves.

42.3 One particular area of potential conflict of interest, which may directly affect patients, 
is when NHS staff hold a self-beneficial interest in private care homes or hostels. 
While it is for staff to declare interests to their employing authority, the employing 
authority has a responsibility to introduce whatever measures it considers necessary 
to ensure that its interests and those of patients are adequately safeguarded. This 
may for example take the form of a contractual obligation on staff to declare such 
interest. Advice on professional contact issued by the General Medical Council 
recommends that when a doctor refers a patient to a private care home or hostel in 
which he or she has an interest, the patient must be informed of the interest before 
the referral is made. 

42.4 NHS employers should:

• ensure that staff are aware of their responsibility to declare relevant interests 
• consider keeping registers of all such interests and making them available for 

inspection by the public
• develop local policy, in consultation with staff and local staff interests, for 

implementing this guidance. This may include the disciplinary action to be 
taken if an employee fails to declare a relevant interest or is found to have been 
abused his official position, or knowledge, for the purpose of self-benefit, or that 
of family or friends.

29/88 84/233



30 | P a g e
SECTION B – STANDING ORDERS FOR THE REGULATION OF THE PROCEEDINGS OF 
WYE VALLEY NATIONAL HEALTH SERVICE 

42.5 Individual staff must not seek or accept preferential rates or benefits in kind for 
private transactions carried out with companies with which they have had, or may 
have, official dealings on behalf of their NHS employer. (This does not apply to 
concessionary agreements negotiated with companies by NHS management, or by 
recognised staff interests, on behalf of all staff – for example NHS staff benefits 
schemes.)

42.6 All staff who are in contact with suppliers and contractors(including external 
consultants) and in particular those who are authorised to sign Purchase Orders, or 
place contracts for goods, materials or services, are expected to adhere to 
professional standards of the kind set out in the Corporate Code of Ethics of the 
Chartered Institute of Purchasing and Supply (CIPS).

42.7 Fair and open competition between prospective contractors or suppliers for NHS 
contracts is a requirement of NHS Standing Orders and of EU Directives on Public 
Purchasing for Works and Supplies. This means that:

• no private, public or voluntary organisation or company, which bid for NHS 
business should be given any advantage over its competitors, such as advance 
notice of NHS requirements. This applies to all potential contractors, whether or 
not there is a relationship between them and the NHDS employer, such as a 
long –running series of previous contracts.

• each new contract should be awarded solely on merit, taking into account the 
requirements of the NHS and the ability of the contractors to fulfil them.

42.8 NHS employers should ensure that no special favour is shown to current or former 
employees, their close relatives, associates in awarding contracts to private, or other 
businesses run by them or employing them in a senior or relevant managerial 
capacity. Contracts may be awarded to such businesses where they are won in fair 
competition against other tenders, but scrupulous care must be taken to ensure that 
the selection process is conducted impartially, and that staff who are known to have a 
relevant interest play no part in the selection.

42.9 NHS employees are advised not to engage in outside employment, which may 
conflict with their NHS work, or be detrimental to it. They are advised to tell their NHS 
employing authority if they think they may be risking a conflict of interest in this area: 
the NHS employer will be responsible for judging whether the interests of patients 
could be harmed.

42.10 Acceptance by staff of commercial sponsorship for attendance at relevant 
conferences and conferences is acceptable, but only where the employee seeks 
permission in advance and the employer is satisfied that acceptance will not 
compromise purchasing decisions.

42.11 On occasions when NHS employers consider it necessary for staff advising on the 
purchase of equipment to inspect such equipment in operations in other parts of the 
country (or exceptionally, overseas), employing authorities will themselves want to 
consider meeting the cost, so as to avoid putting in jeopardy the integrity of 
subsequent purchasing decisions. 
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42.12 Under no circumstances should employers agree to linked deals whereby 
sponsorship is linked to the purchase of particular producers or supply from particular 
sources.

42.13 Staff should be particularly careful using or making public internal information of a 
“commercial-in-confidence” nature, particularly if its disclosure would prejudice the 
principle of a purchasing system based on fair competition. This principle applies 
whether private competitors or other NHS providers are concerned and whether to 
not disclosure is prompted by the expectation of personal gain.

43 Canvassing of and recommendations by members in relation to appointments

43.1 Canvassing of members of the Trust or of any Committee of the Trust directly or 
indirectly for any appointment under the Trust shall disqualify the candidate for such 
appointment.  The contents of this paragraph of the Standing Order shall be included 
in application forms or otherwise brought to the attention of candidates.

43.2 Members of the Trust shall not solicit for any person any appointment under the Trust 
or recommend any person for such appointment; but this paragraph of this Standing 
Order shall not preclude a member from giving written testimonial of a candidate’s 
ability, experience or character for submission to the Trust.

44 Relatives of members or officers

44.1 Candidates for any staff appointment under the Trust shall, when making an 
application, disclose in writing to the Trust whether they are related to any member or 
the holder of any office under the Trust.  Failure to disclose such a relationship shall 
disqualify a candidate and, if appointed, render him liable to instant dismissal.

44.2 The Chair and every member and officer of the Trust shall disclose to the Trust Board 
any relationship between himself and a candidate of whose candidature that member 
or officer is aware.  It shall be the duty of the Chief Executive to report to the Trust 
Board any such disclosure made.

44.3 On appointment, members (and prior to acceptance of an appointment in the case of 
Executive Directors) should disclose to the Trust whether they are related to any 
other member or holder of any office under the Trust.

44.4 Where the relationship to a member of the Trust is disclosed, SO 39 ‘Exclusion of 
Chair and Members in proceedings on account of pecuniary interest’ shall apply.

Part 4 – Arrangements for the exercise of functions by 
delegation and committees 
45 Exercise of functions 

Subject to SO 49 and such directions as may be given by the Secretary of State for Health 
and Social Care and Social Care, the Trust Board may delegate any of its functions to a 
committee or sub-committee or to a director or an officer of the Trust. In each case, these 
arrangements shall be subject to such restrictions and conditions as the board thinks fit. 
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46 Emergency powers 

The powers which the Trust Board has retained to itself within these Standing Orders may 
in emergency be exercised by the Chief Executive and the Chair acting jointly and, if 
possible, after having consulted with at least two non-executive directors. The exercise of 
such powers by the Chief Executive and the Chair shall be reported to the next formal 
meeting of the Trust Board for ratification. 
 
47 Delegation to committees 

The Trust Board shall agree from time to time to the delegation of specific powers to be 
exercised by committees or sub-committees, which it has formally constituted. The Trust 
Board shall approve the constitution and terms of reference of these committees and their 
specific powers. 
 
48 Delegation to officers 

Those functions of the Trust, which have not been retained as reserved by the Trust Board 
or delegated to a committee of the Trust Board, shall be exercised on behalf of the Trust 
Board by the Chief Executive. The Chief Executive shall determine which functions he will 
perform personally and shall nominate officers to undertake the remaining functions for 
which he will still retain accountability to the Trust Board. 

49 Schedule of decisions reserved for the Trust Board 

49.1 The Trust Board shall adopt a ‘Schedule of Decisions Reserved for the Trust Board’ 
setting out the matters for which approval is required by the Trust Board. The 
Schedule that is current at the date of adoption of these SO is contained in 
Appendix 1 and shall be regarded as forming part of these SOs. 

49.2 The Trust Board shall review such Schedule at such times as it considers 
appropriate; and shall update such Schedule in Appendix 1 after each review. 

49.3 The Schedule of Decisions Reserved for the Trust Board shall take precedence 
over any terms of reference or description of functions of any committee or sub-
committee established by the Trust Board. The powers and functions of any 
committee or sub- committee shall be subject to and qualified by the reserved 
matters contained in that Schedule. 

 
50 Scheme of Delegated Authorities 

50.1 The Trust Board shall adopt a Scheme of Delegated Authorities setting out details 
of the directors and officers of the Trust to whom responsibility has been delegated 
for deciding particular matters; and in a director’s or officer’s absence, the director 
or officer who may act for them. The Schedule that is current at the date of 
adoption of these SOs is contained in Appendix 3 and shall be regarded as forming 
part of these SOs. 

50.2 The Trust Board shall review such Schedule at such times as it considers 
appropriate; and shall update such Schedule in Appendices 1 and 2 after each 
review. 
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50.3 The direct accountability, to the Trust Board, of the Director of FinanceChief 
Finance Officer and other Executive Directors to provide information and advise the 
Trust Board in accordance with any statutory requirements shall not be impaired, in 
any way, by the delegations set out in the Scheme of Delegated Authorities. 

 
51 Appointment of committees 

51.1 Subject to such directions as may be given by, or on behalf of, the Secretary of 
State for Health and Social Care, the Trust may, and if directed by him, shall 
appoint committees of the Trust, consisting wholly or partly of directors of the Trust 
or wholly of persons who are not directors of the Trust. Committees will be subject 
to review by the Trust Board from time to time. 

51.2 An appointed committee may, subject to such directions as may be given by, or on 
behalf of, the Secretary of State for Health and Social Care or the Trust Board, 
appoint sub-committees consisting wholly or partly of members of the committee 
(whether or not they include directors of the Trust) or wholly of persons who are not 
members of the committee (whether or not they include directors of the Trust).

51.3 The SO of the Trust, as far as they are applicable, shall apply with appropriate 
alteration, to meetings of any committee or sub-committee. 

51.4 The Trust Board shall approve the terms of reference of each such committee. 
Each committee shall approve the terms of reference of each sub-committee 
reporting to it. The terms of reference shall include details of the powers vested and 
conditions, including reporting back to the committee, or Trust Board. Such terms of 
reference shall have effect as if incorporated into the Standing Orders and be 
subject to review every two years, at least, by that committee; and adoption by the 
Trust Board. 

51.5 Committees may not delegate their powers to a sub-committee unless expressly 
authorised by the Trust Board. 

51.6 The Board shall approve the appointments to each of the committees and sub- 
committees that it has formally constituted. Where the Board determines that a 
committee shall include members who are neither directors nor officers, the Board 
shall determine the terms of such appointment. The payment of travelling and other 
allowances shall be in accordance with the rates as may be determined by the 
Secretary of State for Health and Social Care, with the approval of the Treasury 
(see Part 11, paragraph 233 of the 2006 Act). 

51.7 Minutes, or a representative summary of the issues considered and decisions 
taken, of any committee appointed under this SO are to be formally recorded and 
submitted for inclusion onto the agenda of the next possible Trust Board meeting. 
Minutes, or a representative summary of the issues considered and decisions taken 
of any sub-committee shall be submitted for inclusion onto the agenda of the next 
committee meeting to which it reports. 

51.8 The committees to be established by the Trust will consist of statutory and 
mandatory; and non-mandatory committees. 
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52 Statutory and mandatory committees 

Role of Audit Committee 

52.1 In line with the requirements of the NHS Audit Committee Handbook (fourth edition), 
NHS Codes of Conduct and Accountability, and the Higgs report, the Trust Board will 
establish an Audit Committee, constituted to provide the Trust Board with an 
independent and objective review on its financial systems, financial information and 
compliance with laws, guidance, and regulations governing the NHS.  

52.2 The terms of reference of the Audit Committee shall have effect as if incorporated 
into these SOs and their approval shall be recorded in the appropriate minutes of the 
Trust Board and may be varied from time to time by resolution of the Trust Board.  
The Terms of Reference will be approved by the Trust Board and reviewed on an 
annual basis.

52.3 The Higgs report recommends a minimum of three non-executive directors be 
appointed, unless the Board decides otherwise, of which one must have significant, 
recent and relevant financial experience.

Role of Auditor Panel 

52.4 The Trust Board shall nominate its Audit Committee to act as its Auditor Panel in 
line with schedule 4, paragraph 1 of the Local Audit and Accountability Act 2014.   

52.5 The Auditor panel shall advise the Trust Board on the selection and appointment of 
the external auditor.  

52.6 The terms of reference of the Auditor Panel shall have effect as if incorporated into 
these SOs and their approval shall be recorded in the appropriate minutes of the 
Trust Board and may be varied from time to time by resolution of the Trust Board. 

Role of Remuneration and Terms of Service Committee 

52.7 In line with the requirements of the NHS Codes of Conduct and Accountability, and 
the Higgs report, the Trust Board shall appoint a committee to undertake the role of a 
remuneration and terms of service committee. This role shall include providing advice 
to the Trust Board about appropriate remuneration and terms of service for the Chief 
Executive and other executive directors (Regulations 17-18, Membership and 
Procedure Regulations), as well as advising the Trust Board on the terms of service 
of other senior officers, and ensuring that the policy of the Trust Board on 
remuneration and terms of service is applied consistently. 

52.8 The Committee shall advise the Trust Board on the size, structure and membership 
and succession plans for the Trust Board and maintain oversight of the performance 
of the Chief Executive and executive directors, including:

• all aspects of salary (including any performance-related elements/bonuses);
• provisions for other benefits, including pensions;
• arrangements for termination of employment and other contractual terms.
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52.9 The terms of reference of the Remuneration and Nominations Committee shall have 
effect as if incorporated into these SOs and their approval shall be recorded in the 
appropriate minutes of the Trust Board and may be varied from time to time by 
resolution of the Trust Board. 

52.10 The Higgs report recommends the committee be comprised exclusively of non-
executive directors, a minimum of three, who are independent of management.

Role of the Charity Committee  

52.11 The Trust Board, acting as Corporate Trustee, shall appoint a committee to be known 
as the Wye Valley NHS Trust Charity Committee, whose role shall be to advise the 
Trust on the appropriate receipt, use and security of charitable monies. 

52.12 The terms of reference of the Wye Valley NHS Trust Charity Committee shall have 
effect as if incorporated into these SOs and shall be recorded in the appropriate 
minutes of the Trust Board, acting as Corporate Trustee, and may be varied from 
time to time by resolution of the Trust Board, acting in this capacity. 

 
53 Non mandatory committees 

53.1 The Trust Board shall appoint such additional non-mandatory committees as it 
considers necessary to support the business and inform the decisions of the Trust 
Board (Regulations 15-16, Membership and Procedure Regulations). 

53.2 The terms of reference of these committees shall have effect as if incorporated into 
these SOs. The approval of the terms of reference shall be recorded in the 
appropriate minutes of the Trust Board and may be varied from time to time by 
resolution of the Trust Board. 

53.3 The membership of these committees may comprise non-executive directors or 
executive directors, or a combination of these. The membership and voting rights 
shall be set out in the terms of reference of the committee and shall be subject to 
approval by the Board. 

53.4 The current non-mandatory committees in place are (September 2019): 

• Quality Committee. The purpose of the Quality Committee is to: provide the 
Board with an independent and objective review of all aspects of quality and 
safety relating to the provision of care and services in support of ensuring the 
best clinical outcomes and experience for all patients; and, to assure the Board 
that the Trust is aligned to the statutory quality and safety demands of existing 
legislation relating to all areas of the Trust

• Risk Management Executive
• Group Strategy Committee.   The purpose of the Group Strategy 

Committee is to advise the Boards of South Warwickshire NHS Foundation 
Trust, George Eliot NHS Trust and Wye Valley NHS Trust on all matters 
relevant to the development and implementation of strategy.

These are subject to change at the discretion of the Trust Board. 
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54 Joint Committees

54.1 Joint committees may be appointed by the Trust by joining one or other Trusts 
consisting of, wholly or partly of the Chair and members of the Trust or other health 
service bodies, or wholly of persons who are not members of the Trust or other 
health bodies in question.

54.2 Any committee or joint committee appointed under this SO may, subject to such 
directions as may be given by the Secretary of State or the Trust or other health 
bodies in question, appoint sub-committees consisting wholly or partly of members of 
the committees or joint committee (whether or not they are members of the Trust or 
health bodies in question) or wholly of persons who are not members of the Trust or 
health bodies in question or the committee of the Trust or health bodies in question.

55 Applicability of Standing Orders and Standing Financial Instructions to 
Committees

The SO and SFIs of the Trust, as far as they are applicable, shall as appropriate apply to 
meetings and any committees established by the Trust.  In which case the term “Chair” is to 
be read as a reference to the Chair of other committees as the context permits, and the term 
“member” is to be read as a reference to a member of other committees also as the context 
permits. 

56 Duty to report Non-Compliance with Standing Orders and Standing Financial 
Instructions

If for any reason these SOs are not complied with, full details of the non-compliance and any 
justification for non-compliance and the circumstances around the non-compliance, shall be 
reported to the next formal meeting of the Board for action or ratification. All members of the 
Trust Board and staff have a duty to disclose any non-compliance with these SOs to the 
Chief Executive as soon as possible. 

57 Terms of reference

Each such committee shall have such terms of reference and powers and be subject to such 
conditions (as to reporting back to the Board), as the Board shall decide and shall be in 
accordance with any legislation and regulation or direction issued by the Secretary of State. 
Such terms of reference shall have effect as if incorporated into the SOs.

58 Delegation of powers by committees to sub-committees

Where committees are authorised to establish sub-committees they may not delegate 
executive powers to the sub-committee unless expressly authorised by the Trust Board.

59 Approval of appointments to committees

The Board shall approve the appointments to each of the committees, which it has formally 
constituted. Where the Board determines, and regulations permit, that persons, who are 
neither members nor officers, shall be appointed to a committee the terms of such 
appointment shall be within the powers of the Board as defined by the Secretary of State. 
The Board shall define the powers of such appointees and shall agree allowances, including 
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reimbursement for loss of earnings, and/or expenses in accordance where appropriate with 
national guidance. 

60 Appointments for statutory functions

Where the Board is required to appoint persons to a committee and/or to undertake statutory 
functions as required by the Secretary of State, and where such appointments are to operate 
independently of the Board such appointment shall be made in accordance with the 
regulations and directions made by the Secretary of State.

61 Proceedings in committee to be confidential 

61.1 There is no requirement for meetings of Trust Board committees and sub-
committees to be held in public, or for agendas or records of these meetings to be 
made public. However, the records of any meetings may be required to be 
disclosed, should a valid request be made under the rights conferred by the 
Freedom of Information Act 2000 and there is no legal justification for non-
disclosure. 

61.2 Committee members should normally regard matters dealt with, or brought before 
the committee as being subject to disclosure, unless stated otherwise by the Chair 
of the committee. The Chair shall determine whether specific matters should remain 
confidential until they are reported to the Trust Board. 

61.3 A director of the Trust or a member of a committee shall not disclose any matter 
reported to the Trust Board, or otherwise dealt with by the committee if the Trust 
Board resolves that it is confidential. 

61.4 Regardless of this SO, individual directors and officers of the Trust have a right and 
a duty to raise with the Trust any matter of concern they may have about health 
service issues concerned with the delivery of care or services. 

62 Election of chair of committee 

62.1 Each committee shall appoint a Chair; and may appoint a Deputy Chair from its 
membership. The terms of reference of the committee shall describe any specific 
rules regarding who the Chair should be. Meetings of the committee will not be 
recognised as quorate, if the Chair, or Deputy Chair, or other suitably qualified, 
nominated member of the committee is not present to undertake the role. 

62.2 Each committee shall review the appointment of its Chair, as part of the annual 
review of the committee’s role and effectiveness. 

 
63 Special meetings of committee 

The Chief Executive shall require any committee to hold a special meeting, on the request 
of the Chair, or on the request, in writing of any two members of that committee. 

Part 5 – Custody of seal and sealing of documents  
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64 Custody of seal 

The common seal of the Trust shall be kept by the Company Secretary in a secure place. 
 
65 Sealing of documents 

65.1 The Seal of the Trust shall only be attached to documents where the sealing has 
first been approved by the Trust Board, or the Chair, or the Chief Executive, or 
their designated acting replacement, in accordance with the Scheme of Delegated 
Authorities. 

65.2 The seal shall be affixed in the presence of two executive directors, and not from 
the originating department, and shall be attested by them.

 
66 Bearing witness to the affixing of the Seal 

A recommended wording for the witnessing of the use of the Seal is “The Common Seal of 
the Wye Valley National Health Service Trust was hereunto affixed in the presence of….” 
 
67 Register of sealing 

The Company Secretary shall keep a register in which they will make an entry of every 
sealing, numbered consecutively in a book provided for that purpose. The entry shall be 
signed by the persons who approved and authorised the sealing of the document; and who 
attested the seal. 

68 Signature of documents

68.1 Where any document will be a necessary step in legal proceedings on behalf of the 
Trust, it shall be signed by the Chief Executive or any executive director, unless any 
enactment requires or authorises otherwise.

68.2 In land transactions, the signing of certain supporting documents will be delegated to 
managers and set out clearly in the Scheme of Delegation. This will not include the 
main or principal documents effecting the transfer (e.g. sale/purchase agreement, 
lease, contracts for construction works and main warranty agreements or any 
document which is required to be executed as a deed).

Part 6 – Waiver of Standing Orders made by the Secretary 
of State for Health and Social Care 
69 Power of the Secretary of State to make waivers

Under regulation NHS (Membership and Procedure) Regulations, there is a power for the 
Secretary of State to issue waivers if it appears to the Secretary of State in the interests of 
the health service that the disability in regulation 11 (which prevents a Chair or a member 
from taking part in the consideration or discussion of, or voting on any question with respect 
to, a matter in which he has a pecuniary interest) is removed.  A waiver has been agreed in 
line with sub-sections (2) to (4) below. 
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70 Definition of ‘Chair’ for the purpose of interpreting this waiver

For the purposes of SO 80 (below), the “relevant Chair” is:

a. at a meeting of the Trust, the Chair of that Trust
b. at a meeting of a Committee:

• in a case where the member in question is the Chair of that committee, the 
Chair of the Trust;

• in the case of any other member, the Chair of that committee.

80 Application of waiver

80.1 A waiver will apply in relation to the disability to participate in the proceedings of the 
Trust because of a pecuniary interest.   It will apply to a member of the Trust, who is 
a healthcare professional, within the meaning of regulation 5(5) of the Regulations, 
and who is providing or performing, or assisting in the provision or performance, of:

• services under the National Health Service Act 1977; or
• services in connection with a pilot scheme under the National Health Service 

Act 1997;

for the benefit of persons for whom the Trust is responsible.

80.2 Where the ‘pecuniary interest’ of the member in the matter, which is the subject of 
consideration at a meeting at which, he is present:

a. arises by reason only of the member’s role as such a professional providing or 
performing, or assisting in the provision or performance of, those services to 
those persons; 

b. has been declared by the relevant Chair as an interest which cannot reasonably 
be regarded as an interest more substantial than that of the majority of other 
persons who:

• are members of the same profession as the member in question, 
• are providing or performing, or assisting in the provision or performance of, 

such of those services as he provides or performs, or assists in the 
provision or performance of, for the benefit of persons for whom the Trust 
is responsible.

81 Conditions which apply to the waiver and the removal of having a pecuniary 
interest

The removal is subject to the following conditions:

a. the member must disclose their interest as soon as practicable after the 
commencement of the meeting and this must be recorded in the minutes;

b. the relevant Chair must consult the Chief Executive before making a 
declaration in relation to the member in question pursuant to SO 80.2b, except 
where that member is the Chief Executive;

c. in the case of a meeting of the Trust:
• the member may take part in the consideration or discussion of the matter, 

which must be subjected to a vote, and the outcome recorded; 
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• may not vote on any question with respect to it.
d. in the case of a meeting of the Committee:

• the member may take part in the consideration or discussion of the matter, 
which must be subjected to a vote, and the outcome recorded; 

• may vote on any question with respect to it; but
• the resolution which is subject to the vote must comprise a 

recommendation to, and be referred for approval by, the Trust Board
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SECTION C – STANDING ORDERS AND STANDING FINANCIAL 
INSTRUCTIONS FOR THE REGULATION OF TENDERING AND 
CONTRACTING (CONTRACT PROCEDURE RULES)

1 Duty to comply with Standing Orders and Standing Financial Instructions

1.1 The procedure for making all contracts by or on behalf of the Trust shall comply with 
these SOs and SFIs (except where SO 26 Suspension of Standing Orders is 
applied), supplemented by such operational procedures as deemed necessary by the 
Chief Executive or Managing Director and the Director of Finance and 
InformationChief Finance Officer. These operational procedures shall have effect 
as if incorporated in SOs and SFIs

1.2 The Director of Finance and InformationChief Finance Officer shall be 
responsible for ensuring that the operation of contracts with any external 
procurement partner adhere to the SFIs.

2 General 

2.1 The Trust will develop a longer-term procurement strategy in conjunction with the 
Foundation Group.

2.2 Every contract made by or on behalf of the Trust shall comply with the procedures 
and requirements of: 

a. these SOs 
b. the Trust’s SFIs 
c. any direction by the Trust Board 

2.3 Wherever possible, and provided it protects the Trust’s position adequately, 
contracts made will reflect the most up to date and relevant model Standard 
Conditions that are provided by the Department of Health and Social Care. These 
models may be amended to develop bespoke contracts.  

2.4 Directives of the Council of the European Union (EU) for awarding all forms of 
contracts shall take precedence over all other procedural requirements and 
guidance and shall have effect as if incorporated in these SOs. The EU 
Procurement Rules apply to public authorities under the Public Contracts 
Regulations 2015. The regulations cover fully regulated procurements and ‘light 
touch regime’. The rules set out detailed procedures for contracts where the value 
equals or exceeds specific thresholds.  These thresholds are exclusive of VAT and 
relate to the full life of the contract. 

2.5 All projects and commitments of expenditure will be subject to these SFIs and 
should be treated as ‘total value’ expenditure and not disaggregated unless 
specifically referenced otherwise. All those in a position to commit expenditure 
should consider, before committing the expenditure or entering into any quotation or 
tender procedure, whether the expenditure is part of a larger overall sum of money 
to which different SFI conditions would apply. If this is deemed to be the case then 
the larger ‘total value’ sum should be used and the appropriate SFIs applied 
accordingly.
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2.42.6 The Chief Executive shall be responsible for ensuring the best value for money 

can be demonstrated for all services provided under contract or in-house. The Trust 
Board may also determine from time to time those in-house services should be 
market tested by competitive tendering. 

2.52.7 Contract procedures shall take account of the Trust’s Code of Conduct (HR.93) and 
Managing Conflicts of Interest Policy (MF.36) and the necessity to avoid any 
possibility of collusion or allegations of collusion between contractors and suppliers; 
or between contractors and suppliers and staff of the Trust. 

2.62.8 The application of the provisions of this part of the SOs and SFIs to contracts and 
purchases may be varied by resolution of the Trust Board from time to time. 

3 Delegated authority to enter into contracts 

3.1 The Trust Board shall have power to accept tenders and to authorise the conclusion 
of contracts. It may delegate such authority subject to financial limits set in 
accordance with Appendix 2.  

a. a committee appointed under Part 4 – Arrangements for the exercise of 
functions by delegation and committees of these SOs

b. the Chief Executive 
c. to the Chief Executive jointly with the Chair 
d. the directors or nominated officers 
e. officers of the Trust’s procurement service supplier, in accordance with that 

organisation’s standard operating procedures. 

3.2 The financial limits determining whether quotations (competitive or otherwise) or 
sealed bid tenders must be obtained shall be set in accordance with the procedure in 
the SFIs; the current thresholds being set out in Appendix 2.

4 Competition in purchasing or disposals – procedures 

The Trust Board shall from time to time adopt procedures which shall be regarded as being 
incorporated into these SO and which shall take account of SFIs, the Trust’s Procurement 
rules and regulations including implementing EC Directives on Public Procurement and 
which shall deal with: 

a. Tender process selection 
b. methods for inviting tenders 
c. the manner in which tenders are to be submitted 
d. the receipt and safe custody of tenders 
e. the opening of tenders 
f. evaluation 
g. re-tendering 
h. such other matters in connection with tendering as the Board considers 

appropriate 
 
5 Disposals of land and buildings 
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Land and buildings that are owned by the Trust, or are otherwise recorded as being part of 
the estate of the Trust, shall be disposed of in accordance with the most recent rules and 
guidance issued by the Department of Health. Disposal will require the approval of the 
Trust Board. 

6 Interest of officers in contracts

6.1 Any staff of the Trust who comes to know that the Trust has entered into or proposes 
to enter into a contract in which they or any person connected with them has any 
pecuniary interest, direct or indirect, the officer shall declare their interest by giving 
notice in writing of such fact to the Chief Executive or the Company Secretary as 
soon as practicable in accordance with Section B, Part 3 of SOs.

6.2 All staff should also declare to the Chief Executive any other employment or 
business or other relationship, or of a cohabiting spouse, that conflicts, or might 
reasonably be predicted could conflict with the interests of the Trust.

6.3 The Trust will require interests, employment or relationships so declared to be 
entered in a register of interests of staff.

7 Joint Finance Arrangements

7.1 The Board may confirm contracts to purchase from a voluntary organisation or a local 
authority using its powers under section 28A of the NHS Act 1977. 

7.2 The Board may confirm contracts to transfer money from the NHS to the voluntary 
sector or the health related functions of local authorities where such a transfer is to 
fund services to improve the health of the local population more effectively than 
equivalent expenditure on NHS services, using its powers under Section 28A of the 
NHS Act 1977, as amended by section 29 of the Health Act 1999.

9 Reverse eAuctions

The Trust should have policies and procedures in place for the control of all tendering 
activity carried out through Reverse eAuctions. 

10 Capital investment manual and other Department of Health guidance

The Trust shall comply as far as is practicable with the requirements of the Department of 
Health "Capital Investment Manual" and “Estate code” in respect of capital investment and 
estate and property transactions.  In the case of management consultancy contracts the 
Trust shall comply as far as is practicable with Department of Health guidance "The 
Procurement and Management of Consultants within the NHS".

11 General applicability

Where the value of a contract over the life of the contract is £20,000 or more (excluding 
VAT), the Trust shall ensure that, unless national contracts or ProCure 21+ National 
Framework or similar procedures are followed, competitive tenders are invited for: 
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a. the supply of goods, materials and manufactured articles;
b. the rendering of services including all forms of management consultancy 

services (other than specialised services sought from or provided by the DH);
c. For the design, construction and maintenance of building and engineering works 

(including construction and maintenance of grounds and gardens); for disposals.

12 Health care services

Where the Trust elects to invite tenders for the supply of healthcare services these SOs and 
SFIs shall apply as far as they are applicable to the tendering procedure.

Part 1 – Use of approved firms and exemptions to contract 
procedure rules 
13 Exceptions and instances where formal tendering need not be applied

13.1 Value for money should always be sought, though Fformal tendering procedures need 
not be applied where:

a. the estimated expenditure or income does not, or is not reasonably expected to, 
exceed £2010,000 (excluding VAT) over the life of the contract; 

b. the supply is proposed under special arrangements negotiated by the DH in 
which event the said special arrangements must be complied with;

c. disposals are required;
d. under the contract terms of the PFI scheme in operation at Wye Valley NHS 

Trust, goods and services can only be supplied by the Trust’s PFI partner.

13.2 Exemptions from these SOs and SFIs Contract Procedure Rules are only allowed in 
exceptional circumstances such as there being insufficient suppliers for the goods, 
works or services being procured. Permission must be obtained for any exemption 
using the form at Appendix 4.  Major contracts may be subject to the European 
Procurement Rules and the Trust cannot provide an exemption from those 
requirements. 

13.3 A written application for an exemption from the Trust’s SOs and SFIs (Contract 
Procedure Rules) must be made to the Director of Finance and InformationChief 
Finance Officer setting out the reasons for the application using the form at 
Appendix 3. The Chief Finance Officer Director of Finance and Information must 
respond within 21 days. Finance will retain Aa register of all approved exemptions 
will be maintained and reported to the Audit Committeetensions. 

13.4 Reasons for exemption are, but not limited to:

a. in very exceptional circumstances where the Chief Executive decides 
that formal tendering procedures would not be practicable or the 
estimated expenditure or income would not warrant formal tendering 
procedures, and the circumstances are detailed in an appropriate Trust 
record;

b. where the requirement is covered by an existing contract;
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c. where framework agreements are in place and have been approved by 
the Board;

d. where a consortium arrangement is in place and a lead organisation 
has been appointed to carry out tendering activity on behalf of the 
consortium members;

e. where the timescale genuinely precludes competitive tendering but failure 
to plan the work properly would not be regarded as a justification for a 
single tender;

f. where specialist expertise is required and is available from only one 
source;

g. when the task is essential to complete the project, and arises as a 
consequence of a recently completed assignment and engaging different 
consultants for the new task would be inappropriate;

h. there is a clear benefit to be gained from maintaining continuity with an 
earlier project. However, in such cases the benefits of such continuity 
must outweigh any potential financial advantage to be gained by 
competitive tendering;

i. for the provision of legal advice and services providing that any legal firm 
or partnership commissioned by the Trust is regulated by the Law Society 
for England and Wales for the conduct of their business (or by the Bar 
Council for England and Wales in relation to the obtaining of Counsel’s 
opinion) and are generally recognised as having sufficient expertise in the 
area of work for which they are commissioned.

j. The Director of Finance and Information Chief Finance Officer  will 
ensure that any fees paid are reasonable and within commonly accepted 
rates for the costing of such work, where allowed and provided for in the 
Capital Investment Manual.

13.5 Tenders need not be invited in accordance with the provisions of the Trust’s SOs 
and SFIs (Contract Procedure Rules) if an urgent decision is required, for example 
for the protection of life or property or to maintain the functioning of a service. 
Wherever possible though, at least two quotations must be obtained and any 
decision made or contract awarded shall be reported to the relevant director and 
Chief Finance OfficerDirector of Finance and Information. Such emergency 
contracts should be let for as short a period as possible to allow their replacement 
with a contract that is fully compliant with the Contract Procedure Rules at the 
earliest practical opportunity.

13.6 The waiving of competitive tendering procedures should not be used to avoid 
competition or for administrative convenience or to award further work to a 
consultant originally appointed through a competitive procedure. 

13.6 Where it is decided that competitive tendering is not applicable and should be waived, 
the fact of the waiver and the reasons should be documented and recorded in an 
appropriate Trust record the agreed Single Tender Waiver document (Appendix 3), 
managed by the Procurement service and reported to the Audit Committee at each 
meeting.

13.7 The authorisation of a Single Tender Waiver does not mean that competitive tendering 
will remain not applicable for future periods. Wherever possible the Procurement 
service will work with departments to support a competitive tendering process in 
readiness for the contract end date.
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13.8 The Audit Committee will have an explicit role in the oversight of the use of waivers.  A 
register of waivers will be maintained and reported to the Audit Committee on an 
agreed schedule, as a minimum 6 monthly.    This will include oversight of use of 
Single Tender Waivers over extended periods.

14 Items which subsequently breach thresholds after original approval

Items estimated to be below the limits set in these SFIs for which formal tendering 
procedures are not used which subsequently prove to have a value above such limits shall 
be reported to the Managing Director, and be recorded in an appropriate Trust record.

15 Building and Engineering Construction Works

Competitive Tendering cannot be waived for building and engineering construction works 
and maintenance without Departmental of Health approval.

16 Fair and adequate competition

Where the exceptions set out in section 13 apply, the Trust shall ensure that invitations to 
tender are sent to a sufficient number of firms/individuals to provide fair and adequate 
competition as appropriate, and in no case less than two firms/individuals, having regard to 
their capacity to supply the goods or materials or to undertake the services or works 
required.

17 List of approved firms

17.1 The Trust shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists (where relevant). Where in the 
opinion of the Chief Finance Officer Director of Finance and Information it is 
desirable to seek tenders from firms not on the approved lists, the reason shall be 
recorded in writing to the Chief Executive.

17.2 Responsibility for maintaining list.  A manager nominated by the Managing 
Director shall on behalf of the Trust maintain lists of approved firms (where 
considered appropriate) from who tenders and quotations may be invited. These shall 
be kept under frequent review.  The lists shall include all firms who have applied for 
permission to tender and as to whose technical and financial competence the Trust is 
satisfied. All suppliers must be made aware of the Trust’s terms and conditions of 
contract.

18 Building and Engineering Construction Works.

18.1 Invitations to tender shall be made only to firms included on the approved list of 
tenderers (where appropriate) compiled in accordance with this Instruction or on the 
separate maintenance lists compiled in accordance with Estmancode guidance 
(Health Notice HN(78)147).
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18.2 Firms included on the approved list of tenderers shall ensure that when engaging, 
training, promoting or dismissing employees or in any conditions of employment, 
shall not discriminate against any person because of colour, race, ethnic or national 
origins, religion or sex, and will comply with the provisions of the Equality Act 2010, 
and any amending and/or related legislation.

18.3 Firms shall conform at least with the requirements of the Health and Safety at Work 
etc. Act 1974 and any amending and/or other related legislation concerned with the 
health, safety and welfare of workers and other persons, and to any relevant British 
Standard Code of Practice issued by the British Standard Institution.  Firms must 
provide to the appropriate manager a copy of its safety policy and evidence of the 
safety of plant and equipment, when requested.

19 Financial Standing and Technical Competence of Contractors.  

The Chief Finance Officer Director of Finance and Information may make or institute any 
enquiries he deems appropriate concerning the financial standing and financial suitability of 
approved contractors.  The director with lead responsibility for clinical governance will 
similarly make such enquiries as is felt appropriate to be satisfied as to their technical / 
medical competence.

20 Exceptions to using Approved Contractors  

If, in the opinion of the Managing Director and the Chief Finance Officer Director of 
Finance and Information or the director with lead responsibility for clinical governance, it is 
impractical to use a potential contractor from the list of approved firms/individuals (for example 
where specialist services or skills are required and there are insufficient suitable potential 
contractors on the list), or where a list for whatever reason has not been prepared, the 
Managing Director should ensure that appropriate checks are carried out as to the technical 
and financial capability of those firms that are invited to tender or quote.  An appropriate 
record in the contract file should be made of the reasons for inviting a tender or quote other 
than from an approved list.

Part 2 – Contracting and tendering procedure 
21 Invitation to Tender

21.1 All invitations to tender shall state the date and time as being the latest time for the 
receipt of tenders.

21.2 All invitations to tender shall state that no tender will be accepted unless: 

a. submitted in a plain sealed package or envelope bearing a pre-printed label 
supplied by the Trust (or the word "tender" followed by  the subject to which it 
relates) and the latest date and time for the receipt of such tender addressed to 
the Chief Executive or nominated Manager; 

b. that tender envelopes/ packages shall not bear any names or marks indicating 
the sender. The use of courier/postal services must not identify the sender on 
the envelope or on any receipt so required by the deliverer.
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21.3 Every tender for goods, materials, services or disposals shall embody such of the 
NHS Standard Contract Conditions as are applicable.

21.4 Every tender for building or engineering works (except for maintenance work, when 
Estmancode guidance shall be followed):

a. shall embody or be in the terms of the current edition of one of the Joint 
Contracts Tribunal Standard Forms of Building Contract or Department of the 
Environment Standard forms of contract general conditions and major works 
(GC/Wks): or,

b. when the content of the work is primarily engineering, the General Conditions 
of Contract recommended by the Institution of Mechanical and Electrical 
Engineers and the Association of Consulting Engineers (Form A); or,

c. in the case of civil engineering work, the General Conditions of Contract 
recommended by the Institute of Civil Engineers, the Association of Consulting 
Engineers and the Federation of Civil Engineering Contractors.  

These documents shall be modified and/or amplified to accord with Department of 
Health guidance and, in minor respects, to cover special features of individual 
projects.

22 Receipt and safe custody of tenders

The Company Secretary or his/her nominated representative will be responsible for the 
receipt, endorsement and safe custody of tenders received until the time appointed for their 
opening.  The date and time of receipt of each tender shall be endorsed on the tender 
envelope/package.

23 Opening tenders and register of tenders

23.1 As soon as practicable after the date and time stated as being the latest time for the 
receipt of tenders, they shall be opened by two senior officers/managers designated 
by the Managing Director and not from the originating department. 

23.2 A member of the Trust Board will be required to be one of the two approved persons 
present for the opening of tenders estimated above £1,000,000. The rules relating to 
the opening of tenders will need to be read in conjunction with any delegated 
authority set out in the Trust’s Financial Delegation Limits at Appendix 2.

23.3 The originating department will be taken to mean the department sponsoring or 
commissioning the tender. 

23.4 The involvement of Finance Department staff in the preparation of a tender proposal 
will not preclude the Chief Finance Officer Director of Finance and Information or 
any approved senior manager from the Finance Department from serving as one of 
the two senior managers to open tenders.

23.5 All executive directors/members will be authorised to open tenders regardless of 
whether they are from the originating department provided that the other authorised 
person opening the tenders with them is not from the originating department.
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23.6 The Company Secretary will count as a director for the purposes of opening 
tenders. 

23.7 Every tender received shall be marked with the date of opening and initialed by those 
present at the opening.

23.8 A register shall be maintained by the Managing Director, or a person authorised by 
him/her, to show for each set of competitive tender invitations dispatched:

• the name of all firms/individuals invited;
• the names of firms/individuals from which tenders have been received;
• the date the tenders were opened;
• the persons present at the opening;
• the price shown on each tender;
• a note where price alterations have been made on the tender.

Each entry to this register shall be signed by those present.  A note shall be made in 
the register if any one tender price has had so many alterations that it cannot be 
readily read or understood.

23.9 Incomplete tenders, i.e. those from which information necessary for the adjudication 
of the tender is missing, and amended tenders i.e., those amended by the tenderer 
upon his own initiative either orally or in writing after the due time for receipt, but prior 
to the opening of other tenders, should be dealt with in the same way as late tenders. 

24 Admissibility

24.1 If for any reason the designated officers are of the opinion that the tenders received 
are not strictly competitive (for example, because their numbers are insufficient or 
any are amended, incomplete or qualified) no contract shall be awarded without the 
approval of the Managing Director.

24.2 Where only one tender is sought and/or received, the Managing Director and Chief 
Finance Officer Director of Finance and Information shall, as far practicable, 
ensure that the price to be paid is fair and reasonable and will ensure value for 
money for the Trust.

25 Late tenders

25.1 Tenders received after the due time and date, but prior to the opening of the other 
tenders, may be considered only if the Managing Director or his or her nominated 
officer decides that there are exceptional circumstances i.e. dispatched in good time 
but delayed through no fault of the tenderer.

25.2 Only in the most exceptional circumstances will a tender be considered which is 
received after the opening of the other tenders and only then if the tenders that have 
been duly opened have not left the custody of the Chief Executive or Managing 
Director or his or her nominated officer or if the process of evaluation and 
adjudication has not started.
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25.3 While decisions as to the admissibility of late, incomplete or amended tenders are 
under consideration, the tender documents shall be kept strictly confidential, 
recorded, and held in safe custody by the Managing Director or his or her 
nominated officer.

26 Acceptance of Formal Tenders 

26.1 Any discussions with a tenderer, which are deemed necessary to clarify technical 
aspects of their tender before the award of a contract, will not disqualify the tender.

26.2 The lowest tender, if payment is to be made by the Trust, or the highest, if payment is 
to be received by the Trust, shall be accepted unless there are good and sufficient 
reasons to the contrary. Such reasons shall be set out in either the contract file, or 
other appropriate record.  It is accepted that for professional services such as 
management consultancy, the lowest price does not always represent the best value 
for money.  Other factors affecting the success of a project include:

• experience and qualifications of team members;
• understanding of client’s needs;
• feasibility and credibility of proposed approach;
• ability to complete the project on time.

Where other factors are taken into account in selecting a tenderer, these must be 
clearly recorded and documented in the contract file, and the reason(s) for not 
accepting the lowest tender clearly stated.

26.3 No tender shall be accepted which will commit expenditure in excess of that which has 
been allocated by the Trust and which is not in accordance with these Instructions 
except with the authorisation of the Managing Director.

26.4 The use of these procedures must demonstrate that the award of the contract was:

a. not in excess of the going market rate/price current at the time the contract was 
awarded;

b. that best value for money was achieved.

26.5 All tenders should be treated as confidential and should be retained for inspection.

27 Tender Reports to the Trust Board

Reports to the Trust Board will be made on an exceptional circumstance basis only.

Part 3 – Competitive and non-competitive quotations
28   General position on quotations

Quotations are required where formal tendering procedures are not adopted and where the 
intended expenditure or income exceeds, or is reasonably expected to exceed £5,000 but not 
exceed £20,000.  In both cases, the amount excludes VAT and is the cost over the life of the 
contract.
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29 Competitive Quotations (contract value of between £105,000 and £149,999.99 
excluding VAT over the contract life)

29.1 Quotations should be sought from at least 3 firms/individuals based on specifications 
or terms of reference prepared by, or on behalf of, the Trust.

29.2 For estimated expenditure with a value in excess of £10,000 and less than £520,000 
(excluding VAT over the contract life), quotations should be in writing unless 
Managing Director  or his or her nominated officer determines that it is impractical to 
do so in which case quotations may be obtained by telephone. Confirmation of 
telephone quotations should be obtained as soon as possible and the reasons why 
the telephone quotation was obtained should be set out in a permanent record.  
Estimated expenditure below this level but in excess of £5,000 (excluding VAT over 
the contract life) can be collected informally i.e. from written or telephone quotations 
or an approved price list.

29.3 All quotations should be treated as confidential and should be retained for inspection.

29.4 The Managing Director or his or her nominated officer should evaluate the quotation 
and select the quote which gives the best value for money. If this is not the lowest 
quotation if payment is to be made by the Trust, or the highest if payment is to be 
received by the Trust, then the choice made and the reasons why should be recorded 
in a permanent record.

30 Non-Competitive Quotations 

Non-competitive quotations in writing may be obtained in the following circumstances: 

a. the supply of proprietary or other goods of a special character and the rendering 
of services of a special character, for which it is not, in the opinion of the 
responsible officer, possible or desirable to obtain competitive quotations;

b. the supply of goods or manufactured articles of any kind, which are required 
quickly, and are not obtainable under existing contracts;

c. miscellaneous services, supplies and disposals;
d. where the goods or services are for building and engineering maintenance the 

responsible works manager must certify that the first two conditions of this SFI 
(i.e.: (a) and (b) of this SFI) apply.

31 Quotations to be within Financial Limits

No quotation shall be accepted which will commit expenditure in excess of that which has 
been allocated by the Trust and which is not in accordance with Standing Financial 
Instructions except with the authorisation of either the Managing Director  or Chief 
Finance OfficerDirector of Finance and Information.

32 Authorisation of Tenders and Competitive Quotations

32.1 Providing all the conditions and circumstances set out in these SO and SFIs have 
been fully complied with, formal authorisation and awarding of a contract may be 
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decided to the value of the contract as per the Authorised Signatory List, by the 
following staff to the whole life value of the contract (excluding VAT). as follows:

To be approved

32.2 These levels of authorisation may be varied or changed and need to be read in 
conjunction with the Trust Board’s Scheme of Delegation. Formal authorisation must 
be put in writing.  In the case of authorisation by the Trust Board, this shall be 
recorded in their minutes.

33 Instances where Formal Competitive Tendering or Competitive Quotation is not 
required

Where competitive tendering or a competitive quotation is not required the Trust should 
adopt one of the following alternatives:

a. the Trust shall use the NHS Supply Chain for procurement of all goods and 
services, unless the Chief Executive or nominated officers deem it 
inappropriate. The decision to use alternative sources must be documented.  

b. If the Trust does not use the NHS Supply Chain , where tenders or quotations 
are not required, because expenditure is below £105,000, the Trust shall procure 
goods and services in accordance with procurement procedures approved by the 
Director of Finance and InformationChief Finance Officer.

34 Compliance requirements for all contracts

The Trust Board may only enter into contracts on behalf of the Trust within the statutory 
powers delegated to it by the Secretary of State and shall comply with:

a. The Trust’s SOs and SFIs;
b. EU Directives and other statutory provisions;
c. Any relevant directions including the Capital Investment Manual, 

Estatecode and guidance on the Procurement and Management of 
Consultants;

d. Such of the NHS Standard Contract Conditions as are applicable.
e. Contracts with Foundation Trusts must be in a form compliant with 

appropriate NHS guidance. 
f. Where appropriate, contracts shall be in or embody the same terms and 

conditions of contract as was the basis on which tenders or quotations 
were invited.

g. In all contracts made by the Trust, the Board shall endeavour to obtain 
best value for money by use of all systems in place.  The Chief 
Executive shall nominate an officer who shall oversee and manage each 
contract on behalf of the Trust.

35 Personnel and Agency or Temporary Staff Contracts

The Managing Director shall nominate officers with delegated authority to enter into 
contracts of employment, regarding staff, agency staff or temporary staff service contracts.

52/88 107/233



53 | P a g e
SECTION C – STANDING ORDERS AND STANDING FINANCIAL INSTRUCTIONS FOR 
THE REGULATION OF TENDERING AND CONTRACTING (CONTRACT PROCEDURE 
RULES)

36 Healthcare Services Agreements 

Service agreements with NHS providers for the supply of healthcare services shall be drawn 
up in accordance with the NHS and Community Care Act 1990 and administered by the 
Trust.  Service agreements are not contracts in law and therefore not enforceable by the 
courts. The Managing Director shall nominate officers to commission service agreements 
with providers of healthcare in line with a commissioning plan approved by the Board. 

37 Disposals 

Competitive Tendering or Quotation procedures shall not apply to the disposal of:

a. any matter in respect of which a fair price can be obtained only by negotiation or 
sale by auction as determined (or pre-determined in a reserve) by the Managing 
Director or his nominated officer;

b. obsolete or condemned articles and stores, which may be disposed of in 
accordance with the supplies policy of the Trust;

c. items to be disposed of with an estimated sale value of less than £5,000, this 
figure to be reviewed on a periodic basis;

d. items arising from works of construction, demolition or site clearance, which 
should be dealt with in accordance with the relevant contract;

e. land or buildings concerning which DH guidance has been issued but subject to 
compliance with such guidance.

38 In-House Services

38.1 The Managing Director shall be responsible for ensuring that best value for money 
can be demonstrated for all services provided on an in-house basis. The Trust may 
also determine from time to time that in-house services should be market tested by 
competitive tendering.

38.2 In all cases where the Board determines that in-house services should be subject to 
competitive tendering the following groups shall be set up:

a. Specification group, comprising the Managing Director or nominated officer/s 
and specialist.

b. In-house tender group, comprising a nominee of the Managing Director and 
technical support.

c. Evaluation team, comprising normally: a specialist officer; a supplies officer; 
and, a Director of Finance and InformationChief Finance Officer representative. 
For services having a likely expenditure exceeding £500,000, a non-executive 
director should be a member of the evaluation team.

38.3 All groups should work independently of each other and individual officers may be a 
member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders.

38.4 The evaluation team shall make recommendations to the Board.

38.5 The Managing Director shall nominate an officer to oversee and manage the contract 
on behalf of the Trust.
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39 Applicability of SFIs on Tendering and Contracting to funds held in trust 

These Instructions shall not only apply to expenditure from Exchequer funds but also to 
works, services and goods purchased from the Trust’s trust funds and private resources.
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SECTION D – STANDING FINANCIAL INSTRUCTIONS 

1 Interpretation 

1.1. The Chair of the Trust is the final authority in the interpretation of SO on which 
the Chief Executive shall advise him. In the case of the SFIs, he will be 
advised by the Chief Finance OfficerDirector of Finance and Information. 

1.2 The definitions applied to the SO apply also for these SFIs. The following additional 
definitions apply: 

Legislation definitions: 

No additional legislation 

Other definitions: 

• Budget manager is the director or employee with delegated authority to 
manage the finances (Income and Expenditure) and resources for a specific 
area of the Trust. 

• Commissioning is the process for determining the need for and for obtaining 
the supply of healthcare and related services by the Trust within available 
resources. 

• Contracting and procuring is the process of obtaining the supply of goods, 
materials, manufactured items, services, building and engineering services, 
works of construction and maintenance and for disposal of surplus and 
obsolete assets. 

• Assistant Chief Operating Officers are the senior operational managers; and 
their formally nominated deputies, for the division or specialty, as designated 
by the Executive Director. 

1.3. Any reference to an Act of Parliament, Statutory Instrument, Direction or Code of 
Practice shall be construed as a reference to any modification, replacement or re- 
enactment for the time being in force. 

2 Introduction

2.1. These SFIs are issued for the regulation of the conduct of the Trust, its directors and 
officers in relation to all financial matters with which they are concerned. 

2.2. The SFIs explain the financial responsibilities, policies and procedures adopted by 
the Trust. They are designed to ensure that the Trust’s financial transactions are 
carried out in accordance with the law and with Government policy in order to 
achieve probity, accuracy, economy, efficiency and effectiveness. 

2.3. They identify the financial responsibilities which apply to everyone working for the 
Trust; and shall be used in conjunction with the Schedule of Decisions Reserved to 
the Board (Appendix 1) and the Scheme of Delegated Authorities (Appendix 3) 
which both also form part of the Trust’s SOs. 

2.4. Detailed procedural advice, which shows how the SFIs should be applied, is 
maintained in departmental and financial procedure notes. 
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2.5 These SFIs do not refer to all legislation or regulations and advice issued by the 
Department of Health applicable to the Trust. Any uncertainty regarding the 
application of these SFIs should be discussed with the Chief Finance 
OfficerDirector of Finance and Information, prior to action. 

2.6 The SFIs apply to all staff, including temporary contractors, volunteers and staff 
employed by other organisations to deliver services in the name of the Trust. 
Failure to comply with the SFIs could lead to disciplinary action, up to and including 
dismissal. 

3 Compliance with these SFIs 

3.1 These SFIs prevail over any division and service guidance or procedural 
documents. They also prevail over any guidance or instruction issued by other 
organisations conducting business with the Trust. All staff should notify the Chief 
Finance Officer Director of Finance and Information of any conflicts between 
the local guidance and instruction and the SFIs, if the conflict cannot be resolved 
satisfactorily locally. 

3.2 All staff have a duty to disclose, as soon as possible, to the Chief Finance Officer 
Director of Finance and Information or the Company Secretary, any failure to comply 
with these SFIs. Full details of the non-compliance including an assessment of the 
potential impact; and any mitigating factors shall be reported by the Chief Finance 
OfficerDirector of Finance and Information to the next formal meeting of the Audit 
Committee for referring action or ratification. 

3.3 Changes to or variations from these SFIs will be subject to a specific resolution of the 
Trust Board or be consequent upon further directions from the Secretary of State.

3.4 There shall be a periodic review, normally annually, but no more than every two 
years of all financial limits contained in these SFIs.

4 Responsibilities and delegations 

4.1 These SFIs have been compiled under the authority of the Trust Board. They are 
reviewed by the Audit Committee and approved by the Trust Board. 

4.2 The Trust Board exercises financial supervision and control by:  

a. approving the financial strategy 
b. requiring the submission and approval of budgets that deliver the financial 

targets set for the Trust within approved allocations and overall income 
c. approving specific responsibilities placed on directors and employees as 

indicated in the Scheme of Delegated Authorities 
d. approving the method of providing financial services. 

4.3 The Board has resolved that certain powers and decisions may only be exercised by 
the Board in formal session. These are set out in the Schedule of Decisions 
Reserved to the Trust Board (Appendix 1). All other powers have been delegated to 
the Board’s appointed committees; and the directors and officers of the Trust. 

4.4 The Chief Executive is the Accountable Officer of the Trust and: 
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a. is legally accountable to Parliament for all of the actions of the Trust 
b. is accountable to the Trust Board for ensuring that the Board of Directors 

meets its obligation to perform the Trust’s functions within the available 
financial resources 

c. holds overall executive responsibility for the Trust’s activities and is 
responsible to the Board for ensuring that its financial obligations and targets 
are met 

d. is responsible overall for the maintenance of the Trust’s systems of internal 
control 

e. is responsible for ensuring that all members and staff of the Trust are aware 
of and understand their responsibilities within these SFIs 

4.5 Save for the decisions and actions reserved to the Trust Board, the Chief Executive 
has full operational authority to approve the financial transactions of the Trust and to 
delegate such powers to post-holders within the Trust management. The Chief 
Executive will, as far as possible, delegate detailed responsibilities, as described in 
these SFIs and, in more detail in the Scheme of Delegated Authorities (appendices 1 
and 2). 

4.6 The Chief Finance Officer Director of Finance and Information is responsible for: 

a. maintaining and implementing the Trust’s financial policies 
b. maintaining an effective system of internal financial control including ensuring 

that adequate and effective financial procedures and systems incorporating the 
principles of segregation of duties and internal checks are prepared, 
documented and maintained 

c. ensuring that sufficient records are maintained to show and explain the Trust’s 
transactions, in order to disclose, with reasonable accuracy, the financial 
position of the Trust at any time 

4.7 All staff, including Board members, severally and collectively, are responsible for: 

a. the security of the property of the Trust;
b. avoiding loss;
c. exercising economy and efficiency in the use of resources;
d. conforming to the requirements of Standing Orders, Standing Financial 

Instructions, Financial Procedures and the Scheme of Delegation.
e. considering the legality of all transactions

4.8 For all members of the Board and any employees who carry out a financial function, 
the form in which financial records are kept and the manner in which members of the 
Board and employees discharge their duties must be to the satisfaction of the Chief 
Finance OfficerDirector of Finance & Information.

4.9 All officers shall make available any relevant records or information to the Chief 
Finance OfficerDirector of Finance & Information in connection with the carrying out 
of their duties of supervision regarding the implementation of the Trust’s financial 
policies and systems of financial control whether by internal audit or otherwise.

4.10 Contractors and their employees, who are empowered by the Trust to commit the 
Trust to expenditure or who are authorised to obtain income shall be covered by 
these instructions.  It is the responsibility of the Managing Director to ensure that 
such persons are made aware of this.
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Part 1 – Allocation, planning, budgets, budgetary control 
and monitoring 
  
5 Financial and budget plans 

5.1 The Chief Executive shall submit to the Board and external regulators as required, 
strategic and operational plans, as suggested by relevant guidance, to meet the 
needs of the Board. These plans will include an annual financial plan, which takes 
into account financial targets and forecast limits of available resources. The plans 
will include: 

a. description of the significant assumptions on which planning is based 
b. details of major changes in workload, delivery of services or resources required 

to achieve the plans. 

5.2 Prior to the start of each financial year, the Chief Finance Officer Director of 
Finance and Information shall prepare and submit budgets for approval by the 
Board. Such budgets will: 

a. be in accordance with and reconcilable, at a summary level, to the aims and 
objectives set out in the annual Business Plan 

b. reconcile the financial plans to be provided to relevant external regulators, 
such as NHSE/I 

c. reflect resource plans, including workload and workforce plans 
d. be prepared within the limits of available funds 
e. show how the plans will deliver against the financial targets and obligations set 

externally by the Secretary of State and relevant regulatory bodies; and set 
internally by the Trust 

f. provide a forecast of the Trust’s performance over the year against key 
financial indicators, as determined by the Trust and by relevant regulatory 
bodies 

g. include summary financial projections for the longer term 
h. identify and assess significant financial risks. 

5.3 All staff who have been given delegated authority to manage and administer 
budgets shall be expected to contribute to the preparation of the annual budget. 

5.4 All Associate Chief Operating Officers will sign up to their allocated budgets at the 
commencement of each financial year.

5.5 The Chief Finance Officer Director of Finance and Information has a 
responsibility to ensure that adequate training is delivered on an on-going basis to 
budget holders to help them manage successfully.

6 Management of the financial resource 

6.1 The Chief Executive shall require directors and authorised budget managers to 
seek to deliver the financial outturn targets set by the Trust Board within the 
approved annual budget plan and the adjustments to those targets reflected in the 
re-forecasts performed during the year. 
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6.2 The Chief Executive may change the financial outturn targets of any divisions, or 
services. 

6.3 Directors and authorised budget holders shall seek to deliver their service 
responsibilities within the limits of the financial outturn targets set for them. 
Financial and other resources shall only be used for the purposes for which they 
are provided, as approved by the Chief Executive and the Board. 

 
7 Setting the annual financial plan 

7.1 The Chief Executive shall be responsible for providing the Trust Board with the 
annual financial plan, taking into account financial targets and forecast income and 
service developments. The plan will identify the significant assumptions on which it 
is based; and provide details of significant changes to service and workforce plans 
and how these will impact on the Trust’s financial targets. The plan will identify how 
the Trust will achieve the annual efficiency savings set by the Department of 
Health. 

7.2 The Chief Finance Officer Director of Finance and Information shall be 
responsible overall for the design and delivery of the annual integrated financial 
budget plan. 

7.3 All Executive Directors shall be responsible for contributing to the integrated 
planning process, which shall incorporate plans for workforce, service delivery and 
quality, service capacity and activity, and efficiency planning. 

7.4 Budget holders shall provide all financial, statistical and other relevant information, 
including service, capacity, workforce and efficiency plans, as required by the Chief 
Finance Officer Director of Finance and Information to enable budgets to be 
compiled. 

7.5 All budget managers should sign up to their allocated budgets at the start of each 
financial year. 

 
8 Managing and reporting the financial position during the year 

8.1 The Chief Finance Officer Director of Finance and Information shall be 
responsible overall for the design and delivery of adequate systems of financial 
budgetary control. These systems will include processes for: 

a. identifying the level of earned income directly attributable to each budget area 
b. identifying the target (gross or net) allowable expenditure for each budget area, 

that will enable each budget holder to deliver their annual financial target 
contribution to the overall Trust target 

c. updating the forecast income and allowable expenditure, during the year, to 
reflect changes in contracted income, service capacity and delivery. 

d. monitoring and reporting financial performance against plans and forecasts 
e. delivering monthly integrated financial reports to meet the requirements of the 

Project Management Office, Finance and Performance Executive and the Trust 
Board in a form approved by the Board. 

8.2 All Executive Directors shall be responsible for establishing monitoring and 
reporting systems for workforce, service delivery and quality, service capacity and 
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activity, and efficiency planning to enable budget holders to deliver an integrated 
analysis of their service performance. 

8.3 All staff to whom responsibility is delegated to incur expenditure, or generate income 
shall comply with the requirements of those systems. 

8.4 Designated budget holders shall be responsible for maintaining expenditure within 
the limits of earned available income. 

8.5 Designated budget holders shall monitor and analyse the integrated financial 
performance of their service during the year. This shall include assessment of: 

a. progress towards delivering the required financial position for the budget area 
b. the impact of resources used, including workforce, progress of service delivery 

and achievement of efficiency plans 
c. trends and projections 
d. where relevant, plans and proposals to recover adverse performance 

8.6 The Chief Finance Officer Director of Finance and Information shall ensure that 
budget holders are provided with advice and support from suitably qualified finance 
staff, to enable them to perform their budget management role adequately. 

8.7 The Chief Finance Officer Director of Finance and Information shall be required 
to compile and submit to the Trust Board such financial estimates and forecasts, on 
both revenue and capital account, as may be required from time to time. 

8.8 The Chief Finance Officer Director of Finance and Information shall keep the 
Trust Board informed of: 

a. significant in-year variance from the business plan and advise the Board on 
actions to be taken to address the variance 

b. financial consequences of changes in Trust policy 
c. financial implications of external determinations, such as national pay awards 

and changes to the pricing of clinical services 

8.9 The Chief Finance Officer Director of Finance and Information shall: 

a. ensure that budget managers receive adequate training on an on-going 
basis to help them comply with expectations and to manage successfully 

b. issue timely, accurate and comprehensible advice and financial reports to 
each budget manager, covering the areas for which they are responsible 

 
9 Annual accounts, reports and returns 

9.1 The Chief Finance Officer Director of Finance and Information shall: 

a. prepare financial returns in accordance with the accounting policies and 
guidance provided by the Department of Health (DH) and the Treasury, 
the Trust’s accounting policies, and accounting practice as determined by 
the accounting bodies in the UK. 

b. prepare and submit annual financial reports to NHS E/I certified in 
accordance with current guidelines 

c. submit financial returns to the DH for each financial year in accordance 
with the timetable prescribed by the DH 
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d. submit periodic monitoring and financial returns to external organisations, 
such as NHSE/I, in accordance with the timetables set by those 
organisations 

9.2 The Trust’s annual accounts must be audited by an auditor appointed by the Trust. 
The Trust’s audited annual accounts shall be presented to a public meeting and 
made available to the public, within the timescales set by the DH. 

9.3 The Chief Executive shall publish an annual report, in accordance with guidelines 
on local accountability, and present it at a public meeting. The document will 
comply with the current DH requirements and guidance. 

10 Budgetary Delegation

10.1 The Chief Executive may delegate the management of a budget to permit the 
performance of a defined range of activities.  This delegation must be in writing and 
be accompanied by a clear definition of:

a. the amount of the budget;
b. the purpose(s) of each budget heading;
c. individual and group responsibilities;
d. authority to exercise virement;
e. achievement of planned levels of service; 
f. the provision of regular reports.

10.2 The Chief Executive and delegated budget holders must not exceed the budgetary 
total or virement (administrative transfer of funds from one part of a budget to 
another) limits set by the Trust Board.

10.3 Any budgeted funds not required for their designated purpose(s) revert to the 
immediate control of the Chief Executive, subject to any authorised use of virement.

10.4 Non-recurring budgets should not be used to finance recurring expenditure without 
the authority in writing of the Chief Executive, as advised by the Chief Finance 
OfficerDirector of Finance and Information.

11 Budgetary Control and Reporting

11.1 The Chief Finance Officer Director of Finance and Information will devise and 
maintain systems of budgetary control.  These will include:

a. monthly financial reports to the Board in a form approved by the Board 
containing:
• income and expenditure to date showing trends and forecast year-end 

position;
• movements in working capital;
• movements in cash and capital; 
• capital project spend and projected outturn against plan;
• explanations of any material variances from plan;

• details of any corrective action where necessary and the Chief Executive's 
and/or Chief Finance Officer’sDirector of Finance and Information’s view 
of whether such actions are sufficient to correct the situation;
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b. the issue of timely, accurate and comprehensible advice and financial reports 
to each budget holder, covering the areas for which they are responsible;

c. investigation and reporting of variances from financial, workload and manpower 
budgets;

d. monitoring of management action to correct variances; and
e. arrangements for the authorisation of budget transfers.

11.2 Each budget holder is responsible for ensuring that:

a. any likely overspending or reduction of income, which cannot be met by 
virement, is not incurred without the prior consent of the Board;

b. the amount provided in the approved budget is not used in whole or in part for 
any purpose other than that specifically authorised subject to the rules of 
virement; 

c. no permanent employees are appointed without the approval of the Managing 
Director other than those provided for within the available resources and 
manpower establishment as approved by the Board.

11.3 The Managing Director is responsible for identifying and implementing cost 
improvements and income generation initiatives in accordance with the 
requirements of the Financial Plan and a balanced budget.

12 Capital expenditure

The general rules applying to delegation and reporting shall also apply to capital 
expenditure. 

13 Monitoring returns

The Chief Executive is responsible for ensuring that the appropriate monitoring forms are 
submitted to the requisite monitoring organisation.

Part 2 – Audit
14 Audit Committee

14.1 In accordance with SO, the Board shall formally establish an Audit Committee, with 
clearly defined terms of reference and following guidance from the NHS Audit 
Committee Handbook (2015), which will provide an independent and objective view 
of internal control by:

a. overseeing Internal and External Audit services;
b. reviewing financial, information systems, monitoring the integrity of the financial 

statements, and reviewing significant financial reporting judgments; 
c. review  the  establishment  and  maintenance  of  an  effective  system of 

governance, risk   management and internal control, across the whole of the 
organisation’s  activities  (both  clinical  and non-clinical), that supports the  
achievement of the organisation’s objectives;

d. monitoring compliance with SOs and SFIs;
e. reviewing schedules of losses and compensations and making recommendations 

to the Board;
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f. reviewing schedules of debtors/creditors balances over 6 months and £5,000 old 
and explanations/action plans;

g. Reviewing the arrangements in place to support the Assurance Framework 
process prepared on behalf of the Board and advising the Board accordingly.

14.2 Where the Audit Committee considers there is evidence of ultra vires (beyond 
authority) transactions, evidence of improper acts, or if there are other important 
matters that the Committee wishes to raise, the Chair of the Audit Committee should 
raise the matter at a full meeting of the Board.  Exceptionally, the matter may need to 
be referred to the NHSE/I. (To the Chief Finance Officer Director of Finance and 
Information in the first instance.)

14.3 It is the responsibility of the Chief Finance Officer Director of Finance and 
Information to ensure an adequate Internal Audit service is provided and the Audit 
Committee shall be involved in the selection process when/if an Internal Audit service 
provider is changed.

15 Chief Finance OfficerDirector of Finance and Information

15.1 The Chief Finance Officer Director of Finance and Information is responsible for:

a. ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
effective Internal Audit function;

b. ensuring that the Internal Audit is adequate and meets the NHS mandatory audit 
standards;

c. deciding at what stage to involve the police in cases of misappropriation and 
other irregularities not involving fraud or corruption;

d. ensuring that an annual internal audit report is prepared for the consideration of 
the Audit Committee [and the Board].  The report must cover:

• a clear opinion on the effectiveness of internal control in accordance with 
current assurance framework guidance issued by the Department of Health 
including for example compliance with control criteria and standards;

• major internal financial control weaknesses discovered;
• progress on the implementation of internal audit recommendations;
• progress against plan over the previous year;
• strategic audit plan covering the coming three years;
• a detailed plan for the coming year.

15.2 The Chief Finance Officer Director of Finance and Information or designated 
auditors are entitled without necessarily giving prior notice to require and receive:

a. access to all records, documents and correspondence relating to any financial or 
other relevant transactions, including documents of a confidential nature;

b. access at all reasonable times to any land, premises or members of the Board or 
employee of the Trust;

c. the production of any cash, stores or other property of the Trust under a member 
of the Board and an employee's control; and

d. explanations concerning any matter under investigation.

16 Role of Internal Audit

16.1 Internal Audit will review, appraise and report upon:

63/88 118/233



64 | P a g e
SECTION D – STANDING FINANCIAL INSTRUCTIONS 

a. the extent of compliance with, and the financial effect of, relevant established 
policies, plans and procedures;

b. the adequacy and application of financial and other related management 
controls;

c. the suitability of financial and other related management data;
d. the extent to which the Trust’s assets and interests are accounted for and 

safeguarded from loss of any kind, arising from:
• fraud and other offences;
• waste, extravagance, inefficient administration;
• poor value for money or other causes.

e. Internal Audit shall also independently verify the Assurance Statements in 
accordance with guidance from the National Audit Office.

16.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Chief Finance OfficerDirector of 
Finance and Information must be notified immediately.

16.3 The Chief Internal Auditor will normally attend Audit Committee meetings and has a 
right of access to all Audit Committee members, the Chair and Chief Executive of 
the Trust.

16.4 The Chief Internal Auditor shall be accountable to the Chief Finance 
OfficerDirector of Finance and Information.  The reporting system for internal 
audit shall be agreed between the Chief Finance OfficerDirector of Finance and 
Information, the Audit Committee and the Chief Internal Auditor.  The agreement 
shall be in writing and shall comply with the guidance on reporting contained in the 
NHS Internal Audit Standards.  The reporting system shall be reviewed at least every 
three years.

16.5 Designated executive directors and non-executive directors must carry out audit 
recommendations within the timescale agreed for action.  Failure to do so will be 
reported to the Audit Committee.

17 External Audit 

Under the Local Audit and Accountability Act 2014, NHS Trusts must select and appoint their 
own auditors and directly manage their contracts for the audits for the financial year.  Local 
appointment increases local accountability and moves NHS Trusts into line with NHS 
Foundation Trusts.

18 Fraud and corruption

18.1 In line with their responsibilities, the Chief Executive and Chief Finance 
OfficerDirector of Finance and Information shall monitor and ensure compliance 
with Directions issued by the Secretary of State for Health and Social Care on fraud 
and corruption. 

18.2 The Trust shall nominate a suitable person to carry out the duties of the Local Anti- 
Fraud Specialist as specified by the Department of Health Fraud and Corruption 
Manual and guidance.
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18.3 The Local Counter Fraud Specialist shall report to the Chief Finance 
OfficerDirector of Finance and Information and shall work with staff in NHS 
Protect and the Regional Anti-Fraud Specialist in accordance with the NHS Counter 
Fraud Standards 2018. 

18.4 The Local Counter Fraud Specialist will provide a written report, at least annually, on 
counter fraud work within the Trust.

19 Security Management

19.1 In line with their responsibilities, the Managing Director will monitor and ensure 
compliance with Directions issued by the Secretary of State for Health and Social 
Care on NHS security management. 

19.2 The Trust shall nominate a suitable person to carry out the duties of the Local 
Security Management Specialist (LSMS) as specified by the Secretary of State for 
Health and Social Care guidance on NHS security management.

19.3 The Managing Director has overall responsibility for controlling and coordinating 
security. However, key tasks are delegated to the Security Management Director 
(SMD) and the appointed Local Security Management Specialist (LSMS).

Part 3 – Bank and Government Banking Service (GBS) 
Accounts 
20 General

20.1 The Chief Finance Officer Director of Finance and Information is responsible for 
managing the Trust’s banking arrangements and for advising the Trust on the 
provision of banking services and operation of accounts.  This advice will take into 
account guidance/ Directions issued from time to time by the Department of Health. 
In line with ‘Cash Management in the NHS’ Trusts should minimise the use of 
commercial bank accounts and consider using  the GBS accounts, or any successor 
organisations, for all banking services.

20.2 The Board shall approve the banking arrangements.

21 Bank and GBS Accounts

The Chief Finance Officer Director of Finance and Information is responsible for:

a. bank accounts and the accounts of the GBS or any successor organisations;
b. establishing separate bank accounts for the Trust’s non-exchequer funds;
c. ensuring payments made from bank or GBS (or successor) accounts do not 

exceed the amount credited to the account except where arrangements have 
been made; 

d. reporting to the Board all arrangements made with the Trust’s bankers for 
accounts to be overdrawn. 

e. monitoring compliance with DH guidance on the level of cleared funds.

22 Banking Procedures
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22.1 The Chief Finance Officer Director of Finance and Information will prepare 
detailed instructions on the operation of bank and GBS (or successor) accounts, which 
must include:

a. the conditions under which each bank and GBS (or successor) account is to be 
operated;

b. those authorised to sign cheques or other orders drawn on the Trust’s accounts.
c. those authorised to undertake electronic banking transactions.

22.2 The Chief Finance Officer Director of Finance and Information must advise the 
Trust’s bankers in writing of the conditions under which each account will be 
operated.

23 Tendering and Review

23.1 The Chief Finance Officer Director of Finance and Information will review the 
commercial banking arrangements of the Trust at regular intervals to ensure they 
reflect best practice and represent best value for money by periodically seeking 
competitive tenders for the Trust’s commercial banking business.

23.2 Competitive tenders should be sought at least every five years.  The results of the 
tendering exercise should be reported to the Board. This review is not necessary for 
GBS (or successor) accounts.

Part 4 – Income, fees and charges and security of cash, 
cheques and other negotiable instruments
24 Income Systems

24.1 The Chief Finance Officer Director of Finance and Information is responsible for 
designing, maintaining and ensuring compliance with systems for the proper 
recording, invoicing, collection and coding of all monies due.

24.2 The Chief Finance Officer Director of Finance and Information is also responsible 
for the prompt banking of all monies received.

25 Fees and charges

25.1 The Trust shall follow the Department of Health's Payment by Results guidance in 
charging commissioners for healthcare services, based on the national tariff.  Where 
prices outside of the national tariff are used, they should be calculated in accordance 
with the "Costing" Manual.

25.2 The Chief Finance Officer Director of Finance and Information is responsible for 
approving and regularly reviewing the level of all fees and charges other than those 
determined by the Department of Health or by Statute.  Independent professional 
advice on matters of valuation shall be taken as necessary. Where sponsorship 
income (including items in kind such as subsidised goods or loans of equipment) is 
considered, the guidance in the Department of Health’s Commercial Sponsorship – 
Ethical standards in the NHS shall be followed.
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25.3 All employees must inform the Chief Finance Officer Director of Finance and 
Information promptly of money due arising from transactions which they initiate/deal 
with, including all contracts, leases, tenancy agreements, private patient undertakings 
and other transactions.

26 Debt recovery

26.1 The Chief Finance Officer Director of Finance and Information is responsible for 
the appropriate recovery action on all outstanding debts.

26.2 Income not received should be dealt with in accordance with losses procedures.

26.3 Overpayments should be detected (or preferably prevented) and recovery initiated.

27 Security of cash, cheques and other negotiable instruments

27.1 The Chief Finance Officer Director of Finance and Information is responsible for:

a. approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable;

b. ordering and securely controlling any such stationery;
c. the provision of adequate facilities and systems for employees whose duties 

include collecting and holding cash, including the provision of safes or lockable 
cash boxes, the procedures for keys, and for coin operated machines; 

d. prescribing systems and procedures for handling cash and negotiable 
securities on behalf of the Trust.

27.2 Official money shall not under any circumstances be used for the encashment of 
private cheques or IOUs.

27.3 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall not 
be made from cash received, except under arrangements approved by the Chief 
Finance OfficerDirector of Finance and Information.

27.4 The holders of safe keys shall not accept unofficial funds for depositing in their safes 
unless such deposits are in special sealed envelopes or locked containers.  It shall 
be made clear to the depositors that the Trust is not to be held liable for any loss, and 
written indemnities must be obtained from the organisation or individuals absolving 
the Trust from responsibility for any loss.

Part 5 – NHS Agreement for provision of services (see also 
Section C, Paragraph 37)
28 Service Level Agreements 

The Chief Executive, as the Accountable Officer, is responsible for ensuring the Trust 
enters into suitable Service Level Agreements (SLA) with service commissioners for the 
provision of NHS services.  All SLAs should aim to implement the agreed priorities contained 
within the Financial Plan) and wherever possible, be based upon integrated care pathways 
to reflect expected patient experience.  In discharging this responsibility, the Chief 
Executive should take into account:
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a. the standards of service quality expected;
b. the relevant national service framework (if any);
c. the provision of reliable information on cost and volume of services;
d. the NHS Commissioning and contracting guidelines;
e. that SLAs are based on integrated care pathways.

29 Involving partners and jointly managing risk 

A good SLA will result from a dialogue of clinicians, users, carers, public health professionals 
and managers.  It will reflect knowledge of local needs and inequalities.  This will require the 
Chief Executive to ensure that the Trust works with all partner agencies involved in both the 
delivery and the commissioning of the service required.  The SLA will apportion responsibility 
for handling a particular risk to the party or parties in the best position to influence the event 
and financial arrangements should reflect this.  In this way, the Trust can jointly manage risk 
with all interested parties.  

30 Reports to Board on SLAs

The Chief Executive, as the Accountable Officer, will need to ensure that regular reports 
are provided to the Board detailing actual and forecast income from the SLA.  This will 
include information on costing arrangements, which increasingly should be based upon 
Healthcare Resource Groups (HRGs).  Where HRGs are unavailable for specific services, all 
parties should agree a common currency for application across the range of SLAs.

31 Commissioning

The Trust’s main activity is to provide healthcare services.  Guidance should be sought from 
the Chief Finance Officer Director of Finance and Information where commissioning 
activities are necessary.

Part 6 – Terms of service, allowances and payment of 
employees 
32 Funded Establishment

32.1 The manpower plans incorporated within the annual budget will form the funded 
establishment.

32.2 The funded establishment of any department may only be varied in accordance with 
delegated limits.

33 Staff Appointments

33.1 No officer or member of the Trust Board or employee may engage, re-engage, or re-
grade employees, on a permanent or temporary nature, hire agency staff, or agree to 
changes in any aspect of remuneration:

a. unless authorised to do so by the Managing Director;
b. within the limit of their approved budget and funded establishment.
c. in accordance with Trust approved human resource policies and agreements
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33.2 The Board will approve procedures presented by the Managing Director for the 
determination of commencing pay rates, condition of service etc, for employees.

34 Processing Payroll

34.1 The Chief Finance Officer Director of Finance and Information will be responsible 
for liaison with the Trust’s payroll and Chief People OfficerDirector of Human 
Resources and Organisational Development in order to:

a. specify timetables for submission of properly authorised time records and other 
notifications;

b. determine final pay and allowances;
c. make payment on agreed dates; 
d. agree methods of payment.

34.2 The Chief Finance Officer Director of Finance and Information will liaise with the 
Trust’s payroll and Chief People Officer Director of Human Resources and 
Organisational Development to issue instructions regarding:

a. verification and documentation of data;
b. the timetable for receipt and preparation of payroll data and the payment of 

employees and allowances;
c. maintenance of subsidiary records for superannuation, income tax, social 

security and other authorised deductions from pay;
d. security and confidentiality of payroll information;
e. checks to be applied to completed payroll before and after payment;
f. authority to release payroll data under the provisions of the Data Protection Act;
g. methods of payment available to various categories of employee and officers;
h. procedures for payment by cheque, bank credit, or cash to employees and 

officers;
i. procedures for the recall of cheques and bank credits;
j. pay advances and their recovery;
k. maintenance of regular and independent reconciliation of pay control accounts;
l. separation of duties of preparing records and handling cash; 
m. a system to ensure the recovery from those leaving the employment of the 

Trust of sums of money and property due by them to the Trust.

34.3 Appropriately nominated managers have delegated responsibility for:

a. submitting time records, and other notifications in accordance with agreed 
timetables;

b. completing time records and other notifications within 3 months of the date of the 
claim in accordance with the Director of Finance and Information’sChief 
Finance Officer’s instructions and in the form prescribed by the Director of 
Human Resources and Organisational DesignChief People Officer; 

c. submitting termination forms in the prescribed form immediately upon knowing 
the effective date of an employee's or officer’s resignation, termination or 
retirement.  Where an employee fails to report for duty or to fulfill obligations in 
circumstances that suggest they have left without notice, the Director of 
Finance and InformationChief Finance Officer must be informed immediately.

34.4 Regardless of the arrangements for providing the payroll service, the Director of 
Finance and InformationChief Finance Officer shall ensure that the chosen method 
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is supported by appropriate (contracted) terms and conditions, adequate internal 
controls and audit review procedures and that suitable arrangements are made for the 
collection of payroll deductions and payment of these to appropriate bodies.

35 Contracts of Employment

The Board shall delegate responsibility to authorised managers for:

a. ensuring that all employees are issued with a Contract of Employment in a form 
approved by the Board and which complies with employment legislation; 

b. dealing with variations to, or termination of, contracts of employment.

Part 7 – Non-pay expenditure
36 Delegation of Authority

36.1 The Board will approve the level of non-pay expenditure on an annual basis and the 
Chief Executive will determine the level of delegation to budget managers.

36.2 The Chief Executive will set out:

a. the list of managers who are authorised to place requisitions for the supply of 
goods and services; 

b. the maximum level of each requisition and the system for authorisation above 
that level.

36.3 The Managing Director shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services.

Part 8 – Choice, requisitioning, ordering, receipt and 
payment for goods and services 
37 Requisitioning

The requisitioner, in choosing the item to be supplied (or the service to be performed) shall 
always obtain the best value for money for the Trust.  In so doing, the advice of the Trust’s 
adviser on supply shall be sought.  Where this advice is not acceptable to the requisitioner, 
the Chief Finance Officer Director of Finance and Information and/or the Chief 
Executive shall be consulted.

38 System of Payment and Payment Verification

38.1 The Chief Finance Officer Director of Finance and Information shall be 
responsible for the prompt payment of accounts and claims.  Payment of contract 
invoices shall be in accordance with contract terms, or otherwise, in accordance with 
national guidance.

38.2 The Chief Finance Officer Director of Finance and Information will:

a. advise the Board regarding the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once 
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approved, the thresholds should be incorporated in SOs and SFIs and regularly 
reviewed;

b. prepare procedural instructions or guidance within the Scheme of Delegation 
on the obtaining of goods, works and services incorporating the thresholds;

c. be responsible for the prompt payment of all properly authorised accounts and 
claims;

d. be responsible for designing and maintaining a system of verification, recording 
and payment of all amounts payable.  The system shall provide for:

(i) A list of Board employees (including specimens of their signatures) 
authorised to certify invoices.

(ii) Certification that:
• goods have been duly received, examined and are in accordance with 

specification and the prices are correct;
• work done or services rendered have been satisfactorily carried out in 

accordance with the order, and, where applicable, the materials used 
are of the requisite standard and the charges are correct;

• in the case of contracts based on the measurement of time, materials 
or expenses, the time charged is in accordance with the time sheets, 
the rates of labour are in accordance with the appropriate rates, the 
materials have been checked as regards quantity, quality, and price 
and the charges for the use of vehicles, plant and machinery have 
been examined;

• where appropriate, the expenditure is in accordance with regulations 
and all necessary authorisations have been obtained;

• the account is arithmetically correct;
• the account is in order for payment.

(iii) A timetable and system for submission to the Chief Finance 
OfficerDirector of Finance and Information of accounts for payment; 
provision shall be made for the early submission of accounts subject to 
cash discounts or otherwise requiring early payment.

(iv) Instructions to employees regarding the handling and payment of 
accounts within the Finance Department.

e. be responsible for ensuring that payment for goods and services is only made 
once the goods and services are received. The only exceptions are set out in 
SFI 40 below.

39 Prepayments

Prepayments are only permitted where exceptional circumstances apply.  In such instances:

a. Prepayments are only permitted where the financial advantages outweigh the 
disadvantages (i.e. cash flows must be discounted to net present value (NPV) 
using the National Loans Fund (NLF) rate plus 2%). 

b. The appropriate executive director must provide, in the form of a written report, a 
case setting out all relevant circumstances of the purchase.  The report must set 
out the effects on the Trust if the supplier is at some time during the course of 
the prepayment agreement unable to meet his commitments;

c. The Director of Finance and InformationChief Finance Officer will need to be 
satisfied with the proposed arrangements before approving the contractual 
arrangements proceed (taking into account the EU public procurement rules 
where the contract is above a stipulated financial threshold); 
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d. The budget holder is responsible for ensuring that all items due under a 
prepayment contract are received and they must immediately inform the 
appropriate director or Chief Executive if problems are encountered.

40 Official orders

Official Orders must:

a. be consecutively numbered;
b. be in a form approved by the Director of Finance and InformationChief 

Finance Officer;
c. state the Trust’s terms and conditions of trade; 
d. only be issued to, and used by, those duly authorised by the Chief Executive.

41 Duties of managers and officers

41.1 Managers and officers must ensure that they comply fully with the guidance and 
limits specified by the Chief Finance Officer Director of Finance and Information 
and that:

a. all contracts (except as otherwise provided for in the Scheme of Delegation), 
leases, tenancy agreements, letters of intent and other commitments which 
may result in a liability are notified to the Director of Finance and 
InformationChief Finance Officer in advance of any commitment being made;

b. contracts above specified thresholds are advertised and awarded in 
accordance with EU rules on public procurement;

c. where consultancy advice is being obtained, the procurement of such advice 
must be in accordance with guidance issued by the Department of Health;

d. no order shall be issued for any item or items to any firm, which has made an 
offer of gifts, reward or benefit to directors or employees, other than:
• isolated gifts of a trivial character or inexpensive seasonal gifts, such as 

calendars;
• conventional hospitality, such as lunches in the course of working visits;
This provision needs to be read in conjunction with Section B, Part 3 
Standards of Business Conduct;

e. no requisition/order is placed for any item or items for which there is no budget 
provision unless authorised by the Director of Finance and InformationChief 
Finance Officer on behalf of the Managing Director;

f. all goods, services, or works are ordered on an official order except works and 
services executed in accordance with a contract and purchases from petty 
cash;

g. verbal orders must only be issued very exceptionally - by an employee 
designated by the Managing Director and only in cases of emergency or 
urgent necessity.  These must be confirmed by an official order and clearly 
marked "Confirmation Order";

h. orders are not split or otherwise placed in a manner devised so as to avoid the 
financial thresholds;

i. goods are not taken on trial or loan in circumstances that could commit the 
Trust to a future uncompetitive purchase;

j. changes to the list of employees and officers authorised to certify invoices are 
notified to the Director of Finance and InformationChief Finance Officer;

72/88 127/233



73 | P a g e
SECTION D – STANDING FINANCIAL INSTRUCTIONS 

k. purchases from petty cash and procurement card are restricted in value and by 
type of purchase in accordance with instructions issued by the Director of 
Finance and Information; 

l. petty cash and procurement card records are maintained in a form as 
determined by the Director of Finance and InformationChief Finance 
Officer.

41.2 The Managing Director and Chief Finance Officer Director of Finance and 
Information shall ensure that the arrangements for financial control and financial 
audit of building and engineering contracts and property transactions comply with 
relevant guidance. The technical audit of these contracts shall be the responsibility of 
the relevant director.

42 Joint Finance Arrangements with local authorities and voluntary bodies  

Payments to local authorities and voluntary organisations made under the powers of Section 
75 of the NHS Act 2006 shall comply with procedures laid down by the Chief Finance 
OfficerDirector of Finance and Information, which shall be in accordance with these Acts. 

43 External borrowing

43.1 The Chief Finance Officer Director of Finance and Information will advise the 
Board concerning the Trust’s ability to pay dividend on, and repay Public Dividend 
Capital (PDC) and any proposed new borrowing, within the limits set by the 
Department of Health. The Chief Finance Officer Director of Finance and 
Information is also responsible for reporting periodically to the Board concerning the 
PDC debt and all loans and overdrafts.

43.2 The Board will agree the list of employees (including specimens of their signatures) 
who are authorised to make short term borrowings on behalf of the Trust. This must 
contain the Chief Executive and the Chief Finance OfficerDirector of Finance and 
Information.

43.3 The Chief Finance Officer Director of Finance and Information must prepare 
detailed procedural instructions concerning applications for loans and overdrafts.

43.4 All short-term borrowings should be kept to the minimum period of time possible, 
consistent with the overall cashflow position, represent good value for money, and 
comply with the latest guidance from the Department of Health.

43.5 Any short-term borrowing must be with the authority of two members of an authorised 
panel, one of which must be the Chief Executive or the Chief Finance 
OfficerDirector of Finance and Information. The Board must be made aware of all 
short term borrowings at the next Board meeting.  All long-term borrowing must be 
consistent with the plans outlined in the current Financial Plan and be approved by 
the Trust Board.

44 Investment

44.1 Temporary cash surpluses must be held only in such public or private sector 
investments as notified by the Secretary of State and authorised by the Board.
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44.2 The Chief Finance Officer Director of Finance and Information is responsible for 
advising the Board on investments and shall report periodically to the Board 
concerning the performance of investments held.

44.3 The Chief Finance Officer Director of Finance and Information will prepare 
detailed procedural instructions on the operation of investment accounts and on the 
records to be maintained.

45 Financial framework

The Chief Finance Officer Director of Finance and Information should ensure that 
members of the Board are aware of the Financial Framework. This document contains 
directions, which the Trust must follow. It also contains directions to Clinical Commissioning 
Groups regarding resource and capital allocation and funding to Trusts. The Chief Finance 
Officer Director of Finance and Information should also ensure that the direction and 
guidance in the framework is followed by the Trust. 

Part 9 – Capital investment, private financing, fixed asset 
registers and security of assets
46 Capital Investment

46.1 The Chief Executive:

a. shall ensure that there is an adequate appraisal and approval process in place 
for determining capital expenditure priorities and the effect of each proposal 
upon business plans;

b. is responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 

c. shall ensure that the capital investment is not undertaken without confirmation 
of purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges.

46.2 For every capital expenditure proposal the Managing Director shall ensure:

a. that a business case (in line with the guidance contained within the “Capital 
Investment Manual”) is produced setting out:

• an option appraisal of potential benefits compared with known costs to 
determine the option with the highest ratio of benefits to costs; 

• the involvement of appropriate Trust personnel and external agencies;
• appropriate project management and control arrangements; 

b. that the Director of Finance and InformationChief Finance Officer certified 
professionally to the costs and revenue consequences detailed in the business 
case.

46.3 For capital schemes where the contracts stipulate stage payments, the Chief 
Executive or Managing Director will issue procedures for their management.
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46.4 The Chief Finance Officer Director of Finance and Information shall assess on an 
annual basis the requirement for the operation of the construction industry tax 
deduction scheme in accordance with Inland Revenue guidance.

46.5 The Chief Finance Officer Director of Finance and Information shall issue 
procedures for the regular reporting of expenditure and commitment against 
authorised expenditure.

46.6 The approval of a capital programme shall not constitute approval for expenditure on 
any scheme.

46.7 The Managing Director shall issue to the manager responsible for any scheme:

a. specific authority to commit expenditure;
b. authority to proceed to tender;
c. approval to accept a successful tender.

46.8 The Chief Executive will issue a scheme of delegation for capital investment 
management in accordance with "Estatecode" guidance and the Trust’s Standing 
Orders.

46.9 The Chief Finance Officer Director of Finance and Information shall issue 
procedures governing the financial management, including variations to contract, of 
capital investment projects and valuation for accounting purposes. These procedures 
shall fully take into account the delegated limits for capital schemes as notified to the 
Trust by the Department of Health/NHSE/I.

46.10 The Chief Finance Officer shall issue procedures for the rare occasions where there 
may be a requirement to commence work in advance of contracts being signed 
based on a Letter of Intent.  Authorisation should be sought from the CFO and/or 
Managing Director in accordance with the scheme of delegation.

47 Asset registers

47.1 The Managing Director is responsible for the maintenance of registers of assets, 
taking account of the advice of the Chief Finance Officer Director of Finance and 
Information concerning the form of any register and the method of updating, and 
arranging for a physical check of assets against the asset register to be conducted on 
a rolling basis.

47.2 The Trust shall maintain an asset register recording fixed assets with sufficient detail 
to enable the asset’s identification, valuation, type of asset, location and relevant 
manager.

47.3 Additions to the fixed asset register must be clearly identified to an appropriate 
budget holder and be validated by reference to:

a. properly authorised and approved agreements, architect's certificates, 
supplier's invoices and other documentary evidence in respect of purchases 
from third parties;

b. stores, requisitions and wages records for own materials and labour including 
appropriate overheads; 
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c. lease agreements in respect of assets held under a finance lease and 
capitalised.

47.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 
must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate).

47.5 The Chief Finance Officer Director of Finance and Information shall approve 
procedures for reconciling balances on fixed assets accounts in ledgers against 
balances on fixed asset registers.

47.6 The value of each asset shall be held at fair value as determined by the Trust’s 
accounting policies.

47.7 The value of each asset shall be depreciated using methods and rates as specified 
within the Trust’s accounting policies.

47.8 The Chief Finance Officer Director of Finance and Information shall calculate and 
pay capital charges as specified in the NHS Finance Manual issued by the 
Department of Health.

48 Security of Assets

48.1 The overall control of fixed assets is the responsibility of the Chief Executive. 

48.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Chief 
Finance OfficerDirector of Finance and Information.  This procedure shall make 
provision for:

a. recording managerial responsibility for each asset;
b. identification of additions and disposals;
c. identification of all repairs and maintenance expenses;
d. physical security of assets;
e. periodic verification of the existence of, condition of, and title to, assets 

recorded;
f. identification and reporting of all costs associated with the retention of an asset; 
g. reporting, recording and safekeeping of cash, cheques, and negotiable 

instruments.

48.3 All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Chief Finance OfficerDirector of Finance and Information.

48.4 Whilst each employee and officer has a responsibility for the security of property of 
the Trust, it is the responsibility of Board members and senior employees in all 
disciplines to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Board.  Any breach of agreed security 
practices must be reported in accordance with agreed procedures.

48.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of 
equipment, stores or supplies must be reported by Board members and employees in 
accordance with the procedure for reporting losses.
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48.6 Where practical, assets should be marked as Trust property.

Part 10 – Stores and receipt of goods
49 General position

Stores, defined in terms of controlled stores and departmental stores (for immediate use) 
should be:

a. kept to a minimum;
b. subjected to annual stock take;
c. valued at the lower of cost and net realisable value.

50 Control of stores, stocktaking, condemnations and disposal

50.1 Subject to the responsibility of the Chief Finance Officer Director of Finance and 
Information for the systems of control, overall responsibility for the control of stores 
shall be delegated to an employee by the Chief Executive.  The day-to-day 
responsibility may be delegated by him to departmental employees and stores 
managers/keepers, subject to such delegation being entered in a record available to 
the Chief Finance OfficerDirector of Finance and Information.  The control of any 
pharmaceutical stocks shall be the responsibility of a designated pharmaceutical 
officer; the control of any fuel oil and coal of a designated estates manager.

50.2 The responsibility for security arrangements and the custody of keys for any stores 
and locations shall be clearly defined in writing by the designated manager/ 
pharmaceutical officer.  Wherever practicable, stocks should be marked as health 
service property.

50.3 The Chief Finance Officer Director of Finance and Information shall set out 
procedures and systems to regulate the stores including records for receipt of goods, 
issues, and returns to stores, and losses.

50.4 Stocktaking arrangements shall be agreed with the Chief Finance Officer Director 
of Finance and Information and there shall be a physical check covering all items in 
store at least once a year.

50.5 Where a complete system of stores control is not justified, alternative arrangements 
shall require the approval of the Chief Finance OfficerDirector of Finance and 
Information.

50.6 The designated manager/pharmaceutical officer shall be responsible for a system 
approved by the Chief Finance Officer Director of Finance and Information for a 
review of slow moving and obsolete items and for condemnation, disposal, and 
replacement of all unserviceable articles.  The designated Officer shall report to the 
Chief Finance Officer Director of Finance and Information any evidence of 
significant overstocking and of any negligence or malpractice.  Procedures for the 
disposal of obsolete stock shall follow the procedures set out for disposal of all 
surplus and obsolete goods.

51 Goods supplied by NHS Supply Chain
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For goods supplied via the NHS Supply Chain, the Chief Executive shall identify those 
authorised to requisition and accept goods from the store.  The authorised person shall 
check receipt against the delivery note before forwarding this to the Chief Finance 
OfficerDirector of Finance and Information who shall satisfy himself that the goods have 
been received before accepting the recharge.

Part 11 – Disposals and condemnations, losses and 
specials payments 
52 Disposals and condemnation procedures

52.1 The Chief Finance Officer Director of Finance and Information must prepare 
detailed procedures for the disposal of assets including condemnations, and ensure 
that these are notified to managers.

52.2 When it is decided to dispose of a Trust asset, the head of department or authorised 
deputy will determine and advise the Chief Finance Officer Director of Finance 
and Information of the estimated market value of the item, taking account of 
professional advice where appropriate.

52.3 All unserviceable articles shall be:

a. condemned or otherwise disposed of by an employee authorised for that 
purpose by the Chief Finance OfficerDirector of Finance and Information;

b. recorded by the Condemning Officer in a form approved by the Chief 
Finance OfficerDirector of Finance and Information, which will indicate 
whether the articles are to be converted, destroyed or otherwise disposed of.  
All entries shall be confirmed by the countersignature of a second employee 
authorised for the purpose by the Chief Finance OfficerDirector of Finance 
and Information.

52.4 The condemning officer shall satisfy himself as to whether or not there is evidence 
of negligence in use and shall report any such evidence to the Chief Finance 
Officer Director of Finance and Information who will take the appropriate action. 

53 Losses and special payments

53.1 The Chief Finance Officer Director of Finance and Information must prepare 
procedural instructions on the recording of and accounting for condemnations, 
losses, and special payments.  

53.2 Any employee or officer discovering or suspecting a loss of any kind must either 
immediately inform their head of department, who must immediately inform 
Managing Director and the Chief Finance Officer Director of Finance and 
Information or inform an officer charged with responsibility for responding to 
concerns involving loss.  This officer will then appropriately inform the Chief Finance 
OfficerDirector of Finance and Information and/or Managing Director.  Where a 
criminal offence is suspected, the Chief Finance Officer Director of Finance and 
Information must immediately inform the police if theft or arson is involved.  In cases 
of fraud and corruption or of anomalies, which may indicate fraud or corruption, the 
Chief Finance Officer Director of Finance and Information must inform the 
relevant LCFS and NHS Protect regional team in accordance with Secretary of State 
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for Health and Social Care’s Directions.  The Chief Finance Officer Director of 
Finance and Information must notify NHS Protect and the External Auditor of all 
suspected frauds.

53.3 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 
except if trivial, the Chief Finance Officer Director of Finance and Information 
must immediately notify: 

a. the Board (via the Audit Committee),
b. the External Auditor.

53.4 Within limits delegated to it by the Department of Health, the Board shall approve the 
writing-off of losses.

53.5 The Chief Finance Officer Director of Finance and Information shall be 
authorised to take any necessary steps to safeguard the Trust’s interests in 
bankruptcies and company liquidations.

53.6 For any loss, the Chief Finance Officer Director of Finance and Information 
should consider whether any insurance claim can be made.

53.7 The Chief Finance Officer Director of Finance and Information shall maintain a 
Losses and Special Payments Register in which write-off action is recorded.

53.8 No special payments exceeding delegated limits shall be made without the prior 
approval of the Department of Health.

53.9 All losses and special payments must be reported to the Audit Committee at every 
meeting.

Part 12 – Information Technology
54 Responsibilities and duties of the Chief Finance OfficerDirector of Finance and 
Information

54.1 The Chief Finance OfficerDirector of Finance and Information, who is responsible 
for the accuracy and security of the computerised financial data of the Trust, shall:

a. devise and implement any necessary procedures to ensure  adequate 
(reasonable) protection of the Trust’s data, programs  and computer hardware 
for which they are responsible from accidental or intentional disclosure to 
unauthorised persons, deletion or modification, theft or damage, having due 
regard for the Data Protection Act 1998;

b. ensure that adequate (reasonable) controls exist over data entry, processing, 
storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system;

c. ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment;

d. ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews, as they may 
consider necessary are being carried out.
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54.2 The Chief Finance Officer Director of Finance and Information shall need to 
ensure that new financial systems and amendments to current financial systems are 
developed in a controlled manner and thoroughly tested prior to implementation.  
Where this is undertaken by another organisation, assurances of adequacy must be 
obtained from them prior to implementation.

54.3 The Chief Finance Officer Director of Finance and Information shall publish and 
maintain a Freedom of Information Publication Scheme, or adopt a model Publication 
Scheme approved by the Information Commissioner.  A Publication Scheme is a 
complete guide to the information routinely published by a public authority and 
describes the classes or types of information about our Trust that we make publicly 
available.

55 Responsibilities and duties of other directors and officers in relation to 
computer systems of a general application

In the case of computer systems which are proposed general applications (i.e. normally 
those applications which the majority of Trust’s in the Region wish to sponsor jointly) all 
responsible directors and employees will send to the Chief Finance OfficerDirector of 
Finance and Information:

a. details of the outline design of the system;
b. in the case of packages acquired either from a commercial organisation, from 

the NHS, or from another public sector organisation, the operational 
requirement.

56 Contracts for computer services with other health bodies or outside agencies

56.1 The Chief Finance Officer Director of Finance and Information shall ensure that 
contracts for computer services for financial applications with another health 
organisation or any other agency shall clearly define the responsibility of all parties 
for the security, privacy, accuracy, completeness, and timeliness of data during 
processing, transmission and storage.  The contract should also ensure rights of 
access for audit purposes.

56.2 Where another health organisation or any other agency provides a computer service 
for financial applications, the Chief Finance Officer Director of Finance and 
Information shall periodically seek assurances that adequate controls are in 
operation.

57 IT risk assessments

The Chief Finance Officer Director of Finance and Information shall ensure that risks to 
the Trust arising from the use of IT are effectively identified and considered and appropriate 
action taken to mitigate or control risk. This shall include the preparation and testing of 
appropriate disaster recovery plans.

58 Requirements for computer systems, which have an impact on corporate 
financial systems

Where computer systems have an impact on corporate financial systems, the Chief Finance 
Officer Director of Finance and Information shall need to be satisfied that:
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a. systems acquisition, development and maintenance are in line with corporate 
policies such as an Information Technology Strategy;

b. data produced for use with financial systems is adequate, accurate, complete 
and timely, and that a management (audit) trail exists; 

c. Director of Finance and InformationChief Finance Officer staff have access 
to such data; 

d. such computer audit reviews as are considered necessary are being carried 
out.

Part 13 – Patient’s Property 

59 Patient property

59.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as "property") handed in by patients, in the possession 
of unconscious or confused patients, or found in the possession of patients dying in 
hospital or dead on arrival.

59.2 The Chief Operating Officer and Chief Finance OfficerDirector of Finance and 
Information, on behalf of the Chief Executive are responsible for ensuring that 
patients or their guardians, as appropriate, are given information and advice on 
patient property which includes two key messages:

a. Patients should keep as little property as possible on Trust premises, and this 
particularly applies to valuables. They should hand any item they do not need 
to a relative/carer to take home

b. The Trust will not accept liability for loss of or damage to the patient’s property 
unless it is handed over for safekeeping and a copy of the Patient Property 
Record is obtained as a receipt.

This information and the process for handing in property will be provided in writing, 
by notices and other written information material including admission 
documentation and property records, and orally through the advice of staff 
responsible for admission.

59.3 The Chief Finance Officer Director of Finance and Information must provide 
detailed written instructions on the collection, custody, investment, recording, 
safekeeping, and disposal of patients' property (including instructions on the disposal 
of the property of deceased patients and of patients transferred to other premises) for 
all staff whose duty is to administer, in any way, the property of patients.  Due care 
should be exercised in the management of a patient's money in order to maximise 
the benefits to the patient.

59.4 Where Department of Health instructions require the opening of separate accounts 
for patients' monies, these shall be opened and operated under arrangements 
agreed by the Chief Finance OfficerDirector of Finance and Information.

59.5 In all cases where property of a deceased patient is of a total value in excess of 
£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates (Small Payments) Act 1965), the production of Probate or 
Letters of Administration shall be required before any of the property is released.  
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Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained.

59.6 Staff should be informed, on appointment, by the appropriate departmental or senior 
manager of their responsibilities and duties for the administration of the property of 
patients.

59.7 Where patients' property or income is received for specific purposes and held for 
safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing.

Part 14 – Funds Held on Trust
60 Corporate Trustee 

60.1 The discharge of the Trust’s corporate trustee responsibilities are distinct from its 
responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general principles of 
financial regularity, prudence and propriety.  Trustee responsibilities cover both 
charitable and non-charitable purposes.  

60.2 The Chief Finance Officer Director of Finance and Information shall ensure that 
each trust fund, which the Trust is responsible for managing, is managed appropriately 
with regard to its purpose and to its requirements.

61 Accountability to Charity Commission and Secretary of State for Health and 
Social Care

61.1 The trustee responsibilities must be discharged separately and full recognition given 
to the Trust’s dual accountabilities to the Charity Commission for charitable funds 
held on trust and to the Secretary of State for all funds held on trust.

61.2 The Schedule of Matters Reserved to the Board and the Scheme of Delegation make 
clear where decisions regarding the exercise of discretion regarding the disposal and 
use of the funds are to be taken and by whom.  All Trust Board members and Trust 
officers must take account of that guidance before taking action. 

62 Applicability of SFIs to funds held on Trust

62.1 In so far as it is possible to do so, most of the sections of these SFIs will apply to the 
management of funds held in trust. 

62.2 The over-riding principle is that the integrity of each Trust must be maintained and 
statutory and Trust obligations met.  Materiality must be assessed separately from 
Exchequer activities and funds.

Part 15 – Retention of Records

63.1 The Managing Director shall be responsible for maintaining archives for all records 
required to be retained in accordance with the Records Management Code of 
Practice for Health and Social Care 2016.
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63.2 The records held in archives shall be capable of retrieval by authorised persons.

63.3 Records held in accordance with latest Department of Health guidance shall only be 
destroyed at the express instigation of the Managing Director. Detail shall be 
maintained of records so destroyed.

Part 16 – Risk Management and Insurance
64 Programme of risk management

64.1 The Managing Director shall ensure that the Trust has a programme of risk 
management, in accordance with current Department of Health assurance framework 
requirements, which must be approved and monitored by the Board.  The programme 
of risk management shall include:

a. a process for identifying and quantifying risks and potential liabilities;
b. engendering among all levels of staff a positive attitude towards the control of 

risk;
c. management processes to ensure all significant risks and potential liabilities 

are addressed including effective systems of internal control, cost effective 
insurance cover, and decisions on the acceptable level of retained risk;

d. contingency plans to offset the impact of adverse events;
e. audit arrangements including; Internal Audit, clinical audit, health and safety 

review;
f. a clear indication of which risks shall be insured;
g. arrangements to review the Risk Management programme.

64.2 The existence, integration and evaluation of the above elements will assist in 
providing a basis to make the Annual Governance Statement within the Annual 
Report and Accounts as required by current Department of Health guidance.

65 Insurance: Risk Pooling Schemes administered by NHS Resolution

The Board shall decide if the Trust will insure through the risk pooling schemes administered 
by the NHS Resolution or self-insure for some or all of the risks covered by the risk pooling 
schemes. If the Board decides not to use the risk pooling schemes for any of the risk areas 
(clinical, property and employers/third party liability) covered by the scheme,this decision 
shall be reviewed annually.

66 Insurance arrangements with commercial insurers

There is a general prohibition on entering into insurance arrangements with commercial 
insurers. There are, however, three exceptions when Trusts may enter into insurance 
arrangements with commercial insurers. The exceptions are:

a. Trusts may enter commercial arrangements for insuring motor vehicles owned by 
the Trust including insuring third party liability arising from their use;

b. where the Trust is involved with a consortium in a Private Finance Initiative 
contract and the other consortium members require that commercial insurance 
arrangements are entered into; and 

c. where income generation activities take place. Income generation activities 
should normally be insured against all risks using commercial insurance. If the 
income generation activity is also an activity normally carried out by the Trust for 
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a NHS purpose, the activity may be covered in the risk pool. Confirmation of 
coverage in the risk pool must be obtained from NHS Resolution. In any case of 
doubt concerning a Trust’s powers to enter into commercial insurance 
arrangements, the Director of Finance and InformationChief Finance Officer 
should consult the Department of Health.

67 Arrangements to be followed by the Board in agreeing insurance cover

67.1 Where the Board decides to use the risk pooling schemes administered by the NHS 
Resolution, the Chief Finance Officer Director of Finance and Information shall 
ensure that the arrangements entered into are appropriate and complementary to the 
risk management programme. The Chief Finance Officer Director of Finance and 
Information shall ensure that documented procedures cover these arrangements.

67.2 Where the Board decides not to use the risk pooling schemes administered by the 
NHS Resolution for one or other of the risks covered by the schemes, the Chief 
Finance Officer Director of Finance and Information shall ensure that the Board is 
informed of the nature and extent of the risks that are self-insured as a result of this 
decision. The Chief Finance Officer Director of Finance and Information will draw 
up formal documented procedures for the management of any claims arising from 
third parties and payments in respect of losses, which will not be reimbursed.  

67.3 All the risk pooling schemes require scheme members to make some contribution to 
the settlement of claims (the ‘deductible’).  The Chief Finance Officer Director of 
Finance and Information should ensure documented procedures also cover the 
management of claims and payments below the deductible in each case.
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Appendices 1 and 2 – Schedule of Reservation and Delegation of Powers and 
Financial Delegation Limits
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SCHEME OF DELEGATION SUMMARY Appendix 1 and 2 SFI's

Management of revenue budgets

Individual budget level (Pay and Non Pay) Designated Budget Holder
Divisional/department budgets Associate COO/Executive Director/Associate or Deputy Director
Financial reserves and provisions Chief Finance Officer
Hosted services Appropriate Budget Holder
Virement of budgets WITHIN Cost Centre Budget Holder/General Manager/Associate COO/ Associate or Deputy Director
Virement of budgets BETWEEN Cost Centres (excluding those affecting reserves):

<£10k Designated Budget Holder
£10k-£25k General Manager
£25k-£50k Associate COO/Executive Director/Associate or Deputy Director
£50k-£100k Managing Director OR CFO
£100k-£500k Managing Director AND CFO
>£500k Trust Board

 Authorisation Levels - Trust

Limits
Auth'n of Non Stock req's and 
payments PFI related Exp Capital Schemes Finance Leases and MES's

£0k-£10k Level 4: Designated Budget Holder Head of Estates Desig. Capital Project Manager Level 4: Designated Budget Holder

£10k-£25k
Level 3: General Manager / Associate 
Directors / Heads of Dept Head of Estates Desig. Capital Project Manager

Level 3: General Manager / Associate 
Directors / Heads of Dept

£25k-£50k Level 2: Associate COO/Executive 
Director/ Deputy CFO

Head of Estates Desig. Capital Project Director Level 2: Associate COO/Executive 
Director/ Deputy CFO

£50k-£100k Level 1: Managing Director OR CFO Managing Director OR CFO Managing Director OR CFO Level 1: Managing Director OR CFO
£100k-£500k Managing Director AND CFO Managing Director AND CFO Managing Director AND CFO Managing Director AND CFO
>£500k Trust Board* Trust Board* Trust Board* Trust Board*
* NB: where authority is reserved to the Trust Board, once approved, it shall be enacted on the relevant Trust system by the Managing Director AND the CFO

 Authorisation Levels - Charitable Funds

Limits Charitable Funds
<£2k Fund Manager
£2k-£10k Managing Director OR CFO
£10k-£25k Managing Director AND CFO

£25k-£50k
Managing Director AND CFO AND 
Chairman/NED

>£50k Trust Board or Charity Trustee

Non Pay Expenditure - requirements to enforce competition 

£0k - £9.999k
No Quotations required though VFM 
to be evidenced

£10k-£49.999k Minimum of 3 formal written 
quotations received

£50k - OJEU Limit 
(or successor 
arrangement)

See advice of CFO or Head of 
Procurement - formal procurement

> OJEU Limit (or 
successor 
arrangement)

All potential contracts over this value 
must comply with EU legislation (or 
successor legislation post BREXIT.  
Thresholds subject to amendment 
and differ according to type of 
expenditure.  Contact Head of 
Procurement for advice/guidance

Tendering and Contract Procedures (including Leases and MES's)

Limits

Application of Waivers to avoid 
requirements to obtains 
Quotations/Tenders (subject to SFIs)

Opening Tenders Awarding Tenders and Signing of 
Contracts on behalf of the Trust

Variation to existing contracts 
(including PFI scheme and MES's)

<£10k
Associate COO/Executive 
Director/Associate or Deputy Director

Designated Budget Holder Designated Budget Holder

£10k-£50k CFO / Deputy CFO
Associate COO/Executive 
Director/Associate or Deputy Director

Associate COO/Executive 
Director/Associate or Deputy Director

£50k-£100k Managing Director OR CFO Managing Director OR CFO Managing Director OR CFO
£100k-£500k Managing Director AND CFO Managing Director AND CFO Trust Board*
>£500k Trust Board* Trust Board* Trust Board*

<£1m
Two Senior Managers/Officers 
as nominated by Managing 

>£1m
One Senior Manager/Officer 
and one Board member

* NB: where authority is reserved to the Trust Board, once approved, it shall be enacted on the relevant Trust system by the Managing Director AND the CFO

Responsibility for maintaining expenditure within approved budget Authority delegated to

These limits represent the maximum limits to be applied to Groups of Officers (Levels 1-4) operating within their available budgetary provision.  Actual limits applied to individual 
officers may be set at a lower level to reflect the level of delegated budgetary authority. The Chief Finance Officer will maintain an Authorised Signatory List specifying individual officer 
limits – this list shall have effect as if incorporated in this Scheme of Delegation.

Charitable 
Funds
No changes
proposed to 
sign-off limits 
or rights

Application of 
competition 
requirements
based on value of 
procurement 
(Left)

The limits are 
applicable to all 
requisitions.  
Values are based 
on the full 
contract life.   
Values exclude 
VAT

Tendering and Contract Procedures (Below)

These limits govern processes relating to the 
managing and award of tenders and 
subsequent amendments to contract terms.

They also identify the limits applicable to the 
application of waivers to procurement 
requirements as set out in SFI's and the level 
at which waivers must be approved.

All waivers are reported on to the Audit 
Committee on a retrospective basis.

Post names are indicative.

Role Titles
Associate COO and General Manager are 
designated roles within the organisational 
hierarchy relating to operating Divisions.  
Associate Director roles in corporate functions will 
be designated as equivalent roles for the purpose 

Lease and MES Value
Authorisation limits applicable 
to Leases and MES's will apply 
to the whole life cost of lease 
or MES charges.

Delegated Authority

Where either the Managing 
Director or Chief Finance Officer 
are unavailable due to annual or 
sick leave, delegated authority 
for authorisation of goods and 
services and/or contract awards 
and application of waivers is 
delegated to the Chief Executive  
or an Executive Director in the 
case of the Managing Director 
or to one of the Deputy CFOs in 
place of the Chief Finance 
Officer. 
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Appendix 3 – Exemption to Contract Procedure Rules Approval Form

EXEMPTION TO STANDING ORDERS 
AND STANDING FINANCIAL 
INSTRUCTIONS (CONTRACT 

PROCEDURE RULES)
Staff are responsible for ensuring that exemptions to the rules are approved in advance of any action 

undertaken in all instances where contract procedures rules cannot be complied with.  An exemption is a 
permission to let a contract without complying with one or more of the rules within standing orders and 

standing financial instructions.
Section 1 Details
Scheme Name

Description of 
Services, Works 
or Supplies
Provider

Section 2 Contract Values and Duration
Total Contract 
Value
Contract Duration

Approx Start Date

Please ‘check’ the box which covers the contract value:
Up to £10,000 
Up to £100,000 
Up to £250,000 
Up to £500,000 
Over £500,000 

Section 3 Why is the exemption requested?
Not limited to: no quotations have been sought or the purchase cannot be made via a compliant framework 
agreement.  If an application to let a contract without genuine competition is granted, the officer responsible for 
the contract must demonstrate that the price obtained is not in excess of the market price and that the contract 
represents best value.  A lack of time caused by inadequate forward planning is not a cogent reason and will 
not permit an exemption to the rules.

Section 4 Has the matter been agreed with the relevant technical expert
Has the relevant experts(s) in your service agreed that the goods, services or works to be purchased are 
required and will be fit for purpose, that the supplier’s prices are reasonable and good value for money and the 
suitability of the proposed provider has been established.

Section 5 What is the impact of non-approval?
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Section 6 Why has the proposed provider been selected?

Section 7 What will happen when the exemption period expires?  
What will be in place to prevent the need for a future exemption request?

Section 8 Has Procurement advice been sought?
Has procurement advice been sought in arriving at the decision to seek a waiver?

Section 9 Approvals (to be finalised after completion of Sections 1 to 8)
Originating Officer
Name Signature Date

Authorising Officer (as defined in the financial delegation limits: up to £10,000  - Associate 
COO/Executive Director/Associate or Deputy Director; Up to £50,000 – Managing Director or Chief Finance 
Officer or Deputy CFO; Up to £250100,000 - Managing Director AND OR Chief Finance Officer; Up to 
£500,000 – Managing Director AND CFO Over £250500,000 – Board)
Name Signature Date

Chief Finance Officer or Nominated Deputy
Name Signature Date
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Board and Committee Dates 2023
Status of report: ☒Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Board of Directors
Lead Executive Director: Managing Director
Author: Erica Hermon, Company Secretary
Documents covered by this 
report:

Board and Committee Dates 2023

1.  Purpose of the report
To provide the Board with the opportunity to review and agree the proposed Board and Committee dates 
for 2023.   

2. Recommendation(s)
Board members are invited to note and agree the Board and Committee dates for 2023.   

3. Executive Director Opinion1

These dates have been discussed and agreed with respective Committee chairs.  The Board are invited 
to note that the Board date for January 2023 is scheduled later than usual to avoid Board papers having 
to be prepared and published over a bank holiday period.  Months where Foundation Group Board 
Meetings take place are also identified within the spreadsheet.   Given that in recent years both the end 
of year audit and board meetings have been subject to change, it is envisaged that this could again be 
the case in 2023.

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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WVT Board & Committee Dates 2023

2023
NED's Pre-meet with

Russell and Glen
Board Workshop Board of Directors

Executive Risk
Management

Charity Trustee Audit RemCo Trust Management Board Quality Committee

January 19th 9 - 9.30 am 19th 9.30 am-12pm 19th 1pm - 4.00pm 6th/20th 1pm-3.00pm 26th 1.00pm-4.00pm
February - FG BOARD 1st  8.30 - 9.30am 1st  9.30am-12pm 1st  1.30pm- 3.30pm 15th 9.30am-11am 3rd/17th 1pm-3.00pm 23rd 1.00pm-4.00pm
March 2nd 9 - 9.30am 2nd 9.30am-12pm 2nd 1pm- 4.00pm 16th 1pm-2.00pm 16th 9am-12pm 16th 2pm-3.00pm 3rd/17th 1pm-3.00pm 30th 1.00pm-4.00pm
April 6th 9 - 9.30am 6th 9.30am-12pm 6th 1pm- 4.00pm 19th  9.30am-11am 21st 1pm-3.00pm 27th 1.00pm-4.00pm
May - FG BOARD 3rd 8.30 - 9.30am 3rd  9.30am-12pm 3rd 1.30pm- 3.30pm 26th  (EOY) 9am-12pm 5th/19th 1pm-3.00pm 25th 1.00pm-4.00pm
EOY BOARD 26th 12.30 - 1pm TBC 26th 1pm- 4.00pm
June 21st 9.30am-11am 15th 1pm-2.00pm 15th 9am-12pm 15th 2pm-3.00pm 2nd/16th 1pm-3.00pm 29th 1.00pm-4.00pm
July 6th 9 - 9.30am 6th 9.30am-12pm 6th 1pm- 4.00pm 7th/21st 1pm-3.00pm 27th 1.00pm-4.00pm
August - FG BOARD 2nd 8.30 - 9.30am 2nd 9.30am-12pm 2nd 1.30pm- 3.30pm 16th 9.30am-11am 4th/18th 1pm-3.00pm 31st 1.00pm-4.00pm
September 7th 9 - 9.30am 7th 9.30am-12pm 7th 1pm- 4.00pm 14th 1pm-2.00pm 14th 9am-12pm 14th 2pm-3.00pm 1st/15th 1pm-3.00pm 28th 1.00pm-4.00pm
October 5th 9 - 9.30am 5th 9.30am-12pm 5th 1pm- 4.00pm 18th 9.30am-11am 6th/20th 1pm-3.00pm 26th 1.00pm-4.00pm
November - FG BOARD 1st  8.30 - 9.30am 1st  9.30am-12pm 1st  1.30pm- 3.30pm 3rd/17th 1pm-3.00pm 30th 1.00pm-4.00pm
December 7th 9 - 9.30am 7th 9.30am-12pm 7th 1pm- 4.00pm 20th 9.30am-11am 14th 1pm-2.00pm 14th 9am-12pm 1st/15th 1pm-3.00pm 21st 1.00pm-4.00pm
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Report to: Public Board
Date of Meeting: 06/10/2022
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 Chef Nursing Officer
Documents covered by this 
report:

1.  Purpose of the report
To provide 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

This information is accurate at the time of reporting.  A deep dive into establishments, benchmarking, acuity and 
dependency auditing will be presented at the next Quality Committee, and additionally we are working on 
performance measures to report to Board as part of our Nurse Agency Reduction programme.

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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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 infection prevention and operational needs. 
This report will focus on the data for August 2022, but will also incorporate some current nurse staffing 
issues for the month of September 2022. 

Factors impacting on staffing

• The number of patients admitted with COVID 19 has decreased throughout August and September 
2022. Changes to Covid screening in line with national guidance has made the cohorting of patients 
simpler from an operational perspective.  

• During August 2022, we had a number of cohort bays on wards due to Covid infection and we have 
had Covid outbreaks on Frome Ward, Lugg Ward and at Leominster Community Hospital.

• During this reporting period, ED has continued to see large numbers of attendances on a daily 
basis. Escalation areas are open overnight within the department for patients awaiting beds, 
additional staffing has been needed overnight to care for these patients.

• The Medical Escalation Ward has also been open during this period, as well as at times utilising the 
Daycase Unit to accommodate medical outlying patients.

• We have seen an increase in agency spend across the Trust. We have continued to see large 
numbers of nursing shifts being requested via agency due to the additional beds and pressures in 
ED.

Planned versus actual fill rate data 

The table below details the actual fill rate data based on our nursing rotas.  Rotas are planned 8-12 weeks 
in advance (the plan), this data is taken after the rota has been worked and is based on the real staffing 
situation taking into account sickness, one to one care and other factors that may lead to staffing 
adjustments (actual).  

 Day Night  
 RN Fill HCA Fill RN Fill HCA Fill Overall (Actual) CHPPD

Primrose Unit 100.6% 98.7% 100.0% 90.3% 9.8
Maternity Ward 76.0% 89.5% 75.8% 80.6% 4.9
Children's Ward 128.4% 100.2% 104.3% 90.3% 13.2

Lugg Ward 91.7% 90.0% 105.4% 109.9% 5.8
Wye Ward 135.1% 72.0% 140.9% 90.3% 7.8

Cardiac Care Unit 100.4% 91.6% 100.1% 96.8% 12.3
Leominster Community Hospital 97.1% 87.2% 101.3% 102.4% 5.4
Bromyard Community Hospital 108.6% 74.0% 100.0% 98.4% 5.8

Ross Community Hospital 95.4% 86.6% 104.9% 97.5% 5.5
Teme Ward 72.2% 74.1% 98.0% 74.2% 7.3

Redbrook Ward 80.7% 121.4% 101.6% 99.9% 7.1
Special Baby Care Unit 93.8% - 99.7% - 10.3

Intensive Care Unit 104.6% - 87.3% - 24.4
Gilwern Ward 105.8% 58.2% 95.1% 34.4% 8.7

Acute Medical Unit 130.4% 80.2% 107.3% 107.9% 8.3
Ashgrove Ward 104.9% 64.4% 97.8% 97.8% 6.6
Dinmore Ward 115.9% 60.3% 103.2% 96.7% 6.6
Garway Ward 111.4% 79.6% 108.4% 113.0% 8.4
Frome Ward 97.9% 86.0% 114.8% 109.0% 6.9
Arrow Ward 108.7% 73.8% 130.1% 80.2% 7.1
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Analysis of rota fill rate data

The supply from the master vend agency has increased over the last quarter meaning that fill rates across 
the ward areas have greatly improved. A number of areas have a fill rate in excess of 100% for the reasons 
below:-

• Children’s ward – Due to high acuity patients, and several patients requiring RMN support.
• Wye Ward – 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 - To meet the needs of patients requiring non-invasive ventilation.

Acuity and dependency reviews were undertaken across the ward areas throughout July 2022. The results 
of these, alongside professional judgement reviews for each area have been presented to the Chief Nursing 
Office in September 2022, and a presentation will be provided to Quality Committee in October 2022.

The new nationally endorsed ED establishment tool has been launched and staff training to undertake the 
acuity and dependency reviews in ED has commenced this month with a plan to audit in October. 

The Community Nursing Safer Staffing Tool is now available nationally; WVT staff were a pilot site for this 
tools development.  A number of staff are due to receive training in October and November 2022.  
Providing they successfully pass the mandated training, the tool will be used to review our district nurse 
establishments in the New Year.

Agency

As can be seen in appendix 1, agency usage has increased in August 2022, from the previous month. This 
increase is by 11.19 WTE, to 157.26 WE. Bank usage has also increased slightly during this period by 7.17 
WTE. As a whole, the Trust had an over establishment of 23.23WTE. This reflects the additional staff 
required to staff areas of high acuity and dependency, the RMN’s required and staffing areas of escalation.

ED continues to be the clinical area utilising the most bank and agency nurses (47.07WTE), the second 
highest area for temporary staffing usage is within the Community Hospital settings (30.70 WTE), across 
the three community sites. The highest use of Thornbury remains within specialist areas, including ICU, 
Children’s Ward, SCBU and within Community Hospitals.

Nurse Agency Reduction Programme 

The NARP programme was set up in July 2022 and is focussing on a number of work streams, some key 
areas of focus include:

• Contract renewal and rate review for master vend - approved at Board last month
• Band 2 recruitment and career pathway - introduced earlier this year 
• Band 2/3 progression framework for discussion at Board later today
• Practice Education retention posts for HCA workforce
• International recruitment pipeline for Q1-3 2022, planning for Q4 funding offer to increase 

international recruitment pipeline
• Implementation of break glass and Thornbury escalation process (commenced August 2022)
• Reduction in HCA agency reliance
• Reduction in reliance on RMN use - working group in place with support from WCHCT mental 

health colleagues
• Safecare module launch in October 2022 to support staffing decision making
• Acuity and Dependency audit, benchmarking exercise and establishment review - due mid-October  
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Appendix 1

Trust – Wide Substantive and Temporary Nurse Staff Position

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 1669.87

Bank 91.11 95.66 99.24 101.27 108.44
Agency 150.32 165.99 151.64 146.07 157.26
Substantive and Overtime 1433.94 1423.09 1411.29 1412.71 1427.40
Subtotal 1675.37 1684.74 1662.17 1660.05 1693.10

Under/(Over) Establishment (8.82) (41.39) 12.45 22.68 (23.23)
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Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Patient Experience Update September 2022
Status of report: ☐Approval ☒Position statement  ☐Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Natasha Owen, Associate Director of Quality Governance
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report

The report provides an update on all patient experience work streams, and the progress in addressing 
the trust quality priorities. 

2. Recommendation(s)

To note the plans for driving improvement in patient experience and pursue any key lines of enquiry. 

3. Executive Director Opinion1

Collectively we have a lot of work to do to improve in this area.  Board is asked to note the following:

• The backlog of overdue complaints - divisions have a plan to clear this by the end of October
• The performance measures for complaints are being reviewed and the team will present 

information on response times in a more meaningful way in future reports
• Improvements made in “getting it right first time” with less “comebacks”
• The change in culture/behaviour required to resolve concerns at source rather than signposting to 

PALS - we must ensure our teams feel equipped to deal with this
• The development of local bespoke surveys which is yet to embed but will provide timely feedback 

and enable us to focus on those thematic issues that need to be addressed
• The successful pilot of the FFT - text messaging in outpatients, the planned further roll out and 

our ability to link individuals to our bespoke surveys via text
• The number and wide variety of volunteers supporting our patients, clinical teams and service 

areas
• The substantive recruitment from our volunteer workforce as part of the Trusts growing our own 

strategy

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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Introduction
This report provides on update on all patient experience work streams; complaints, PALS, 
interpreting services, volunteers and patient surveys/ feedback. The data period for each work 
streams differs dependent on the most available validated data set at time of reporting.

Patient Experience work-streams
Complaints
Last year the Trust received 353, triple that of peer Trusts in our Foundation Group. Our aim was to 
reduce the number of complaints this year through process improvement (the categorisation of 
complaints).  That said the numbers are the numbers and are concerns raised by users of our 
services, regardless of how we ‘label’ (categorise) the concern.

The chart shows that number of complaints received month on month.  During April- September 
2021, the Trust received 168 complaints. At time of reporting the Trust have received 131 
complaints since 1st April 2022. 

The complaints team have initiated changes to how complaints are triaged by the Complaints 
manager and Quality and Safety matron and first point of contact made. Better triage has led to 
many issues being resolved with a telephone call and therefore not needing to enter into the formal 
complaints process, this should see our numbers reduce in the coming months.

In addition, when each complaint is received the complaints team call the complainant to better 
understand their issues and plan the most appropriate way to manage their complaint. This has led 
in some circumstances to complainants withdrawing their complaint as they feel they have been 
listened to. This initial discussion also supports the division in how to respond to the complaint. 

The team and divisions continue to offer meetings with complainants to have an open discussion 
about their experiences. Uptake of this is variable but it is now standard practice to offer. 

Complaint response times
The Trust standard is to respond to 90% of complaints within 30 working days. There has been a 
downward trend in compliance with response times since December 2019, with consistently low 
response rates of concern since November 2021 as shown in the chart below.
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V

Delayed responses whilst wholly unsatisfactory for the complainant also generate more work for the 
central complaints and divisional teams. Regular contact with the complainant is required and often 
due to the time lapsed further questions are raised and a lack of trust develops for the complainant. 

In addition, we are increasingly seeing complainants with a delayed response then making a subject 
access request to review their own clinical notes and this can lead to further issues arising, 
particularly when the notes are reviewed by the complainant without any specialist clinical input to 
provide context. 

The complaints team monitor response times and liaise with divisions on timescales for completion 
but the ability to improve response rates and achieve the Trust standard sits with the divisional 
teams. However a collaborative approach to improving the complaints process is crucial. 

Based on the recommendations made to, and feedback from the Board workshop we are 
introducing process improvements which should lead to fewer formal complaints and more timely 
responses.  We are also looking at a different measure to present performance against this standard. 

Re-opened complaints
The Trust has seen a reduction in re-opened complaints. The chart below shows the year on year 
reduction and quarterly breakdown from the previous year. In addition the table below shows that 
since 1st April 2022 to date there have been 5 re-opened complaints. This is positive in that we are 
resolving complaints in our first response. 
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Two complaints have gone on to be investigated by the Ombudsman. A summary of these cases has 
been shared with the Quality Committee.  In both instances we have provided all information 
requested by the PHSO and we await confirmation that they will be proceeding with an 
investigation.

Complaint themes
The pie chart below shows counts for each element of the complaint i.e. a single complaint may be 
multi-faceted in terms of subject and location. These are counted individually. This provides a more 
detailed examination of themes. The pie chart below shows communications are the main issue with 
one third of all complaints and clinical treatment almost making up another third. Patient care 
accounts for 14%. These three issues account for 78% of complaints 

Concerns (PALS)
Patient, family and carer concerns are reported to the Patient Advice and Liaison Service (PALS) 
team. The team then liaise with the area where the patient is being or was treated to resolve the 
concerns raised. 

The chart below shows that concerns reported remains stable and within normal variation. The 
majority of concerns continue to be in relation waiting times, appointments and communication. 
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There are increasing reports from patients/ families when documenting their concerns that ‘staff 
told us to contact PALS if we were not happy’. The ideal approach to managing patient concerns is at 
the time they arise and in some cases diverting to PALS can delay resolving those concerns. 

With pandemic measures removed, the PALS team will begin to visit areas, engage with patients and 
staff proactively to address concerns. Each member of the PALS team will be assigned to a division to 
provide direct support with their open concerns. This has been trialled with the Emergency 
Department and has seen concerns responded to and closed in a timely manner. 

Patient Surveys
The Trust has devised a programme of local surveys to better receive real time feedback from 
patients. Every month one survey is sent out so that we will receive feedback from all areas of the 
Trust each quarter; acute inpatient, community inpatient, and district nursing. Currently the second 
district nursing survey is out with patients with the community inpatient going out next month. The 
acute inpatient survey is being revised to reflect the areas of the inpatient survey we need to focus 
on for improvement. The first full quarter of data will be reported in February 2023 but will be 
looked at month on month as results are analysed by the Patient Experience Improvement group. 

Friends and Family Test
The Trust have recently piloted a text messaging service to collect Friends and Family Test feedback 
from patients. The QR codes implemented during the pandemic did not generate meaningful 
feedback. 

The text message pilot saw the Trust receive above national average responses in outpatient areas. 
The software also generates dashboards for every area to review their results and the comments. An 
example of this dashboard is shown below. 

The Trust has recently approved the business case to continue the service to 31st March 2024 and 
roll out of text messaging for all service areas will be completed by November 2022. 
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Volunteering Service
The WVT Volunteer programme continues to thrive. Currently the Trust has 125 volunteers, 48 of 
which are youth volunteers recruited since January 2022. The youth volunteer programme (IMPACT) 
is a rolling programme, where volunteers commit to a 6 month role. We continue to have a high 
volume of enquiries for IMPACT volunteers to join to Trust. 

Our IMPACT volunteers work across ROSS CH, Leominster CH, Frome, Garway, Ashgrove, Dinmore, 
Lugg, Redbrook, AMU, Wye, and Children's wards. A particular highlight has been 4 volunteers using 
RITA (reminiscent therapy) on Dinmore with patients, with volunteers training each other how to 
use it. 

13 IMPACT volunteers have now gone on to be recruited into substantive posts in the Trust with a 
further two actively seeking HCA roles. 

During the pandemic a number of volunteers stood down during their risk assessment at the time. A 
number decided not to return. However we continue to get enquiries for new volunteers to join the 
Trust. The roles undertaken have expanded and include; Pharmacy running, Meet & Greet (main 
reception, A&E and by Oxford Suite), Frome, Children’s ward, Dinmore and Maternity wards, remote 
reader panel, Vaccination hub, PLACE audit, Chaplaincy, Play Specialist, Ophthalmology, Dietetics, 
and Macmillan Cancer Information & Support service. 

In addition the Trust is currently recruiting 11 Baby Friendly Peer Supporter volunteers to work in 
hospital and community setting and 2 Patient Safety Partners in line with Patient Safety Strategy. 
Meal time companions have been reinstated on Ashgrove, working closely with SALT. 

The Talk Community Hub launched in June 2022 during Volunteering Week. It started with soft 
launch to allow volunteers to embed. Currently plans are in place to increase awareness and uptake 
of the service offer. The hub will also be linked to the discharge coordinator roles to help support 
shared decision and personalised care agenda. 
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Interpreting Service
The top five requested languages changed in quarter one, with an increase in requests for Ukrainian 
interpreters. 

Polish 437
Romanian 122
Bulgarian 76
Arabic 57
Ukrainian 31

Polish interpreting activity increased during quarter one and demonstrated an increase on the same 
quarter in 2021 (398).Typically the in-house interpreting team will cover around 50% of interpreting 
requests. A member of the in-house Polish interpreting team has been on maternity leave since the 
end of January. Whilst external requests have increased, large numbers of Polish interpreter 
requests are still being met in- house, as shown in the chart below (orange shows external 
interpreters and blue in-house interpreter). 

The service is over-spent annually to meet the demand for interpreting services in the Trust. Services 
are encouraged to use telephone interpreting services where possible to reduce costs. The main 
challenges faced by the service are;

• Quick turnaround of appointments in order to ensure optimum use of resources- delays in 
appointments lead to increased costs for interpreters being on site for longer than 
requested. 

• Short notice for admissions requests
• Requests for rare languages requiring sourcing interpreters from out of county at increased 

costs
• Lack of equipment such as walk around speakerphones and poor WiFi in some areas limiting 

options for telephone and video interpreting
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Actions to improve the efficiency of the service for patients and the Trust include;

The transformation programme for outpatient services is looking at how service redesign can be 
used to help improve more efficient use of interpreting services. 

Training is also being provided for administrative staff to increase confidence in using the telephone 
interpreting service for communicating appointment details, and pre-op details with patients. In 
addition training will be offered to nursing staff to enable them to support consultants in clinic in 
using the service.

Initial discussions have begun with a view to scope possibility of a group wide contract to reduce 
tariffs.

Quality Priorities
The Trust agreed two Quality priorities for 2022-23 in relation to patient experience; 

• Improve the experience of patients receiving care by improving clinical communication
• Improve the experience of patients receiving care in a hospital bed or on the district nurse 

caseload

Both priorities require a multidisciplinary approach to improvement. The current governance 
structure for patient experience and those supporting it does not achieve this. The following changes 
to the structure have been agreed and will be implemented in October 2022. 

Review of the function of the Patient Experience Committee
The Committee lacks engagement and structure in comparison to its sister committees; Patient 
Safety Committee and Clinical Effectiveness and Audit Committee. The Committee is trying to deliver 
improvement, and seek assurance on the wider patient experience work streams; patient 
information, volunteering, accessible standards, etc. It meets once a month for one hour using a 
standard agenda template. The agenda is never covered fully and the committee lacks appropriate 
arrangements to manage this; forward planner, defined leads and clarity of roles of members. 

To tackle the governance issues the Committee terms of reference, time and date of meeting and 
membership are being reviewed to ensure the Committee’s focus is on receiving assurance on all 
patient experience work streams equally. 

Introduction of Patient Experience Improvement Group
In October 2022, the Patient Experience Improvement Group will be launched. An open invitation 
will be sent to all staff to join the Group, seeking representation from all staff groups to address the 
quality priorities. The Group will be given Quality Improvement training and ongoing support to 
deliver changes to drive improvement for patients. The Group will be linked to the Valuing Patients 
Time project to ensure there is a joined approach to meeting the agendas of both programmes, 
avoid duplication and align any initiatives that meet the objectives of both programmes. 

The Improvement Group will report to the Patient Experience Committee and will measure progress 
against the locally collated feedback through our bespoke surveys. 
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Conclusion
The patient experience agenda is large and there is a long way to go to be able to tackle the 
repeated issues that arise in both complaints and national survey feedback. However the 
foundations are being set in place to allow us to achieve this with a sustainable and measured 
approach; linking with Quality Improvement specialists, transformation experts and ultimately 
aiming to align patient experience within these existing embedded programmes rather than tackling 
the challenges in isolation. 
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Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: WVT Digital Programme Update
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion 
Report Approval Route: Digital Programme Board 
Lead Executive Director: Chief Finance Officer 
Author: Bethany Mouatt, GDE Programme Director 
Documents covered by this 
report: 

Click or tap here to enter text. 

1.  Purpose of the report 
To provide an update on the current status of the Trust’s Digital Programme. 

2. Recommendation(s) 
The Board is asked to note the content of this report.

3. Executive Director Opinion1 
Our next key milestone in the EPR programme, to roll out Inpatient Clinical Noting went live on 26th 
September and early progress has been positive.  Preparatory work continues ahead of Outpatient 
Clinical Noting go live later this year.  A number of transformational and infrastructure programmes 
continue to be progressed and we are actively engaging with the ICS and nationally on the digital 
agenda.  The capital and revenue constraints faced by the Trust do pose a risk to our ability to fully 
deliver the intentions of our digital strategy in the short term.

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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Overview of Inflight Projects 
Strategy 
Stream 

Programme  Workstream  Project Stage  Project End 
Point for 

Escalation (Below) 
Project RAG 

Financial 
RAG 

Clinical 
Systems 

GDE 

EPR Phase 2 Implementation December 2022 Y Y G
Integration 
(Allergies, labs, 
VTE) 

Development March 2023 Y A G 

GP Order Comms Development December 2022 Y Y G 
Endoscopy Implementation October 2022 N G G 
e-Rostering Development July 2023 N G G 
Digital User 
Experience 

Voice Recognition 
Pilot 

Pilot Assessment October 2022 N G G 

BAU Service Re-design Scoping December 2022 Y G G

Points of Escalation 

Project  Summary (Description, Impact and Mitigation) 
Type 

(Note, Issue or 
Risk) 

RAG 
(Post 

Mitigation) 

EPR Phase 2 Inpatient clinical noting is now live with uptake in general appearing to be positive. There 
have been challenges, particularly in the Frailty ward round but issues being reviewed with 
the EPR team and solutions being discussed. 
Due to Covid at Leominster Wards, their go live has been delayed and is being re-planned 
for Monday 3rd Oct 
There is on-going review and optimisation of some forms, templates and reports to improve 
speed, content and workflow as expected). With Issues being prioritised and managed on-
going with assistance from IMS as required. 
Support remains in place 24/7, and will do for a 2 week period. 

Note G 

BAU Service Re-
design 

The Consultation period has now ended and the final structure and job descriptions have 
now been sent out to staff. Job placements and interviews will take place through October, 
with the final structure expected to be in place in November. Following that, external 
recruitment will be required, to fill all available roles.

Note G 

Integration Current issue is a lack of transparency, of a joint timeline agreed by both suppliers. This is 
being addressed and has been escalated both internally at WVT, and also within the 
supplier’s governance. This has caused a delay to the delivery of the software to a test 
environment.  

Issue A 
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GP Order Comms Outstanding issue with EMIS to upgrade their browser as current one is unsupported. This 
means IMS MAXIMS have felt a knock on delay in being able to deliver the software to the 
test environment. This has not impacted the overall timeframe yet.  

Issue Y 

Project RAG Key 
(G) No risk to delivery 

 
Project on Track 

(Y) Minimal risk to delivery
Awareness of risks to delivery being 
managed 

(A) Reasonable risk to delivery
Action defined and has/is being taken to 
ensure delivery. 

(B) Serious risk to delivery
Action undefined but required to ensure 
delivery. 

(R) Extreme risk to delivery
Delivery of Project compromised. 
Decisive action required. 

 

Programme Financial Health Check 
 
The YTD July expenditure is 34% of the annual plan value. The majority of the expenditure has been on EPR and relates to pay costs for the project. 
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Due to both; the restricted funding position, and, the uncertainty of the criteria to bid for national programme capital, an interim plan has been developed. As the 
criteria for national programme funding becomes clearer, the Trust may be able to bid for further funding. 
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Place based Strategy Projects 
 

Project  Stage  Key activity 

Digital Pathology  Development  Technical go‐live is imminent. 

Video Consultations  Business as Usual   Resource requirement has been included in BAU. Transformation 
Team are reviewing use and strategy for Video Consultation.  

Remote Monitoring  Scoping  Requirements and funding are being explored. 

Advice and Guidance  Scoping  Requirements and funding are being explored. 

Virtual Wards  Scoping  A proposal has been written for a frailty and acute medicine virtual 
ward, for implementation in winter 22/23 drafted. 
1st patients planned to be on Virtual Ward by December 2022 

 

IM&T Strategy and Upcoming Opportunities 
 

Opportunity  Route  Status 

Virtual Desktop/Single sign on.  HIMSS and MDF (Minimum Digital 
Foundations) Requirement. 

Business case in progress. Has been delayed due to capacity, but will 
go through TMB in October. 

ED System Replacement.  Trust Digital Strategy and MDF 
(Minimum Digital Foundations) 
Requirement. 

The business case activities have recommenced. It has been agreed to 
complete a thorough scoping exercise to build a formal Output Based 
Specification, which will then drive an options appraisal.  

 

Messages 
 A bid  for  £1.1m of additional  funding  for  this  financial  year has been  submitted  through  the  ICB.  The Trust have  identified additional  EPR 

requirements, resource gaps to assist with Testing, Nurse Noting and EPR optimisation work, along with high priority infrastructure work as 
areas that would meet the funding and timing criteria. The Trust will find out if they are successful in November. 

 A bid of around £50k has been submitted for cyber security money which, if successful, will fund improvements to trust‐wide backup storage 
and the digital dictation server. 

5/5 164/233



Winter Planning  22/23 

Andy Parker 
Chief Operating Officer 

October 2021 
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National Winter Planning Priorities 
• Prepare for variants of COVID-19 and respiratory challenges, including an 

integrated COVID-19 and flu vaccination programme.
• Increase capacity outside acute trusts scaling up of additional roles in primary 

care and releasing annual funding to support mental health through the winter.
• Increase resilience in NHS 111 and 999 services
• Target Category 2 response times and ambulance handover delays support to 

the most challenged trusts with significant handover challenges 
• Reduce crowding in A&E departments and target the longest waits in ED, 

through improving use of the NHS directory of services, and increasing provision 
of same day emergency care and acute frailty services.

• Reduce hospital occupancy, through increasing capacity by the equivalent of at 
least 7,000 general and acute beds, through a mix of new physical beds and 
virtual wards.

• Ensure timely discharge, across acute, mental health, and community settings, 
by working with social care partners and implementing the 10 best practice 
interventions through the ‘100 day challenge’ / `High Impact Change Model`

• Provide better support for people at home, including the scaling up of virtual 
wards and community response. 22/9 166/233



ICS / PLACE Planning

ICS Winter Plan awaiting Final Draft and sign off

Contributions from partners across PLACE:

• Taurus Healthcare
• Herefordshire and Worcestershire Health and Care Trust
• Herefordshire Council
• Wye Valley NHS Trust
• Powys Health Board 

3

Reduce harm in five key areas for the Urgent and Emergency Care 
Pathway 
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Herefordshire Winter Plan[1]
• Community / Place-based schemes:

– Community Integrated Response Hub [CIRH]
• District Nurse [DN] Hub combined with CIRH 

– Increased Opening hours for Referrals for DN Team 
• CIRH/Ambulance response – “Pull” from 999 stack to support community 
response – Community and Frailty ACPs

• End of Life [EOL] – Co-ordination post to support EOL urgent response and 
onwards referrals through CIRH 

– Enhanced hours of Virtual GP to support Urgent Community 2hr 
Response  

– Hospital@Home 
• Increased capacity to support IV OPAT service 
• Protected capacity to support nMabs service 
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Herefordshire Winter Plan [2]
• Community / Place-based scheme:

– Winter Acute Respiratory Infections [ARI] - enhanced offer of guidance 
to support risk stratification of patients with respiratory infection  for 
Ambulance Service 

– Virtual Ward – support patients who would otherwise be in hospital to 
receive the acute care, monitoring and support at home 20/25 beds 
by January 2023
• 15/20 Acute Medical beds 
• 5 Frailty Beds 

– Urgent Community 2hr Response  to support Acute / Frailty pathway 
– Diversion of therapy resource from Community Hospital sites (minimal 

therapy need) to areas where we can maximise resource to reduce 
delays 

5
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• Acute Site Specific:

– Ward Discharge Coordinators- to support selected wards at acute 
hospital to commence planning of discharges from admission/support 
for Pathways 0-3/Accuracy of Criteria to Reside [CTR]/coordinate and 
improve internal ward process to minimise delays 

– 7 escalation beds on second floor 

– Increase Frailty Pathway support – Frailty Same Day Emergency Care 
[FSDEC] / Increased Senior Leadership 

– Modern Ward Round Programme / Valuing Patient Team / Internal 
`100 Day Discharge Challenge` actions 

– Enabling Proactive Flow SOP / “Match Ready” Escalation Surge Plan 

6

Herefordshire Winter Plan[3]
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Key Actions
• Admission avoidance
– CIRH / UCR / ARI / EOL / Virtual Ward / Increased Virtual GP 

support 

• Same day emergency care and Frailty SDEC
• Reduce length of stay and improve flow
– Valuing Patients Time / Discharge Co-ordinators / Actions from 

100 Days Challenge - High Impact model 

• Reduce MFFD delays
– All the above 
– + Home First / Hospital@Home 

• Maintain Elective Activity “Operation Ring Fence”
– All the above  
– + Procative Flow SOP and Revised Surge / Escalation Plan 77/9 171/233



Command and Control

• National, Regional, ICS, Place and Trust structures in place 
to support .

• Comprehensive reporting in place to regional and 
national teams.

• Implementation of SHREWD

• Gold and Silver co-ordination - Strong local collaboration 
responds quickly and delivers results
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Summary

• This will be a challenging Winter 
–Winter has already started 

• How challenging isn’t clear, but The Herefordshire 
system is well practiced at balancing demand and 
capacity
– Responsive / Trusted  Partners 

9
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Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Audit Committee Summary Report 15 September 2022
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Andrew Cottom, Chair of Audit Committee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 15 September 2022. 

2. Recommendation(s)
To receive the report.

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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Wye Valley NHS Trust
Trust Board Meeting – 6th October 2022

Summary of Audit Committee (AC) meeting held on 15th September 2022 

MATTERS FOR PARTICULAR ATTENTION

External Audit – Auditors Report for the year ended 31 March 2022 – this is the main report of 
our External Auditors for the year. Much of its content has been previously reported as draft. The 
report confirms their opinion on our financial statements which is that they do give a true and fair 
view of the financial position of the Trust at 31st March 2022. This opinion is what is known as 
“modified” because of the Trust’s historic and underlying forecast financial position. However, the 
report also reviews our arrangements for securing value for money. For both Governance and 
Improving economy, efficiency and effectiveness, the report concludes that there are “…no 
significant weaknesses in the Trust’s arrangements.”

Annual Report of the Audit Committee – AC is required to produce an annual report which sets 
out how the Committee has achieved its Terms of Reference during the year. This is attached and 
was approved by AC on 15th September. 

Standing Financial Instructions – Revisions to the SFI’s were reviewed and agreed by AC for 
approval by the Board. Whilst many of the changes were driven by changes in job titles and 
necessary consistencies across the Foundation Group, AC welcomed that the revised SFI’s provide   
improvements in our financial controls. 

OTHER MATTERS

Report Discussion / Recommendation

Risk analysis by type This provides on overview of the risks on the BAF by type with 
categories such as Clinical care; Compliance with Standard; 
Heath & Safety; Workforce…… AC welcomes the analysis as 
providing a useful contribution to our risk management 
processes.

Internal Audit No reports from this year’s programme were received although 
AC is comfortable with progress against the plan. The 
implementation of recommendations tracker was reviewed with 
no particular concerns.

Counter Fraud Some proactive work in relation to identity frauds was reported 
with the Trust engaging this. AC should receive some 
benchmarking data of single tender waivers and of staffing 
working whilst on sick at next the next meeting.

Financial reporting AC continues to be updated on the impact of the ICS in relation 
to financial report to the Board. It also considered the new 
format of reporting introduces across the Foundation Group.

Prepared by:-
Andrew Cottom, Chair of Audit Committee

1/7 175/233



Audit Committee Annual Report 2019/20 

2/7

Audit Committee Annual Report 2021/22

1. Introduction 

In accordance with best practice, the Audit Committee (AC) produces an Annual Report to 
the Board of Directors setting out how the Committee has met its Terms of Reference during 
the financial year ending 31st March 2022. In line with the equivalent audit year, the report 
necessarily includes matters that were considered at the Audit Committee held in June 2022.

The Audit Committee is made up of Non Executive Directors (NED) of the Trust. Membership 
is made of three NEDs. For the whole of 2021/22, only two NEDs were appointed to the AC 
but were supported by Associate NEDs. Attendance from the membership was 100%.
The principle areas of oversight of the Audit Committee are:-

• Governance, Risk Management and Internal Control
• Internal Audit
• Finance
• Annual Accounts and External Audit
• Counter Fraud

2. Governance, Risk Management and Internal Control 

The Committee recognises the significant part that the Board Assurance Framework and 
Risk Management plays in the overall governance of the Trust. It will always have this as 
part of its programme. Specifically this year:-

• Board Assurance Framework (BAF) – To inform the Head of Internal Audit opinion, 
there is annual provision within our Internal Audit plan to review the BAF.  In March’22, 
AC received this with a positive assurance being achieved. Recommendations related 
to refinements to the process that could be made with no high priority 
recommendations. Alongside this, AC also received a presentation of the Trust’s risk 
by type of risk. This analysis provides an additional lens on the way risks are viewed 
and enhance the sight of the Trust’s risk profile by the Board

• Audit of audits – As a follow-up to an Audit undertaken last year, AC approved a new 
policy which aims to bring consistency, in terms of standards, and good governance 
process around non-clinical compliance audits which are required by external 
regulators. The audit and subsequent policy follow a presentation on safety culture to 
the Board in March 2020 given by DAC Beechcroft (Solicitors). Its implementation will 
mean greater reliance can be gained from what have previously been “unseen audits” 
with limited links to internal governance processes.
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• IM&T Risk Management / IT Continuity & Disaster Recovery - In May 2021, the 
Board of Directors asked the Audit Committee to review this issue and bring assurance 
to the Board that “…we are ensuring that critical systems have sufficient resilience to 
retain these increasingly essential systems”1. The Audit Committee received a joint 
presentation from senior officers from within the Trust and Hoople. From this the Audit 
Committee were able to gain sufficient assurance, taking account of:-

• The development of a 5-year plan in 2015 to address known issues such as a 
single Data Centre, non-resilient network and ageing computer environment. 
Certainly, six years ago the Trust was vulnerable in these areas. 

• The implementations of that plan with the associated investments that have 
addressed these issues. The Trust now enjoys an appropriate level resilience 
in its data storage, networks and key applications.

• A continuing focus, recognizing that reliance on IT systems continues to grow 
as do the potential threats. In 2022/23, the agenda will include a Disaster 
Recovery Testing schedule; a focus on some specific applications (Digital 
Dictation and Apex LIMS) and a review of the out of hours situation. 

• Post-project benefit realization – Electronic Prescribing and Medicine 
Administration (EPMA) - AC receives post project benefit realisation reviews of 
projects approved by the Board. A paper was received that demonstrated that benefit 
realisation was a key part of the EPMA project. A framework developed with NHS 
Digital drove much of this. Using this process, the Trust can clearly demonstrate 
where anticipated benefits (including cash releasing) have been achieved; a process 
which allows the project to justify where anticipated benefits are no longer valid and 
where broadening scope in the light of implementation has meant the range of 
benefits has increased.

A key statement of assurance to the Board and one that is incorporated in its Annual 
Governance Statement 2020/21 is the Head of Internal Audit Opinion. The Committee 
reviewed the Head of Internal Audit Opinion which provided a positive opinion stating that: 

The factors and findings which informed the audit opinion includes the 9 internal audit reports 
issued(see below); the effectiveness of the organisation in following up on actions agreed in 
a timely manner(see below); the willingness of the organisation to signpost Internal Audit to 
areas within the Trust which are recognised as needing improvement. 

1 Action recorded in minutes of Board of Directors – BOD14/05.21
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2. Internal Audit

The Trust’s Internal Auditors are RSM Risk Assurance Services LLP.

The Audit Committee (AC) approves the annual Internal Audit Plan that has been developed 
by Internal Audit with the Executive and informed by the BAF. The plan determines the 
amount of IA resource committed and what studies will be undertaken.
As with 2020/21, Internal Audit continued to be undertaken within the restrictions to working 
practice associated with the Covid pandemic. The impact of this was reviewed by AC which 
concluded that a positive impact of the Internal Audit service continued through the year.

The table below lists the reports undertaken by Internal Audit and reviewed by the 
Committee. 

Assurance 
Achieved

Clinical Negligence Scheme for Trusts – Maternity Safety 
Actions

Reasonable

Data Quality – Sickness absence Reasonable
Medical Workforce Management – Emergency Department
Annual Leave & Sickness Absence Reasonable

Medical Workforce Management – Anaesthetics
    Annual Leave 
    Sickness Absence

Substantial
Partial

Key Financial Controls - Procurement Substantial
Key Financial Controls - Payroll Reasonable
Board Assurance Framework Reasonable
EMIS Community Post Implementation Review Partial
Waiting List Initiative Partial

AC continues to be satisfied that in bringing forward proposals for investigation, the 
Executive does not shy away from committing Internal Audit resource to areas where they 
are aware of possible significant improvement opportunities. This is sometimes reflected in 
the level of assurance achieved as is reflected above. For those reviews which achieved 
negative assurance ratings

• EMIS Community - Implementation has delivered a number of intended benefits but 
further work required for business case to be fully realised. Resourcing the Business 
as Usual (BAU) service, subsequently approved by the Board, and revising 
governance structures will resolve this.

• Waiting List Initiatives - The main reason for partial assurance is due to 
inconsistencies and differences between policy and payment process. 
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• Anaesthetics Annual Leave - Reliance on local procedures that leaves the Trust 
vulnerable to inconsistency both in terms of policy and implementation. It is 
anticipated that this will be addressed with the implementation of E-rostering, after 
which further reviews can be undertaken within the IA programme.

For all reports the agreed recommendations and associated action plans are tracked through 
the “Internal Audit Observations Tracking Report”. This report is reviewed at each Audit 
Committee meeting. 

3. Finance

The Terms of Reference of the Audit Committee require that the systems for financial 
reporting to the Board, including those of budgetary control, are subject to review as to 
completeness and accuracy of the information provided to the Board. To achieve this the 
Committee has taken account of a range of factors including the rolling programme of financial 
system audits and the process and report of Annual Accounts. The latter provide a robust 
indicator of consistency of reporting through the financial year. 

In addition, the Committee aims to do at least one ad hoc review that aids fulfilling this 
responsibility. This year, with the development of the ICS, a report was received from the CFO 
on arrangements emerging for financial management across the system. Assurance was 
taken that system arrangements do compliment those of the Trust and that as they develop 
further, the financial relations between the Trust and ICS will continue to be transparent and 
effective. 

In addition:-

• AC received an update on the findings of the Costing Assurance Audit undertaken by 
external auditors. This is an important review in enabling AC to take assurance that 
our costing processes are meeting guidelines and enabling proper comparability at a 
national level for service improvement. 

• reviewed Losses and Special Payments on a quarterly basis throughout the financial 
year; 

• reviewed waivers that had been authorised for deviation from Standing Orders and 
Standing Financial Instructions.

• reviewed the accounting policy elements of the draft Annual Accounts prior to 
submission to the Board of Directors for approval; and the financial statements and 
audit adjustments.(see below) 

4. Annual Accounts and External Audit

The External Auditors for the Trust for 2021/22 are Deloittes and they attended all Audit 
Committees through the year.

This year the AC held an additional meeting, ahead of the audit, in order to review the Annual 
Accounts. It was noted that the Trust recorded a surplus of £1.5m for 2022/22 compared to 
a surplus of £2.347m in the previous year; achieved its External Financing Limit and 
continued good performance against the Better Payment targets.
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The Committee received and reviewed the Audit Findings Report of External Audit that 
incorporates the findings of External Audit in relation to the Trust’s published accounts. This 
report is the main report of External Audit for the year. Unfortunately, due to some delays in 
the audit it was necessarily received in draft form. As well as enabling conclusion of the 
accounts, the report: -

• Confirmed that the Trust’s Annual Report and Governance Statement that had been 
received by the Board in June had been prepared in line with the appropriate guidance.

• Concludes that there are “potential significant weakness in arrangements to secure 
economy, efficiency and effectiveness in the use of resources”. This opinion is a 
consequence of the Trust not being able to secure a balanced financial position for 
2022/23. 

• Makes particular reference to some resource constraints around finance team 
capacity. These will be reviewed by the Finance Director once the lessons learnt review 
has been undertaken by EA on completion of the audit. 

The accounts were finally signed off with an unqualified opinion on 4th August 2022. A review 
the causes of the delay is to be undertaken

5. Counter Fraud

The Trust has a Local Counter Fraud Service (LCFS), supplied by RSM Risk Assurance 
Services LLP. They are in attendance and report at every meeting of AC. Issues considered 
over the year have included:-

• Balance of reactive and proactive work in our counter fraud service
• Cyber crime dangers including voice spoofing
• Car parking offences reflecting pressure staff face on parking
• Specific investigations arising from potential frauds being identified
• Awareness levels with some evidence that this is improving

The Counter Fraud Functional Standard Return (CFFSR) resulted in a continued overall 
rating of GREEN – that is the Trust is fully compliant with the standards. The rating reflects 
the impact of the work undertaken. 

Based on the continuous work of the LCFS and the CFSSR submission, the AC were able 
to confirm that:-

• There is a strong anti-fraud culture within the organisation and with the tone set from 
the top and that

• There is an effective fraud risk management programme in place to identify and 
manage the risk of fraud. 

6. Other Assurance Functions 

• The Committee has not been required to review any decision to suspend Standing Orders 
during the year. 
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• The Committee has reported to the Board of Directors after each of the Audit Committee 
meetings by presenting a summary report of the key discussion items at the Audit 
Committee. The report is presented by the Chair of Audit Committee. 

  
. 
Andrew Cottom, Non-Executive Director 

Chair, Audit Committee 2221/22
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Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Charity Trustee Summary Report 15 September 2022
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Frank Myers, Chair of Charity Trustee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Charity Trustee meeting held on 15 September 
2022. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A

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

Quality Improvement
☒ Improve the experience of patients receiving our 
care

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

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

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

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

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

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

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

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Charitable Funds meeting 15th September

Board Report

In view of various absences the meeting was more of an update on activity.

Activity

Grant Finder is now available.  A joint demonstration with SWFT colleagues is due to take 
place next week.  The package should be available to use by the next committee meeting.

There was no further update on the Delivery Suite Project.

The Chief People Officer is awaiting an update on the phase 3 money due from NHS Charities 
Together

After consultation with the chair of charitable funds, the Managing Director and the Chief 
Strategy and Planning Officer, the Fundraiser has taken a three day a week secondment to 
the role of CPIP Programme Manager within the Transformation Team.

Card readers are soon to be installed to facilitate the process of donating.

The foundation group is exploring the use of ‘Grant Finder’ which will enable a more proactive 
approach to seeking donations.

Education Centre

This continues to progress with contact made with the Clive and Sylvia Richards Foundation 
and the higher education institutions in Herefordshire.

The recruitment of a Fundraising Director to oversee this project is proceeding.

Savings Account

The Chief Finance Officer (KO) presented the proposal to increase the interest returns on the 
charitable fund monies

After some appraisal of options, It was agreed that some funds would be moved to a higher 
interest account which would not be tied in after December.  Some further analysis will take 
place and a plan for future investment brought back to the December committee meeting.

Financials

The account balances were circulated with the meeting papers and can be seen on 
Admincontrol. 

Frank Myers

October 2022  
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Report to: Public Board
Date of Meeting: 06/10/2022
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 September 12, 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.  There were no 
issues escalated to the One Herefordshire Partnership (OHP).   

3. Executive Director Opinion1

Out of Hours Primary Care

Taurus Healthcare’s Clinical Services Manager provided an update on out of hours primary care and 
community nursing.  Whilst there had been no change since the previous meeting, expansion of the 
service between 8pm and 10pm continued to be explored in the hope that this will add further resilience 
to the nursing service.  It was noted that the service operates at a small financial loss to Taurus and 
therefore, the implications of a proposed extension to the operating hours needed to be articulated.  That 
said, the quality and sustainability benefits might warrant such an expansion.   

2-Hour Community Response

The following key points were highlighted:

• The DN hub transferred to CIRH on 31 August 2022.
• Good feedback had been received from people at home.
• Looking at a plan for consistent cover with no impact on the referring GP.
• Conversations were ongoing regarding co-location.
• There had been issues with the CAD portal due to systems being unable to differentiate between 

types of falls, which has resulted in falls being incorrectly referred.   WMAS has paused the project.
• A project is in place to look at how Hereford can ‘pull from stack’ calls.  An update would be provided 

to ICE in October.
• 70% target is achieved within 2 hours.
• Team are summarising patient stories and outcomes for residents.
• There are a number of ACPs in training currently.  

In the next month, it is expected that: 

• 12-hour medical cover start date will be confirmed.
• The SLA between Taurus and WVT be in place.
• Further care home provider forums will have taken place.
• There will be a focus on health inequality related outcomes.
• There will be data that shows demand vs capacity

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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Discharge to assess

The following key points were highlighted:

• More IDT-Ward Discharge Co-ordinators have now started. 
• Pathway 1.  Hoople are progressing a contract with an agency to provide staff to Home First over 

the winter period.  There was some concern raised that people would not want substantive roles 
after working via agency.  However, it was confirmed that these will only be 3 month contracts and 
rates of pay will not exceed those for substantive roles.

• Responses to Herefordshire delays were managed well.
• There has been positive integration of the team and good staff engagement.

That said, out of county delays continued to present a challenge with further work required on how to 
manage this.

Single Point of Access

Two workshops have taken place looking at urgent care and out of hours single point of access and how 
it can be managed. A proposal and implementation plan is being developed to see if it can be supported 
clinically, after which it will be presented to OHP for approval.  

Agenda Planning

It was noted that PCN updates had been paused for some months but with the new integrated leadership 
structure coming into place the first meeting of the PCN Leadership had taken place the week before 
ICE.  Given the challenges, breadth and scope of the PCN work, it was envisaged that this work will not 
translate in to a dashboard in the near future.  Updates on progress would continue to be provided to 
ICE.  

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: 06/10/2022
Title of Report: Foundation Group Strategy Committee Report for 30 August 2022
Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Simon Page, Deputy Chairman and Non-Executive Director  
Author: Chelsea Ireland, Foundation Group EA
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To provide the Board of Director with an update on the discussions at the last Foundation Group Strategy 
Committee meeting.

2. Recommendation(s)
The Board of Directors are asked to receive and note this report.

3. Executive Director Opinion1

Click or tap here to enter text.  Number paragraphs 3.1, 3.2 and so on.
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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South Warwickshire University NHS Foundation Trust

Report to Board of Directors – 5 October 2022 

Foundation Group Strategy Committee Meeting – 30 August 2022 

Recommendation

The Board of Directors is asked to receive and note the Foundation Group Strategy 
Committee report for the meeting on the 30 August 2022. 

Glen Burley 
Chief Executive 

The agenda for this meeting was focused on the following key items: 

1. Clinical Teaching and Training 
The Heads of Education highlighted the reasons behind why collaborative working was 
important in Education and Workforce Development, these included reducing duplication 
of effort, sharing learning, and providing a better experience for staff and learners. A self-
assessment was currently taking place around Quality and Governance within Education 
Services and the submission was due on the 30th September 2022. The national drive 
around increasing Nurses by 50,000 continued to be a challenge as well as quality 
placement for undergraduates which had been compromised through Covid-19. 
International recruitment was a focus area for both nurses and medical professions and 
Health and Wellbeing continued to be at the forefront of Workforce Development. The 
‘Getting In, Getting On, Going Further’ agenda which was based around working with 
local education providers to attract a future workforce was presented and the Foundation 
Group Initiatives for education services were discussed, which supported a number of 
national and regional initiatives. The next steps would be the Foundation Group 
Knowledge and Library Strategy and the Foundation Group Clinical Simulation Based 
Education. The Committee raised their concerns relating to the Social Care workforce 
deteriorating and that a greater alignment between the two workforces could support the 
issue.

2. Levelling Up 
The Managing Director for SWFT provided an update on Levelling Up to the Committee. 
She explained that the paper introduced the Purpose Coalition, a partnership that 
focused on boosting social mobility and creating opportunities for the local community. 
She added that it also detailed the programme of work in Warwickshire Place around the 
Population Health model with NHS England. The work with the Purpose Coalition will 
help build connections with the Equality of Opportunity which were a group of 
organisations committed to going further and faster by measuring social economic 
diversity. A discussion took place around whether there had been any push back with 
the levelling up work from clinicians regarding clinical prioritisation. The Group Chief 
Executive highlighted that clinical assessment was the driving force around the work and 
clinical prioritisation would always take precedence over anything else. He continued 
that the postcode related deprivation indicator only helps to identify individual patients 
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that could need a bit more support, encouragement and follow up to ensure attendance 
at their appointments, as the data showed a higher Did Not Attend (DNA) rate in those 
areas. 

3. Group Procurement Update
The Chief Finance Officer for WVT explained that there had been initial challenges 
brining the three Procurement teams together but nearly twelve months in these had 
been resolved. The presentation covered the achievements to date, progress against the 
roadmap and the next steps. The Chief Finance Officer for WVT thanked the entire 
Procurement team for their hard work in becoming one shared service. The Head of 
Procurement explained that over the past twelve months the team had achieved a lot 
which included:

- The development and oversight of the Improvement Plan
- Procurement training sessions delivered across the group
- Development of dashboards in Integra to report quality and assurance metrics
- Category specific portfolio managed across the group which was an opportunity to 

work as one team completely merged across the Group
- Working with Finance colleagues to maximise savings and spend across the group

All buyers within the team had access to all Three Trusts Integra systems, which had 
improved service resilience and spend. She added that the Foundation Group now used 
one e-tendering and contract management portal which was in line with NHS 
England/Improvement recommendations and the team were on track to achieve the 
£1.9m savings plan for 2022/23. 

The Committee discussed stock management control and the Head of Procurement 
assured the Committee that this was already in place at SWFT and would be rolled out 
across the group in due course. 

4. Worcestershire Acute Hospitals NHS Trust (WAHT) Virginia Mason Work
The Chief Strategy Officer for WAHT presented an update on WAHT continuous 
improvement work with Virginia Mason. The Forward Improvement System had started 
from the top, including completing site walks to get a better understanding about 
improvement opportunities. WAHT were starting to see the value of this and how it could 
impower change at all levels. The anticipated National Improvement Plan by NHS 
Improvement (NHSI) was discussed, and concerns were expressed about how this was 
counterweighted by the need to perform and deliver. WAHT were six months into the 
Forward Improvement System, and it was felt you could already see the mindset of staff 
shifting and enthusiasm building by empowering staff. 

5. Digital Update 
The Group Strategic Digital Advisor presented the Digital Update to the Committee. 
Scan4Safety was discussed and the Group Strategic Digital Advisor had been working 
with the Procurement Team on ensuring future procurements align with GS1 standards 
and Scan4Safety principles. Scan4Safety was felt to be one of the biggest opportunities 
across the Group for patient safety, procurement, and vision for what was going on. The 
Committee received information on Chatbots and how they could support waiting list 
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times, however this was an expensive piece of technology which needed to be 
investigated further.  

6. Foundation Group Strategy Committee Annual Report 
The Foundation Group Strategy Committee received and noted its Annual Report for 
2021/22 (appendix A). 

Chelsea Ireland 
Foundation Group EA 
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Appendix A

Report to Foundation Group Strategy 
Committee

Enclosure 7.1

Date of Meeting 30 August 2022 

Title of Report Foundation Group Strategy Committee Annual Report 
2021/22 

Status of report:
(Consideration, position 
statement,
information, discussion)

For discussion 

Author: Chelsea Ireland, Foundation Group EA

Lead Executive Director: Russell Hardy, Foundation Group Chairman

1. Purpose of the Report It is good governance for Board Committees to complete an 
Annual Report to demonstrate compliance with the 
requirements of its Terms of Reference and provide 
assurance that there are no matters the Committee is aware 
of at the time of reporting which have not been disclosed 
properly.

2. Recommendations The Foundation Group Strategy Committee is asked to 
consider its Annual Report for 2021/22, prior to submission 
to the Board of Directors of each Trust.

3. Executive Director 
Assurance

The report provides an overview of the Committee’s 
business during 2021/22.  It also provides assurance that 
there are no matters the Committee is aware of, at the time 
of reporting, which have not been disclosed properly.
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SOUTH WARWICKSHIRE UNIVERSITY NHS FOUNDATION TRUST 
GEORGE ELIOT HOSPITAL NHS TRUST 

WYE VALLEY NHS TRUST 

Report to Foundation Group Strategy Committee – 30 August 2022

Foundation Group Strategy Committee Annual Report 2021/22

1. Introduction

In 2017 the Foundation Group was formed when South Warwickshire University NHS 
Foundation Trust (SWFT) formalised its collaboration with Wye Valley NHS Trust (WVT).  In 
June 2018, George Eliot Hospital NHS Trust (GEH) joined the Foundation Group. In 2022 
Worcestershire Acute Hospitals NHS Trust (WAHT) joined the Foundation Group as an 
associate member. 

The Foundation Group Strategy Committee (FGSC) is established under Board delegation 
of each Trust of the Foundation Group with approved Terms of Reference which are 
reviewed annually and any requests for amendment are made to the Board of each Trust.  

The Committee consists of the Group Chairman, Group Chief Executive, a Non-Executive 
Director (NED) from each Trust, Managing Director from each Trust, Chief Medical Officer 
from each Trust, Chief Strategy Officer from each Trust, the Group Strategic Financial 
Advisor and Board level representatives of associate members.  Other officers from each 
Trust may be invited to attend for appropriate agenda items.

The Committee has met on four occasions during 2021/22. The meeting continues to be 
held quarterly after changing from bi-monthly in May 2021. In August 2022 the Foundation 
Group Boards Workshop and Foundation Group Boards meeting replaced the previous 
twice yearly development sessions. These meetings bring together the three full members 
within the Foundation Group to share best practice and performance data. The 
development sessions took place in 2021/22 in October 2021 and March 2022. A schedule 
of attendance at meetings during 2021/22 is attached. 

The NED from each Trust reports in writing to their respective Board of Directors on key 
issues considered by the Committee following every meeting. In addition to this, the 
approved minutes of the meetings are also submitted to the Board of each Trust.

As part of the annual review of the Terms of Reference, amendments were approved by 
each Board in April 2022.  

2. Principal Areas of Review

The Terms of Reference set out Strategic Financial and Operational Planning as the key duty 
for the Sub-Committee which includes the following responsibilities:

• developing strategy and investment plans, including finance, IT, estates, and commercial 
development 

• overseeing processes which benchmark clinical outcomes and productivity across the 
Group supporting the implementation of best practice solutions

• developing new working models for corporate functions 
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• developing new business models to progress the development of integrated health and 
care

• developing and executing a communications strategy
• developing and maintaining business development capacity and capability across the 

Group
• determining the framework that supports each provider’s organisational objectives and 

targets 
• developing and supporting achievement of operating, business, efficiency and delivery 

plans 
• identifying, reviewing and mitigating strategic risks 
• proposing and implementing joint working with partner organisations where collaborative 

approaches will yield tangible improvements and/or efficiencies overseeing service 
transformation and pathway redesign

3. FGSC – Review of Effectiveness

The FGSC has been active during the year in carrying out its duty in providing the 
Board of each Trust with assurance relating to the Foundation Group’s strategic financial 
and operational planning.  The Committee also advises the Boards of each Trust on all 
matters relevant to identifying and sharing best practice at pace.

The Committee has undertaken a formal review of its effectiveness during 2021/22 and a 
separate report has been submitted to the Committee on the responses received.  It can 
be confirmed that the Committee met on four occasions between April 2021 to March 2022 
and achieved an attendance rate of 81.5%. It should be noted that 80% is considered to 
be a good rate of attendance, however this is a significant reduction compared to last years 
93.5% attendance rate.   

The Committee achieved its aim by delivering the duties set out in its Terms of Reference 
and referred to in section two of this report.

4. Areas of Particular Note

During the year the Committee has had the opportunity to consider strategic financial and 
operational planning opportunities as part of collaborative working across the Foundation 
Group.  Examples of these are detailed below but it should be noted that the list is not 
exhaustive:

• Clinical Productivity 
• Diagnostic Hubs 
• Quality Improvement 
• Provider Collaboratives 
• Prevention 
• Communications 
• Workforce Collaboration 
• Review of Finance and Performance Meetings 
• Informatics 
• Sustainability 
• Ward Accreditation 
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The following areas were also considered as part of the Foundation Group Board sessions 
held on 11 October 2021 and 29 March 2022:

• Technology in Healthcare 
• Building Leadership for Inclusion 
• Recruitment Initiatives 
• Research 

Looking forward into 2022/23, the Committee continues to focus on development 
opportunities for strategic financial and operational planning.  Also identifying and sharing 
best practice at pace across the Foundation Group and externally. 

5. Conclusion

The Committee is of the opinion that this Annual Report demonstrates compliance with the 
requirements of its Terms of Reference and that there are no matters the Committee is 
aware of at this time which have not been disclosed properly.

6. Recommendation

The FGSC is asked to consider its Annual Report for 2021/22 prior to submission to the 
Board of Directors of each Trust.
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Foundation Group Strategy Sub-Committee
Attendance 2021/22

18 May 
2021

31 August 
2021 

18 November 
2021 

22 February 
2022 

Members
Russell Hardy (Chair) ✓ ✓
Charles Ashton (Group Medical Director) ✓ ✓ ✓ ✓
Jayne Blacklay (Group Strategy Advisor) ✓ ✓ ✓
Glen Burley (Group Chief Executive) ✓ ✓ ✓ ✓
Anne Coyle (Managing Director at SWFT) ✓ ✓ ✓
David Eltringham (Managing Director at GEH) ✓ ✓ ✓
Catherine Free (Medical Director at GEH) ✓ ✓ ✓ ✓
Julie Houlder (NED representative at GEH) ✓ ✓ ✓ ✓
Richard Humphries (NED at WVT) ✓ ✓ ✓ ✓
Jane Ives (Managing Director at WVT) ✓ ✓
Chris Lewington (NED at SWFT) ✓ ✓
David Moon (Group Strategic Financial Advisor) ✓ ✓ ✓
David Mowbray (Medical Director at WVT) ✓ ✓ ✓
Simon Page (NED at SWFT) ✓
Matthew Hopkins (CEO at WAHT) ✓
Sir David Nicholson (Chairman at WAHT) ✓

Committee Attendance Rate 77% 85% 77% 87%
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 06/10/2022
Title of Report: Quality Committee August 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.

1/4 195/233



Version 1 22020304 

Serious Incident Report

In July there were 8 incidents reported: 2 diagnostic delay, 2 Covid infection control, 1 maternity 
incident, 1 slip, trip or fall, 1 treatment delay and one suboptimal care. 

The number of serious incident investigations which have passed the deadline for submission 
remains at 21.
 
There were 17 incidents closed by the ICB in July.

The Committee also reviewed in detail the findings from a Naso Gastric Tube Never Event.

Quality Priority – Lower Limb Services

The Committee heard about the successful lower limb project which is run out in the community 
and integrated with PCNs. This has resulted in fast assessment times (from referral), reduced 
hospital admissions, reduced time for wound healing, and reduced cost of service. The team was 
commended on the success of the service.

Quality Priority - Infection Prevention Report

The quarter 1 report was presented to the Committee. There continues to be a number of C-Diff 
cases and of the 12 reported three lapses in care were identified. The Trust continues to work with 
the ICB and NHSE to try and reduce these numbers. There have been a number of E-coli cases 
reported which may have been as a result of poor catheterisation care. Work to improve this is 
underway. There have been eighty-seven cases of Covid identified from fourteen outbreaks. There 
was also one Norovirus outbreak this quarter with a ward closed for a few days. Another NHSE 
inspection will be held in September.

Quality Priority – Pressure Ulcer Report

The Chief Nursing Officer presented this report and shared with the Committee her concerns in 
regard to the increased numbers and the difficulty in identifying why this was the case. As a result, 
the Quality and Safety Team have been tasked to drive a quality improvement programme to 
determine the cause of this increase in numbers.  The Committee appreciated the candour of the 
CNO and supported the actions to be taken.

Possible Future Model for Community Hospitals

There have recently been some challenged in providing medical cover at Leominster Hospital and 
this has led to a discussion around clinical appropriateness of some patient transfers from the 
County, whether the staffing model is correct and whether the right operational practices are in 
place. It has therefore been agreed to strengthen the admission criteria and review the staffing 
model at all three community hospitals/     

Quality Priority – Mortality Report

There has been a slight reduction in HSMR and SHMI rates this month together with reductions in 
rates for our mortality outliers. However, the proportion of deaths remains higher than the national 
average within 30 days of discharge from hospital. A deep dive into coding will be undertaken to 
see if there is any explanation.
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Medicines Management Report

There continues to be an improved performance on arrival times of discharge summaries which 
assists with patient flow and safe dispensing of discharge medication in a timely way. Medicines 
reconciliation continues to be below expected performance levels due to staff shortages. There 
has however been an improvement in compliance of controlled drug storage and handling.

Patient Safety Committee Report

The Committee discussed falls and assured the Quality Committee that there is a positive 
reporting culture for falls and harm rates in relation to falls is improving. NPSA alerts were 
reviewed and appropriate actions taken.

PQSM Report -Maternity

The PQSM report was received. Concern has been raised at the high number of Robson 5 rates 
which now stand at 91%. This is for women opting for a further c section following a previous one. 
Work is underway to assist women in understanding the options open to them and to discuss their 
previous experience with the aim of reducing this rate. There were two stillbirths in July. Both are 
being investigated -one by HSIB and the second by WAHT.

Divisional Report – Medicine

Are we safe and how do we know? Incident reporting has decreased this quarter with a very slight 
increase in harm caused. Incidents are mainly in the following categories: tissue viability, falls, 
medication errors, infrastructure, admission/access, clinical assessments and violence and 
aggression.    

 

What is new and different?      A revised patient safety checklist has been introduced into ED for 
those patients who are in ED for six hours or more. A new App has been introduced to assist 
patients with IBD. The aim is to reduce the number of outpatient follow-ups.

 
What are we especially proud of?  There has been some improvement in reducing the backlog for 
echocardiograms with a number of initiatives commenced and a number of staff vacancies filled. 
The Trust has retained its B score for Stroke care and are currently top in the Region. This is to be 
highly commended.

What are we worried about and what are we doing about it? There is reduced activity within 
Gastroenterology as a result of sickness absence and maternity leave. There has now been some 
recruitment success but the backlog of patients is significant. Flow continues to be a concern, 
particularly the impact it has on ED. However, ambulance offloads are being kept to a minimum. 

 
Quality Indicators Report

The Patient Safety Incident Response framework has now been published which will require a 
rework of the Trusts SI processes. The Friends and Family Test text messaging pilot has launched 
and the initial data is positive getting a response rate above the national average. The pilot will 
now be rolled out to all wards.

The Board of Directors took the decision to adopt the Regional Covid screening principles in 
managing Inpatients in particular ceasing to screen asymptomatic patients.
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Nurse Staffing Report

Staffing remains a concern particularly HCA retention. Various work streams are now underway 
including agency reduction programmes, an establishment review and a comparative analysis of 
establishments and care hours per patient day (CHPPD).

High Level Maternity Continuity of Carer Report
 The CNO presented a report outlining the work that needed to be undertaken to commence 
continuity of carer. The plan is comprehensive and a project manager will commence this work in 
October. The Committee supported the submission of this plan to the Region and the LMNS.
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WYE VALLEY NHS TRUST 

Minutes of the Audit Committee 

Held on 16 June 2022 at 9:30 a.m. – 11:10 a.m. 

Via MS Teams 

 

Present: 

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED) 

Nicola Twigg NT Non-Executive Director (NED) 

In attendance: 

Clive Andrews CA Associate Director of Finance  

Glen Burley GB Chief Executive Officer (For item AC03.2/06.22) 

Mike Gennard MG RSM UK Tax Accounting Ltd., Partner, Internal Audit  

Erica Hermon EH Associate Director Corporate Governance/Company Secretary 

Ian Howse IH  Partner, Risk Advisory Team, Deloitte LLP  
 

Asam Hussain AH RSM Tax Accounting Ltd. 

Ian James IJ Associate Non- Executive Director  

Chris Lanham CL Partner, RSM UK Tax Accounting Ltd.   

Katie Osmond KO Chief Finance Officer 

Mo Ramzan MR Director, Deloitte LLP 

Frank Myers, MBE FM Associate Non-Executive Director 

Wendy Twigg WT Executive Assistant (for the Minutes) 

Bradley Vaughan BV RSM UK Tax Accounting Ltd., Manager, Local Counter Fraud 

Service   

David Warden DW Head of IM&T (For item 6.6) 

 

Minute  Action 

AC001/06.22 APOLOGIES FOR ABSENCE 

 

 

 Apologies were noted from Mark Coton, Internal Audit Client Manager, RSM UK 

Tax Accounting Ltd. 

 

 

AC002/06.22 QUORUM & DECLARATION OF INTEREST 

 

 

 The meeting was quorate. No declarations of interest were noted. 

 

 

AC003/06.22 ANNUAL REPORT AND ANNUAL ACCOUNTS 2021/22 

 

 

AC03.1/06.22 ANNUAL REPORT AND ANNUAL GOVERNANCE STATEMENT 2021/22 

 

 

 The Director of Corporate Governance and Company Secretary (DoCG) 

presented the draft Annual Report and Annual Governance Statement 2021/22. 

The following points were noted:- 

 

 The Audit Committee are not being asked to approve the Annual 

Governance Statement; 
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 The DoCG commented that minor adjustments, that do not change the 

overall context of the report, have been made and it has been received 

at Board;  

 It was noted that it does not change the approval status that the Board 

has provided. 

 

 Resolved – that the draft Annual Report and Annual Governance Statement 

2021/22 be received and noted. 

 

 

AC03.2/06.22 ANNUAL ACCOUNTS 2021/22 

 

 

 The Chief Finance Officer (CFO) presented the Annual Accounts 2021/22. The 

following points were noted:- 

 

 Some minor presentational changes have been made to the Annual 

Accounts but the report is substantially what the Board has received; 

 Due to delays in the audit process, the Trust Board had delegated 

approving the Annual Accounts 2021/22 to the Audit Committee.   

Following an update from External Audit, agreement was reached that if 

any material changes were required during final completion checks, they 

would come through Audit Committee; 

 The Committee thanked the Associate Chief Finance Officer (ACFO) and 

the Finance Team for the work undertaken on the Accounts. 

 

 

 Resolved – that the Annual Accounts 2021/22 be APPROVED. 

 

 

AC03.3/06.22 EXTERNAL AUDIT – AUDIT FINDING REPORT 2021/22 (INCLUDING VALUE 

FOR MONEY) 

 

 Deloitte LLP, External Auditors (EA) presented a Draft Audit Finding Report 

2021/22 and the following points were noted:- 

 

 The financial statement audit is in progress subject to completion of a 

number of outstanding matters.  Confirmation was received that the  

accrued income and the group accounting manual checklist will be 

provided by the Finance Team; 

 No unadjusted errors were noted; 

 The EA confirmed that the date for submission of the 22 June 2022 for 

the Auditors Annual Report would not be feasible and the 30 June 2022 

was proposed as a realistic submission date. The report  will include the 

Value for Money commentary; 

 The CFO was disappointed at not hitting the deadline for the Auditors 

Annual Report submission as the evidence for the VFM had been 

provided and the Trust was expecting a modified opinion for VFM; 

 An additional complication was highlighted in that the Trust had to include 

agency and bank staff in the remuneration report in line with the 

significant amount of work to include disclosures; 

 The Chair of the Audit Committee also reiterated the CFO’s point 

regarding the late submission deadline. The EA confirmed that a final 
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version of the Auditors Annual Report will be issued and any points will 

be closed off. The EA commented that requirements from Audit were 

increasing, which had an impact on Finance teams; 

 It was noted that cash remains healthy across the NHS; 

 The EA commented that there had been a huge amount of pressure on 

the ACFO and additional resource would have been beneficial. The EA 

were informed that resources within the Finance function were under 

review following a benchmarking exercise by the CFO; 

 Materiality has increased to £8m; 

 No issues were noted with regard to Capital Expenditure; 

 It was noted that the VFM work was continuing. The Draft identified two 

material weakness – governance arrangements in relation to monitoring 

CQC recommendations and arrangements for securing financial 

sustainability. Following further review, it was confirmed that governance 

arrangements had been verified and this comment would be removed 

from the final report. The financial sustainability concern  will remain as 

the Trust hasn’t been able to secure a balanced plan for 2022/23; 

 The Chief Executive Officer (CEO) confirmed that the CFO and the 

Group Strategic Financial Advisor are currently reviewing the recurrent 

position with regard to the financial standing. A review is also being 

undertaken on the  structural deficit and national funding; 

 A number of control issues were brought forward from the previous year,  

but presented no major concern; 

 No unadjusted statements were presented. It was noted however that 

some top level agency staff costs had increased and should be reported 

in the Annual Report; 

 The Audit Committee Chair commented that from a governance 

perspective the Going Concern relating to the Trust ‘continued provision 

of service’ was completed at the last Audit Committee in March 2022; 

 The Audit Committee Chair confirmed that the Management 

Representation Letter required agreement. The EA agreed to update the 

letter in the final version of the Auditors Annual Report. 

 

 Resolved – that the Audit Finding Report 2021/22 be received and noted 

and Management Representation letter was APPROVED.  

 

 

AC004/06.22 MINUTES OF THE MEETING HELD ON THE 17 MARCH 2022             

 

 

 The minutes were agreed as an accurate record of the meeting. 

 

Ian James, Associate Non-Executive Director submitted apologies for the March 

2022 meeting, which had not been recorded. The EA to amend Minutes 

accordingly. ACTION 

 

 

 

WT 

 

 Resolved – that the minutes of the meeting held on the 17 March 2022 be 

confirmed as an accurate record of the meeting and signed off by the 

Committee Chair with the addition of apologies noted by Ian James, 

Associate Non-Executive Director. 
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AC005/06.22 MATTERS ARISING AND ACTIONS 

 

 

 The completed actions on the action log were noted. 

 

AC05.1/03.22 – Audit Committee Terms of Reference (TOR) Review – Following 

research to provide governance assurance to the Committee the Non-Executive 

Director (NT) confirmed that ‘Freedom to Speak Up’ and Whistleblowing where 

included in the TOR as part of Audit Committees elsewhere. It was agreed that 

the preference of the Chief Executive Officer would be for ‘Freedom to Speak 

Up’ to be reported through Board. ACTION COMPLETED. 

 

 

 Resolved – that the Action Update be received and noted.  

 

AC006/06.22 INTERNAL AUDIT  

AC06.1/06.22 IA PROGRESS REPORT 

 

 

 RSM, UK Internal Auditors (IA) presented the IA Progress Report and the 

following points were noted:- 

 

 The IA confirmed that three reports had been finalised since the last 

meeting held on the 17 March 2022 which included:- 

o EMIS Community EPR Post Implementation Review which 

provided partial assurance; 

o 18 weeks Referral to Treatment Data Quality which provided 

reasonable assurance; 

o Waiting List Initiatives which provided partial assurance. 

  

 

 

 

 

 

 

 Resolved – that the IA Progress Report be received and noted. 

 

 

AC06.2/06.22 INTERNAL AUDIT MANAGEMENT ACTIONS TRACKING REPORT  

 RSM, UK Internal Auditors (IA) presented the Internal Audit Management 

Actions Tracking Report and the following points were noted:- 

 

 The IA confirmed that 10 actions had been implemented, 13 were not 

due, 4 had not been implemented and revised dates provided and 9 did 

not secure a response from the action owner at time of writing; 

 Under the IA Comments the action relating to Payroll has a revised date 

from 31 March 2022 to 30 September 2022 for completion. Also 

Procurement has a revised date from the 30 April 2022 to 30 September 

2022.  The Audit Committee Chair requested that these dates are 

brought forward for implementation before the next Audit Committee in 

September; 

 The Audit Committee Chair also requested that the dates for the 2 

actions relating to Medical Workforce Management were brought forward 

from 31 May 2023 and 31 August 2022. It was agreed that Internal Audit 

will review the dates of the 4 outstanding actions on the tracker. ACTION 

 The CFO confirmed that the Procurement action will be completed by the 

September Audit Committee.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IA 
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 Resolved – that  

 

(A) The Recommendation Tracker be received and noted. 

(B) Internal Audit to review timescale of outstanding actions. 

 

 

AC06.3/06.22 ANNUAL INTERNAL AUDIT REPORT 2021/22 

 

 

 RSM, UK Internal Auditors (IA) presented the  Annual Internal Audit Report 

2021/22 and the following points were noted:- 

 

 Confirmation was received that a draft Annual Internal Audit Report was 

received at the last Audit Committee. 

 Specifically, the report confirmed the head of Internal Audit’s opinion that 

o “The organisation has an adequate and effective framework for 

risk management, governance and internal control. However, our 

work has identified further enhancements to the framework of risk 

management, governance and internal control to ensure that it 

remains adequate and effective” 

 

 

 Resolved – that the Annual Internal Audit Report 2021/22 were received 

and noted. 

 

 

AC06.4/06/22 18 WEEKS REFERRAL TO TREATMENT (RTT) DATA QUALITY 

 

 

 RSM, UK Internal Auditors (IA) presented the 18 weeks RTT Data Quality report 

and the following points were noted:- 

 

 The report was taken as read; 

 The IA provided a positive assurance on the action requiring the Trust to 

continue to tailor training to staff who are identified as requiring refresher 

training, which is identified during validation;  

 The Trust has continued to develop and improve on its electronic patient 

records; 

 The IA commented that they were impressed with the leadership and 

patient focus which had driven the quality of the work.  

 

 

 Resolved – that the 18 Weeks RTT Data Quality report was received and 

noted. 

 

 

AC6.5/06.22 WAITING LIST INITIATIVES 

 

 

 RSM, UK Internal Auditors (IA) presented the Waiting List Initiatives report and 

the following points were noted:- 

 

 The paper was taken as read; 

 Following remote testing by IA the conclusion reached was a partial 

assurance opinion. Inconsistencies and differences between the Waiting 

List Initiative and Additional Payments Policy - Consultants and 
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Associate Specialists, the process, the claim form and the WLIP 

spreadsheet require consistency. A uniform process is required to allow 

claimants to fully understand and abide by the requirements; 

 It was agreed as an action that the CFO arrange a task and finish group 

to review. ACTION   

 The Audit Committee Chair commented that the January 2023 timeline 

should be reduced and requested implementation by December Audit 

Committee as an objective;  

 It was noted that all but 1 KPI has been met. The IA commented that 

turning draft reports around within 10 days is a difficult task, but IA will 

work with Finance teams to achieve this. 

 

 

 

 

KO 

 Resolved – that  

 

(A) The Waiting List Initiatives report was received and noted. 

(B) Chief Finance Officer to arrange task and finish group to review 

Waiting List Initiatives. 

 

 

AC6.6/06.22 EMIS COMMUNITY EPR POST IMPLEMENTATION REVIEW 

 

 

 RSM, UK Internal Auditors (IA) presented the EMIS Community EPR Post 

Implementation review report and the following points were noted:- 

 

 The paper was taken as read. 

 The IA commented that following a meeting with the Head of IM&T the 

project delivered a number of intended benefits, but further benefits were 

required. The project had struggled when moved to BAU and the IA 

concluded a negative assurance. The action around governance 

structure was not fit for purpose. The data sits across 2 systems, there 

were no new reports and not enough resourcing. No EMIS training had 

been provided to understand the quality of use; 

 The Head of IM&T commented that the result of the report was no 

surprise and highlighted the key issues for resources. There are 

supposed to be 3 BAU posts, the posts are isolated with no career 

progression for the post holders. A proposal will be submitted to Trust 

Management Board (TMB) on Friday and Board for options for a Clinical 

Systems team. A Benefits Realisation Manager is a key role within the 

team and will address the majority of the issues, but not the reporting;  

 The Non-Executive Director (NT) commented that feedback from a 

recent walk about raised the issue that Maxims is difficult to use by staff. 

The Head of IM&T commented that this particular issue relates to nursing 

assessments in Maxims and confirmed that a senior member of the team 

is working with nursing staff to improve the usability of the system;  

 Assurance is required that training is delivered to staff before access is 

provided to systems. It was confirmed that training teams provide training 

remotely to staff and training videos are available to staff; 
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 It was agreed that an update is provided at the September Audit 

Committee following the outcome of the TMB decision on additional 

resource.  

 

Agenda 

item 

 

 Resolved – that  

 

(A) The EMIS Community EPR Post Implementation review report was 

received and noted. 

(B) Add as an agenda item for update required at September Audit 

Committee re outcome of TMB decision on BAU proposal. 

 

 

 

 

 

AC6.7/06.22 INTERNAL AUDIT STRATEGY 2022 – 2025 AND INTERNAL AUDIT PLAN 

2022 – 2023 

 

 

  There had been significant discussion and review of this between 

meetings with the paper presented being the final formal plan. 

 

 

 Resolved – that the Internal Audit Strategy 2022-2025 and Internal Audit 

Plan 2022-2023 be APPROVED and noted. 

 

 

AC6.4/03.22 NHS NEWS BRIEFING – FOR MARCH – JUNE (4 REPORTS) 

 

 

 Resolved – that the NHS News Briefings for March - June be received and 

noted. 

 

 

AC07/06.22 COUNTER FRAUD  

AC07.1/03.22 LCFS 2021/22 Work Plan  

 The Local Counter Fraud Specialists (LCFS) presented the LCFS 2021/22 Work 

Plan and the following points were noted:- 

 The Counter Fraud Functional Standard Return resulted in an overall 

rating of green. A green rating confirms that the Trust has fully complied 

with the Standards; 

 Cyber fraud continues to be an issue within the NHS with invoice and 

mandate fraud an ever present threat; 

 There were 2 amendments to the report. Within Key Messages, bullet 

point 2 should read 2021/22 and not 2018/19 and Appendix A: Use of 

Resources, the Proactive work should read 40 days;  

 The Audit Committee Chair responded on behalf of the Audit Committee 

to the Key Achievements questions confirming the Trust had been kept 

informed of emerging risks and sector updates that had been 

encountered across the client base; 

 The Audit Committee Chair thanked the LCFS for their work. 

 

 

 

 

 Resolved – that  

 

(A) The LCFS 2021/22 Work Plan was received and noted. 
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AC08/06.22 FINANCIAL FOCUS  

AC8.1/06.22 ICS FINANCIAL REPORTING/GOVERNANCE UPDATE 

 

 

 The Chief Finance Officer (CFO) provided a verbal update on the ICS Financial 

reporting/Governance and the following points were noted:- 

 

 The Financial Planning Round is still ongoing. Item to remain on the 

agenda for the next meeting when the Frameworks will be presented. 

ACTION 

 PLACE and Director of Finance meetings continue to meet monthly to 

discuss opportunities for financial improvement throughout the system;  

 The One Herefordshire PLACE meetings continue with representation 

from the Clinical Commissioning Group (CCG) Herefordshire & 

Worcestershire Council and Taurus; 

 A strategy session is planned for July to discuss the road map and 

financial landscape at PLACE. 

 

 

 

 

Agenda 

item 

 

 

 

 

 

 

 Resolved – that  

 

(A) The ICS Financial reporting/Governance update was received and 

noted. 

(B) ICS Financial Reporting to remain on agenda. 

 

 

AC08.2/06.22 2022/23 OPERATIONAL PLANNING ROUND – NATIONAL CFO LETTER 

20TH MAY 

 

 The Chief Finance Officer (CFO) presented the 2022/23 Operational Planning 

Round – National CFO letter 20th May and the following points were noted:- 

 

 The Audit Committee was requested to note the National CFO letter of 

the 20th May which was issued Julian Kelly, National CFO in relation to 

next steps in the 2022/23 Operational Planning Round and the controls 

explained therein; 

 A requirement within the letter to complete a list of “Key lines of enquiry”. 

It was noted that the requirement for all organisations to commission an 

internal audit to support this; 

 The CFO reported that this requirement was included in the IA Plan and 

that a draft audit scope will require finalising, self-assessment will be 

completed internally on the effectiveness of the organisation. It is the 

intention of the CFO to distribute the self-assessment to the Directors 

and budget holders to provide a temperature check. The Finance team 

will work with the CFO on the more detailed sub set into the internal audit 

work for the August deadline; 

 The implications with regard to Agency and Bank were raised. The CFO 

confirmed that the medical and nurse agency were reviewed and the 

sense was to ensure the Trust has control in place and grip on what the 

organisation is doing; 

 The Audit Committee Chair highlighted that the Trust should ensure that 

one of the controls outlined in the letter, “approval from NHSE/I for any 
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consultancy spend above £50,000 and for any non-clinical agency” 

should be an Audit Plan requirement and noted for governance purposes 

that all actions are in hand.  

 

 Resolved – that the 2022/23 Operational Planning round – National CFO 

letter 20th May was received and noted. 

 

 

AC08.3/06.22 LOSSES AND SPECIAL PAYMENTS REPORT – QUARTER 4 2021/22 

 

 

 The Associate Chief Finance Officer (ACFO) presented the Losses and Special 

Payments report – Quarter 4 2021/22 update and the following key points were 

noted:-  

 

 The Audit Committee is requested to consider the comparison between 

Quarter 4 2021/22 and Quarter 4 2020/21. The standard quarterly losses 

are reported as slightly lower that Quarter 4 last year at £49,255; 

 The largest loss reported was £38,296 for Pharmacy and Blood Stock 

wastage; 

 The Bad Debts written off includes elements of write offs, with 

compensation payments to third party relating to obsolete stock; 

 The Non-Executive Director (NT) highlighted that Loss of Personal 

Belongings had increased, especially at Ross Community Hospital and 

requested if this increasing trend was a concern. The ACFO commented 

that this concern had not been raised and the items lost were relatively 

small e.g. watches, dentures and hearing aids. All losses are 

investigated and wards are contacted to ensure that incidents do not 

reoccur;   

 The Associate Non-Executive Director (FM) commented on the 

reasoning behind the bad debts. The ACFO responded that the bad 

debts mainly related to A&E prescriptions, where people who thought 

they were eligible for free prescriptions had no cash to pay for them and 

when invoices for payments were sent, no payments were received, 

therefore the debt was written off; 

 It was noted that discussions with Pharmacy to improve obsolete stock 

have taken place and Pharmacy are constantly reviewing the capacity to 

minimise stock;  

 The Chief Executive Officer enquired if benchmarking across the Group 

should be undertaken as costs were on the increase. The ACFO 

confirmed that benchmarking on Pharmacy losses had been undertaken 

but it was agreed as an action that benchmarking across the Group 

should be investigated. ACTION.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CA 

 

 

 Resolved – that  

 

(A) The Losses and Special Payments report – Quarter 4 2021/22 was 

received and noted. 

(B) A Benchmarking exercise on Pharmacy losses to be undertaken 

across the Group. 
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AC009/06.22 AOB  

  

 No other business was noted. 

 

 

AC11/06.22 DATE OF THE NEXT MEETING – 15 September 2022- 9:30 a.m. – 12:00 p.m.  
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WYE VALLEY NHS TRUST 
 

Minutes of the Charity Trustee 
Held on 21st July 2022 

Via MS Teams  

Present: 

Frank Myers MBE FM Chair and Associate Non-Executive Director (ANED) 

Glen Burley GB Chief Executive 

Alan Dawson AD Chief Strategy and Planning Officer 

Katie Farmer KF Charity Fundraiser 

Lucy Flanagan LF Chief Nursing Officer 

Christobel Hargraves CH Non-Executive Director (NED) 

Russell Hardy RH Trust Chairman 

Richard Humphries RHu Non-Executive Director (NED) 

Jane Ives JI Managing Director 

Ian James IJ Associate Non-Executive Director (ANED) 

Frances Martin FMa Associate Non-Executive Director (ANED) 

Katie Osmond KO Chief Finance Officer 

Andrew Parker AP Chief Operating Officer 

Grace Quantock GQ Associate Non-Executive Director (ANED) 

Nicola Twigg NT Non-Executive Director (ANED) 

In attendance: 

Clive Andrews CA Associate Chief Finance Officer 

Vicky Roberts VR Executive Assistant – For the minutes 

Minute  Action 

CT01/07.22 Apologies for Absence  

 Apologies were received from:  Erica Hermon, Associate Director Corporate 
Governance and Company Secretary and David Mowbray, Chief Medical 
Officer  

 

CT002/07.22 Quorum  

 The meeting was quorate.  

CT003/07.22 Declarations of Interest  

 Frank Myers, Chair and Associate Non-Executive Director declared that he is 

a Director of Herefordshire County BID (Business Improvement District)  whose 

role is to promote the visitor economy in Herefordshire 

 

CT004/07.22 Minutes of the meeting held on 17th March 2022  

 Resolved – that the minutes of the meeting held on 17th March 2022 be 

confirmed as an accurate record and signed by the Chair.  

 

CT005/07.22 Matters Arising and Action Log  

 All actions were reviewed and updated.  

 Resolved – that:  The Action Log update be received and noted  
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(A) CT005/12.20 – The Associate Chief Finance Officer advised that a 

further update would be given on progress in due course 

(B) CTO09/12.20 – Training took place on 26th April 2022 and this item 

is now closed 

 

 

CT006/07.22 ITEMS FOR REVIEW AND ASSURANCE  

 6.1  Fundraising Update 

The Charity Fundraiser (KF) presented the fundraising update.  The report was 

taken as read and the following key points noted: 

The fund continues to have a healthy balance.  The most recent large spend 

was the purchase of air conditioning in the overnight room.  The next item is to 

create a garden of remembrance. 

The Fundraiser and midwifery team are currently working up a plan to renovate 

the Delivery Suite.  A  £25,000 donation has been made to commence works. 

The charity has been approached by SWFT colleagues to share the cost of a 

grant finder database. This will also be beneficial for the Education Centre. 

Mr Myers Chair and Associate Non-Executive Director, asked for clarification 

on how people are thanked for donations.  The Charity Fundraiser (KF) 

confirmed that currently she writes a letter of thanks for all donations but, if a 

particularly large donation is received, will ask for a letter to be sent from the 

Charity Trustee Committee Chair. 

Lucy Flanagan, Chief Nursing Officer, confirmed that the midwifery donation 

will be used for a ‘home from home’ room within the delivery suite.  The 

Fundraiser (KF) will bring this item back to next meeting in September. 

There was some discussion around the possibility to ring-fence some funds for 

the Education Centre. 

It was also agreed that a robust process needs to be in place to formally thank 

people for donations. 

6.2  Education Centre 

Alan Dawson, Chief Strategy and Planning Officer (AD) gave an update on the 

plans for the Education Centre.  Plans and architect drawings had been 

circulated with the papers. 

The Education Centre Project Team have developed a high-level investment 

case.  This will be used alongside a brochure to market the scheme. 

Architect drawings are now complete, and costs and likely sources of funding 

have been identified. 

PGMC Trustees have confirmed a donation and the Clive Richards Charitable 

Fund have confirmed that they will support the fund between £250,000-

 

 

 

 

 

 

 

 

 

 

 

 

KF 
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400,000, subject to a further business case being presented.  The upper value 

could be donated in exchange for naming rights.  

A Campaign Director role has been agreed at a salary of £60,000 per annum 

for 18 months.  The recruitment process via Hoople is being put into place. 

A charitable fund is being set up specifically for the Education Centre.  

Considering the significant sum required to fund this, members are asked to 

consider whether any major legacies could be allocated to the scheme and be 

ring fenced. 

The Chief Strategy and Planning Officer (AD) invited comments/views: 

The Chief Executive (GB) asked what will happen to the existing Post-

Graduate Centre. AD confirmed that it will be incorporated into existing office 

space. 

The Trust Chairman (RH) noted that he has recently followed up with the Chair 

of The Clive Richards Foundation regarding their offer of a donation and will 

keep this Board updated on any further developments. 

An education fund meeting is due to take place next week and will commence 

fundraising. Ring fencing of some funds would be extremely helpful. 

Frances Martin, Associate Non-Executive Director (FMa) commented that she 

thought that this as an exciting project for the trust and asked if the building 

would be a One Herefordshire facility and how would this affect revenue. 

Frank Myers, Chair and Associate Non-Executive Director (FM) confirmed that 

this was the approach being taken, that the centre will be a community asset 

and confirmed are currently working with the university.  It  may also create a 

space for younger people.  The Chief Strategy and Planning Officer (AD) added 

that it was also far less likely to obtain charitable funding if it was exclusively 

for WVT use.  Conversations are taking place with One Herefordshire 

Partnership, NMiTE and community education.  All are keen to work with us.  

6.3  Quarter 4 2021-22 Finance Report 

The Associate Chief Finance Officer (CA) presented the financial position of 

the funds held at both Quarter 4 of 2021-22 and Quarter 1 of 2022-23.  Both 

the reports were taken as read and the following key points were noted: 

There was a net reduction of £259,000 in quarter 4. 

Expenditure of  £306,000, this included transfer of £196,000 to NHS Charities 

Together funds. 

6.4 Quarter 1 2022-23 Finance Report 
 
There was a net increase of £55,000. 
 
Income was £86,000, this includes £40,000 of legacies, £18,000 income from 
NHS Charities Together. 
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Expenditure is £31,000, which is much lower than in previous quarters.  
There are £52,000 approvals outstanding against a balance of £1,162,000 
total, leaving a net balance of £1.1M after commitments. 
 
The charity also has a recovery general purpose fund of £41,000. 
 
Christobel Hargraves, Non-Executive Director, asked if, taking into 
consideration the current very low rates of interest, could something more be 
done with a large amount of money? 
 
The Associate Chief Finance Officer (CA) responded that this does need 
some thought to improve and would take this forward.  ACTION.   
 
It was noted that the fund balance was high and there was a low level of 
activity.  It was agreed to put some messages out throughout the hospital to 
let people know that they can apply for funding. 
 
Alan Dawson, Chief Strategy and Planning Officer (AD) noted that trust 
capital is  constrained this year and it may be necessary look to charitable 
funds for some things. 
 
The Education Centre is costed at £10.5M and currently has £4M allocated 
from charitable funds.   
 
The Chief Executive (GB) noted that some funds should be consciously set 
aside and should build momentum for future funds. 
 
Frank Myers, Chair and Associate Non-Executive Director (FM) noted that 
this should be clear in the objectives of the Fundraising Director. 
 

 

 

 

 

 

 

CA 

 Resolved – that: 

(A) The fundraising, Education Centre and Finance updates were 

received and noted 

(B) An update on the delivery suite re-furbishment will be given at 

the next meeting 

(C) The Associate Chief Finance Officer would look into the 

possibility of obtaining improved interest rates for Charity funds 

 

 

 

KF 

 

CA 

CT07/07.22 Review of Terms of  Reference  

 The Terms of Reference for the Charity Trustee Committee were reviewed and 

the following changes agreed: 

Paragraph 1.  ‘Administer’ funds to be changed to ‘raise and administer’. 

Paragraph 2 – Medical Staff Committee representation.  This discussion is to 

be taken offline. 
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Paragraph 8 – Papers to be circulated 3 working days prior to meetings to be 

changed to ‘5 working days prior’. 

Paragraph 10.  To ‘monitor’ the performance of deposits and investments to be 

changed to ‘monitor and manage’ Also to be a standing agenda item. 

 Resolved that:  The Terms of Reference for the Charity Trustee 

Committee were reviewed and would be updated. 

 

CT08/07.22 Review of Terms of Reference for Education Funding Group  

 Russell Hardy, Trust Chairman (RH) informed the Committee of the creation 
of The Education Funding Group (EBFG) which will provide support and 
oversight on efforts to fundraise for the proposed Education Centre 
development on the County Hospital site. 

Members of the Committee: 

 Russell Hardy (Chair) 

 Frank Myers (Associate Non-Executive Director) 

 Nicola Twigg (Non-Executive Director) 

 Elizabeth Hughes (External Advisor) 

 Chris Wood (Associate Director of Education) 

 Jayne Clarke (Associate Chief Medical Officer – Education) 

 Alan Dawson (Chief Strategy and Planning Officer) 

 Campaign Director 

Russell Hardy, Trust Chairman (RH) invited this committee to review and 
comment on the proposed Terms of Reference. 

The Chief Strategy and Planning Officer (AD) added that the current project 

team work is around the building itself, this includes Hoople and NMiTE but is 

not for fundraising. 

Richard Humphries, Non-Executive Director(RHu)  suggested that an advisory 

panel be set up with wider stakeholders.  They should not necessarily attend 

committee meetings but would be kept informed and sent meeting papers. 

Russell Hardy, Trust Chairman (RH) noted that this is a prestigious building 

and naming rights should not be granted for less than £400,000. 

Frank Myers, Chair and Associate Non-Executive Director (FM) noted that it is 

important that governance is right on how this value is agreed.  This will be 

discussed next week, and properly documented as a decision. 

The Chief Executive (GB) noted that the SWFT equivalent to this was a unit 

within a building and technically, this should be a decision for the Trust Board. 

Frank Myers, Chair and Associate Non-Executive Director, noted that the 

Terms of Reference currently state that quorum is one half of the total 

membership.  This should be amended to state that quorum is one half of the 
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total membership and must include one Associate Non-Executive Director or 

one Non-Executive Director. 

 Resolved that:  The Terms of Reference were reviewed and comments 

noted. 

 

CT09/07.22 Any Other Business   

 No further business was raised. 
 

 

CT10/07.22 Date of next meeting  

 The next meeting is due to be held on Thursday 15th September at 1400, via 
MS Teams 
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 28 July 2022 at 1.00 – 3.15 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) 
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
Grace Quantock GQ Associate Non-Executive Director 

In attendance:
Mehmood Akhtar MA Associate Chief Medical Officer, Surgical Division – Arrived during 

Item 10
Robbie Dedi RD Deputy Chief Medical Officer
Linda Dykes LD Associate Chief Medical Officer, Integrated Care
Daniel Harding DH General Manager, Clinical Support Division – Arrived during Item 8
Rachael Hebbert RHe Associate Chief Nursing Officer
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 – Arrived 

during Item 5.1
Lynne Kedward LK Associate Chief Operating Officer, Surgery
Rachel McColm RM Associate Chief Medical Officer, Medical Division 
Sue Moody SM Lead AHP, Integrated Care Division
Raechel Skinner RS Integrated Care Boards Representative 
Amie Symes AS Associate Director of Midwifery

QC001/07.22 APOLOGIES FOR ABSENCE

Apologies were received from Jo Clutterbuck, Associate Chief Operating 
Officer, Clinical Support Services, Tony McConkey, Clinical Director, 
Pharmacy & Medicines Optimisation, Emma Smith, Associate Chief 
Nursing Officer, Surgery Division and Nicola Twigg, Non-Executive 
Director. 

QC002/07.22 QUORUM

The meeting was quorate. 

QC003/07.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/07.22 MINUTES OF THE MEETING HELD ON 30 JUNE 2022

Resolved – that the minutes of the meeting held on 30 June 2022 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair.
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QC005/07.22 ACTION LOG

(a) QC008/06.22 – Medicines Management - (C) – Mr James (ANED) 
confirmed that he and Mrs Twigg (NED) had met with the Clinical 
Director, Pharmacy & Medicines Optimisation to discuss the flow 
management from the Patient Safety Committee to the Quality 
Committee to understand the narrative on the process of escalation 
and actions. Revd Hargraves (Chair of the Quality Committee and 
NED) suggested having a sentence on the Front Sheet updating 
on discussions held at the Patient Safety Committee. 

(b) QC006/06.22 – Flow Attributable Mortality – (B) – The Deputy Chief 
Medical Officer (DCMO) confirmed that the Flow Attributable 
Mortality Presentation will be presented to the Clinical Practitioner 
Forum with plans in place to share further. 

(c) QC006/06.22 - Flow Attributable Mortality – (C) – The DCMO 
confirmed that the HSIB interim report has been reviewed. 

(d) QC014/06.22 – Maternity PQSM Report – (B) – Further discussion 
to be held around extending the Continuity of Carer service to our 
very deprived families – This action will be picked up within the 
Maternity Report on the agenda. 

Resolved – that the Action Log be received and noted.

BUSINESS SECTION 

QC006/07.22 SAFEGUARDING QUARTERLY REPORTS

The Associate Chief Nursing Officer (ACNO) and the Named Nurse, 
Children In Care presented the Safeguarding Quarterly Reports, which 
were taken as read, and the following key points were noted: 

• The Chief Nursing Officer (CNO) advised that as the meeting was 
reduced due to current pressures, the ACNO was covering off the 
reports. A deep dive into Initial Health Assessments (IHA) was 
required, given that performance has been debated here previously 
and the position is deteriorating. 

• The ACNO advised that the number of safeguarding cases is 
increasing for adults, children and children looked after. There is 
also an increase in the number of children under the care of the 
Local Authority to the highest levels that we have ever had in the 
county. There has been a decrease in the training figures due to 
operational pressures, but these are still high. 

• S11 Audit – This is a self-assessment of how we are working as a 
multiagency team. There was “good” performance overall. 
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• IHA Overview addendum – The statutory timeframe is twenty days 
from when a child comes into care for an IHA. There are a variety 
of reasons why we are not meeting this timescale. This highlights 
the issues due to numbers (volume), issues around gaining 
consent from parents to the assessment (largely being addressed, 
detailed within the report) and clinic capacity (details within the 
report). Actions being taken include job planning and a further 
Review Meeting with the Integrated Care Board (ICB) and the Local 
Authority. The ICB are constantly updated on this situation. The risk 
is being updated on the Risk Register.  The service is likely to 
require investment; the outcome of the job planning review is 
awaited. 

• The Associate Chief Operating Officer, Surgery noted that 
increasing clinic capacity is problematic and that other aspects of 
the children’s service is also under pressure. 

• Mr Humphries (NED) noted that the Executive Director Opinion 
reports a high degree of assurance is provided and that we are 
meeting our statutory duties which is not consistent with the report 
content. The CNO advised that the opinion covers all safeguarding 
activity and we are achieving all statutory elements with the 
exception of IHA. The IHA is just one part of this. 

• Mr Humphries (NED) noted the phenomenal increase in the 
number of children in care, with such an increase never seen 
before, and asked if we are having high level conversations with 
the Local Authority around this massive increase. Mr James 
(ANED) highlighted that the number of out of county children was 
increase as well and asked for clarification on the process – ie do 
we remain responsible for the health of these children with the main 
health responsibilities sitting with the referring authority. Mr James 
(ANED) went on to request clarity around the Surgery Division 
report include the ongoing gap in clinics meeting the current 
demand. The CNO advised that regarding meetings with our 
System Partners, a System Meeting has been held to discuss the 
deteriorating IHA position including the Local Authority and the ICB, 
which has been discussed within the quarterly Safeguarding 
Reports to Quality Committee for some time. Previously these 
issues tended to be out of our control, eg receipt of consent. Due 
to the work carried out, these issues have now been largely 
resolved. Clinic capacity due to the volume of children coming into 
the System is now the issue. The issue is mainly around the lack 
of Consultants able to undertake these assessments. We have 
been offered extra monies to undertake additional clinics but this is 
not the issue. Our Community Paediatricians are already 
undertaking additional clinics which is not sustainable in the long 
term and will not help bridge the gap between clinic slots and the 
numbers of children requiring an IHA. Worcester Healthcare Care 
Community Trust are facing similar issues and are therefore not 
able to offer any mutual aid. There is a recognition that we do not 
have any Locums who are competent to undertake these 
assessments and our Consultants are already working above 
capacity. 
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• The CNO advised that the Local Authority are presenting to our 
October Board Workshop around Looked After Children and our 
responsibility as corporate parents. 

• The Chief Medical Officer (CMO) raised his concern around the 
different numbers of children looked after being reported by the 
Local Authority compared to our numbers. 

• The DCMO agreed that everyone is under a lot of pressure with the 
Local Authority numbers suggesting a drop in demand due to how 
they record their numbers compared to us. We need to ensure that 
the correct data is being discussed at these meetings. We are 
currently around 0.6 clinics a week short. We therefore need an 
additional 1.7WTE Consultant to support delivering and 
maintaining this service. 

• Revd Hargraves (Chair and NED) questioned whether there were 
any harm implications of not meeting the requirement to undertake 
the IHA in twenty working days. The Named Nurse, Children In 
Care advised that we are not able to identify  any potential harm  
until the IHA is carried out as we are not aware of any safeguarding 
or health needs until this assessment has been carried out. 

• Revd Hargraves (Chair and NED) noted that meetings are being 
held to discuss this issue but questioned if there was anything else 
that the Quality Committee can do or encourage to occur. The 
CMO noted that we are all aware of the situation around 2WW 
patients which are reported to a number of meetings but felt that 
IHA are not highlighted in the same way and suggested that we 
could have our own internal target which we continually report on. 

• The CNO asked the ICB representative if she felt that NHSE were 
sufficiently sighted on this issue. The Integrated Care Boards 
Representative advised that this has not been flagged by NHSE as 
a specific issue but this could be due to other issues requiring more 
attention. It is right to flag this as an issue and consider whether 
the Quality Committee should be more sighted on more specific 
outcomes for children. 

• Ms Quantock (ANED) queried if there are any protocols to support 
these children who are being delayed, eg while you are waiting you 
could, noting symptoms, signposting etc. The Named Nurse, 
Children In Care confirmed that we do communicate with foster 
carers whilst awaiting their appointment as well as Social Workers 
around specific areas. 
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• The Managing Director suggested that the issues around IHA be 
added to the ICB agenda. We also need to look at the skill mix to 
see if these children can have an initial review although this would 
not be the full statutory assessment. The Associate Chief 
Operating Officer, Surgery confirmed that there are not enough 
Consultants to cover this workload, therefore a review of skill mix 
is needed with additional nursing hours being put aside to complete 
a review of this. 

• The CNO confirmed that a Doctor has to undertake this 
assessment and therefore we need to offset other tasks in their 
workload that could be carried out by other professionals to enable 
them to undertake this. Discussions have previously been held 
around a Clinical Practitioner role with further discussion required 
with the Community Paediatricians. 

• Revd Hargraves (Chair and NED) thanked the Named Nurse, 
Children In Care and her team for all their hard work and offered 
the support of the Quality Committee where needed. 

VJ

Resolved – that:

(A) The Safeguarding Quarterly Reports be received and noted. 

(B) The issues around Initial Health Assessments to be added to 
the Integrated Care Board agenda.

VJ

QC007/07.22 INFECTION PREVENTION ANNUAL REPORT

The CNO presented the Infection Prevention Annual Report, which was 
taken as read, and the following key points were noted: 

• This is a summary report of the quarterly reports presented to the 
Quality Committee. 

• The Infection Prevention team have been able to carry out non-
pandemic activity during this time which is very positive. 

• Externally reportable infections have been included in the report 
and reported to previous meetings. 

• C-Diff – We are above our trajectory with work ongoing around this.
 

• Klebsiella - None of the cases were deemed as being linked to our 
care but to the patient’s underlying clinical condition. Indwelling 
catheter care is an area that further infection prevention work is 
required.  

• There have been a number of infection prevention related Serious 
Incidents due to the outbreaks during the pandemic. During this 
time, the team have never been at full capacity due to vacancies or 
sickness, which is the main challenge. 
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• Mandatory surgical site infection surveillance - With agreement 
from UKHSA, the Trust have not submitted the mandatory audit this 
year, partly due to our reduced elective activity. 

• We have launched our Wye Clean campaign and the stool SMART 
campaign as part of our C-Diff improvement plan. 

• NHSE have confirmed that they will be re-inspecting the Trust 
around our cleanliness on 20 September. 

• Revd Hargraves (Chair and NED) noted that the work priorities for 
last year are amber with a completion date of 31 March 2022 and 
queried if these are being rolled over to the new plan. The CNO 
confirmed that anything not completed has been rolled forward to 
2022/23.
 

Resolved – that the Infection Prevention Annual Report was received 
and approved for submission to the Board of Directors. 

QC008/07.22 QUALITY PRIORITY – MORTALITY REPORT 

The CMO presented the Quality Priority – Mortality Report, which was 
taken as read, and the following key points were noted: 
 

• The CMO is concerned about the overall mortality position. Since 
the last report, we have been able to pinpoint where we need to 
further review. In-hospital deaths are at an acceptable level. Our 
out of hospital deaths 30 days after leaving hospital are the area of 
concern and need reviewing. 

• Other issues have been reviewed. The national average for 
palliative care coding for patients admitted with an acute admission 
is at 39%. We are recording 26% which is out of kilter with the 
national figure. 

• Covid numbers have been removed from these statistics. If this is 
part of the secondary diagnosis and removed, this could again be 
changing the denominator. 

• Coding for sepsis on first contact measures have increased which 
could also be skewing our figures. 

• The Coding Team are looking at this R Coding increase. George 
Eliot Hospital have seen the same rise during this period but not 
South Warwickshire NHS Foundation Trust (SWFT). The team are 
visiting SWFT to discuss their coding as this is still felt to be the 
reason for the high figures. 

• HED analytical company have not provided the analysis needed. 
SWFT Company are offered an analytical package which the CMO 
is meeting with the team next week to discuss further. 

• Our latest SHMI figure has reduced by 4 points to 110. 
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• Mr Humphries (NED) felt assured by this approach, noting that 
mortality data is fraught with issues trying to analysis. 

• Revd Hargraves (Chair and NED) had met with the Mortality 
Project Manager who is going to review the learning from death 
requirements to have an overview of the Trust’s position. The CMO 
advised that from April 2023, it is a statutory duty for the Medical 
Examiner to look at every non-Covid death. This was also 
discussed at the Integrated Care System (ICS). Due to the 
numbers involved, we will need a cross ICS solution for cover 
including virtual working. As Medical Examiners will need to 
discuss these cases with GPs across the county, this cannot be a 
paper process, this needs to be virtual. 

Resolved – that the Quality Priority - Mortality Report be received and 
noted.

QC009/07.22 QUALITY PRIORITY – MENTAL CAPACITY ACT IMPLEMENTATION

The ACNO presented the Quality Priority – Mental Capacity Act 
Implementation, which was taken as read, and the following key points 
were noted:

• This is a Quality Priority as individual Clinicians were experiencing 
difficulties with the practical implementation of this Act and the Best 
Interest principle. 

• The Policy has been revised and is very detailed; it now includes 
simple, easy to follow flow charts.  The next step is to deliver a 
schedule of training along with a re-audit taking place in November. 

• Revd Hargraves (Chair and NED) noted that the Managing Director 
in not included in the Board of Directors section. This will be added 
into the Policy. 

• Mr James (ANED) thanked the team for producing such a thorough 
piece of work with plans in place where required. 

• Revd Hargraves (Chair and NED) noted that the Policy did not 
include how to help staff identify mental health problems and 
queried what training is in place. The CNO advised that the Quality 
Priority has a narrow focus, just on the Mental Capacity Act and 
the Best Interest principle. With regard to identifying mental health 
problems there are pockets of excellence and best practice but not 
consistently across the board due to the broad range of mental 
health conditions. There is a lot of work occurring on the Children’s 
Ward to enhance knowledge of recognising mental health issues 
and offering support. Students receive mental health training as 
part of their core training but this is not part of our education 
programme. There is also statutory training for de-escalation. 

RHe
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• Ms Quantock (ANED) questioned if there are any plans to 
introduce mandatory mental health training as a Trust, especially 
as the level and complexity of mental health issues are increasing. 
Revd Hargraves (Chair and NED) noted that there are training 
pockets but the difficulty is prioritising all the training requirements. 

• The Integrated Care Boards Representative advised that extending 
the remit of the Mental Health Liaison Service to cover this had 
been discussed a few years ago and will ask as a System where 
we are with this. 

• The Managing Director noted the difficulty of providing training for 
mental health as this covers such a wide range. There is Mental 
Health First Aid training available for all staff. If training is provided, 
this needs to be the right level of training to have an impact. As 
staff are not experts, it may be more appropriate for them to 
signpost for help and support. The Deputy CNO advised that we 
are very fortunate in having an Advanced Practitioner for MHA, 
MCA and DOLS who can help with signposting. 

• Mr Humphries (NED) noted another challenge is to 
maintain/improve our performance for our existing MCA/DOLS 
training whilst preparing for the new Liberty Protection safeguards. 

• The CMO advised that there is Board Workshop on mental health 
planned for September.

RS

Resolved – that:

(A) The Quality Priority – Mental Capacity Act Implementation 
Report be received and noted.

(B) To include the Managing Director in the Board of Directors 
section within the Mental Capacity Act Policy. 

(C) The Integrated Care Boards Representative advised that 
extending the remit of the Mental Health Liaison Service to 
cover this had been discussed a few years ago and will ask as 
a System where we are with this. 

RHe

RS

QC010/07.22 QUALITY PRIORITY – NUTRITION 

The Deputy CNO presented the Quality Priority - Nutrition, which was 
taken as read, and the following key points were noted: 

• This was chosen as a Quality Priority in part due to the Care Quality 
Commission findings in 2019 along with several incidents occurring 
more recently relating to nutrition. 

• The Nutrition Steering Group has been established and now meets 
on a quarterly basis. The plan is also to have a Nutritional Support 
Group to review the technical aspect and the Nutrition Care Group 
to look at patient meal times, etc during the intervening months. 
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• The Business Case for a Nutrition Specialist Practitioner has been 
approved enabling us to focus on technical and complex nutrition 
and improve patient safety in this area. 

• The MUST CQUIN has been applied to our Community Hospitals. 
Improvements need to be made but there have been improvements 
in compliance in the last month. Given the quality priority the aim is 
to roll the CQUIN methodology to the whole of the bed base in the 
future. 

• We will also focus on patient experience regarding food which will 
be reviewed in the Nutritional Care Group. Sodexo also carry out a 
monthly survey. 

• The CNO advised to access compliance with our MUST scores we 
have to undertake a manual audit, we randomly select five patients 
per ward per week to measure. Soon this information will be 
available on Maxims via Digital Nurse Noting. 

Resolved – that the Quality Priority – Nutrition be received and noted.   

QC011/07.22 DIVISIONAL REPORT – SURGICAL

The Associate Chief Operating Officer, Surgery presented the Divisional 
Report – Surgical, which was taken as read, and the following key points 
were noted: 

• Complaint numbers continue to be high but the circuit break helped 
with enabling the number outstanding to be reduced. There are no 
real themes apart from patient care. There is concern about 
Gynaecology, hence a deep dive is being undertaken. 

• Theatre and Elective Pathway work – A number of engagement 
days have been held with all staff working in Theatres which have 
been very positive. 

• Urology – The Urology Department had a visit from the Coventry 
and Warwickshire Integrated Care System (which includes the 
Foundation Group) with excellent feedback received. The 
Clinicians are extremely supportive and are really an amazing 
team. 

• One of our Urology Clinical Nurse Specialists has been invited to 
speak at the British Association of Urology Nurse Annual 
Conference in Edinburgh. 
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• Mr James (ANED) noted the work that the Cancer Navigators have 
achieved with helping patients through the system and reducing 
delays and waiting times and questioned whether this is a model 
that can be replicated in other areas. The Associate Chief 
Operating Officer, Surgery advised that they have taken a very 
different approach to look at the pathway and making 
improvements. This is being embedded in the Specialties along 
with working closely with the teams. They are only funded for 
around nine months so a Business Case will be needed to continue 
these roles. 

• The Managing Director felt that they were similar to a Task and 
Finish Group and with the ten current MDT Co-Ordinators in post, 
that they could continue this work. She was very supportive of the 
work they are doing but wondered whether we should think about 
using them in a different way in the future. 

• Revd Hargraves (Chair and NED) asked for an update on the lack 
of Allied Health Professionals (AHP) on SCBU and ITU. The 
Associate Chief Operating Officer advised that they are looking at 
increasing the establishment for critical care pathways. A bid was 
put in for monies for this but nothing was received. There has been 
an increase in incidents, but this related to the same patients on 
the same day so are misleading. How much of an issue the lack of 
AHP are having on patient recovery is difficult to evaluate. These 
patients are reviewed on the wards but this therapy support is 
needed early on in their treatment. 

• The Lead AHP, Integrated Care Division advised that ITU 
increased from 6 to 8 beds with no increase in therapy staffing 
which is the issue. Cover will be provided as much as possible over 
seven days on ITU but this will mean a loss to other areas. 

• The Lead AHP, Integrated Care Division advised that a Business 
Case has been completed for an AHP on the Neonatal Unit, with 
the team working with the Network on this. This is a national 
recommendation but monies for this post are yet to be confirmed. 
The CNO advised that the Neonatal Services did receive some 
national monies but this had to be allocated to nursing and was 
unable to be transferred over for AHP. 

Resolved – that the Divisional Report – Surgical be received and 
noted.

QC012/07.22 QUALITY PRIORITY – IN-PATIENT SURVEY

The Associate Director of Quality Governance (ADQG) presented the 
Quality Priority – In-Patient Survey presentation and the following key 
points were noted: 

•
• We received the initial embargoed results about a month ago. 

These results are still embargoed but this presentation provides the 
headline information. 
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• The Full Care Quality Commission report is due to be issued in 
October 2022. This survey looked at patients who had an overnight 
stay in November 2021. The interim results received are from the 
patient’s perspective. The results overall are lower than the 
previous survey.

• We are in the top 20% of Trusts for 2 questions, but at the bottom 
for 32 questions. Our average score has reduced, there is no 
improvement over 5% and 10 areas saw a decrease of over 5%.

 
• Summary – Our overall performance is below average. Areas 

where we are in the bottom 20% include cleanliness, nutrition and 
hydration, staff to patient communication and discharge. Areas 
highlighted in the report are issues known from previous years 
where no improvements have been made. 

• Next Steps – The plan is to present these results in all relevant 
forums along with sharing the results relevant to their areas with 
our PFI partners. A breakdown of results by Ward level is required 
so that some comparisons can be made and any “hotspots” 
identified. The plan is to revamp the Patient Experience 
Governance structure to include an Improvement Group to enable 
more time to discuss patient improvements. Also to develop a 
Quality Improvement plan for patient experience to be overseen by 
a dedicated Improvement Group which will require engagement 
from all Divisions. The plan is also to launch a rolling local survey 
programme to enable monthly data to be captured.  We will work 
with our partner Trusts once their results are available for Group 
solutions. 

• The CNO reiterated that the revamp of the Patient Experience 
Committee is key to this. The Patient Experience Committee have 
nurse and AHP representation but no medical staff – this meeting 
requires engagement by all staff. The high level results will be 
shared along with detailed results in as many forums as possible. 

• The Managing Director noted that what we are doing at the moment 
is not working. We are able to improve these results and we need 
to do so! These results have been discussed at the Medical Staff 
Committee and the Leaders Briefing, advising that these results are 
not acceptable and need to improve. We are aware that staff are 
very stressed and under immense pressures but we still need to 
improve. We need to focus on how we communicate and speak to 
patients. Detailed feedback on a regular basis is needed. 

• Ms Quantock (ANED) suggested as this is a Trustwide issue that 
we need to think culturally around the Trust. We have Civility Saves 
Lives but questioned whether there is anything further that we can 
do to engage further. 

• The CMO noted the 3 key questions that the Chief Operating 
Officer used to ensure good patient communication and 
awareness, and suggested that we systemise this. Feedback at 
Ward level will help but we need to ensure that all staff are aware 
of what patients need. 
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Resolved – that the Quality Priority – In-Patient Survey be received 
and noted. 

QC013/07.22 DIVISIONAL REPORT - MATERNITY

The Associate Director of Midwifery (ADM) presented the Divisional Report 
– Maternity, which was taken as read, and the following key points were 
noted: 

• A further two complaints have been signed off since the report was 
written. The ADM thanked the Obstetric and Gynaecology team for 
working hard to improve the position. 

• There has been an increase in compliments. We are learning from 
our successes as well as when things go wrong. 

• Training Compliance – Figures in Maternity are above 90% (as 
required for CNST). Newborn training figures are lower at 71% with 
a training plan in place. This will continue to be monitored through 
the Divisional Governance meetings. 

• We need to revise our schedule of plans regarding Ockenden and 
Saving Babies lives as it is essential to have a multi-disciplinary 
presence. We are looking at Quality Indicators forum work with 
Divisions to ensure attendance at one meeting with one 
overarching action plan. 

• There is an improvement agenda for Audit meetings and Infection 
Prevention Control meetings. This enables sharing of regional and 
national level data. 

• With regards to Continuity Of Carer and BAME obstetric patients, 
the Community teams work in small numbers which enables them 
to provide antenatal care provision by a small number of midwives, 
but this is not the same as the Continuity Of Care model. 

• Maternity Triage area is the main concern and the highest risk at 
the moment. This has been directly linked to recent incidents 
(details within the report). The successful triage management 
system known as BSOTS is used nationally and within the LMNS 
and we need to review implementing this. The current triage 
operates with one midwife per shift but BSOTS states that two are 
needed. A wider workforce review is needed to confirm what 
service is required. This has been added to the Risk Register as 
two midwives would need more space than is currently available. 

• The CMO felt that we have lost sight of the Robson Group 
categories and perinatal mortality. There are a number of 
standards but only 4 out of the 10 are included in this report. The 
CMO and the Deputy CNO will meet to discuss this further. 

DM/AS

Resolved – that:

(A) The Divisional Report - Maternity be received and noted.
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(B) The Chief Medical Officer and the Deputy Chief Nursing Officer 
will meet to discuss how to ensure that the entire Robson 
Group and perinatal mortality are reported on more frequently. 

DM/AS

QC014/07.22 PQSM REPORT - MATERNITY

The Deputy CNO presented the Maternity PQSM, which was taken as 
read, and the following key points were noted:  

• The Robson Groups are included on the PQSM dashboard. 

• CNST requires that this report is presented at Trust Board level. 

• Approval was given by the Quality Committee that this was the right 
level for this report to be presented and any exceptions would be 
reported to Board of Directors within the Quality Committee 
summary report. 

Resolved – that the PQSM Report – Maternity be received and noted 
with approval given that this was the right level for this report to be 
presented. 

QC015/0722 QUALITY INDICATORS REPORT

The Deputy CMO presented the Quality Indicators Report, which was 
taken as read, and the following key points were noted: 

• There is a downward trend for hospital acquired thrombosis which 
is positive. This is as a result of the work of the Thrombosis 
Committee. A number of gaps were identified through Root Cause 
Analyses in providing prophylaxis. These have now been closed 
through a number of actions. We benchmark well in this area.

• VTE assessments have dipped. We are working with the 
Information Department to work through the cohorts of patients that 
either should nor should not have these assessments. Given this 
work, when these cohorts are applied, it is likely that our 
performance may be slightly lower than demonstrated, hence the 
need to double check these figures. 

• Revd Hargraves (Chair and NED) noted that the next phase of 
EPMA will require this assessment to be carried out which should 
improve figures. 

• The Integrated Care Boards Representative felt assured that we 
know now what figures we are looking at and supported the Deputy 
CMO in focusing on the hospital acquired thrombosis, noting that 
the Trust is not an outlier in this area. If the Care Quality 
Commission visit again, this may be an area that they focus on. 

• The CNO noted that some Trusts used a sample methodology, yet 
our view was we should continue to provide our performance for all 
eligible patients.  The ICB representative agreed with our stance.
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Resolved – that the Quality Indicators Report be received and noted.

QC016/07.22 NURSE STAFFING REPORT

The CNO presented the Nurse Staffing Report , which was taken as read, 
and the following key points were noted: 

• Our staffing position improved for the reporting period along with a 
reduction in agency costs. Fill rates from our own staff and agency 
providers have improved. Staffing now feels more stable than 
previously. 

• Due to the increasing pressures we are under for July, we may see 
an increase in agency spend. 

• A review of Registered Mental Health nurses is included within the 
report. We need to ensure that we are appropriately using these 
nurses with the Associate Chief Nurse, Medical Division and the 
Agency Project Manager undertaking a piece of work to focus on 
this element. This will also help to reduce our agency costs. 

• We have successfully recruited a number of Health Care 
Assistants, which should lead to reduced agency costs. This was 
previously an area that we did not use agency for.  Pending further 
analysis of the vacancy position we intend to stop using agency for 
Health Care Assistant cover.

• We are on track for our international recruitment with 100 nurses 
by the end of the year. So far, the targets for each month are being 
achieved. This and staff passing their OSCE exams will see our 
recruitment numbers improve and our costs reduce, but more 
importantly, the quality of care to our patients will improve. 

• The Managing Director noted that almost every area is over their 
budgeted numbers for Registered Nurses day and night and was 
concerned that Health Care Assistant posts have been converted 
to Registered Nurses and 1-2-1 care was covered with the 
numbers. She also went on to highlight that the report included 
averages and then national averages, noting that it is impossible to 
compare like for like, and was worried that we are suggesting that 
we are less well staffed than we used to be but did not think this 
was what the data is telling us. The CNO advised that within the 
model hospital our care hours per patient day are low compared to 
other areas.  Further analysis of the data is required and a meeting 
has been arranged to look at this. 
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• The Associate Chief Nurse, Medical Division advised that within the 
fill rate for the Health Care Assistants, this includes Nursing 
Associates. We have seen a reduction in the number of these staff 
in the Trust. The Medical Division have used Nursing Associates 
where possible but a number of these staff are now going on to 
undertake their nurse training. We are often unable to provide Band 
4 cover, so have to backfill with Band 5 staff. Many patients on the 
Frailty Wards require 1-2-1 care and we are cohorting patients 
where possible. 

Resolved – that the Nurse Staffing Report be received and noted. 

QC017/07.22 CLINICAL EFFECTIVENESS AND AUDIT SUMMARY REPORT

The Associate Chief Medical Officer, Clinical Support Division presented 
the Clinical Effectiveness and Audit (CEAC) Summary Report, which was 
taken as read, and the following key points were noted: 

• This report is in a new format as the Committee has met three times 
with the new Chair. 

• A number of NICE assessments were presented that identifies 
where the Trust are unable to meet recommendations. The 
Committee approved closure of three pieces of guidance where 
recommendations were identified as not being able to be met or 
partially met. 

• There are a number of LocSSIPs now on the register with a number 
of these now due for review. The Maxims Team are piloting two 
LocSSIPs to the system. 

• Clinical Audit and Quality Improvement Update – The National 
Neonatal Audit Programme was published in March. The Trust 
reflected good practice in a number of areas. 

• There was good discussion held on policy PR.183 - Mental 
Capacity Act and Deprivation of Liberty Safeguards which was 
approved. PR.181 – Theatre Access Policy was also approved. 

• The first draft of the QIA process for the Trust was presented for 
comment and discussion. This was based on the Herefordshire and 
Worcestershire Clinical Commissioning Group Policy and process. 
It was agreed that the process was not yet ready for approval as it 
required development to articulate the Wye Valley Trust process. 
An updated version will be presented to the September meeting. 

• Revd Hargraves (Chair and NED) noted that the progress on 
LocSSIPs seems be slipping. The Deputy CMO agreed that this 
was not improving but progress was being made. There is now a 
list of Standard Operating Procedures and LocSSIPs in place and 
how they should be populated along with a checklist. Work is being 
carried out on how these could be populated on Maxims to enable 
auditable data. The Governance Team are working with each 
specialty around these. 
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Resolved – that the Clinical Effectiveness and Audit Summary Report 
be received and noted. 

CONFIDENTIAL SECTION

QC018/07.22 SERIOUS INCIDENT REPORT

QC019/07.22 SERIOUS INCIDENT PRESENTATION

QC020/07.22 ANY OTHER BUSINESS

There was no further business to discuss. 

QC021/07.22 DATE OF NEXT MEETING 

The next meeting is due to be held on 25 August 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

2/3 232/233



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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